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PREFACE 

The Thirty -third World Health Assembly was held at the Palais des Nations, Geneva, from 

5 to 23 May 1980, in accordance with the decision of the Executive Board at its sixty - fourth 

session. Its proceedings are published in three volumes, containing, in addition to other 

relevant material: 

Resolutions and decisions,1 and list of participants - document WHA33/1980/REС/1 

Verbatim records of plenary meetings, and committee reports - document WHA33/1980/REС/2 

Summary records of committees - document WHА33/1980 /REС/3 

1 The resolutions, which are reproduced in the order in which they were adopted, have been 

cross - referenced to the relevant sections of the WHO Handbook of Resolutions and Decisions, and 

are grouped in the table of contents under the appropriate subject headings. This is to 

ensure continuity with the Handbook, Volumes I and II of which contain most of the resolutions 

adopted by the Health Assembly and the Executive Board between 1948 and 1978. A list of the 

dates of sessions, indicating resolution symbols and the volumes in which the resolutions and 

decisions were first published, is given in Volume II of the Handbook (page xiii). 



OFFICERS OF THE HEALTH ASSEMBLY AND MEMBERSHIP OF ITS COMMITTEES 
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Dr A. R. AL -AWADI (Kuwait) 

Vice- Presidents: 
Dr A. N. AGOSTA (Philippines) 

Professor R. VANNUGLI (Italy) 

Dr S. SURJANINGRAT (Indonesia) 

Dr H. GARCÍA BARRIOS (Venezuela) 

Dr P. MOCUMBI (Mozambique) 

Secretary: 

Dr H. MAILER, Director-General 

Committee on Credentials 

The Committee on Credentials was 

composed of delegates of the following 

Member States: Djibouti,- German 

Democratic Republic, Greece, Guinea - 

Bissau, Guyana, Iceland, India, Mauritius, 

Paraguay, Qatar, Rwanda, Tonga. 

Chairman: Dr S. TAPA (Tonga); 

later: Dr J. -B. RWASINE (Rwanda) 

Vice -Chairman: Dr I. MUSAFILI (Rwanda) 

later: Dr K.-H. LEBENTRAU (German 

Democratic Republic) 

Rapporteur: Dr P. SIGURDSSON (Iceland) 

later: Dr U. BJARNASON (Iceland) 

Secretary: Mr C. -H. VIGNES (LegalAdviser) 

Committee on Nominations 

The Committee on Nominations was 

composed of delegates of the following 

Member States: Argentina, Bangladesh, 

Benin, Burundi, Canada, China, El Salvador, 

France, Gambia, Jordan, Lebanon, Mauritania, 
Pakistan, Panama, Papua New Guinea, 
Sao Tome and Principe, Somalia, Spain, 

Swaziland, Thailand, Union of Soviet 
Socialist Republics, United Kingdom of 
Great Britain and Northern Ireland, 
Venezuela, Yugoslavia. 

1 Djibouti was unable to send a 

delegation to the Thirty -third World 
Health Assembly. 

Chairman: Dr C. K. HASAN (Pakistan) 

Secretary: Dr H. MAILER, Director-General 

General Committee 

The General Committee was composed of 

the President and Vice -Presidents of the 

Health Assembly and the Chairmen of the 

main committees, together with delegates 

of the following Member States: Angola, 

Argentina, Benin, Botswana, Burundi, Chile, 

China, Czechoslovakia, France, Iraq, 

Saudi Arabia, Sri Lanka, Sudan, Union of 

Soviet Socialist Republics, United Kingdom 

of Great Britain and Northern Ireland, 

United States of America. 

Chairman: Dr A. R. AL -AWADI (Kuwait), 

President of the Health Assembly 
Secretary: Dr H. MAILER, Director -General 

MAIN COMMITTEES 

Under Rule 35 of the Rules of Procedure 
of the Health Assembly, each delegation 
was entitled to be represented on each 
main committee by one of its members. 

Committee A 

Chairman: Dr Elizabeth QUAMINA (Trinidad 
and Tobago) 

Vice -Chairmen: Dr E. G. BEAUSOLEIL 
(Ghana) and Dr N. W. TAVIL (Papua 
New Guinea) 

Rapporteur: Mr N. N. VOHRA (India) 
Secretary: Mrs I. BRÜGGEMANN (Development 

of Health Programme Evaluation) 

Committee B 

Chairman: Dr E. M. SAMBA (Gambia) 
Vice -Chairmen: Mr D. J. DE GEER 

(Netherlands) and Mr B. C. PERERA 
(Sri Lanka) 

Rapporteur: Mrs T. RAIVIO (Finland) 
Secretary: Dr O. W. CHRISTENSEN 

(Coordination with Other Organizations) 
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AGENDA' 

PLENARY MEETINGS 

1. Opening of the session 

2. Appointment of the Committee on Credentials 

3. Election of the Committee on Nominations 

4. Election of the President and the five Vice -Presidents 

5. Election of the Chairman of Committee A 

6. Election of the Chairman of Committee B 

7. Establishment of the General Committee 

8. Adoption of the agenda and allocation of items to the main committees 

9. Review and approval of the reports of the Executive Board on its sixty -fourth and 
sixty -fifth sessions 

10. Review of the report of the Director -General on the work of WHO in 1978 -1979 

11. Study of the Organization's structures in the light of its functions2 

12. Declaration of global eradication of smallpox 

13. Admission of new Members and Associate Members 
13.1 Application by San Marino for admission to membership 
13.2 Application by Zimbabwe for admission to membership 

14. Election of Members entitled to designate a person to serve on the Executive Board 

15. Presentation of the Léon Bernard Foundation Medal and Prize 

16. Presentation of the Dr A. T. Shousha Foundation Medal and Prize 

17. Presentation of the Darling Foundation Medal and Prize 

18. Approval of reports of main committees 

19. Closure of the Thirty -third World Health Assembly 

COMMITTEE A 

20. Election of Vice -Chairmen and Rapporteur 

21. Review of the report of the Global Commission for the Certification of Smallpox 
Eradication 

22. Formulating strategies for health for all by the year 2000 (progress report) 

23. Follow -up of WHO/UNICEF Meeting on Infant and Young Child Feeding 

24. Sixth General Programme of Work covering a specific period (1978 -1983 inclusive): 
Annual review and progress report on medium -term programming for the implementation 
of the Sixth General Programme of Work 

1 The agenda was adopted at the third plenary meeting. 
2 
A specific issue was considered in Committee B (see item 41). 

- 3 - 
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25. Changes in the programme budget for 1980 -1981 

26. Development and coordination of biomedical and health services research 

26.1 Progress report 
26.2 UNDP/World Bank /WHO Special Programme for Research and Training in Tropical 

Diseases (progress report) 

27. Action in respect of international conventions on narcotic and psychotropic substances 

28. Workers health programme (progress report) 

29. Malaria control strategy (progress report) 

30. Health hazards of smoking (progress report)1 

31. Clean water and adequate sanitation for all by 19901 

32. Health legislation) 

COMMITTEE B 

33. Election of Vice -Chairmen and Rapporteur 

34. Review of the financial position of the Organization 

34.1 Financial report on the accounts of WHO for 1979, report of the External Auditor, 

and comments, thereon of the Committee of the Executive Board to Consider Certain 

Financial Matters prior to the Health Assembly 

34.2 Status of collection of annual contributions and of advances to the Working Capital 

Fund 
34.3 Members in arrears in the payment of their contributions to an extent which may 

invoke Article 7 of the Constitution 

35. гelete7 

36. Financial reports and extrabudgetary resources 

37. Assessment of new Members and Associate Members 

38. Amendment to the scale of assessments to be applied to the second year of the financial 

period 1980 -1981 

39. Real Estate Fund 

40. /elete7 

41. Periodicity of Health Assemblies2 

42. Transfer of the Regional Office for the Eastern Mediterranean 

43. Organizational studies by the Executive Board 

43.1 Organizational study on the role of WHO expert advisory panels and committees 

and collaborating centres in meeting the needs of WHO regarding expert advice 

and in carrying out technical activities of WHO 

43.2 Organizational study on the role of WHO in training in public health and health 

programme management, including the use of country health programming 

(interim report) 

44. Recruitment of international staff in WHO: annual report 

45. Health conditions of the Arab population in the occupied Arab territories, including 

Palestine 

46. Collaboration with the United Nations system 

46.1 General matters 

46.2 Agreement between WHO aid the International Fund for Agricultural Development 

1 Items referred to Committee B. 
2 
This item was an integral part of the study of the Organization's structures in the light 

of its functions (item 11). 
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46.3 Health care of the elderly (preparation for the World Assembly on the Elderly, 1982) 

46.4 Health assistance to refugees and displaced persons in Cyprus 

46.5 Health and medical assistance to Lebanon 
46.6 Cooperation with newly independent and emerging States in Africa: Liberation 

struggle in Southern Africa 

47. United Nations Joint Staff Pension Fund 
47.1 Annual report of the United Nations Joint Staff Pension Board for 1978 
47.2 Appointment of representatives to the WHO Staff Pension Committee 





SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Tuesday, б May 1980, at 12h40 

Chairman: Dr A. R. AL -AWADI (Kuwait), 

President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Document А33/1) 

The CHAIRMAN reminded the General Committee that it was required under Rule 33 of the 
Rules of Procedure of the Health Assembly to transmit the provisional agenda to the Assembly 
with its recommendations. He drew attention to two applications for admission to membership 
of WHO, made by San Marino and by Zimbabwe; the latter had previously been an Associate 
Member. The requests had been received on 25 March and 21 April 1980 respectively and had 
been communicated to all Member States. He suggested that the General Committee recommend 
that the Assembly place them on its agenda under item 13 (Admission of new Members and 
Associate Members), as sub -items 13.1 "Application by San Marino for admission to membership" 
and 13.2 "Application by Zimbabwe for admission to membership ". 

It was so agreed. 

The CHAIRMAN then suggested that the Committee recommend that the Assembly delete from 
the agenda item 35 (Supplementary budget for 1980 -1981) and item 40 (Working Capital Fund) with 
its two sub -items, which carried the qualification "if any", since they had become irrelevant. 
He also suggested that in item 34 (Review of the financial position of the Organization) the 
words "(if any)" at the end of sub -item 34.3 should be deleted, since that sub -item was in fact 
going to be considered, certain Members being in arrears in the payment of their contributions 
to an extent which might invoke Article 7 of the Constitution. 

It was so agreed. 

In regard to allocation of agenda items to Committees A and B, the General Committee 
recommended that items be allocated as announced in the provisional agenda prepared by the 
Executive Board, it being understood that items could subsequently be transferred from one 
Committee to the other according to the stage each had reached in its work. 

Dr GALAHOV (Union of Soviet Socialist Republics), while agreeing with the allocation of 
items recommended, wondered why it had been provided that item 11 (Study of the Organization's 
structures in the light of its functions) should be considered in plenary, not in committee. 

The DIRECTOR - GENERAL said that the General Committee was entirely free to recommend that 
the item be considered in committee if it thought fit. However, he himself had personally 
suggested that the matter be debated in plenary because lengthy preliminary discussions had 
taken place both in the regional committees and in the Executive Board, and the Board had 
already prepared a draft resolution which it was recommending that the present Health Assembly 
adopt. 

- 7 - 



8 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

Dr GALAHOV (Union of Soviet Socialist Republics) was aware of the developments mentioned by 
the Director -General, because he had taken part in the discussions on the subject in the Board. 
Nevertheless he considered that the Director- General's excellent report on the subject, made in 
compliance with the request made by the Health Assembly in resolution WHA31.27, should be the 
subject of detailed discussion in committee. In addition, Committee B ought to consider under 
agenda item 41 the question of the periodicity of Health Assemblies from the point of 
view of study of the Organization's structures in the light of its functions. It seemed 
illogical for two aspects of the same subject to be considered, one in plenary, and the other 
in committee. He considered therefore that it would be at once more logical, more correct 
with regard to Committee B, and more effective if item 11 were transferred from the agenda of 
the plenary Health Assembly to that of Committee B. 

Requested by the CHAIRMAN to give his views on the matter, Dr ABDULHADI (representative 
of the Executive Board) explained why the Board had thought it advisable to recommend that the 
item be considered in plenary. The Board had considered that all the delegates to the Health 
Assembly ought to have an opportunity to participate in the debate and that a discussion in 
plenary would have more impact. 

After a brief exchange of views, in which Mr BOYÉR (United States of America) agreed with 
the arguments advanced by the Director -General and the representative of the Executive Board, 
and Dr KLIVAROVÁ (Czechoslovakia) supported the suggestion of the delegate of the Union of 
Soviet Socialist Republics, Dr GALAHOV (Union of Soviet Socialist Republics) agreed, despite 
his reservations, not to press for the item to be transferred to Committee B. 

The CHAIRMAN proposed that the General Committee recommend that the Assembly accept the 
original proposal that item 11 be considered in plenary. 

It was so a&reed. 

2. PROGRANiME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN reminded the General Committee that the Executive Board had decided at its 

sixty -fifth session that the Assembly should complete its work not later than the end of the 

third week of the Assembly's session. He also drew its attention to document A33/GC/1, which 
contained a preliminary indicative timetable for the work of the Thirty -third World Health 
Assembly, drawn up in accordance with resolution WHA32.36. The timetable might be revised 
subsequently if necessary. 

The General Committee drew up, accordingly, the programme of meetings for the afternoon 
and for Wednesday, 7 and Thursday, 8 May. 

It was agreed that the proposals for the election of Members entitled to designate a 
person to serve on the Executive Board should be submitted not later than 10h00 on Monday, 
i2 May. 

With reference to the list of speakers wishing to speak in the general debate on items 9 

and 10 of the agenda, the CHAIRMAN suggested that the order in which requests to speak had 
been made should be strictly observed and that further requests should be placed on the list in 
the precise order in which they were received. 

It was so agreed. 

After the General Committee had heard Dr ALDEREGUIA VALDES -BRITO (General Chairman of the 

Technical Discussions), the CHAIRMAN undertook to inform the Assembly that the Technical 
Discussions would take place in the morning and afternoon of Friday, 9 May, and the morning of 
Saturday, 10 May. 

In regard to fixing the Assembly's working hours, the General Committee agreed, following 
an exchange of views, to retain a suggestion made by Dr FIELD (United Kingdom of Great Britain 
and Northern Ireland) that plenary meetings should begin in the morning half an hour earlier 
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and should end in the evening half an hour later than in previous years. The Assembly would 
accordingly meet in plenary from 9h00 to 12h30 and from 14h30 to 18h00 when the General 
Committee was not meeting, the afternoon plenary meeting ending at 17h30 when a meeting of the 
General Committee was to be held. The main committees would for the time being meet at the 

customary times, namely from 9h30 to 12h30 and from 14h30 to 17h30, and the General Committee 
would meet at either 12h30 or 17h30. 

The meeting rose at 13h30. 

SECOND MEETING 

Thursday, 8 May 1980, at 17h50 

Chairman: Dr A. R. AL -AWADI (Kuwait), 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After having heard Dr QUAMINA (Trinidad and Tobago), Chairman of Committee A, and 
Dr SAMBA (Gambia), Chairman of Committee B, report on the first brief meetings of their 
committees, held that day, the General Committee drew up the programme of work for Monday, 
12 May and Tuesday, 13 May. It was recalled that the plenary meetings would open at 9h00 
in the morning and end at 18h00, the General Committee itself.meeting on Monday, 12 May, at 
noon, and the main committees meeting from 9h30 to 12h30 and from 14h30 to 17h30. 

The meeting rose at 18h00. 

THIRD MEETING 

Monday, 12 May 1980, at 12h35 

Chairman: Dr A. R. AL -AWADI (Kuwait), 
President of the Health Assembly 

1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE 
A PERSON TO SERVE ON THE EXECUTIVE BOARD 

The CHAIRMAN pointed out that the procedure for drawing up the General Committee's 
proposals for the election of Members entitled to designate a person to serve on the Executive 
Board was governed by Article 24 of the Constitution and by Rule 102 of the Assembly's Rules 
of Procedure, and drew the attention of the members of the Committee to the documents provided, 
namely: 

(a) a table showing the geographical distribution of seats on the Executive Board, 
by region; 

(b) a regional list of the Members of the Organization which were, or had been, 
entitled to designate persons to serve on the Executive Board; 

(c) a list, in alphabetical order by region, of Members the names of which had been 
suggested following the announcement made by the President of the Assembly in the 
plenary meeting under Rule 101 of the Assembly's Rules of Procedure; 

(d) lastly, a table showing the present composition of the Executive Board, with the 
names underlined of those of the Members that had designated a person to serve on the 
Board whose term would expire at the end of the Thirty -third World Health Assembly and 
who would have to be replaced: for the African Region, Angola and Botswana; for the 
Region of the Americas, Bolivia, Cuba and the United States of America; for the 
South -East Asia Region, India; for the European Region, the German Democratic Republic 
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and Portugal; and for the Eastern Mediterranean Region, the Libyan Arab Jamahiriya and 
Tunisia. The Western Pacific Region had no outgoing Member. 

He reminded the Committee that, following the amendment made to Rule 102 of the Rules of 

Procedure by the Twenty -eighth World Health Assembly in 1975, the General Committee of the 

Twenty -ninth World Health Assembly the following year had adopted a new procedure for drawing 

up the lists of Members to be transmitted to the plenary Assembly. 

At the request of the CHAIRMAN, the DEPUTY DIRECTOR- GENERAL read out Rule 102 of the 

Rules of Procedure, together with an extract from the summary record of the discussions in the 

General Committee at the Twenty -ninth World Health Assembly relating to the decision adopted 

by the Board on the subject.1 

The CHAIRMAN said that if the members of the General Committee wanted to apply the same 

procedure at the present session they could, if they wished, begin with a general discussion 

during which they proposed by word of mouth the names of countries other than those whose 

candidature had already been suggested in writing; then they could take a trial vote by 

secret ballot which would enable them to draw up a list of the names of the countries suggested 

in writing or by word of mouth and of the names of any other Members of their choice, and which 

would indicate the geographical distribution of the candidatures; finally, following a 

discussion, if necessary, on the results of the trial vote, the Committee, after having drawn 

up by secret ballot a list of not more than fifteen and not less than ten Members selected 

from the previous list, would take a proper vote, also by secret ballot. 

There being no objections, it was so agreed. 

The CHAIRMAN invited Mr Boyer (United States of America) and Dr Mpitabakana (Burundi) to 

act as tellers. 

A trial vote was held by secret ballot. 

The CHAIRMAN informed the Committee of the results of the trial vote, 

countries had obtained votes. 

In reply to requests for explanation by Dr VENEDIKTOV (Union of Soviet Socialist 

Republics), and after Mr VIGNES (Legal Adviser) and the DIRECTOR - GENERAL had given information 

on the subject, the CHAIRMAN pointed out that the trial vote that had just been taken had only 

been to draw up a list of names of countries, and there was no restriction as to those 

countries' number. 

Mr BOYER (United States of America), speaking as his country's delegate, not as teller, 

said he wished to ask for an explanation aid to make a suggestion. Since the next stage of 

the procedure followed by the General Committee consisted of drawing up a list of not less 

than ten and not more than fifteen Members, and since the list resulting from the trial vote 

consisted of only thirteen names of Member States, perhaps the Committee could do without the 

intermediate ballot and proceed forthwith to the vote for drawing up the final list of ten 

Members to be submitted to the Health Assembly. 

The CHAIRMAN replied that he had already held consultations on the subject with the 

Director-General and the Legal Adviser, and that if the Committee agreed it could proceed 

forthwith to the final vote the United States delegate had just referred to. 

Professor AUJALEU (France) was against the procedure suggested; he considered the 

Committee was not entitled to skip a stage of the procedure it had itself established and to 

omit one of the votes which were provided for. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) entirely agreed with 

Professor Aujaleu: in his opinion the Committee must strictly follow the established procedures, 

and avoid creating a precedent which might give rise to problems difficult to solve on future 

occasions. 

1 See WHO Official Records, No. 234, 1976, p. 254. 
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The DIRECTOR - GENERAL then informed the Committee that one of the countries the name of 
which appeared on the list of thirteen Members resulting from the trial vote was still entitled 
to designate a person to serve on the Executive Board for one year following the Thirty -third 
World Health Assembly, and therefore there was no reason to include that country's name in the 
subsequent voting. The list of Members for which the Committee was to vote did not, therefore, 
consist of thirteen names of Member States, but only of twelve. 

The General Committee took a vote by secret ballot to draw up a list of not less than ten 
and not more than fifteen Members, selected from the list drawn up at the trial vote, for 
transmission to the Health Assembly. 

The CHAIRMAN read out the list drawn up by the Committee. It consisted of the following 
countries: Brazil, Canada, Gabon, Gambia, Guatemala, Kuwait, Maldives, Mongolia, Nicaragua, 
Romania, United Kingdom of Great Britain and Northern Ireland, and Yemen. 

He invited the Committee to recommend, by a vote, the names of ten Members which in its 

opinion would provide, if elected, a balanced distribution of seats on the Board as a whole. 
Only Manbers appearing on the list of twelve Members could be placed on the list of ten Members, 
and any ballot paper that contained more or less than ten names would be void. 

The General Committee took a further vote by secret ballot. 

The CHAIRMAN announced that the following countries had been designated: Brazil, Canada, 
Gabon, Gambia, Guatemala, Kuwait, Mongolia, Romania, United Kingdom of Great Britain and 
Northern Ireland, and Yemen. In accordance with the provisions of Rule 102 of the Rules of 
Procedure the list of those countries would be transmitted to the Health Assembly at least 
twenty -four hours before the Health Assembly convened for the purpose of the annual election 
of ten Members to be entitled to designate a person to serve on the Board. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee confirmed the timetable of meetings planned for Tuesday, 13 May, 
and drew up the programme of work for Wednesday, 14 May, and Thursday, 15 May. It was under- 
stood that should the Assembly manage to conclude its consideration of item 11 of its agenda 
(Study of the Organization's structures in the light of its functions) in plenary during the 
morning of Thursday, 15 May, the main committees would meet that afternoon; should considera- 
tion of the item continue in plenary in the afternoon, without taking up all the afternoon, 
the main committees would meet immediately after the end of the plenary meeting. 

The meeting rose at 14h15. 

FOURTH MEETING 

Tuesday, 13 May 1980, at 17h40 

Chairman: Dr A. R. AL -AWADI (Kuwait), 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN explained why he had convened the General Committee earlier than had been 
arranged at the meeting the previous day. It had turned out since that meeting that the 
election of Members entitled to designate a person to serve on the Executive Board, which was 
to have taken place in the plenary the following morning, would be likely to take less time 
than had been originally foreseen on account of the withdrawal of two candidatures; as a 

result the list transmitted by the General Committee to the Health Assembly comprised only 10 
Member States, corresponding to the number of seats to be filled on the Board. Consequently, 
and in view of the number of speakers still on the list to take part in the general debate, 
the plenary Assembly would presumably be able to finish its consideration of items 9 and 10 of 
the agenda in the course of the following day, Wednesday, 14 May. He accordingly proposed that 
the main committees meet after the end of the plenary meeting. 

The Chairman's proposal was approved. 
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The CHAIRMAN reminded the Committee of the similar arrangements it had made the previous 

day for Thursday, 15 May: The Committee was to meet that day at 12h30. 

The meeting rose at 17h45. 

FIFTH MEETING 

Thursday, 15 May 1980, at 12h45 

Chairman: Dr A. R. AL -AWADI (Kuwait), 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY . 

After Dr SAMBA (Gambia), Chairman of Committee B, had reported on the progress of the work 
of his committee, Dr AL- DABBAGH (Saudi Arabia) asked whether Committee B was to start 

consideration of agenda item 42 (Transfer of the Regional Office for the Eastern Mediterranean) 
on the morning of the following day, Friday, 16 May; several ministers of health who wished to 

take part in the discussion on that question were about to leave Geneva. 

After a brief exchange of views in which Dr HUSAIN (Iraq), the DIRECTOR- GENERAL, Dr HARRIS 

(United Kingdom of Great Britain and Northern Ireland), and Dr SAMBA, speaking as Chairman of 

Committee B, took part, it was agreed that Committee B should undertake consideration of 
agenda item 42 at its meeting the following morning, 16 May. 

Speaking of what had occurred in the plenary meeting that morning, Thursday, 15 May, 

Dr KLIVAROVA (Czechoslovakia) said she was surprised that delegates had not been invited to 

restrict the length of their statements in the debate, as was the normal practice in the 

Assembly's plenary meetings. 

The CHAIRMAN pointed out that the restrictive provisions of resolution WHA20.2 related 
only to the general discussion in the plenary meeting. 

After Dr QUAMINA (Trinidad and Tobago), Chairman of Committee A, had reported on the 

progress of the work of that committee, the General Committee drew up the programme of work of 

the Assembly for the following day, Friday, 16 May, and for the day after that, Saturday, 

17 May, it being understood that the main committees would meet on Saturday from 9h00 to 13h00. 

The meeting rose at 13h00. 

SIXTH MEETING 

Friday, 16 May 1980, at 17h35 

Chairman: Dr A. R. AL -AWADI (Kuwait), 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing Dr QUAMINA (Trinidad and Tobago), Chairman of Committee A, and Dr SAMBA 
(Gambia), Chairman of Committee B, on the progress of the work of their committees, the 
General Committee drew up the Assembly's programme of work for Monday, 19 May, and Tuesday, 
20 May. 

The meeting rose at 17h40. 
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SEVENTH MEETING 

Tuesday, 20 May 1980, at 17h35 

Chairman: Dr A. R. AL -AWADI (Kuwait), 

President of the Health Assembly 

1. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES: TRANSFER OF ITEMS 

Dr SAMBA (Gambia), Chairman of Committee B, and Dr QUAMINA (Trinidad and Tobago), 
Chairman of Committee A, reported on the progress of the work of their committees. 

Since Committee B had nearly completed consideration of the items on its agenda, unlike 
Committee A which still had a considerable programme of work, the CHAIRMAN proposed that in 

accordance with the provisions of Rule 33(d) of the Rules of Procedure of the Health Assembly, 
the General Committee should transfer from the agenda of Committee A to that of Committee B 
items 32 (Health legislation), 31 (Clean water and adequate sanitation for all by 1990) and 
30 (Health hazards of smoking (progress report)). 

It was so agreed. 

2. PROGRAMME OF WORK AND DATE OF CLOSURE OF THE HEALTH ASSEMBLY 

The General Committee drew up the programme of meetings for the following day, 
Wednesday, 21 May, and agreed to decide upon the date of closure of the session at its own 

Wednesday meeting. 

The meeting rose at 17h50. 

EIGHTH MEETING 

Wednesday, 21 May 1980, at 17h35 

Chairman: Dr A. R. AL -AWADI (Kuwait), 

President of the Health Assembly 

PROGRAMME OF WORK AND DATE OF CLOSURE OF THE HEALTH ASSEMBLY 

Dr QUAMINA (Trinidad and Tobago), Chairman of Committee A, and Dr SAMBA (Gambia), 

Chairman of Committee B, having reported on the progress of the work of their committees, 

the General Committee noted that Committee A, which still had a very heavy programme of work 

for the following day, had arranged to meet in the morning at 9h00 instead of 9h30. 

Dr HASSOUN (Iraq), speaking of the work of the Assembly that day, Wednesday, 21 May, 

drew the General Committee's attention to the fact that a number of delegates who normally 
followed the proceedings of Committee B had not been aware that the Assembly would be meeting 
in plenary as early as 9h00. He regretted that lack of information on their behalf, since 
it had prevented them from taking part in the discussions in the plenary on a subject that was 

dear to them and in the vote that had taken place at the end of those discussions. He also 

considered that, as had been the case in similar circumstances before, a plenary meeting of 
that importance should have been arranged not for the beginning but for the end of the morning, 
and expressed the hope that the same mistake would not be made again. 

The CHAIRMAN said he was sorry some delegates should have felt insufficiently informed, 
but pointed out that the Journal of the Health Assembly for that day, Wednesday, 21 May, 
clearly stated that the sixteenth plenary meeting would be held at 9h00 in the morning of that 
day and that, moreover, the General Committee at its very first meeting had arranged for 

plenary meetings to take place at that time. He realized however that Dr Hassoun's remarks 
deserved to be taken into account for the future, and assured Dr Hassoun that they would 
appear in the summary record of the present meeting. 
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The General Committee then decided that the closure of the Thirty -third World Health 
Assembly should take place on Friday, 23 May, and drew up the programme of work of the Assembly 
for the following day, Thursday, 22 May, and for the last day of the session. 

After Dr VENEDIKTOV (Union of Soviet Socialist Republics) had suggested that the General 

Committee should ask the main committees to do their best to complete their work the following 

day, so that the closing plenary meeting might take place on Friday morning, an exchange of 
views took place on the organization of those committees' meetings on Thursday, 22 May. 

The CHAIRMAN, summing up the suggestions that had been made, proposed that the main 

committees should make their lunch break half an hour shorter and continue their meeting if 

necessary till 18h30 (instead of 17h30); the General Committee would meet at 19h00. 

It was so agreed. 

The meeting rose at 17h55. 

NINTH MEETING 

Thursday, 22 May 1980, at 19h00 

Chairman: Dr A. R. AL -AWADI (Kuwait), 

President of the Health Assembly 

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After Dr SAMBA (Gambia), Chairman of Committee B, and Dr BEAUSOLEIL (Ghana), Vice- Chairman 

of Committee A, had reported that the work of the main committees had been completed, the 

General Committee drew up the programme of plenary meetings for Friday, 23 May, the last day of 

the session. 

2. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee at an end. 

The meeting rose at 19h10. 



COMMITTEE A 

FIRST MEETING 

Thursday, 8 May 1980, at 12h00 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. ELECTION OF VICE - CHAIRMEN AND RAPPORTEUR: Item 20 of the Agenda 

(Document А33/35) 

The CHAIRMAN drew attention to the third report of the Committee on Nominations,) in which 

Dr E. G. Beausoleil (Ghana) and Dr N. W. Tavil (Papua New Guinea) were nominated for the offices 

of Vice -Chairmen of Committee A and Mr N. N. Vohra (India) for that of Rapporteur. 

Decision: Committee A elected the following officers: 
Vice- Chairmen: Dr E. G. Beausoleil (Ghana) and 

Dr N. W. Tavil (Papua New Guinea) 
Rapporteur: Mr N. N. Vohra (India) 

2. ORGANIZATION OF WORK 

The CHAIRMAN drew attention to the Committee's heavy agenda and said that the daily 

programmes of work would be announced in the Journal. 
She suggested that the Committee should normally work from 9h30 to 12h30 and from 14h30 to 

17h30. 

It was so agreed. 

Mrs BRÜGGEMANN (Secretary) provided information on the documentation for the Health 
Assembly at the request of the Chairman, and explained the nature of the documents and their 
identification symbols. 

The meeting rose at 12h30. 

1 See document WHA33/1980/REC/2. 
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SECOND MEETING 

Tuesday, 13 May 1980, at 9h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

REVIEW OF THE REPORT OF THE GLOBAL COMMISSION FOR THE CERTIFICATION OF SMALLPDX ERADICATION: 
Item 21 of the Agenda (Document ЕВ65/1980/REС/1, resolution EB65.R17; Documents А33/3 and 
A33/4; Resolution WHА33.3) 

The CHAIRMAN said that most delegates would have attended the celebration of the 
eradication of smallpox on 8 May, when the Health Assembly had adopted resolution WHA33.3, 
declaring the global eradication of smallpox. Since delegates had expressed their gratitude 
on that occasion, she proposed that the Committee should concentrate on the steps to be taken 
as a consequence of eradication, namely the recommendations made by the Global Commission for 

the Certification of Smallpox Eradication. Those recommendations were annexed to resolution 
EВ65.R17. Documents А33/3 (the report of the Global Commission)1 and A33/4 (the Director - 
General's report on the smallpox eradication programme) were relevant. 

She called on the representative of the Executive Board to introduce the item. 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that at its sixty -fifth 
session the Executive Board had considered the Director -General's report (document ЕВ65/23) 
and the report of the Global Commission for the Certification of Smallpox Eradication. It 

had noted with deep gratification the eradication of that terrible scourge, and had declared 

it to be an event of historic importance for the health of mankind. 
The remarkable strength and enormous potential of international cooperation in the health 

field were illustrated by the fact that smallpox existed in endemic form in 59 countries 22 

years ago when the Eleventh World Health Assembly, in its resolution WHA11.54, had approved the 
objective of eradicating the disease. 

The three main questions the Board had had to consider were: (1) whether it could endorse 
the conclusion reached by the Global Commission that smallpox eradication had been achieved; 

(2) if that conclusion were accepted, how the Thirty -third World Health Assembly should 
recognize the success of the programme; and (3) whether the 19 recommendations of the Global 
Commission were adequate to ensure the permanent extinction of the disease. The first two 

points had already been dealt with by the present Health Assembly at its eighth plenary meeting, 

and resolution WHA33.3 had been adopted. 

The purpose of the Global Commission's 19 recommendations was to establish a policy for 
the post -eradication era so as to ensure permanent freedom from the disease. The Board had 

unanimously adopted those recommendations and called for their immediate application. A 

number of specific points should, however, be mentioned: the abolition of smallpox vaccination 

except for research workers at risk, termination of the requirement for travellers to produce 

an international certificate of vaccination against smallpox, and maintenance of a system of 

surveillance and diagnosis for presumed cases of smallpox so as to preserve the confidence of 

world public opinion. It was also considered necessary to continue surveillance of orthopox- 

virus infections in man and to maintain the strictest protection and safety measures for 

establishments keeping stocks of virus; their number should be reduced to not more than four. 

The Board had recommended that at the earliest possible date a document should be compiled 

on the history of the global eradication campaign, the experience acquired and the procedures 

used, including the relevant statistical information. Such a monograph would be of 

inestimable historical value and relevance to health technology for all countries and for their 

health services, as well as for WHO. 

1 World Health Organization. The global eradication of smallpox, Geneva (in press). 
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The Board had accordingly recommended to the Health Assembly the draft resolution contained 

in part II of resolution EB65.R17. 

It was vitally important to continue striving for the eradication from the face of the 

earth of other widespread and devastating diseases. 

Dr VIOLAKI- PARASKEVA (Greece) praised the Global Commission's report (document А33/3) and 

thought that it should be published as a booklet and distributed to Member States. It would 

also be useful to bring together all the experience and technical information so that it would 

be available if an emergency arose in the future. Her delegation fully supported all the 

Global Commission's recommendations, and was glad to note that only 14 countries still required 

international certificates of vaccination from travellers; she hoped that that requirement 

would soon be abolished. The corresponding changes should be made in the International Health 

Regulations. As far as the future was concerned, she asked what steps WHO would take for 

controlling laboratories holding stocks of virus, and what machinery would be needed by WHO for 
periodically inspecting such laboratories. She also asked what provision WHO had made to 

respond to emergency requests by Member States for assistance in the early diagnosis of 

suspected cases of smallpox. 

Dr STIRLING (United Republic of Tanzania) expressed his concern about the euphoria 
surrounding the declaration of the global eradication of smallpox. It seemed to overlook 
the possibility of the existence of undetected smallpox and the dangers of virus stocks. 

He had been relieved to hear that the euphoria was only temporary and not the considered 
stand of the Executive Board and the Global Commission. 

As long as the virus was conserved, even if only in four laboratories, it could not be 
said that the disease had been eradicated. The recent outbreak from an unauthorized source 
in the United Kingdom had shown what could happen. 
serious, and should never have happened. . Were such 
be able to enforce the rule that they should be held 
preferably in Geneva, would be enough, and should be 

Although small, it could have been more 
virus stocks necessary? WHO would not 
only by four centres. A single source, 
kept under maximum security. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland), referring to the recent 
escape of smallpox virus in a Birmingham laboratory, explained that Professor Bedson had been 
working officially and at the request of WHO. To speak of an unauthorized source, therefore, 
must be based on a misunderstanding. 

Dr KALISA (Zaire) said that his delegation endorsed the recommendations of the Global 
Commission, which should be given high priority both in WHO and in Member States, and therefore 
requested the Director -General to make every effort to provide the necessary administrative and 
financial support in following them up. That applied particularly to the special programme 
for surveillance and research in the field of human monkeypox. Zaire would do everything 
in its power to support that programme. Research had been carried out recently in Zaire to 
determine more precisely the frequency, mode of transmission and natural cycle of the disease. 
Monkeypox was a problem in Central and West Africa and in all countries in the tropical forest 
zone. It was therefore a problem of general interest that called for special attention in 
the post - eradication period. 

At a seminar on the surveillance of monkeypox and viral haemorrhagic fever, held in 
Brazzaville in April under the auspices of WHO, it had been noted that, although monkeypox 
was considered to be a fairly rare zoonosis, it was nevertheless a most important orthopox- 
virus infection calling for increased surveillance during the post -eradication period; admini- 
strative and financial support by WHO for that surveillance was therefore essential. There 
were many unsolved problems in connexion with monkeypox, and further information was needed 
in order to assess what difficulties it might cause in relation to the certification of small - 
pox eradication. 

In areas where monkeypox was endemic, surveillance procedures should be developed; they 
would be useful in relation not only to monkeypox but also to viral haemorrhagic fever, and 
would also help in promoting primary health care. Finally, monkeypox was of world interest 
from the point of view of preserving the achievements of smallpox eradication, and his 
delegation therefore requested the Director -General to include a specific item in the regular 
budget to cover the cost of surveillance and research on monkeypox. 

His delegation supported the draft resolution. 

Professor JAKOVLJEVIC (Yugoslavia) recalled that in 1972 there had been a long discussion 
on smallpox. At that time, only a few optimists had believed that eradication was possible, 
yet it had been achieved only five years later. He hoped that the money saved as a result 
of eradication would continue to be spent on health, and that governments would increase their 
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contributions to WHO's special programmes, e.g. for malaria control. His delegation endorsed 
the Global Commission's conclusions and recommendations, and supported the draft resolution. 
He stressed the importance of the contribution made by Dr Henderson to smallpox eradication, 
and by the numerous health workers from 73 countries. Smallpox eradication was a triumph of 
international cooperation and preventive medicine. 

Professor HALTER (Belgium) said that his delegation shared the concern already expressed 
with regard to the future, and especially with regard to the conservation of the variola 
virus in laboratories. The virus could not be said to have disappeared from the world while 
it remained in those laboratories. The detailed structure of the virus could be determined 
by computer, so that the risk to humanity arising from its presence in laboratories was not 
compensated for by its scientific value. He therefore hoped that the Health Assembly would 
strongly recommend that, within as short a time as possible, all the variola virus in the 

world should be destroyed. 
Several laboratories had been concerned with the smallpox cases that had occurred in 

Belgium, and it was normal for scientists to take samples and place them in the refrigerator. 
They might be unlabelled or the label might come off, and the virus could survive for many 
years under those conditions. He had therefore asked all Belgian laboratories having low - 
temperature refrigerators to check for unlabelled vials and to destroy them. He hoped that 

delegates to the Health Assembly would do likewise on returning to their countries. 
He paid tribute to WHO's activities in the field of smallpox eradication and to the 

innumerable health workers who had contributed to that great achievement. He hoped that 

countries still requiring vaccination certificates would follow the recommendations of the 

Health Assembly in that respect and that the International Health Regulations would be adapted 
to the new circumstances. 

Professor MАТЕ.г ЕК (Czechoslovakia) said that regular vaccination against smallpox was 

not practised in Czechoslovakia; nor were visitors required to hold an international 

certificate of vaccination against the disease. His delegation supported the Global 

Commission's recommendation that no country should require such a certificate. No laboratories 
in Czechoslovakia had held stocks of smallpox virus for years. The number of laboratories 

holding such stocks should reduced. associated -type viruses 
should be very carefully studied, and all the work coordinated by WHO; that applied particu- 

larly to monkeypox. His delegation believed that an interregional group of epidemiologists 

at WHO would be sufficient to ensure coordination and correct assessment during the post - 

eradication phase; in that connexion, WHO could count on the active cooperation of 

Czechoslovakia and the assistance of specialists with experience of smallpox eradication 

measures. He congratulated WHO on its valuable work on an extremely important undertaking. 

The spirit of cooperation shown and the experience accumulated should allow the solution of 

other important human health problems. 

Professor SENAULT (France) said that his delegation had read the report of the Global 
Commission for the Certification of Smallpox Eradication with keen interest. The report of 

the Director -General on the smallpox eradication programme drew attention to a number of 

useful points, such as the research needed in the more specialized fields of orthopoxviruses, 
and the question of laboratories retaining variola virus. There were indeed two types of 

such laboratories: those recognized by the Organization (and it might be worthwhile 

considering the possibility of reducing the number), and the others, which might still be 

holding the virus, unbeknown. Regarding the latter, decisions would have to be taken at the 

national level by the health authorities. 
In his delegation's view, it was essential to bring the International Health Regulations 

into line with the decisions just pronounced regarding the eradication of smallpox. The 
Organization must take precise decisions to that end. Presumably, review of the International 
Health Regulations came within the province of the Committee on International Surveillance of 
Communicable Diseases. He would like to know what was the intention. 

Dr SMITH (Nigeria) said that the eradication of smallpox was an unprecedented event in the 
history of preventive medicine. He commended all concerned. 

He supported the recommendations contained in document А33/3, and suggested that the report 
should be published in a more permanent form and given wide distribution. 
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In his opinion, the real threat to eradication was not monkeypox but the conservation of 

stocks of variola virus. It was essential that both the Organization and the countries 

concerned should carry out a strict control of the laboratories which still had stocks. His 

country, being in an area where monkeypox existed, supported continued research on orthopox- 

viruses, including monkeypox, and considered that WHO should encourage scientists in areas 

where cases of monkeypox occurred to take part in such research. 

He was in favour of continuing the information system to keep all Member States informed 
of the situation and of any possible hazard from laboratory stocks. That, together with 
continued surveillance, would help to remove the last vestiges of fear remaining in some 
people. Failing that, stocks should be destroyed, since they probably constituted one of the 

reasons why some countries were reluctant to abolish the requirement for international 

vaccination certificates. As everyone knew, the smallpox virus had not been completely 

destroyed, although the probability of recurrence of the disease was remote. 

He congratulated WHO on its foresight in maintaining a reserve stock of smallpox vaccine 

and not prohibiting nations from doing likewise. 

N 
Dr BORGOÑO (Chile) said that his delegation fully supported the resolùtion proposed by 

the Executive Board in its resolution EB65.R17 and the recommendations of the Global 
Commission for the Certification of Smallpox Eradication. He stressed, however, that no more 
than four WHO collaborating centres should be approved for holding stocks of variola virus, 
and strongly urged that the few other laboratories which still held stocks of the virus 

should accept the recommendation for its immediate destruction. Such laboratories were the 

only possible source of reintroduction of the disease and the recent experience in Birmingham 
(England) showed that infection of laboratory staff was not such a remote possibility. 

He also considered that the international effort to eradicate smallpox should set an 

example for similar efforts in the important programmes on diarrhoeal diseases, immunization, 
and respiratory infections. Special emphasis should be placed on continued epidemiological 

surveillance, with particular attention to the conditions for research on the variola virus 
in the four centres or in others that might exist despite WHO's request. 

Dr HOPKINS (United States of America) expressed his country's gratitude to the Global 

Commission for its acknowledgement of the United States contribution to the global effort. He 

also congratulated the Director -General and the thousands of health workers in WHO and Member 
countries on their unprecedented achievement. Eradication had in fact been achieved in just 
ten years, nine months, and twenty -six days after the ten -year goal had been set in 1966. As 
the Organization progressed toward the objective of health for all by the year 2000, it would 
be useful if similarly defined, attainable goals could be set for other specific health 
objectives aid progress monitored every year. 

His delegation fully supported the Global Commission's 19 recommendations. He noted in 
particular recommendations 9 and 10 on retaining variola virus in four WHO collaborating 
laboratories, under high security conditions. The suggestion that all stocks of variola virus 
should be destroyed forthwith, while superficially attractive, was unwise at the present 
time, for two reasons in particular. First, knowledge of the virological properties of 
variola virus and the other orthopoxviruses was still very incomplete, and with recently 
discovered techniques it should be possible to define the genetic character and inter- 
relationships of those viruses much more specifically. Secondly, if, five or ten years 

hence, a virus were isolated which appeared to be variola virus, specimens would be 
needed to determine absolutely whether the new isolate was variola virus or not. The 
possibility of using newer research techniques to determine whether an isolate was 

variola or not by comparing DNA "maps ", for example, thus obviating the need for direct 
comparison with living variola virus, had not yet become a reality. The Global Commission 
had obviously been aware of that development of orthopoxvirus research when it had proposed 
a periodic review of the scientific data available in the expectation that one day all 
variola virus stocks might be destroyed. It would be appropriate to reconsider the need 
to maintain stocks once everything necessary was known about orthopoxviruses and methods 
were available for determining that new viruses were not variola virus without using live 
variola virus. 

He strongly endorsed the Commission's recommendations for continuing field and 
laboratory investigation of viruses related to smallpox, especially monkeypox, and for 
thorough documentation of the smallpox eradication programme. Health authorities in many 
previously infected countries had been tempted to stop all activities for smallpox control 
immediately following the occurrence of their last cases of smallpox, but had fortunately 



20 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

continued until they were confident that eradication had been achieved. He hoped that WHO 
would not be tempted to terminate its own activities until the task was properly completed. 
A comprehensive history of the campaign must be prepared, records catalogued and a suitable 
archive report compiled. Field surveillance must be continued in Zaire and other countries 
recently infected with monkeypox, research must be coordinated, reserve stocks of vaccine 
monitored, and each suspected case must be carefully investigated in order to provide 
continuing confidence throughout the world that eradication had been achieved. That would 
require resources, as indicated in recommendation 18. He urged that the Director- General 
should give the highest priority to supporting those activities through the regular budget 
and, to the extent possible, through the Voluntary Fund for Health Promotion. The triumph 
just achieved was unprecedented in medical history. Failure to complete the task would 
be a tragedy. 

He would appreciate it if the Director- General could provide an estimate of the cost, 
up to and including 1985, of completing the important range of activities called for by 
the Global Commission, and indicate what difficulties, if any, he anticipated in providing 
the funds. 

Dr ROGOWSKI (Poland) said that his delegation, having reviewed the Global Commission's 

ecellent report, the Executive Board's resolution EB65.R17 and the Director -General's 

report, fully endorsed the measures recommended for the post- eradication era. He 

congratulated WHO and all the Member countries concerned on the achievement of eradication 
in so short a time. 

His own country had played its part in the global effort through direct involvement in 

the eradication programmes in the South -East Asia and African Regions, the vice -chairmanship 
of the Global Commission, and financial contributions. It had taken the following steps in 

acardance with the Global Commission's recommendations: discontinuance in 1976 of compulsory 
smallpox revaccination for children between the ages of 7 and 14 years; destruction of all 
stocks of variola virus in 1977; discontinuance as from 1980 of compulsory smallpox 
vaccination - although vaccination was still available on request; a stock of vaccine was 
tc be kept throughout 1980; surveillance was to be maintained for suspected cases, and 
every case was to be thoroughly investigated; smallpox vaccination certificates were no 

longer required international travellers. 

In line with what had been said by earlier speakers, he proposed the inclusion of a 

paragraph in the recommendations making it compulsory for Member countries to check any 
possibility of specimens and other material containing smallpox virus being overlooked. He 

was also in favour of reducing the number of laboratories authorized to keep stocks of 

variola virus. 

Dr JESUDASON (Sri Lanka) referred to the statement in section 2.2 of the Global Commission's 
report that a committee of experts had advised the Commission in 1979 that it was necessary for 
scientific reasons to preserve stocks of variola virus in a few laboratories, but that the 
position should be reviewed in 1982; and to recommendation 18, concerning the maintenance of 
an interregional team and a field officer until 1985. In that connexion, he proposed that the 
U3$ 1000 reward established in 1978 under resolution WHA31.54 should not be abolished, since 
it provided an incentive to remain alert. The question of the reward could also be reviewed 
at the end of 1985. 

He hoped that the 14 countries which still required international certificates of 
vaccination against smallpox would abolish that requirement now that global eradication had 
been declared, and that the International Health Regulations would be amended accordingly. 

He agreed with the delegate of the United Republic of Tanzania that stocks of variola 
virus should be kept in only one centre, and that WHO headquarters would be the most 
suitable place. 

On 24 August 1976 Sri Lanka had sent a nil report to WHO on the inquiry form regarding 
stocks of variola virus; routine primary and revaccination had been abolished as from 
January 1980; and since 10 April 1980 smallpox vaccination had not been required of 
travellers arriving from abroad. A small stock of smallpox vaccine was still available to 
meet the needs of countries which required vaccination for international travel. 

Dr CAI Shengga (China) welcomed the declaration of the eradication of smallpox, and 
thanked all those whose efforts had achieved that goal. Eradication would remain for ever 
a glorious achievement of the World Health Organization. Vigilance was still necessary, 
however, and the Global Commission should strengthen its surveillance activity. He 
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supported the Commission's report. As from 1 January 1980 his country had ceased to 

require an international vaccination certificate. 

Dr RIBAIRA (Madagascar) drew attention to operative paragraph 3 of the resolution 

recommended by the Executive Board, and to section 6.1 of document А33/4. He had noted 

from the discussion that there was almost unanimous approval of the Global Commission's 
recommendations, although certain reservations had been expressed concerning the 

maintenance of stocks of variola virus. He welcomed the eradication of smallpox, but wished 
to explain his country's position on the Global Commission's two first recommendations. 

In the past, smallpox had caused serious ravages in his country, but the work of the 

Pasteur Institute established in Madagascar at the beginning of the century and a mass 
vaccination campaign had resulted in the last case of smallpox being reported in 1934. His 

country had therefore been free from smallpox for close on 50 years - even before the 
existence of WHO. However, for certain procedural reasons his country had not been given 
an official international certificate of eradication until 29 June 1979. Meanwhile it had 
pursued its policy of mass smallpox vaccination as part of the expanded programme of 

immunization. The fact that Madagascar was an island had no doubt contributed to the speedy 

eradication of the disease, and in the situation prior to the declaration of global 
eradication it had seemed reasonable to require an international certificate of vaccination, 
in accordance with the policy of health surveillance at the frontiers. Without minimizing 
the Organization's historic success, his country was unable, for the reasons he had 
explained, to give its entire support to recommendations 1 and 2 of the Global Commission. 
Consequently, it would remain for a while one of the countries which maintained its smallpox 
vaccination programme and required an international certificate of vaccination for entry 
into its territory. 

Professor TАTOLENКО (Union of Soviet "Socialist Republics) said that he fully agreed with 
other delegates that the completion of eradication was a remarkable achievement in the 

history of public health. Nevertheless, there was still work ahead to ensure that the 
success already achieved was maintained and to carry out considerable scientific research. 
He wished to emphasize that success had been the result of fruitful and peaceful international 
collaboration between scientists from the various countries of the world. He stressed the 
important role played by the Programme Director, Dr Henderson, and by other specialists, in 
particular Dr Ladnyi. 

A comprehensive publication should be prepared, summarizing the results of the smallpox 
eradication programme and including basic epidemiological, virological, clinical and other 
material relating to smallpox. Specialists from different countries of the world should 
participate in the writing of the book, in particular those who had contributed most 
actively to the eradication programme. 

He supported the Global Commission's recommendations, and was sure that their 
implementation would make it possible to maintain the eradication of smallpox. That would 
require considerable activity on the part of both national bodies and international 
organizations, especially WHO, and he hoped that adequate provision would be made in the 
WHO budget for that purpose. He drew special attention to the need for research on human 
monkeypox. Soviet scientists had collaborated in that research programme right from the 
beginning, and he hoped that they would continue to be involved in that work. The problem 
concerned the whole world, and not only those countries where the disease was endemic. 

He stressed the importance of international cooperation in the post -eradication era. 
His country would take all the necessary measures to ensure that the Global Commission's 
recommendations were carried out. 

Professor GIANNICO (Italy) congratulated the Director -General on the success of the 
smallpox eradication programme. His country endorsed the recommendations of the Global 
Commission, in particular concerning the abolition of compulsory vaccination and of the 
requirement for an international certificate of vaccination. Those recommendations had 
already been applied for some years in his country aid were fully accepted by the health 
authorities. Efforts would be necessary in the future to see that the few countries which 
still required an international certificate of vaccipation ceased to do so. He agreed with 
other speakers on the need to amend the International Health Regulations, which were not 
in line with the current epidemiological situation regarding formerly quarantinable diseases 
such as smallpox and cholera. In the case of cholera, there now existed far more effective 
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therapeutic measures than in the past, and prophylaxis depended not only on the amount of 

international traffic but to an even larger extent on environmental conditions, food hygiene 
and health education. Those important sectors had not been taken into account in the 

International Health Regulations. He would like clarification in that respect. 

Dr SANKARAN (India) congratulated the Organization and the Global Commission for their 
remarkable efforts which had culminated on 8 May 1980 with the declaration of the global 
eradication of smallpox. His delegation supported the draft resolution recommended by the 
Executive Board. 

The report of the Global Commission represented a voluminous record of mankind's 
fight against disease and should be published by the Organization for the guidance of 
medical schools and health workers throughout the world. India thanked the numerous 
unnamed public health workers who had participated in the programme as well as the 

international community for the vaccine provided in bulk by the USSR, the bifurcated needle 
introduced in 1969, and the contribution of the Swedish International Development Authority. 

Member States should bear in mind the recommendations of the Global Commission 
regarding reserve stocks of vaccine. His Government had decided to store several million 
units of freeze -dried vaccine. He shared the concern of the delegate of the United 
Republic of Tanzania regarding laboratory stocks, and congratulated the delegate of Zaire 
for having highlighted the hazards of human monkeypox and other orthopoxviruses. WHO owed 

it to Member States to keep those problems under constant surveillance and to provide a 

continuous flow of information on the subject. 

The complications of vaccination had been overplayed. The guard of surveillance 
against any possible recurrence of the disease should never be let down and all regional 

offices of the Organization must report not only the absence of the disease but also 
rumours of its recurrence and the existence of monkeypox and related orthopoxviruses. 

The Organization should also direct its attention to varicella, which had become 
a killer in older age -groups in developing countries, as well as to measles, which menaced 
the lives of children in those countries, some of which were thinking of introducing 
measles vaccination programmes. The money which the world had saved as a result of the 

eradication of smallpox should be redeployed in those two programmes. 

Dr Madiou TOURÉ (Senegal) welcomed the eradication of smallpox. However, the draft 
resolution seemed to betray certain doubts. It recommended, for instance, that vaccination 
should be abandoned - with the prudent proviso, "except for investigators at special risk" - 

but went on to mention the continued epidemiological surveillance of suspected smallpox cases. 
In that situation if - as was to be feared - some States continued to vaccinate - and they 
would so long as vaccine was available on the international market - some children would die 
of postvaccination encephalitis, after the eradication of the disease had been proclaimed; 
that would be a pity. The Organization should be wary of self -satisfaction, and should 
remain alert. In that connexion he agreed with Professor Halter's comments on the continued 
existence of variola virus in laboratories. 

During the discussion there had rightly been frequent references to the need to amend 

the International Health Regulations. At the same time, each country should take such 

measures as it deemed necessary in the light of the prevailing epidemiological situation. 
His Government would stand by its recent decision to require compulsory vaccination against 

yellow fever which had given rise to comments from WHO and elsewhere; there had in fact 

been two cases in which tourists in Senegal had contracted the disease. 

Epidemiological surveillance in regard to smallpox should be continued for some time 

yet. 

Dr BRAGA (Brazil) congratulated the Secretariat of WHO and all Member States for the 
outstanding success of the worldwide campaign against smallpox. His delegation was in full 
agreement with the draft resolution and with the recommendations of the Global Commission. 

The word "eradication" had first been employed by the Health Assembly in its historic 
resolution WHA11.54 in connexion with the hopes for the conquest of a disease the epidemiology 
of which, at the time, had some unknown aspects. By then Brazil had already had some successful 

experience with eradication when, as a result of an intensive bi- national effort in the years 
1938 -1940, it had eliminated Anopheles gambiae from its north -eastern region. One of the 

participants in that endeavour had been a young health officer, Dr Candau, who in 1952 was 
to become Director -General of WHO. The prompt reaction of Dr Candau had brought about the 
rapid mobilization of WHO's resources in the anti -smallpox campaign and had indicated how 
deeply he had been sensitized by the concept of eradication. 
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The rapidity and short duration of the programme which, as was clear from document А33/3, 

had required only ten years, from 1967 to 1977, were a tribute to the competence, energy and 

devotion not only of Dr Henderson and his associates at WHO but also the many thousands of 

health workers engaged in the campaign throughout the world. It was also true, however, 

that the eradication of smallpox had been assisted by certain favourable epidemiological 

characteristics which were not present in most communicable and parasitic diseases. It was 

to be hoped that those diseases still challenging mankind would also be defeated as part 

of the world effort to achieve health for all by the year 2000. 

Dr GACS (Hungary) welcomed the report of the Global Commission and supported its 

recommendations. Smallpox vaccination had been stopped in Hungary in January 1980, and 

international certificates of vaccination were not required. A stock of 2 million doses 

of vaccine was maintained; it would be tested periodically for potency. He agreed that 

the number of laboratories dealing with smallpox should be reduced to a strict minimum. 
His delegation supported the draft resolution. 

Dr HAVRILIUC (Romania) said that the experience of the Romanian specialists who had 
participated in the programme could be of value in connexion with campaigns to control 
other communicable diseases. Both local and intermediate level structures, in particular 
basic health centres, had proved adaptable to the needs of the smallpox eradication 
programme, in such actions as: descriptions of local conditions and adoption of appropriate 
tactics; logistic support, training and supervision of operational bodies; tests for the 

evaluation of case -finding, surveillance and disinfection activities, the role and 

effectiveness of the superstructure; progress review; the most appropriate means for 

providing health staff with full knowledge of the programme; the proper deployment and 

training of auxiliary or volunteer staff; and education of the population in matters of 
health. 

The experience acquired as a result of the smallpox programme would contribute to the 

expanded programme of immunization as well as to the surveillance of diarrhoeal diseases 
and bacterial or viral enteritis. 

Mr WEITZEL (Federal Republic of Germany) joined those delegations which had stressed 
that smallpox eradication, strictly speaking, would only have been achieved once the virus 
itself no longer existed. His country had accordingly destroyed all virus stocks in 

national laboratories and expressed the hope that national stocks would be destroyed on a 

worldwide scale. 

His delegation attached great importance to the implementation of the Global Commission's 
recommendation 2, to the effect that an international certificate of vaccination against 
smallpox should no longer be required of any traveller. Experience had shown that, even in 

countries where vaccination was no longer compulsory, it sometimes happened that individual 
border officers still required such vaccination certificates from international travellers, who 
were thus put to the unnecessary inconvenience of being vaccinated at the frontier. 

Dr GOMAA (Egypt) congratulated all those who had been concerned with the eradication of 

smallpox. The result had been a victory over a disease which had plagued mankind for 

thousands of years. 

His country had been among the first to introduce compulsory vaccination, and an Egyptian 
laboratory had been chosen as a WHO research centre. His country would give careful 

consideration to the recommendations. 

Dr MOODY (Jamaica) supported the recommendations in general, but joined those delegations 
which had expressed concern regarding recommendation 2. Clearly, so long as some countries 
insisted on vaccination the general public would not believe that smallpox had been eradicated. 
Fourteen countries still required vaccination, and she would be interested to learn the reasons 
from the delegation of any such country. 

The question of laboratory stocks of variola virus gave cause for concern. There were 
currently six laboratories, but four should be more than sufficient. She would be interested 
to learn which four would be selected. Other tai' . tories should be required to destroy their 
stocks of the virus, and such action should be monitored. She inquired what action WHO pro- 
posed to take in that connexion. 

The worldwide effort to eradicate smallpox should not be a one -time achievement. The 
same type of operation should be mounted against other diseases. It was true that the 
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eradication of other diseases might be more difficult, as the campaign against smallpox had 
benefited from a very effective vaccine. The expertise developed during the smallpox programme 
must not be lost; WHO should be the focus for coordinating research into the way in which that 
expertise could be used in the eradication of other diseases and should actually sponsor such 
research. 

In connexion with recommendation 18, she considered that such work would be better done 
through field units rather than at WHO headquarters. 

Dr FLEURY (Switzerland) expressed gratitude to all who had contributed to the eradication 
of smallpox. The last smallpox epidemic to strike Switzerland had produced more than 5500 
cases between 1922 and 1926, and the last individual case had been reported in 1963. It 

should not be forgotten that the virus itself had not disappeared. The question arose as to 

whether any stocks of the virus should be retained anywhere. Such stocks should be reduced 
to a strict minimum, and finally to zero. 

Dr WILLIAMS (Sierra Leone) said that her delegation fully supported the proposals of the 
Global Commission and the Executive Board, and attached great importance to the post - 

eradication era. She agreed with the delegate of Zaire and others who had asked that research 
on monkeypox should be continued with a view to working out the epidemiology of that diseases 
so that any increase in its incidence might be prevented. Guidelines were needed for reporting 
on suspected cases of smallpox. Information was also required regarding the one or, at 
most, two centres from which smallpox vaccine could be obtained, if it should ever be necessary. 
It was hoped that the stored vaccine would be tested periodically for potency and safety. 

Sierra Leone had a well established expanded programme on immunization, which was evaluated 
by a combined international and national team. Smallpox vaccination was still part of the 
programme, but would be excluded. 

Dr REZAI (Iran) offered his Government's congratulations to all who had contributed to 

the eradication of smallpox. 

The Ministry of Health and Welfare of Iran had prepared the following post -eradication 
strategy. As from 21 March 1980, vaccination had been terminated throughout Iran; from the 

beginning of 1980 no international certificate of smallpox vaccination was required from any 
traveller to Iran; a surveillance programme would be implemented; 5 million units of freeze - 

dried smallpox vaccine would be retained in stock against emergencies; immediate action for 

the implementation of a mass vaccination programme would be taken if the disease should 

reappear; special vaccination centres would be assigned for travellers who intended to visit 
countries where international vaccination certificates were still required. 

He supported the proposal of the delegate of the United Republic of Tanzania that the 

virus should be kept only in Geneva. 

Dr KOINANGE (Kenya) supported all the recommendations, and expressed the hope that the 

necessary funds would be provided for their implementation. 

Recommendation 18 was of particular importance because of the need to retain mechanisms 

for the continuing investigation of suspected cases of smallpox. 

His delegation, like others, was concerned that the virus would be retained in certain 

laboratories, as there was always a risk of infection. 

Dr FUJIGAKI LECHUGA (Mexico) congratulated the Director- General on the programme's 

success. The development of Mexico had been significantly diminished by smallpox which had 

been introduced during the sixteenth century and had facilitated the country's conquest. 

The campaign against smallpox had been initiated at the beginning of the nineteenth 
century by a team from Spain headed by Dr Francisco Javier de Salmis and Isabel Cendal, and 

had culminated in the eradication of the disease in 1951. Vaccination certificates were no 

longer required, nor was vaccination performed in Mexico. 

The experience gained from the programme should serve as a lesson for campaigns against 

other diseases. His delegation supported the draft resolution submitted by the Executive 

Board. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) strongly supported the 
resolution recommended by the Executive Board. 

He appealed to Member States not only to drop the requirement for international 
certificates of vaccination from travellers but also to ensure that their diplomatic repre- 
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sentatives in other countries were fully aware of such a change in requirements. There had 

been a number of cases of diplomatic missions in London incorrectly advising travellers that 

they would require such certificates. Such advice had led to a number of unnecessary 

vaccinations. 

Dr LOCO (Niger) said that, whilst his delegation supported the draft resolution recommended 

by the Board, it had certain reservations concerning the Global Commission's recommendations 1, 

2, 3 and 10. He wondered whether stocks of 200 million doses of vaccine would be sufficient to 

cope with a possible smallpox epidemic. The retention of laboratory stocks of the variola virus 
was a major source of concern. He asked what measures WHO could adopt to ensure destruction of 
stocks other than those in the four WHO collaborating centres - for example, stocks in South 
Africa. Similar concern had already been expressed by Dr Mocumbi, head of the Mozambican 
delegation, at the ceremony marking the declaration of eradication. 

Niger would no longer require an international certificate of vaccination from any travel- 

ler. However, in view of the uncertain application of recommendation 10 of the Global Commis- 
sion, primary vaccination would be continued as long as vaccine was available. The arguments 

concerning the dangers of vaccination were not convincing. Vaccine stocks would be set up to 

meet Niger's own needs and possible regional needs as agreed with WHO. 

Dr HUYOFF (German Democratic Republic) said his delegation joined with others in saluting 

the eradication of smallpox and thanking all those involved in the achievement. He supported 
the draft resolution recommended by the Board. Its implementation would eliminate risks from 

unnecessary vaccination. He stressed the importance of continuing monitoring in former endemic 
areas, the safe holding and handling of variola virus stocks, and the proposed vaccination poli- 

cies. He supported the proposal of the delegate of the Union of Soviet Socialist Republics 
that the experiences of the eradication campaign be recorded for posterity in monograph form. 

His country was ready to contribute to future campaigns, based on the experience gained, to 

combat other diseases. 

Dr HASSOUN (Iraq) joined previous speakers in expressing appreciation to all those who had 
contributed to the success of the smallpox eradication campaign, an unprecedented achievement 
in the history of public health. He paid particular tribute to Dr Henderson and agreed with 
previous speakers that the scientific assistance rendered by Dr Henderson and his colleagues had 
made a significant contribution in the attainment of eradication. He supported the Global 
Commission's recommendations and the draft resolution proposed by the Board. 

Dr DEWAN (Bangladesh) said his country had been one of the last to achieve smallpox eradi- 
cation. Millions had previously fallen victim to the disease and, together with cholera, it 

had been regarded as a curse of God. Following the eradication of smallpox and the control of 
cholera the people of Bangladesh had hopes of a better life. Thanks were due to all those con- 
cerned in the eradication campaign. Its success had encouraged renewed efforts to control or 
eradicate other diseases, such as tetanus, tuberculosis, measles and diphtheria. His country 
was continuing active surveillance for smallpox, and every suspected case was carefully investi- 
gated. Activities would continue for some time. Storage of smallpox vaccine stocks would also 
be continued, although it presented some difficulties since storage room for stocks of other 
vaccines was required. 

Dr HENRIQUЕZ (Ecuador) said that smallpox had been endemic in Ecuador (a small country of 
247 000 km2 and 6.5 million inhabitants) prior to eradication of the disease in 1965. He had 
personally witnessed the ravages of smallpox and had been involved in the eradication campaign, 
which had followed WHO's recommendations. Epidemiological surveillance was being maintained, 
and for all diseases that showed maculae, pustules and vesicles simulating smallpox, samples 
were taken from lesions for analysis by the virological laboratory of the National Institute 
of Hygiene in Guayaquil, using the chick embryo chorioallantoic membrane method. All results 
had so far proved negative. Suspect cases were carefully investigated. The Global Commission's 
recommendations should be implemented, and should be reviewed from time to time to ensure that 
smallpox did not re- emerge. 

Dr CANADA (Spain) said his country had made a considerable contribution to past efforts to 

control smallpox. As a result of the Salmis expedition of 1803 many countries had benefited 
from the advantages of smallpox vaccination. Routine vaccination of children had been compulsory 
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in Spain from 1903 to 26 October 1979. The necessary change in legislation had been enacted on 
24 April 1980. He supported withdrawal of requirements for international certificates of 
vaccination. The International Health Regulations should be revised to take account of the new 
situation. He expressed his delegation's congratulations and gratitude to all those who had 
contributed to the eradication of smallpox. 

Dr HOUENASSOU- HOUANGBE (Togo) thanked the Global Commission for its well- prepared report. 
He endorsed the comments of the delegate of Switzerland. Despite the solemn declaration of 
eradication, some doubts remained. It was difficult to believe that the variola virus might 
not suddenly reappear when least expected. The Global Commission had therefore recommended 
certain measures, such as the holding of vaccine stocks. The need for variola virus stocks was 
less obvious. The virus might perhaps return in a different form so that specimens would be 
needed for comparison. Epidemiological surveillance and rewards should be continued. 

In 1979 Member States had received a request from headquarters for the withdrawal of 
requirement of international certificates of vaccination from travellers except for those coming 
from the few remaining endemic areas. The majority had agreed. Member States should be simi- 
larly informed that, since smallpox eradication had been officially declared, certificates 
should no longer be required of any traveller. 

He asked which criteria had been used in selecting those laboratories that would maintain 
variola virus stocks, how undisclosed stocks might be detected, and whether there was any need 
to conserve stocks at all. Only laboratories approved by WHO should hold stocks, and samples 
needed for research should be available by agreement with those laboratories. 

Dr ALSEN (Sweden) fully supported the draft resolution recommended by the Board. With 
reference to the Director- General's report (document А33/4, section 6.1), he noted that most 
countries had abolished compulsory smallpox vaccination, but that some countries still required 
international certificates of vaccination from travellers. In his opinion that entailed 
unnecessary primary vaccination of adults, with its attendant risks. Since some travellers 

were experts attending conferences, etc., the insistence on such requirements might constitute 
an obstacle to the free exchange of views. He urged countries to consider withdrawal of 

certificate requirements. 

Dr NGAKANE (Lesotho) expressed his delegation's thanks to all concerned in the eradication 
campaign. He endorsed the Global Commission's recommendations, but expressed reservations 
regarding the wisdom of preserving laboratory stocks of variola virus, especially in laborato- 
ries not associated with WHO. The holding of stocks in South Africa posed a threat to the 

African Region. Lesotho had been free of smallpox for 10 years, and eradication had been dec- 

lared in March 1979. Lesotho no longer required international certificates of vaccination from 
travellers, and the relevant legislation was being repealed. 

Dr GRAÇA (Cape Verde) supported the draft resolution recommended by the Board and the 

Global Commission's recommendations, although he was concerned at the maintenance of laboratory 

stocks of variola virus, and wondered whether it was scientifically justified. He supported 

the holding of vaccine stocks. 

Mrs MATANDА (Zambia) joined previous speakers in commending the Global Commission's 

report and in paying tribute to those concerned in the successful outcome of the eradication 

campaign, and supported the draft resolution proposed by the Board. She urged WHO to devote 

greater efforts to combating measles, which continued to be a major killer. Although the 

outbreak of cholera in Zambia in October 1978 had been localized, the disease posed a 

continued threat. Zambia had borders with eight countries, and political differences would 

have to be resolved in order to facilitate cooperation between Zambia and its neighbours. 

She requested WHO's assistance in initiating a dialogue. 

Professor TEJEIRO (Cuba) joined other speakers in thanking all those who had contributed 

to the eradication of smallpox. The international cooperation achieved during the campaign 
was an example to all who were working to attain health for all by the year 2000. He 

supported the proposal to record the experiences of the campaign in monograph form. He did 
not fear the re- introduction of smallpox, nor had he any illusions that the experience of the 
campaign could be directly applied in combating other diseases with very different 
epidemiological characteristics. However, a written history of the campaign would be most 
useful because smallpox eradication was a symbol of how nations could unite to control poverty 
and disease. 
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Professor SADELER (Benin) said that in following WHO's unique victory over smallpox he 
shared the concern of previous speakers at the holding of laboratory stocks of variola virus. 
It was stated in section 1 of the Global Commission's report that all escapes of variola 
virus from laboratories had been well contained. He requested the Global Commission to 

give further details and to reaffirm that containment had been satisfactory. He asked 
whether safety measures were adequate, for example, to protect stocks from serious earth- 
quakes. 

Dr LO (Malaysia) paid tribute to all those concerned in the eradication of smallpox. 
However, eradication had not been achieved in the true sense of the word, since laboratory 
stocks were being maintained. The risks entailed, however small, called for stringent 
control and supervision by WHO. He stressed the need for continued surveillance of monkeypox 
and whitepox, and indicated his country's readiness to collaborate with WHO in that respect. 
He supported the draft resolution proposed by the Board. His country no longer performed 
routine vaccination, and international certificates of vaccination were no longer required 
from travellers. Relevant legislation was being repealed. Malaysia was confident that, 

with effective epidemiological surveillance, a primary health care network throughout the 
country, and adequate stocks of vaccine it need have no fear in the unlikely event of a 

smallpox outbreak resulting from importation. 

Dr KONE (Ivory Coast) endorsed the Global Commission's recommendations, and supported 
the draft resolution proposed by the Board. His Government had decided to comply with 
WHO's recommendation and end the requirement for international certificates of vaccination. 
He joined other speakers in expressing concern at the maintenance of laboratory stocks of 

the variola virus following the declaration of smallpox eradication, and hoped that such 
stocks would be destroyed. 

The meeting rose at 12h35. 
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1. REVIEW OF THE REPORT OF THE GLOBAL COMMISSION FOR THE CERTIFICATION OF SMALLPDX 

ERADICATION: Item 21 of the Agenda (Document EВ65/1980/REС/1, resolution EВ65.R17; 
Documents А33/3 and А33/4; Resolution WHA33.3) (continued) 

Dr LADNYI (Assistant Director -General) said that all the speakers had shown their concern 
for the success of the eradication programme. Their comments would be studied carefully and 

the Secretariat would do all it could to ensure that the recommendations of the Global 

Commission were implemented. 
The question of storing smallpox virus had been raised. The Director -General had been 

giving his attention to that question since 1976. In that year smallpox virus had been kept 
in 76 laboratories around the world, whereas at present it was kept in only six. Steps were 
being taken to reduce that number even further and strict safety measures were being taken. 
It was possible that scientists might in the future conclude that all the strains could be 
destroyed and only information about them retained. The question of keeping stocks of the 
virus in future would be reviewed in 1982. There would also be special surveillance of 
human monkeypox. 

As regards the question whether enough vaccine had been stored and from where and how 
quickly it could be obtained, WHO had a store in Geneva and in Delhi and, with the help of 
India and the Union of Soviet Socialist Republics, its stock would in the near future reach 
100 million doses. Using bifurcated needles the above stock of vaccine would be sufficient 

to vaccinate more than 300 million people. In addition, 26 countries now held stocks 

equivalent to approximately 100 million doses. He thought that that was sufficient. Moreover, 

vaccine for emergency situations could be delivered in 24 hours if needed. As vaccine was kept 

at a temperature of -20°C its potency could be maintained for 15 -20 years. Seed lots of 

vaccinia virus suitable for the preparation of smallpox vaccine would be maintained in WHO 

collaborating centres. 

WHO could ask specialists to study suspicious outbreaks and carry out laboratory 
analyses and, it was to be hoped, exclude the diagnosis of smallpox. 

A number of delegates had expressed concern about the transfer of experience to a new 

generation of young doctors. That could only be done through manuals, slides, etc. In 

addition, monographs were being planned for publication in the next two or three years. 
He assured the delegates who had mentioned the need to harmonize the International Health 

Regulations with the present epidemiological picture of smallpox as presented in the Global 
Commission's report1 that the Director -General would take the necessary steps to do so. 

Since the preparation of the Global Commission's report, the number of countries still 
requiring vaccination certificates for travellers had been reduced from 14 to 6. He hoped 
that it would be reduced still further. 

With regard to the expenditure needed to implement the recommendations of the Global 

Commission, from 1981 to 1985 approximately $ 3 500 000 would be required, or a yearly 
average cost of $ 700 000, which would meet the cost of personnel, monographs, continuing 

surveillance, and scientific research. The sum remaining from voluntary sources would cover 
expenditure from 1980 to 1981. From 1982 on allocations would be required from the regular 
budget and appropriations would be proposed when the budget was submitted for that year. 

1 
World Health Organization. The global eradication of smallpox, Geneva (in press). 
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Dr ARITA (Smallpox Eradication) in reply to the question of how much was known about the 

presence of smallpox virus in laboratories and whether it was possible that there were stocks 

whose existence was not known, said that the international register of laboratories maintaining 

stocks of virus was prepared on the basis of information provided by countries that had made 

special surveys to find such laboratories and in reply to a WHO letter to certain laboratories 

where stocks had been suspected. That register had been constantly brought up to date. Thus 

the current situation was that there were only six laboratories holding variola virus and he 

considered that figure reasonably accurate. Certainly WHO and Member countries would continue 
to pay special attention to the problem. Some countries had recently published articles to 

draw attention to the danger of forgotten stocks and had alerted laboratories. 
As to how control was exercised over the laboratories holding the virus stocks, he said 

that in April 1979 staff from such laboratories and their health control authorities had met 
in Geneva, reviewed measures for keeping stocks safe, arid formulated standards for the safety 
measures to be implemented in the laboratories. Those six laboratories were subsequently 
visited by WHO inspection teams, which found that the security measures were good. Those 
inspection procedures would continue as long as laboratories holding variola virus existed. 
For the inspections a special check -list was being used that focused on various physical and 
administrative containment measures to be applied in those laboratories. Research on 
smallpox virus in WHO collaborating centres with a containment laboratory should be authorized 
only in so far as it contributed directly to actively maintaining freedom from the disease. 

WHO considered it desirable to maintain the interregional team in headquarters, in collaboration 
with regional offices, to coordinate the investigation of smallpox rumours. From January 1979 
to the present time 73 rumours had been reported, more or less evenly distributed throughout 
the WHO regions, all being shown not to be smallpox. WHO also considered it desirable to 
maintain WHO collaborating centres as diagnostic laboratories in Atlanta and Moscow. In cases 
of suspected outbreaks epidemiologists with smallpox experience could be sent to participate in 
national investigations, as had recently Ьееп done in connexion with a suspected case near 
Milan which had turned out to be chickenpox. It might in addition become necessary to develop 
a reasonably sensitive surveillance system for human monkeypox in regions where it might occur. 
A seminar for the development of a surveillance system had taken place in Brazzaville in 
April 1980. It was sponsored by the African Region, the Eastern Mediterranean Region, and 
headquarters, and there were participants from twelve African countries. 

Effective monitoring of the potency of vaccine in stocks would be carried out to ensure 
that only potent vaccine was held. 

The CHAIRMAN invited the Committee to approve the draft resolution that the Executive 
Board had recommended to the Health Assembly for adoption (in part II of resolution EВ65.R17), 
together with the recommendations of the Global Commission for the Certification of Smallpox 
Eradication. 

Dr C. K. HASAN (Pakistan), in order to meet the concern expressed by some delegates, proposed 
the addition, at the end of operative paragraph 7 of the second resolution, of the words ", and 
to report on this matter to future Health Assemblies as necessary ". 

The Pakistani proposal was adopted. 

The draft resolution proposed by the Executive Board in part II of resolution EВ65.R17, 
as thus amended, and the recommendations of the Global Commission for the Certification 
of Smallpox Eradication were approved.1 

°2. FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 of 
the Agenda (Document WHA32 /1979/REC/1, resolution WHA32.30; Document EВ65/1980/REС/1, 
resolution EВ65.R11; Documents А33/5, А33/29 and A33/INF.DOC./4) 

The CHAIRMAN said that the goal of achievement of health for all by the year 2000 had been 
reaffirmed by resolution WHA32.30. The Executive Board had considered WHO's progress towards 
that goal and had reported on it in document А33/5.2 Document А33/29 indicated the steps taken 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA33.4. 

2 Document WHА33/1980 /REС/1, Annex 4. 
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to enhance collaboration between WHO and other organizations of the United Nations system in 

support of primary health care. The Executive Board had proposed in EB65.R11 a resolution to 

be adopted by the current Health Assembly promoting multisectoral action. Document 

A33/INF.DOC./4 contained a communication from Dr Fidel Castro, President of the Republic of 

Cuba, and of the Non -Aligned Countries' Movement, to the Thirty -third World Health Assembly. 
A draft resolution, tabled by the delegation of Algeria and others, on health and the New 

International Economic Order would be considered in due course.l 

Dr HIDDLESTONE (representative of the Executive Board) said that the Executive Board in 

considering the item had borne in mind three important landmarks: the decision of the 

Thirtieth World Health Assembly in 1977 to adopt as the main social target of governments and 
WHO in the coming decades the attainment by all citizens of the world by the year 2000 of a 

level of health that would permit them to lead a socially and economically productive life; 
the International Conference on Primary Health Care held at Alma -Ata in September 1978, which 
had confirmed in the historic Declaration of Alma -Ata that primary health care was the key to 

attaining that target; and the approval of a timetable by the sixty -fourth session of the 
Executive Board for formulating strategies for "Health for all by the year 2000 ". 

The timetable had marked out certain stages clearly. An important one was that the 

Executive Board should report to the current Assembly on progress made so far in formulating 
strategies for health for all by the year 2000. The Board had had before it the report of 
the Director -General on the subject, which had been discussed by the Programme Committee in 

November 1979 as well as the report of the Programme Committee itself. The Executive Board 
had also decided to incorporate in its report some issues that were discussed under other 
items which the Board considered to be relevant to the formulation of strategies for health for 
all by the year 2000. Those issues included items relating to the study on the structures of 

the Organization and the Seventh General Programme of Work. The Executive Board hoped that 
the inclusion of those items would assist the deliberations of the Health Assembly. 

The current session gave the Health Assembly an important opportunity to reinforce its 

decision of the previous year requesting all Member States to define realistic ways of formula- 
ting suitable strategies. The Health Assembly could strengthen the commitment of Member 
States to meet that challenge seriously. Further, that commitment should encourage fulfilment 
of their constitutional obligation to seek the best help of their people by all means. Finally, 
Member States must recognize that the social movement towards health for all by the year 2000 
was an action without precedent for mobilizing needed national and international support for 
the achievement of the goal. 

While strengthening commitment to the goal, the current year's discussions could help in 

identifying areas needing more concerted action or information. Two important questions 
should be asked: whether formulating strategies for health for all by the year 2000 had really 
become a central theme for both Member States and WHO as outlined in paragraphs 5 -20 of the 

Executive Board's report; and what further action needed to be taken by countries individually 
and collectively. 

The Programme Committee of the Executive Board would take particular interest in any 

proposals regarding the type of activities that should be undertaken by Member States 
collectively. On the basis of those proposals it would begin preparation later in the year 

of the global strategy to be considered at the Thirty- fourth World Health Assembly. 

As regards the Health 2000 Resources Group, referred to in paragraph 20 of document А33/5, 
the Executive Board had approved the arrangements proposed and the Group's first meeting had 

been held in Geneva on 1 -2 Nay 1980. 

On 29 November 1979, the United Nations General Assembly had adopted resolution 3458 on 
health as an integral part of development, which the Board regarded as a landmark of great 

importance and a demonstration of international support.2 Ittherefore recommended to the 

current Health Assembly the adoption of a corresponding resolution, that in EB65.R11, which 

identified substantive action that Member States and the Director -General could take to reinforte 

the significance of the United Nations action. He had no doubt that the Health Assembly would 

examine the resolution carefully and make suggestions on how the proposals could be implemented 

with the greatest degree of effectiveness. 
Finally, the Board had decided that its report would be published after the Thirty -third 

World Health Assembly so that the discussions and presentations, and the resolutions of both 
the Health Assembly and the United Nations General Assembly, could be taken into account. 

1 
For text, see p. 41. 

2 
Document WHA33 /1980 /REС /1, Annex 4, Appendix. 
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Dr GOMAA (Egypt) compared the achievement of health for all by the year 2000 to a medical 
prescription, pointing out that a doctor who did not keep a medical record of his patients 
would never be able to prescribe treatment. Thus, before a strategy was formulated, a sort of 
record for the whole world was needed; the health and diseases of the world had to be studied 
by WHO at headquarters and in the regional offices in collaboration with governments, and the 
diagnosis, in order to be systematic and scientific, should be based on a health survey that 
did not only take account of data provided by the authorities. Patients coming to health 
stations, for example, were not the only patients in the community, and were not those who were 
really sick. To know the health situation of the people in a country a health survey was 
required - not necessarily a comprehensive one, which might be too costly, but one based on 

sample surveys. One such survey had been started in Egypt two years previously in order to 
prepare a health map of the country, taking into account the situation as far as diseases and 
the medical services were concerned and also the economic and social situation as it was linked 
to the health situation. WHO should help countries to carry out such health surveys on their 
populations in the least expensive way, so that they had a foundation on which to build a 

strategy and evaluate it in the future. 

There should also be a careful study of the way in which WHO could give support to 

countries in the formulation, implementation, and evaluation of policies, strategies, and 
plans of action. Health for all by the year 2000 was a revolutionary objective, and WHO's 
support to countries should also be revolutionary; traditional methods had to be changed and 
developed. A new approach could be added: the giving of support on the basis of contracts 
signed by a representative of the Organization and the person responsible for health in a 
particular country. Such contracts could deal with one or another field of support and should 
have a timetable for implementation and a budget clearly defining the financial commitment and 
logistics for the national government and the technical commitments of the Organization. That 
sort of contract would give a sense of responsibility to the relationship between WHO and the 
country concerned. 

If closer links were desired between the regional offices and countries in order to 
strengthen the Organization's role, .WHO should have a permanent representative in each ministry 
of health (with the agreement, of course, of the government in question) so that the represen- 
tative could cooperate with those responsible in the ministry in the implementation of 
strategies over the coming two decades. 

He envisaged eight characteristics for strategies for health for all by the year 2000. 
First, priorities for projects and programmes should be based on realistic health data and 
statistics. Second, the strategies should stress promotion of health manpower training and 
development, quantitatively and qualitatively. Third, particular importance should be given 
to those in the productive sector and to those who had not yet received health care, particu- 
larly mothers and children, who formed the basis of the country's welfare. Fourth, social 
security systems should assure the participation of the community in financing and managing 
the health services. Fifth, the sources of financing in the health field should be analysed 
at the national level in order to secure the best return and avoid a high cost of services. 
Sixth, health planners should cooperate with those who planned economic and social development 
policies and strategies at the country level. Seventh, health officials should prepare 
legislation on investment in the drug industry so that the price of drugs did not become too 
high. Eighth, foreign assistance, whether from countries or organizations, should follow a 
list of priorities for the basic needs of the country. 

His delegation supported the Executive Board's proposed resolution in EB65.R11. 

Professor JAKOVLJEVIE (Yugoslavia) thought that definitions such as those of health for 
all and primary health care were clear and required no change; what was needed was implemen- 
tation of the Organization's unanimously adopted goals. The Executive Board in paragraph 22 
of its report had expressed concern about ways of exerting influence to convert political 
commitment into action, and that issue was of critical importance. One of the main reasons, 
perhaps, for the discrepancy between political will and action was the lack of precisely 
formulated health policies in some countries. He had in mind such questions as how health 
was dealt with in the constitution of a country, what kind of health legislation existed, 
whether health was recognized as a factor contributing to social and economic development or 
treated merely as an item in the budget, or whether, for example, it was laid down that health 
was a basic human right. Most important, however, was the recognition by a given country of 
the economic importance of health. Sixty years ago, Adrija Stampar, in formulating ten 
principles of health, had stated that health was of greater economic than humanitarian 
importance. He therefore agreed with paragraph 24 of the Executive Board's report that WHO 
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should encourage and stimulate Member States to define health in a manner consistent with the 

WHO Constitution and the spirit of social justice underlying the Declaration of Alma -Ata. 

He also considered of immeasurable importance that constant efforts should be made in 

implementing resolution WHA29.48 and monitoring the future contribution of programme budget 

policies and strategies in the light of the national, regional and global strategies currently 

being formulated. Document A33 /INF.DOC./4, in which non- aligned countries had expressed their 

views on how to improve health care, should be used as a reference, as also United Nations 

General Assembly resolution 3458. 

Mr NARAIN (India) thought that much more time should be spent in looking into operational 

aspects and identifying difficulties and the manner in which collaborative effort by countries, 

with WHO support, could resolve problems and enable all countries to move forward with adequate 

speed towards the goal of health for all by the year 2000. 

His country had carried out some extensive in -depth studies of various aspects of the 

programme and had also participated, with mutual benefit, in the various workshops on health 

for all organized by the Regional Office. Consultation with a large range of experts in 

health development and research, economists, social scientists, social workers, demographers, 

health administrators, and almost every professional area concerned with the implementation of 

schemes and programmes under health for all had led to the realization that the material 
requirements for progress towards the goal were staggering. While material constraints would 
continue to operate for many years, two other considerations seemed to be of seminal importance. 
First, it seemed beyond dispute that the goal of health for all could be achieved only with 
community involvement and continued community participation. Community health systems would 
have to be integrated into the governmental health services system. Not only would that 
strategy ensure a very high rate of success in the implementation of the various schemes and 
programmes, but - and that was vitally important - if the local community managed the systems 
created for them the recurring management costs would be significantly reduced. An example 
was local community management of water supply and sanitation works, obviously one of the basic 
factors for ensuring the control of waterborne diseases that was so essential for health in 
underdeveloped areas. Secondly, it appeared equally well established that, in the overall 
effort to secure health for all through ever - growing community involvement, the role of 
voluntary and nongovernmental organizations should be consciously encouraged and strengthened. 
In social and geographical peripheral areas the impact of governmental action had been rather 
limited. An appropriate assessment and exact delineation of the role of voluntary organiza- 
tions would be essential over the next twenty years. 

While health for all would inevitably involve different priorities for different peoples, 
it was necessary that, whatever health for all meant in each country, national and regional 

indicators should be established to measure the success of future efforts. In that connexion 
he had found that the Secretariat's discussion paper (НРС/MPP /DPE /80.2, 17 March 1980) on 

draft indicators for monitoring progress towards health for all contained very useful 
information. His country had tried to evolve draft indicators to fix goals in the various 
crucial sectors of health as well as in population growth. In his country's context, that 
was a matter of crucial significance: it was necessary to know what "all" would mean at the 

end of twenty years. The indicators, therefore, apart from infant mortality rate, longevity, 

death rate, morbidity levels for communicable diseases, diarrhoeal diseases and levels of 

expanded immunization programmes and nutritional standards, also included targets for birth 
rate, growth rate aid net reproduction rate. He recommended that future discussions be 

concerned with establishing the relevant indicators, taking into account what was going on in 

the various countries. Perhaps through an exchange of ideas it would be possible to say that 

a particular minimum achievement of relevant parameters and indicators would be deemed to be 

the realization of the goal of health for all by the year 2000. Thus a minimum target would 
have to be set for every parameter or indicator. Once that had been done individual countries, 

regional offices, and headquarters could perhaps undertake an annual assessment to measure in 

definite terms how far and how fast the Organization was advancing towards its goal. Short- 

comings would in that way be identified so that corrective measures could be taken in time. 

He also stressed the oft -repeated need for well worked -out intersectoral coordination, and 

hoped that while such coordination was being worked out in countries similar efforts would be 
made in the regional offices as well as at headquarters. 

Dr EDMONDSON (Australia) recognized that better health standards, particularly in the 

developing world, were a precondition of higher productivity and of social wellbeing. His 
delegation saw health as an essential component of development, both as an input and as a goal. 
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The scope of the task of establishing satisfactory mínimum health care standards was tremendous, 

since the roots of the most difficult health problems were in poverty and their solution would 

depend principally on increasing success in the broadly -based attack on rural and urban poverty. 

His Government, in its approach to health aid issues, strongly supported the primary 

health care concept developed by WHO and its Member States as appropriate to meet the essential 

health needs of the majority of the people effectively. He agreed with the stress on 

essential health care and with the promotion of health through development activities in 

sectors other than health. In accordance with its firm commitment to a basic human need 
strategy in its development assistance programme, Australia had subscribed, inter alia, to the 

statement on development cooperation of 22 October 1977 of the OECD's Development Assistance 
Committee, which recognized that significant progress towards raising the productive income 
and welfare of the poor required that greater emphasis within aid programmes be placed on 
contributing to expanding opportunities for productive employment, rural development, food 
production, and well -designed, broadly accessible health, family planning, and education 
services. That approach had been clearly followed in the Technical Discussions held in the 
previous week. It had been agreed that the natural starting -point for health programmes, 
whether internally or externally financed, was the individual health care system operating in 

a particular country. That system would differ from country to country, depending on social, 
political, economic, and cultural factors. 

As far as possible Australia would support recipient governments' determination of their 
priorities for improved curative and preventive health measures designed to benefit the poorest 
groups of people directly, and particularly such activities as: the training of medical 
personnel and others associated with community primary health care, especially where chain - 
effects in the recipient country's domestic training programmes might be achieved; rural and 
urban - fringe water supply and sanitation; regional and integrated rural development projects, 
which were now expected to have a strong health component; community -based health research 
projects; infectious diseases control and vaccine production; maternal and child care, 
including family planning; nutrition projects; community health education; the production 
of traditional medicines; and the supply of essential basic equipment for community health 
care. His delegation therefore readily agreed with the general line of strategy formulated 
by the Executive Board, since it was based on primary health care and the importance of inter - 
sectoral collaboration. 

He shared some of the reservations expressed about the title "Health for all by the year 
2000 ". On the basis of discussions with other delegations and the statements by countries, 
he believed that the title must mean either that health care should be available for all by 
the year 2000 or that a level of health should be attained that would permit all people to 
lead a socially and economically productive life - the definition given in the draft resolution 
on structures. Either of those interpretations was satisfactory and worth while. Current 
progress as reflected in the Executive Board's report was encouraging, particularly as related 
to increased political commitment and coordinated strategy action, which he hoped could be 
backed up by essential resource allocations, especially at the national. level. He stressed 
the need for close collaboration with the regional economic commissions of the United Nations 
and other United Nations economic agencies with broadly similar objectives. 

The integrated nature of the development process and the need for international 
collaboration were accurately reflected in paragraphs 22 and 31 of the report, except that 
"employment" and "communications" should perhaps have been added to the list of factors 
mentioned in paragraph 22 as affecting health. The questions in the report on how to 
formulate and monitor WHO programme budgets and policies were well posed; medium -term 
programming was clearly an essential tool in the logical ordering of WHO programme activities. 
His delegation would take a very close interest in WHO processes, structures, and working 
relationships in the light of functions; generally, however, the summaries of WHO's role in 
paragraphs 9 and 33 were in close accord with Australia's views. He supported the other 
speakers who had stressed the development of measurable indicators as a basis for correlating 
the real levels of progress existing in countries and identifying high -risk groups. His 
country's experience with business enterprises and in government strongly reinforced the need 
for the regular application of criteria of success, if only to facilitate the inevitable 
subsequent amendments to plans and programmes as dynamic strategies were applied in the field. 
The acknowledgement in paragraph 39 of the report that strategies would evolve in response to 
setbacks, successes, unforeseen developments, and emerging forces was realistic. He looked 
forward to seeing the list of successful exponents of health strategies steadily growing as 
essential health care spread around the globe into every village and backwater, and was happy 
to support the resolution recommended by the Executive Board. 
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Dr SIЮ.ЕL (Netherlands) generally endorsed the progress report of the Executive Board. 
Health for all by the year 2000 meant, inter alia, that by the year 2000 all people in all 
countries should reach a level of health that would permit them to lead socially and 
economically productive lives. In formulating their strategies countries should determine 
the content of primary health care, which would differ from country to country. Country health 
programming would be an important tool because of the close relationship between health and 
development, since health was both an indicator and a catalyst of development, and it should be 
carried out in close cooperation with all United Nations agencies concerned with development. 

Management was one of the weakest components of development programmes. The cause was 
lack not only of resources but also of health management training, which should be given high 
priority. Both the regions and headquarters had an important role to play in developing 
appropriate technology, which was a component of the primary health care approach and should 
include administration, information systems, and research. Emphasis should also be laid on 
strengthening the information, education, and communication sectors of primary health care, 
since people should be encouraged to make full use of the services provided. Citizens should 
participate in the organization of health services, and the medical profession should take part 
in primary health care. It was important to receive information on the progress of primary 
health care since much could be learned from the difficulties encountered by others; from 
that point of view the new journal, World Health Forum, could play a useful role. 

Dr SAMB0 (Angola) said that resolution WHA30.43 reflected Member States determination to 
take the necessary steps to bring all peoples of the world to the highest possible level of 

health, but different policies and different socioeconomic resources meant that the goal could 
not be reached simultaneously in all countries. Each country should therefore take into 
account its own possibilities when formulating strategies. Technical cooperation among 
developing countries and intersectoral collaboration should be strengthened since they were 
important aspects of the formulation of national strategies. He hoped that WHO would continue 
to undertake its overall coordinating task as laid down in its Constitution. United Nations 
General Assembly resolution 3458 highlighted the importance attached by the international 
community to problems related to health. 

His delegation endorsed the draft resolution on health and the New International Economic 
Order proposed by the Algerian and other delegations and wished to become one of its sponsors. 

Dr ROGOWSKI (Poland), referring to paragraph 36 of the report of the Executive Board, 
hoped that the progress achieved and the methods applied in Poland would be of assistance to 
other countries. The Polish People's Republic attached considerable importance to health, 
each citizen's right to health care being guaranteed in Article 70 of its Constitution. All 

citizens were also entitled to assistance if they were ill or disabled, through social 

insurance and welfare, social health care, free medical assistance for all employees and their 

families, improved safety at work, the prevention and control of disease, care and social 
and vocational rehabilitation of the disabled, and the development of health facilities for 

both inpatients and outpatients. Health care was an integral part of national socioeconomic 

development plans and wholly financed by governmental resources. Approximately 87 of the 

total budget was allocated to the operational costs of health care, not including investment 

expenditure. Health care covered environmental hygiene, housing, working and recreation 

conditions, food production and distribution, general and health education of the population, 

prevention, case- finding, treatment, rehabilitation, social welfare, medical, technical, social, 

and legal research, the correlation of economic development and the health needs of the 

population, and health manpower development. More than 99% of the population enjoyed 

comprehensive free preventive, therapeutic, and rehabilitation services. However, outpatients 

had to pay 307. of the cost of the drugs prescribed, with the exception of retired employees, 

the handicapped, and patients with tuberculosis, venereal disease, or acute infectious diseases. 

Certain aids and orthopaedic appliances were also supplied free. Health and social welfare 

facilities constituted a homogeneous organizational and functional entity, supervised by the 

Ministry of Health and Social Welfare at the central level aid by voivods and Commune People's 

Councils at the peripheral level. 

Health care development was monitored through the indicators described in document А32/81 

аnд, despite certain difficulties, there had been a steady improvement in most areas. At the 

same time a search for more precise indicators was taking place, in cooperation with other socialist 

countries, within the framework of the research programme of the Council for Mutual Economic 

1 Document WHA32/1979/REС/1, p. 56, Annex 2. 
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Assistance. Community participation was of the utmost importance in the provision of primary 
health care. A number of societies participated in health promotion, mainly through action in 
the field of health education. Genuine efforts were being made by rural communities with a 
view to developing health facilities. 

The Polish experience had shown that self -reliance was one of the cornerstones of health 

for all, international assistance and collaboration taking second place. His country 

therefore endorsed the views expressed in the report of the Executive Board, in particular 

paragraph 39, and expressed its readiness to share its experience and cooperate with other 

countries. 

Professor SNEHU (Nigeria) said that Nigeria's recent change of Government and its new 

Constitution had ended more than 13 years of military rule during which the country had been 

governed as a single political and administrative entity. Following the return of an elected 

civilian Government and the adoption of a presidential system, the country at present consisted 

of 19 states with a Federal Government exercising authority exclusively in fields such as 

foreign affairs, defence, and communications, while education, health, agriculture, and finance 

were dealt with by both the Federal and the state Governments. The changes had not lessened 

Nigeria's political commitment to health for all by the year 2000 and to primary health care. 

A National Council on Health had been set up on which the Federal and state ministries of 
health were represented by the Minister and the respective commissioners for health. The 

Council was the mechanism through which national health policies were developed. At its last 

meeting the Federal Minister of Health had referred to the Government's commitment to the 

policies adopted by WHO Member States. Other mechanisms were being developed and in the 

guidelines for the Fourth National Development Plan (1981 -1985) the Federal Government had 

made a policy statement concerning its commitment to adopt an integrated rural development 

strategy for improving the socioeconomic status of the vast rural communities that constituted 

approximately 80% of the total population. It was hoped that it would be implemented early in 

1981. 

The recent primary health care workshop organized by the Regional Office for Africa in 

Mozambique had afforded an opportunity to convene a meeting of representatives of a number of 

interested ministries, thus initiating a multisectoral approach to primary health care. At 

pre -workshop meetings at the country level there had been an excellent response from the 

ministries concerned, and the support from other sectors had been most encouraging. It was 

hoped that the link could be developed and strengthened as strategies were evolved. It was 

intended to extend the mechanism to the other two government levels as experience was gained 
at the national level; it was vital for the success of primary health care since state and 

local governments were the main agents for the execution of development plans, including health. 

The next step would be to organize a national workshop followed by a series of workshops 

designed to serve the state and local governments. They were essential if the message were 

to reach the level most in need, the community. 

It was necessary to undertake an urgent review of the country health programme, which was 

the basis for national health planning at the country level. At the appropriate time WHO's 

cooperation would be requested. 

It was encouraging to note the progress made in the African Region in technical cooperation 
among countries. The subregional arrangements were taking shape and, with the support of the 

Regional Director, cooperative projects would emerge that would do much to make Member States 

self -reliant. 

His delegation hoped that training at all managerial and administrative levels would be 

intensified. For too long that important area had not received the attention it deserved. 

Nigeria was fortunate in having several institutions that could be developed to serve not only 

Nigeria but also other countries in the Region. 
Indicators for monitoring progress were becoming an urgent problem because there was a 

tendency to adopt indicators based on the mere availability of a physical infrastructure and 
personnel. But what goods and services were available to the man in the street? It was 
therefore a matter of urgency to have indicators that gave an idea of the improvements that 
had taken place in the socioeconomic and health status of the people. Such indicators should 
be easily understood and easy to apply. 

Nigeria had also taken other measures with a view to achieving health for all and 
developing primary health care. A national council on health had been appointed to review the 
basic health services scheme; a review of health legislation was being undertaken, with 
particular reference to aspects affecting the quality of the environment; the training of 

polyvalent health workers suitable for work at the primary health care level was being 
intensified; communities participated in the selection of candidates for work at the village 
and local government levels and a list of essential drugs was being drawn up in order to reduce 
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the cost of importing drugs and to provide guidelines for the establishment of a national 
industry (that aspect would be expanded in the next plan since at present only approximately 
5% of the drugs used were produced locally). It was proposed to develop vaccine production 
capacity so that Nigeria would be self -sufficient when implementing the expanded programme on 
immunization and possibly produce sufficient vaccine for neighbouring countries. 

An important aspect of WHO's work, perhaps the most important, had not been given the 
emphasis it deserved in the documents; it was the role of WHO and WHO programme coordinators. 
No amount of visits by headquarters or regional office staff could be an adequate substitute 
for knowledgeable and technically competent programme coordinators. The latter had to play 
several roles in their country of assignment and yet frequently all their knowledge was gained 
from written reports they received. Little else was done to ensure that they were adequately 
equipped to play the crucial role assigned to them, which governed the degree of success of WHO 
collaborating programmes. In paragraph 2.4 of document А33/29 one aspect of the programme 
coordinators work was mentioned, and many coordinators were prepared to accept the challenge, 

but what was WHO doing specifically to ensure that programme coordinators played their full 

role in achieving the objective? He had hoped that concrete proposals would be made and 

discussed exhaustively with programme coordinators. He therefore suggested that the Executive 

Board and the Director -General should study the issues raised since they transcended national 
and regional boundaries, so that future progress reports would more adequately reflect the 

importance of the roles programme coordinators were called upon to play. 

Dr JESUDASON (Sri Lanka) said that a number of meetings, workshops, seminars, and 

conferences had been held at the country, regional, and international level on primary health 

care leading to health for all by the year 2000. Strong political commitment, will, determi- 
nation, and consistency in policy were required for such a long -term objective, and changes in 

the attitudes of professional personnel were needed. For example, Sri Lanka suffered from an 

acute shortage of doctors owing to the so- called "brain drain" and the doctors who were 

available were reluctant to work in the rural areas where 80% of the population lived. Yet 

only doctors were allowed to carry out IUD insertion as one of the methods of family planning 

and as a result IUD insertion had rarely been carried out in rural areas. A policy decision 

had therefore been taken, against considerable opposition, allowing field midwives to undertake 

IUD insertion after they had been trained and certified competent. It had then been possible 

to make that family planning method available to large numbers of women, since one midwife 

dealt with approximately 3000 people. There were several other areas in which paramedical 

personnel and volunteers could play a major role. 

Health for all could not be achieved without an adequate mobilization of resources, both 

national and international. Emphasis should be laid on preventive health measures, and 

positive action and implementation of programmes were necessary. Each country would have to 

evolve its own strategy, taking into account its population, culture, health problems, and the 

existing basic health services and infrastructure, and bearing in mind the components of 

primary health care laid down at the Alma -Ata Conference. 

Sri Lanka had first of all carried out country health programming and the Asian Charter 

for Health Development had been signed by the Prime Minister and the Director -General of WHO. 

Subsequently steps had been taken to set up a national health council at ministerial level, 

chaired by the Prime Minister, and district health committees to deal with the 24 districts in 

the country. At the Ministry of Health a national health development committee composed of 

members from different departments had been set up and was functioning. It had established 

several standing committees to deal with major health areas such as primary health care, health 

manpower development and training, medical research, and drug policies and management. 

Existing health programmes were being intensified, in particular the health education programme, 

the expanded programme of immunization, family planning, the provision of safe water, disposal 

of human waste, nutrition and food policy, and maternal and child care. Measures had also 

been taken to revise the curricula for paramedical and auxiliary health workers in areas where 

they could treat common diseases and injuries. 

Evaluation of the progress of the different programmes should be carried out at regular 

intervals and immediate action taken in those areas where results were not satisfactory. 

Every individual in the country should be motivated so that there would be active and 

substantial community participation, and primary health care and health for all by the year 
2000 should be the ultimate goal. 

His delegation endorsed the views of the Executive Board in document А33/5. 
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Dr WILLIAMS (Sierra Leone) said that in Sierra Leone a primary health care project had 

been started with support from both the Ministry of Health and nongovernmental organizations, 

but it was in a single area and there was still far to go before the whole country was covered. 

Her country attached considerable importance to community participation in both the planning 
and implementation of health -promoting and preventive health programmes. The Regional 
Director for Africa had recently visited the community project and had been able to participate 
in a village health committee meeting. She felt that there was room for a study of the 

reasons why some communities readily participated in programmes while others were reluctant to 

become involved in activities, no matter how much they were pushed. Health committees similar 

to those existing in villages existed at district and central levels. 

Though not easy to achieve, an integrated approach to health care was being stressed in 

her country. For such a programme to succeed other ministries, such as those responsible for 

education, works, transport and communications, information, and agriculture, and non- 

governmental organizations as well, had to be brought into collaboration with the Ministry of 

Health. Use was being made of voluntary village workers, including traditional birth 

attendants, who were now being identified and trained since they were responsible for about 
60% of all deliveries. One problem that had arisen was that voluntary workers were now 

requesting some kind of remuneration. Thus it was important to be realistic when considering 

such approaches to community health care. Unless there was realism it would be difficult to 

achieve the goal of health for all by the year 2000. 

In West Africa intraregional cooperation, mainly in training, had come about with the 

establishment of the West African Health Community. As part of the effort Sierra Leone had 

participated in international workshops and seminars on primary health care. 

The supply of drugs was a problem for Sierra Leone. It was therefore to be hoped that, 
with the assistance of the WHO Regional Office for Africa, the list that had been drawn up of 

40 essential drugs and 10 vaccines would soon be brought into use. It was also to be hoped 
that, when funding agencies and organizations such as WHO and UNICEF saw what Sierra Leone was 
doing to achieve the goal of health for all, they would be able to provide more assistance. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that the attainment of health for 
all by the year 2000 was the prime goal of the World Health Organization, as it had been called 
for by the Health Assembly, reinforced by the Alma -Ata Declaration, and endorsed by United 
Nations General Assembly resolution 3458. The Organization's task was to devote its entire 
effort to attainment of the goal. Both before and after the Alma -Ata Conference there had 
been, as there still were, sceptical voices raised terming the goal utopian, unrealistic, naive, 
and even absurd in a world where there was already too much discontent, and although the 
different delegations voting in favour of the goal did not consider it utopian the position 
of the sceptics had none the less to be taken into account. To attain the goal required 
great efforts and it would be a mistake for anyone to think otherwise or view health for all 
by the year 2000 as a passing slogan to distract developing countries from the crucial question 
of the New International Economic Order. It was true that people would treat the goal of 
health for all by the year 2000 as utopian. But in the past other revolutionary goals 
similarly treated had none the less been attained. 

In connexion with the requirement in General Assembly resolution 3458 that the Director - 
General report progress to the Economic and Social Council it was important to formulate clearly 
the final goal and ensure that it remained in the forefront of attention. The word "slogan" 
had originally meant a war -cry; the slogan of health for all was not only a war -cry but also 
a call for a plan of campaign, specific objectives, and ways and means of attaining them. 
The phrase "community health" or "national health" had been in use for many decades, yet 
nobody, it seemed, had noticed that there was still no understanding of what the two concepts 
should embrace. It was therefore important that health for all should be properly defined, 
since in any society, no matter how healthy, people were bound to fall ill and die and physical trauma was bound to occur. In the Soviet Union it was felt that there was an urgent need to develop such a definition, for it would be instrumental in providing an understanding of the 
goals the world was setting out to achieve. It was obviously essential for such a definition 
to embrace components such as demographic structure, population dynamics, morbidity and 
mortality, food supply, nutrition levels, housing, living and working conditions, and access to health care; and those components should not be viewed statically but dynamically, in a constantly changing picture. Despite the fact that the multiplicity of components involved might appear to make for a cumbersome view of community health, he felt that it was possible 
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to arrive at a dynamic definition. He supported everything stated by previous speakers on such 
matters as the proper criteria for progress and on the dynamics of community and individual 
health. Whether or not the goal was achievable would be clear within two or three years at 
the most, possibly even earlier. 

In general his delegation approved of the steps being taken at every level, both by WHO 
and by Member States, to develop a strategy for achieving health for all by the year 2000. The 
Organization was now half -way through the process, since the document on strategy had to be 
ready in about a year's time. General Assembly resolution 3458 provided additional impetus, 
but the changes in the international situation the Director -General had referred to, such 
as the attempts to retreat from peaceful cooperation and détente to a confrontational approach 
and to cold war, were very worrying; there was no alternative to détente and cooperation 
in the interests of peace if the goal of health for all by the year 2000 was really what was 
desired. Particular attention had to be paid to that situation in the remaining few months 
before the document on strategy was completed. 

It was an urgent matter for the Director -General to develop a more specific plan of action, 
for if there was no specific plan of action at national, regional, or headquarters level no 

general ideas about strategy would be sufficient to attain the goal at the rate counted on. 

The task required of WHO was to draw up a plan of action that would actively focus the attention 

of all countries and of the United. Nations on the problem of health for all and on the problem 

of primary health care as an integral part of national health care systems. WHO must give its 

full support to strengthening technical cooperation between countries particularly in relation 
to the exchange of experience and the wide dissemination of promising primary health care 
approaches. It would have the task of carrying out scientific studies on primary health care 
systems, health systems technology, etc. which would involve collaboration with other sectors. 
Such tasks would impose an increased workload on WHO as would also the increased demands placed 
on it by countries and regions. 

It was possible to trace the idea of health for all in a clear line from the WHO 

Constitution's proclamation of man's right to health and the responsibility of governments, 

through the resolution of the Thirtieth World Health Assembly on health for all and the Alma -Ata 

Declaration to resolutions WHA32.24 and 32.30 and General Assembly resolution 3458, all of 
which amplified one another logically. The draft resolution contained in resolution EB65.R11 
and the draft resolution on health and the New International Economic Order were both of 
interest and might, with the letter from the President of the Non- aligned Countries' Movement, 
be brought together to form a single resolution perhaps entitled: "Health for all by the year 
2000 and the New International Economic Order ". A single resolution of that type would 
represent a step forward towards the final objective. 

Professor SHWE TIN (Burma) thought that the important point to remember was that only 

20 years were left to achieve the goal of health for all by the year 2000. 

In Burma preparations had to be made within the health department and the other institutions 

concerned to meet the goal, and a national health council had to be established. Of the targets 

to be met, participation by the community was the most important. Political commitment also 

had to be complete. WHO had to know which countries were becoming actively involved, which 

were acting along the right lines, and which needed extra assistance to attain the goal. 

Although in affluent countries the goal of health for all and even the term "primary health 

care" might be meaningless, for countries with large rural populations they were of crucial 

importance in helping to narrow the gap between country and town in available health care. 

In Burma detailed preparations for country health programming had been under way since 

1975. With the primary health care concept of 1978, which was the first year of country health 

programming implementation, came the realization of how primary health care could help country 

health programming which fitted in well with the goal of health for all by the year 2000. As 

part of action to spread understanding of the concept, four workshops had been held in previous 

years, and in April 1980 a workshop had been conducted with the participation of other 

ministries concerned. A plan of action would be sent to the Regional Office for presentation 

at the next Regional Committee meeting in September 1980. 

Dr MOODY (Jamaica) welcomed United Nations General Assembly resolution 3458. WHO should 

actively follow up the resolution, particularly in relation to operative paragraphs 3 and 7 

and to keeping United Nations agencies informed of areas in which their cooperation was 

required. 

In efforts to achieve intersectoral cooperation there was a need for WHO to act as a forum 

where different countries could exchange experience. WHO should produce guidelines which could 
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be used by countries in their efforts to achieve intersectoral cooperation and to identify 

specific areas needing assistance from different sectors so that each saw clearly what role it 

could play. Country representatives should be trained to enable them to interpret such 

guidelines, and to collaborate with health officials in developing a meaningful structure for 

intersectoral collaboration. 

Her delegation supported the delegate of Nigeria in stressing the need for well - trained 

competent programme coordinators. It disagreed, however, with the delegate of Yugoslavia 

who said that the definitions of health for all by the year 2000 were clear and required no 

change. There was no universally applicable definition of the level of health care required; 

each country should therefore define its own operational targets. WHO should produce 

guidelines to enable such targets to be identified. WHO had organized or was holding workshops 

on the role of community health workers, on costs, financing, and resources, but it had held 

none on guidelines for setting operational targets. In achieving the goal of health for all 

by the year 2000, indicators were needed that were vital and responsive to change in what 

should be a rapidly developing health care system. Both indicators and targets must be easily 

understood and should show where cooperation and intervention by other sectors were required. 

At present collaboration with other sectors was sought in far too vague a fashion. 

Dr HELLBERG (Finland) said that, whether the target of health for all by the year 2000 

was a slogan, a battle -cry, or a motto, it represented a return to the ideas enshrined in the 

WHO Constitution. There was a need to spell out the operational terms involved. Health for 

all by the year 2000 meant the health of children as yet unborn, who would be adults by the 

year 2000. The subject should therefore be discussed in relation to family and community - 

oriented maternal and child health activities as part of the intersectoral approach to health 

and development. Examples of related topics that should be discussed included family guidance, 
mental health, and action regarding health -related behaviour, e.g. smoking and alcohol 
consumption. The prevention of adult disease began in childhood and with maternal and child 
health, and family- oriented health measures taken in the next few years would determine the 
health of those who would be young adults by the year 2000. The adult working population of 
the present day would be the elderly pensioners of the year 2000. 

Throughout the national primary health care programme in Finland the lessons from the 
very successful activities in maternal and child health during the past few decades were to be 
applied to the care of working populations, particularly to workers in agriculture and forestry. 
Emphasis was being placed on high -risk groups in the adult population in relation to behaviour 
and habits as well as to environmental factors. Intersectoral activities were involved, 
requiring participation from different industries, trades, and branches of production. By 
the year 2000 the numbers of elderly persons, both healthy and ailing, would have increased 
vastly in industrialized countries. That fact should be influencing present -day social and 
health policies and programmes. He looked forward to the conference on the subject to be 
held in 1982 and thought that, as at Alma -Ata, equal weight should be given to preparations, 
to the conference itself and to the follow -up. 

WHO should be able to assist Member States to develop health strategies related to 
their individual problems and resources, with particular emphasis on intersectoral aspects 
of short -term and long -term planning and action. 

In the light of the major General Assembly resolution 3458, WHO assistance would be of 
particular importance in relation to the two roles of health authorities. The first role 
was to develop the health sector itself, including primary, secondary, and tertiary health 
care and training and research. The second role was to act in partnership with other 
government sectors, the private sector, community bodies and nongovernmental agencies. WHO 
could help authorities to work effectively in the second role, as it required attitudes and 
abilities different from those required for the first role, as well as a great deal of time 
to be devoted to it by staff at every level, including senior staff. 

Health education, with emphasis on ways and means by which individuals and communities 
could participate in their own health development, called for vision aid a realistic 
assessment of its needs and limitations. The definition of health education should be 
broadened to include the responsible sharing of information on health and disease. 

Another area of intersectoral cooperation was closer collaboration between health 
authorities and nongovernmental organizations. WHO should set an example by involving the 
latter more closely in the development of strategies. 

In terms of technical cooperation, industrialized countries needed to work more closely 
together. Such cooperation existed among the Scandinavian countries, which had held a joint 
seminar on primary health care in remote areas in October 1979 and were to hold a ministerial - 
level conference on primary health care in August 1980. 
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He noted that there was no draft resolution yet before the Committee on strategy formu- 

lation itself. His delegation wished to propose such a draft. 

In regard to the suggestion by the delegate of the Soviet Union, he feared that the 

specificity of the subject matter might be lost if the two draft resolutions before the 

Committee were merged. 

The CHAIRMAN considered that more time should be allowed for opinions to emerge from 

discussion before the text of draft resolutions was studied. 

3. FIRST REPORT OF COMMITTEE A (Document А33/44) 

Mr VOHRA (India), Rapporteur, read out the draft first report of the Committee. 

The report was adopted (see document WHA33/1980 /REС/2). 

The meeting rose at 17h30. 



FOURTH MEETING 

Wednesday, 14 May 1980, at 14h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 of the 

Agenda (Document WHA32/1979/REC/1, resolution WHA32.30; Document EB65/1980/REC/1, 

resolution EB65.R11; Documents А33/5, А33/29 and A33/INF.Doc./4) (continued) 

The CHAIRMAN drew the Committee's attention to the following draft resolution on the 

subject of health and the New International Economic Order, jointly sponsored by the delega- 

tions of Algeria, Angola, Cuba, Democratic Yemen, Ethiopia, Guinea -Bissau, Iraq, Jamaica, 

Kuwait, Libyan Arab Jamahiriya, Mexico, Mozambique, Nicaragua, Syrian Arab Republic, Yemen, 

and Yugoslavia: 

The Thirty -third World Health Assembly, 

Recalling the resolutions of the United Nations General Assembly - 3201 (S -VI) and 

3202 (S -VI), of 1 May 1974, concerning the Declaration and Establishment of a Programme 

of Action on the New International Economic Order; 3281 (XXIX), of 12 December 1974, on 
the Charter of Economic Rights and Duties of States; and 3362 (S -VII), of 16 September 

1975, Development and International Economic Cooperation, and also recalling resolu- 

tion 3458, of 29 November 1979, of the General Assembly in which it is recognized that 

health is an integral part of development; 

Bearing in mind that the New International Economic Order is an instrument of a 

fundamental nature which can only be effectively set in motion when due attention is 

paid to social as well as economic development, of which health is an integral part; 

Being aware of the historically proved direct relationship and reciprocal benefit 
between economic and social development and the health progress of all countries; 

Considering the work which is being carried out for the formulation of a New 
International Development Strategy to be approved during the Special Session of the 

United Nations General Assembly to be held in 1980; 

Concerned by the scanty progress made in recent years towards the targets laid down 

in the Programme of Action of the New International Economic Order, which has led to a 

gradual worsening in the economies of the developing countries and consequently a lack 

of progress in the social development of those countries, including health aspects; 

Recognizing the efforts made by all countries and WHO in the formulation of a 

strategy for health for all by the year 2000; 

Inspired by the Declaration of Alma -Ata in 1978 which expresses the need for urgent 
action to protect and promote the health of all the people of the world by means of 
primary health tare; 

Welcoming the, conclusions of the Technical Discussions at the Thirty -third World 
Health Assembly on the contribution of Health to the New International Economic Order; 

Solemnly proclaiming the need to continue and increase the efforts of the inter- 

national community for the establishment of a just and equitable New International 
Economic Order and the formulation of a New International Development Strategy, with 
tangible and positive results for the developing countries; 

Reiterating the important role the health sector should play in development efforts 
through the formulation of a strategy to reach health for all by the year 2000 with the 
aim of raising the quality of human life as an essential part of aspirations to achieve 
national and international social and economic justice; 

1. DECIDES to intensify the application by the World Health Organization of the 
principles of the New International Economic Order in country programmes of action for 

- 41 - 
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health concerned with trade, industrialization, transmission of technology, regulation 
and control of the activities of the multinational firms in the health industry and all 
those other aspects which contribute towards the harmonious, accelerated and independent 
development of the developing countries, including equity and social justice; 

2. URGES Member States, the regional committees and the Executive Board of WHO to 
increase their efforts in directions contributing to the establishment of a New Inter- 
national Economic Order, such as by ensuring the availability of health technology, 
that is appropriate for the countries concerned, the promotion of biomedical and health 
services research in the developing countries; redistribution of material, technical and 
financial resources, channelling them towards the developing countries; furthering of 
technical cooperation among developing countries; progress in multisectoral coordination 
of programmes such as safe water supply, basic sanitation and food supply which are so 
vital for health development; 

3. REQUESTS the Director -General: 
(a) to continue to ensure effective inclusion of health in the New International 
Development Strategy in the United Nations by active participation of WHO in its 
preparation, and thus help to achieve health for all by the year 2000, and 
(b) to report to the Thirty- fourth World Health Assembly on the progress and the 
results of the work of WHO in this important field. 

The delegate of the Soviet Union had suggested the possibility of convening a drafting 
group to consider amalgamating that draft resolution with the draft resolution proposed by the 

Executive Board in its resolution EB65.R11. The delegate of Finland intended to submit a 

draft resolution on the general issue of formulating strategies for health for all. A 
drafting group might therefore be set up at a later stage. 

Dr BRYANT (United States of America) expressed appreciation of the report of the 
Director -General (document А33/29) and the progress report of the Executive Board (document 
А33/5).1 United Nations General Assembly resolution 3458, on health as an integral part of 
development, and subsequent activity by the United Nations Secretariat to ensure that health 
for all was incorporated in the New International Development Strategy had laid the groundwork 
for realization of the goal of health for by the year 2000. His 
supported the draft resolution recommended by the Executive Board and the proposal of the 
delegate of Finland to submit a draft resolution on the agenda item. His delegation did not 
consider it necessary to have a single combined resolution, but the whole matter could be 
discussed in a drafting group. 

WHO and its governing bodies should be proud of the progress made since Alma -Ata in 

developing a global approach to the promotion of social justice in health. His Government 
supported and would continue to support health for all as the overriding priority for WHO. 
As part of that commitment, the United States of America was embarking on or expanding four 
initiatives. 

Firstly, his Government had identified health for all as a priority matter in domestic 
health policy. The meaning of health for all in relation to the situation in the United 
States had been defined in such a way as to include the development of measurable objectives. 
The current situation regarding the health services and health as a whole had been analysed. 

The United States Government had identified the gaps and shortfalls, and had formulated a 

strategy which included five components: (1) access by all to primary health care; (2) disease 
prevention and health promotion, including emphasis on changing behaviour patterns (now known 
to be effective in achieving striking decreases in death rates from cardiovascular diseases and 
stroke and in reducing smoking rates among adults); (3) promoting environmental health and 

safety; (4) controlling the rising costs of health care; and (5) developing a new concept of 

health indicators to assist in identifying present and emerging health problems and lack of 

access to services, particularly among groups in greatest need. 

The various approaches included emphasis on participation by communities and individuals 
and the involvement of other related sectors in health activities. Both nongovernmental and 

governmental agencies were participating in this strategy, to be submitted to WHO in June 1980. 

A second initiative by the United States Government had been to ask WHO to assist in 
convening a small meeting immediately before the present Health Assembly with the object of 

exploring the implications of health for all for developed countries. Representatives of 

� The report of the Executive Board is published as Annex 4 in document WHA33/1980/REС/1, 
including United Nations General Assembly resolution 3458 (1979). 
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developing countries had also been invited to participate. The meeting had revealed the 
special problems associated with the goal in the more industrialized countries, particularly 
problems related to personal behaviour and health, social alienation, environmental pollution, 
etc. Problems such as alcoholism, absenteeism from work, teenage smoking, and teenage 
pregnancy were not being effectively addressed by many of the developed countries. Even 
universal access to primary health care could not be interpreted as being equivalent to health 
for all, since primary health care had proved not to be effective in dealing with certain 
emerging health problems. Participants at the meeting had viewed development as a continuum 
in which no country ever left its problems behind, but simply proceeded from one set of 
problems to another. Many problems existed at all stages of development, but differed in 
their manifestations. Developing countries were forced to tackle simultaneously problems 
that the developed countries had been able to deal with one by one. Many problems showed a 
tendency to grow in intensity with advances in development; it was important for them to be 
forecast so that the less developed countries might avoid them or prepare themselves to meet 
them. Participants had realized that health for all was a concept relevant to all countries, 
and that both highly developed and less developed countries had much to learn from one another 
about the development process. The Organization had given its support to the meeting, in 
particular regarding its interregional composition. 

The third initiative by the United States Government was its cooperative health programmes 

with other countries throughout the development spectrum. The main stress in that sphere had 

been to assist the poorest countries, through USAID, to expand their basic health services, 

concentrating on primary health care, water and sanitation, disease control, and health 

planning and management. During 1980 expenditure on the programmes would total US$ 216 

million. Cooperative programmes in primary health care were being conducted in 36 developing 
countries. 

The fourth area was research in the service of health for all. Although much more could 
be done to improve health with the knowledge available, there were many obstacles requiring 
new knowledge in the biomedical, environmental, behavioural, and organizational spheres. As 

the WHO Advisory Committee on Medical Research had emphasized, it was a challenge to all to 

harness the substantial research capabilities existing in the world so as to tackle the most 
crucial of the obstacles. The capacity of developing countries should be expanded until 
they could participate fully in the research effort and were self -reliant. The four areas 

that showed promise were disease- oriented research, for example in developing vaccines; 
health services research, to make the services accessible, acceptable, appropriate and cost - 
effective; health promotion and health education, to encourage self -reliance and wise use of 
health care, and reduce damaging behaviour patterns; and research on social factors and 

health. The latter topic had received particular attention at the meeting he had mentioned; 
it was felt that there was insufficient knowledge of the interaction between individuals and 
society at various ages, and insufficient understanding of the powerful psychosocial forces 
affecting the health of individuals. Epidemiology cut across all the areas mentioned, and 
provided the means of developing and pursuing preventive strategies. 

With the stimulus provided by the call for health for all, and in close association with 
WHO and individual countries, a determined effort was being made to mobilize the scientific 
community for participation in the effort. Health for all could not be achieved unless there 
was universal access to primary health care, and universal access was not of itself enough. 
Primary health care must be adapted to deal with each society's problems in its own way. 

The goal of health for all was so important that there was no going back; the Member States 
of WHO could respond effectively as a whole to ensure that the goal was achieved. 

His delegation had some reservations concerning the draft resolution on health and the 

New International Economic Order. The United States Government acknowledged the link 
between health and economic and social development, supported many of the developmental goals 
in pursuit of the New International Economic Order, and recognized that health was an 
integral part of the developmental process; it nevertheless had a different approach to 
some of the points raised. He hoped that the spirit of unanimity over the goal of health 
for all would not be lost. It should be possible to resolve the matter easily during 
discussion in the proposed drafting group. 

Professor SPIES (German Democratic Republic) felt it would be wrong for technical facts 
and calendar dates to be all that ever emerged from Health Assembly discussions; it was 
important for such exciting events as the strategy for health for all by the year 2000 to be 
publicized in the same way as the declaration on smallpox eradication had been. The German 
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Democratic Republic fully supported the goal of health for all by the year 2000. In addition 

to the activities of the individual governments, WHO had its own unique contribution to make 

towards that goal. The activities of WHO, especially in medium -term programming and in 

preparing the Seventh General Programme of Work, were as important as the national strategies 

that Member States were trying to draw up and report on. 

Any definition of health for all should benefit every citizen of a country, and should 

include access by all to primary health care; the capacity and degree of utilization of 

health and social services should correspond to the country's state of socioeconomic 

development. 

In the German Democratic Republic, the system of social health was not, he hoped, too 

far removed from social justice. It was in no way unique; all socialist countries had the 

same approach. Regarding political commitment, emphasis should be on the thought just 

expressed by the delegate of the United States of America, to the effect that social justice 

should be an integral component of political commitment and of any programmes. 

In any country, in case of illness or accident every citizen should have economic 

security and free social and medical care, including free medicaments and appliances. There 

should be a comprehensive health insurance scheme, and everyone should enjoy an equal right to 

health care, irrespective of origin, social status, race, religion, or place of residence. 

Every effort should be made to abstain from any measure that might create artificial 

barriers in the utilization of health care, such as different classes of care in different 

hospitals, depending on whether services were free or paid for. Each citizen should have 

the freedom to choose his physician. 

Although the various documents distributed by the Secretariat seemed very sensible, 

they did not cover all the required criteria for accurately evaluating the degree of progress 
made towards the goal of health for all. Criteria for social development might include 

criteria to identify how far differences were diminishing between different segments of a 

population in respect of the quality of health care they received, accessibility of services, 

etc. For example, data for the evaluation of health status according to racial groups were 
just as important for measuring progress in the implementation of strategies as were general 
health statistics and other socioeconomic criteria. It would be useful to establish a group 

of experts to elaborate criteria for the evaluation of progress. 

In the German Democratic Republic such criteria had been established with regard to 

medical research, and training and education. For the assessment of the impact of research 
on the development of national programmes for the control of specific diseases, these criteria 
included changes in morbidity and mortality patterns for particular groups of diseases in 

comparable populations; the proportion of cases of different diseases detected at an early 
stage; degree of rehabilitation following diseases resulting in permanent health damage; 
reduction of diagnostic and therapeutic costs without adversely affecting diagnostic 
efficiency; duration of treatment, periods of hospitalization and recovery rates; 
effectiveness of prevention; and enforcement of medical action on the basis of new research 
findings through recommendations, standards or legislation. For the assessment of training 
and education of health manpower, the criteria included the percentage distribution planned 

for professional staff with university or other higher qualifications, skilled workers, 
semi- skilled workers and unskilled workers; the planned range of medical specialities and 
sub -specialities for medical, nursing and medium -level health personnel, and the range of 
skilled occupations. Other criteria might include the degree to which curricula were being 
updated; the state of in- service postgraduate training (i.e. how many younger physicians 
were undergoing a given type of training, as compared with the number of specialists in the 

same field); the state of continuing education (annual figures for medical conferences and 
educational programmes at medical centres); and the availability of central institutions 
for postgraduate medical training and for the training of intermediate medical personnel. 

His delegation emphasized the significance of United Nations General Assembly resolution 

3458, and considered that every effort should be made to implement it. The multisectoral 

concept developed at the International Conference on Primary Health Care at Alma -Ata should 

be applied at global level. 

He shared the views expressed in the eleventh plenary session by the delegate of Iran 

regarding détente and disarmament. An essential prerequisite for attaining health for all 

by the year 2000 was progress in securing peace, and WHO should give its full support to 

efforts in that field. 

Dr KLIVAROVA (Czechoslovakia) congratulated the Director -General and the Executive 

Board on their reports. In the view of her delegation, the goal of health for all by the 
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year 2000 presupposed the creation of national health services in every Member State, and 

the establishment of primary health care and specialized health care facilities to which all 

had access. But that was not an easy task. There was a need not only for new legislation 

but also for funds to establish and equip medical institutions and train personnel - doctors 

in particular, but also intermediate and basic health workers. Despite those difficulties, 

many countries - including all the socialist countries - had established such national health 

services. Some of the developing countries, such as Cuba, had also established such services 

or were in the process of doing so, as was apparent from the letter from Fidel Castro to the 

present session of the Health Assembly (document A33/INF.DOC./4).. 

Her delegation expressed its satisfaction regarding United Nations General Assembly 

resolution 3458 on health as an integral part of development, and considered that in the 
promising climate it created it was essential for the Director -General and Member States to 

take specific steps to meet health needs in conformity with that resolution. 

Attainment of health for all by the year 2000 required the creation of healthy living 

conditions for the people of the world - in terms of environmental health and adequate water 
and food supplies whose quality and safety were ensured by the health authorities. 

The goal was only attainable if peace and détente were maintained and if the proposals 

put forward by the socialist countries to the United Nations General Assembly regarding 

disarmament were supported by Member States. If that were so, 10% of the funds saved could 

be used for humanitarian purposes, including preventive health measures in developing 
countries. At the Executive Board stress had been laid on the need to set more specific goals 
aid health indicators both for WHO and for Member States. Her delegation considered that it 

would be feasible for the Organization to establish such indicators on the basis of an 
analysis of the health situation and health services in the various regions and countries. 
With the collaboration of the global Advisory Committee on Medical Research WHO should also 
elaborate specific objectives in the field of medical research. 

As to the resolutions, she believed that a multiplicity of resolutions could well lead 
to a diffusion of attention and lack of concentration on the main aims. She shared the view 
of the delegate of the USSR regarding the desirability of approving a single resolution, 
provided the authors of the different resolutions could reach agreement. 

In conclusion, she asked that henceforth there be a better arrangement in calling on 
speakers. 

Dr BRAGA (Brazil) said that his country was totally committed to developing a national 
health system. It was a truly national effort, having both an intersectoral and inter- 
institutional character involving, under the central coordination of the Ministry of Health, 
not only the other ministries related to the field of socioeconomic development - particularly 
the Ministry of Social Security - but especially the states of the Federative Republic. The 
implementation of such a programme, aiming at offering health coverage to a population of 
120 million in a territory of 8.5 million km2 and at very different stages of development was 
therefore not an easy task. Government guidelines and programmes had been formulated in 
accordance with the recommendations of the Alma -Ata Conference and resolution WHA32.30. A 
national health conference, which the Director -General of WHO had been kind enough to attend, 
had studied those recommendations, which would now be implemented. 

The Brazilian delegation particularly welcomed United Nations General Assembly resolution 
3458, as it signified that at last, in their highest political forum, the countries of the 
world had reached a consensus on the central role of health which, had it not been for the 
initiative of the Brazilian and Chinese delegations at San Francisco in 1945, would not even 
have been mentioned in the United Nations Charter. 

His delegation welcomed the documentation submitted by the Director -General. It supported 
the resolution recommended by the Executive Board, but would favour the establishment of a 
drafting group to conciliate the terms of that resolution with the draft resolution on health 
and the New International Economic Order. 

Dr GARRIDO (Mozambique) said that health was not an isolated entity, and that his country 
did not think it possible to solve the serious health problems affecting its people in 
isolation from other political, economic and social problems. 

Although the situation in Mozambique was at present difficult, the prospects for health 
for all by the year 2000 were distinctly good. After the achievement of political 
independence, the struggle for economic independence was now on and the Government Party, 
FRELIMO, had declared the decade 1980 -1990 the decade for victory over underdevelopment. In 
those ten years, hunger, poverty and lack of homes were to be abolished, and illiteracy and 
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superstition greatly reduced. Plans were being drawn up in the various ministries and they 

would be coordinated by the national planning commission to form an overall, integrated 

development plan for the years 1981 -1990. During that decade the central objective in health 
development would be improvement of the quality of primary health care and its progressive 
extension to the whole country. Thus health for all would form an integrated part of 

development in which FRELIMO and the democratic organizations of the masses would participate. 
The working out of the strategy for the decade meant that the development of national 

strategies for the attainment of health for all by the year 2000 was in hand at least until 

the end of 1980. 
Health development strategy was not easy to work out, however. The first difficulty was 

to evaluate action taken, to know if the right direction was being taken and at a suitable 
speed. To carry out such an evaluation, indicators were essential - indicators generally 
applicable to any country, and specific indicators for any one country or group of similar 
countries. The indicators must express not only negative values, such as infant or maternal 
mortality rates, but also positive values, such as the health worker population ratio, the 

number of health workers trained per year, etc. Next, the parameters should be quantified 
differently so that the same indicator could be used in countries at different levels of 

development. As far as he knew, WHO had not defined such indicators and, therefore, 

Mozambique's Minister of Health had already selected a series including the number of 

calories per day per inhabitant, the quantity of protein per day per inhabitant, infant 

mortality rates, the coverage of target groups by the immunization programme, the number of 

prenatal consultations per thousand live births, the number of births in institutions, health 

expenditure per inhabitant per year, and the number of health workers per inhabitant. Other 

indicators were being studied which would enable an evaluation to be made of the provision of 
drinking- water, sanitation, and the fight against major endemic diseases such as malaria, 

schistosomiasis, intestinal parasites, tuberculosis and leprosy. 
The second great difficulty which his country had encountered was the lack of experienced 

personnel to carry out the important task of developing strategies. It was to be hoped that 
WHO could help by sending to his country consultants in health planning. 

In conclusion, he expressed his delegation's support of the proposals formulated by the 
Executive Board in its report. 

Dr Madiou тOURÉ (Senegal) said that he endorsed many of the views already expressed in the 
debate and, in particular, the Director-General's comments at the eleventh plenary meeting 

addressed to the sceptics. Although doubts had been expressed as to the possibility of 

achieving the goal of health for all by the year 2000, he felt that doctors were by nature 
optimistic and persistent, aid that WHO would therefore overcome the obstacles it faced. 

Senegal was fully committed to the goal. 
To achieve that goal, however, certain conditions, which other delegates had mentioned, 

must be met. The most important was political will - and he thought that by now no country 
lacked that will. But political will must be turned into reality, firstly, by the share of 
the budget allocated to health in national budgets: 10% of the national budget had been 
recommended. Secondly, there must be a judicious distribution of that health budget with 
particular emphasis on public health activities. Thirdly, the health system might have to be 
restructured to conciliate the felt needs of the people and effective health planning. 
Fourthly, the people themselves must be involved in the effort towards public health. Fifthly, 
the health sector must be integrated into the global development system and, finally, technical 
cooperation and active solidarity were needed. 

In pursuance of those aims, the formulation of strategies was essential. Much had been 

said of the need for strategies and many suggestions had been made. Perhaps a WHO management 
committee for health for all by the year 2000 should be established to coordinate the varied 
actions dispersed among many countries, to make periodical evaluations, and to give an account 
of the evolution of the situation to each Health Assembly. 

Mr WEITZEL (Federal Republic of Germany) said that, although less than two years had 
elapsed since the concept of primary health care had been launched at Alma -Ata, it was not too 
early to look at some of the problems which had been encountered with the strategy for health 
for all by the year 2000. Moreover, the year 2000 was only 20 years away, and every effort 

should be made now to ensure that the strategy for health for all succeeded. 

The primary health care concept, addressed to all health systems existing in the world, 
under very different social, political, cultural and economic conditions, had of necessity 
been stated in very general terms. A great effort had then been made to convince governments 
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to accept it. Yet there was a danger that the term "primary health care" might become a 

catch -word with little real commitment towards change behind it, because of the difficulty of 

transforming the broad outlines into specific national strategies. 
Although specific planning could only take place at national level, without the exchange 

of preliminary experiences in the field of primary health care planning and implementation the 

process of learning how to achieve the goal of health for all by the year 2000 would take far 

too long. The time had now come to cease repeating broad policy outlines and to translate 

policies into specific measures. In view of the many vastly different health systems in the 
world, the promotion of one or two concepts for all countries was not appropriate. However, 
the description of individual countries' experiences in developing health services and the 

evaluation of such systems would be of considerable interest to other countries which were 

developing their own services. There was a need therefore to move now from macro- to micro - 

planning. The acceptance of the primary health care concept by a government was one thing, 

while the knowledge of the health worker of how to deal with cases of pneumonia or diarrhoea 
was another. The one without the other would not work. So far, there was little consensus 

about such essentials as the duration of training for primary health workers, and consideration 

should be given to the possibility of evaluating the cost -effectiveness of different systems 

in order to speed up the learning process concerning how best to develop primary health care. 

WHO should strengthen its capability to assist countries not only at the national 

planning level but also at the implementation level. Specific technical information should 

be provided for the peripheral health worker, who, for a great number of countries, was the 

most important agent in the fight for health for all by the year 2000. 

In conclusion, he expressed his delegation's support for the resolution recommended by 

the Executive Board. 

Dr АВВАS (Comoros) expressed his delegation's satisfaction at the speed with which WHO 

was applying the Alma -Ata recommendations and its appreciation of United Nations General 

Assembly resolution 3458, which called for the integration of health in social and economic 
development. It was to be hoped that the precepts and didactic statements made during the 
present discussions would be rapidly translated into urgent action within the countries 
themselves. 

Strategies for health for all by the year 2000 must be developed above all at the 
national level. In newly independent countries such as his own, in particular, such strategies 
must be multisectoral and multidisciplinary. WHO must do all in its power to encourage such 
developments, and his delegation therefore wholeheartedly supported the resolution recommended 
by the Executive Board. 

Dr DEWAN (Bangladesh) said that his country planned to implement the challenging 
programme of health for all by the year 2000 by providing basic medical care for all its 
citizens as far as its meagre resources allowed. Formerly, its health services had only been 
available in the cities, whereas 92% of its population lived in the villages. Bangladesh's 
present Government had therefore decided to shift the emphasis of its health services policy - 
from urban- to rural -based, and from curative to preventive. To that end, more hospital beds 
were being provided in the countryside and an integrated health programme had been adopted, 
maternity and health centres were being established, population control was being developed 
and a programme of home visits by family welfare workers initiated. An intersectoral approach, 
involving other ministries and departments, was being developed. 

To implement the programme of health for all by the year 2000, two aspects needed to be 
clarified - namely, the quantum or extent of health to be provided for all, and the financing 
of the programme. 

He would not detail all the programmes his country planned in order to achieve the goal, 
but would mention only the Bangladesh Year of the Child, from 26 March 1980 to 25 March 1981, 
in connexion with which the following would be undertaken: the immunization of all children 
under 15 years of age against tuberculosis, tetanus, diphtheria and measles; nutrition 
education; the provision of safe water supply and sanitation; a rehydration programme for 
diarrhoea) diseases; and health education. Those activities would serve as a pilot project 
for the ultimate aim of providing health for all by the year 2000. 

Dr KOINANGE (Kenya) stressed the need for all to be clear in their minds as to how to 
set about achieving the goal of health for all by the year 2000. The peoples of the world 
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had already been sensitized, and their expectations were high. The approach, however, need 

not necessarily be uniform, even in the same country. The strategy which had been accepted 

by the world community as a common denominator was access to primary health care, which would 

mean a substantial policy change in many countries. 

Much had been said about the need for indicators, but the Kenyan delegation was sceptical 

as to whether those currently available were practical, especially as applied to developing 

countries. In that respect, it supported the views expressed by the delegate of Jamaica. 

In his country it was felt that the community itself must assume more responsibility not 
only for its health but for other social needs. Kenya's own community -based programme in 

two districts was a testing ground where approaches applicable to the country would be 

evolved. It was based on a motivated worker - literate or not - who would be acceptable to 

the community and prepared to interact with its members. Nongovernmental organizations 

were partners in that endeavour. Kenya's essential drugs list had been revised after two 

years' operation, and better methods of distribution of medicaments were being tried out with 
the assistance of WHO and UNICEF. 

His delegation would like to see the discussion go beyond the formulation of strategies 
and consider the major constraints that would be encountered in implementing those strategies. 
In that respect, WHO and technical cooperation could be of valuable assistance. His country 

was anxious to learn from the experiences of others so that it could meet the challenge with 
a decisive impact. 

Dr VIOLAKI- PARASKEVA (Greece) thought the progress report of the Executive Board very 
constructive arid welcomed the draft resolution contained in resolution EB65.R11. She also 
particularly welcomed operative paragraph 1 of resolution 3458 adopted by the United Nations 
General Assembly. The Greek Ministry of Social Services was already reorganizing its health 
services by new legislation, to develop them in line with the strategy of promoting health for 
the whole population. 

Radical changes had to be made in health care in all countries, both developed and 

developing, in order to achieve the goal that had been set. WHO should take active steps 

not only to propagate the idea of health for all by the year 2000, but to indicate practical 

measures to be taken in pursuit of that aim. In particular, practical guidelines should 

be established by WHO to help health administrators in the organization of primary health 

care, which was beyond doubt the key approach in the achievement of health for all. Member 

States had to encourage multisectoral action within their administration. 

It was also necessary to have a clear idea of what was meant by health for all; in 

her opinion it meant enabling people to lead economically productive and healthy lives. 

The formulation of global and regional strategies depended to a large extent on the quality 

of national strategies and country health programming, as well as on programme budgeting 

and the Seventh General Programme of Work. Paragraph 16 of the Executive Board's report 

mentioned that WHO technical support to national strategy formulation had been organized 

in a variety of ways. It was important that the Regional Directors should provide 

information on the existing situation and the progress being made. In paragraph 37 the 

Executive Board stated that the subject of indicators was of immediate importance. She 

quite agreed, and wished to be informed what stage had been reached in formulating indicators 

that were easy to understand and compare. 

The Executive Board's draft resolution should be considered separately from the draft 

resolution introduced at the present meeting and any other draft resolutions to be presented. 

She would be proposing a small amendment to the draft resolution recommended by the Executive 

Board 

Professor SENAULT (France) was pleased that the delegate of Finland had asked for a 
precise formulation of the operational methods, both in the health sector itself and in other 

sectors, that would make health for all possible by the year 2000. His Government, in response 
to the quest for better health which reflected the quest for a better quality of life, was 

striving, in the framework of its health, social, and economic policies, to narrow existing 

inequalities, absolute equality being evidently impossible to attain. 

The Director -General's report was formulated in very general terms, for understandable 
reasons; but the Secretariat should make known what plans for concrete action had already 
been drawn up and put into operation by WHO in connexion with regional or national situations. 
His delegation also wished to know the practical methods envisaged, for a certain realism 
was needed to arrive at the goal to which all generally aspired, and he thought that realism 
was the driving force of participation, which had to be sought in every field. 
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With reference to the creation of a Global Health Development Advisory Council and a 

Health 2000 Resources Group, mentioned in paragraphs 19 and 20 respectively of the Executive 

Board's report, the member designated by France had already expressed his concern in the 

Executive Board, a concern shared by some other members of the Board. Although the Director - 

General had every right to surround himself with advisory bodies to help him discharge his 

responsibilities and although he had specified that he would proceed with caution, the French 

delegation was opposed to any institutionalization of such bodies. It was the function of the 

Executive Board on the one hand and of the Health Assembly on the other to decide what 

direction WHO should take. The formation of the Health 2000 Resources Group might entail the 

risk of creating within the Organization a new structure confined to a limited number of donor 

and beneficiary Member States from which countries that did not make substantial voluntary 
contributions would be excluded. He was sure, however, that the Secretariat would set his 

mind at rest. 

The French delegation supported the draft resolution proposed by the Executive Board and 
considered that the different resolutions should be studied separately; taking them together 

would confuse rather than clarify the situation. 

Dr PANGКATANA (Papua New Guinea) considered it essential that each Member State should 
accept the challenge of formulating strategies for health for all by the year 2000. The 
strategies would vary from one Member State to another depending on social, economic, and 
political development. Papua New Guinea was in the process of evaluating the country health 
programmes based on its National Health Plan (1974 -1978), which had been aimed at improving the 
health of the people in the rural areas, where 90% of the population lived. For his country 
the strategy adopted might include: (1) strengthening and improving the existing basic 
health services, especially the aid post system, which had been the backbone of the health 
services for 30 years; (2) increasing the awareness of the people, especially in rural 
areas, about health and disease through practical education in primary and high schools and 
through educating mothers in the clinics; (3) improving the welfare of the rural population 
and of urban squatter settlements by total commitment of the Government to implementing its 
rural development programme, including the building of roads, agricultural extension, 
increased education of primary school children, and the opening of cooperative trade stores. 
The 1978 Alma -Ata Declaration and the formulation of strategies for health for all by the 
year 2000 would depend for success on the total commitment of the governments of the Member 
States, without which they might become empty slogans. 

Dr HAVRILIUC (Romania) supported the draft resolution in resolution EB65.R11. However, the 
second paragraph of the preamble should record the fact not only that health was an integral 
part of social and economic development but also that it favoured such development. 
Reference was indeed made in operative paragraph 2(1) to recognition by Member States and the 
whole United Nations system of the primordial role_of health in development. He would be 
submitting subsequently an amendment to operative paragraph.. 1(1). 

The Executive Board's report had an importance that should not be underestimated. 
Although a great number of Member States had stated their political commitment, it was 
necessary to proceed as quickly as possible to concrete formulations of national strategies, 
which should reflect not only the responsibilities of States but also an equitable distribution 
of resources and set out the social action required, in which primary health care should have 
priority. Since health was both an integral part of, and a very important means of 

influencing, socioeconomic development, it needed to be promoted by intersectoral activities 
well coordinated at local and central levels. WHO should not confine itself to health 
measures but should include nutrition, housing, education, utilization of the workforce, 
better working conditions and other measures contributing to the standard of living. Health 
had to be seen as an essential component of wellbeing in the complex of everyday life. 
Socioeconomic development plans obviously had to be adapted to the characteristics of each 
country and reflect its spiritual and material conditions of existence. 

The Executive Board's report also emphasized social justice, the elimination of social 
and racial discrimination, the promotion of détente and disarmament, and the use of the 
resources made available thereby for aid to developing countries so as to contribute to their 
economic expansion - a prerequisite to improvement of their state of health. His country was 
very active in those areas and firmly supported close collaboration with all Member States, 
the New International Economic Order being an essential stage in eliminating present 
differences in standards of living and health by accessibility to primary health care. WHO's 
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role in formulating strategies for health for all by the year 2000 should be more concrete and 
better directed towards essential needs, so as to provide models for the health services of 
countries and guides for their orientation. His country was prepared to give its support 

bilaterally or multilaterally on the basis of 30 years of experience in drafting 

indicators of progress. The list of indicators already drafted by WHO should be communicated 
as soon as possible to Member States. 

Dr CAI Shengga (China) supported WHO's strategic objective of the highest possible level 
of health for all by the year 2000. Health care had to be assured to all who needed it. 
His Government had always attached great importance to the health of the people; ever since 
the People's Republic of China had been created, health programmes had been carried out to 
improve the health level of the population, the stipulation being that they should be based 
on traditional and Western medicine. At present it was clearly necessary to raise the 
health level of the entire Chinese nation along with its material and cultural level. China's 
guiding principle was to persevere in the path of socialism aid, by counting on its own 

forces, to assimilate advanced foreign technology while employing a combination of Chinese 
and Western medicine. The health network had to be improved in the cities and rural areas. 

At national level, modern scientific and technical centres were needed for curative and 

preventive care, as well as for research, education, and training. 

Rural areas continued to be a priority. A number of five -year plans were being counted 
on to reinforce hospitals, epidemic control centres, maternal and child health centres, and 
thousands of other health institutions existing in China. Primary health care would be 
intensified so that the country's 800 million farmers could receive timely and efficient 
treatment. China would continue to ensure that everyone understood the need for hygiene, and 

it would do its utmost to improve environmental health, nutritional health, school health, and 
health in public establishments. Industrial plants and mines in China would no longer threaten 

the health of workers and pollute the environment. A new countryside would be created where 
excrement was rendered inoffensive and every home had its own clean drinking -water. Human, 
material, and financial resources would be mobilized to eliminate a whole series of infectious, 

parasitic, and endemic disorders threatening the health of the population. 

The following measures had been adopted in family planning and maternal and child health: 
scientific knowledge of family planning had been widely disseminated; safe and effective 

contraceptive pills and devices had been distributed free of charge; and an effort had been 
made to provide hospital delivery for women who so desired and to find the necessary space in 

crèches for children. Care had been intensified at the perinatal and neonatal stages so that 
the mortality of infants as well as of mothers had been reduced. In order that every 

family could have a healthy child early fetal diagnosis was being practised, to reduce the 

scope of hereditary diseases. 

The formulation of a strategy for health for all by the year 2000 was a vast and 

difficult task, concerning a population of more than 3000 million people - in China alone more 

than 900 million. His country was guided by the following principles. First, health action 
had an effect on the social and economic prosperity of the nation; and social and economic 

developments had to be included in the general framework of development. Second, the State 

needed a clear policy orientation for health development. Third, the State must develop the 

various health services in a planned manner in line with the development of the national 
economy, ensuring their proper growth. Fourth, primary health care must be developed and 

intensified on a realistic basis. Taking the interest of the masses into due account, primary 

health care services might take various forms. China had to count on its self - reliance and 

take full advantage of its local resources, developing all the possibilities afforded by 

traditional and modern medicine. The burden borne by the masses had to be lightened, and 

something tangible had to be provided for them. Technical advice by specialists had to be 

made to fit in with the work done by the masses, and those in charge of primary health care 

had to try to meet the ever - increasing needs. China's experience was limited; it would 

benefit from foreign experience by collaborating closely with WHO and other friendly nations 

and endeavour ceaselessly to improve the quality of its health services. 

Dr COELlO (Portugal) endorsed the Executive Board's view that the formulation of strategies 
should be the central theme of the efforts of Member States and WHO to achieve the highest 
possible level of health for the greatest number of people. Portugal had made a thorough 
reappraisal of its health situation along the lines of the WHO questionnaire, taking into account 
aspects such as population structure, health and environment problems, and the role of health 

in economic development. Realistic health targets had been established, in particular for 
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communicable diseases, cardiovascular diseases, nutrition, and road traffic accidents. Certain 

indicators had been chosen in order to assess progress, and a model for overall assessment of 
health service processes was at present being developed by the Central Office for Health Planning. 

His delegation considered that four points were particularly important in formulating strategies: 

reinforcement of the primary health care system, geographical reallocation of resources (both 

human and financial), health manpower development, and community participation. 
Since 1971, Portugal's primary health care system had been based on a network of 220 health 

centres providing integrated services, special emphasis being placed on maternal and child health, 

including family planning, on environmental health, and on health education. The impact of 

the health centres had already been reflected in some of the more significant health indicators. 
A policy of decentralization and regionalization was being followed in order to ensure the 

geographical reallocation of resources, and two central departments had been set up to implement 

it, one dealing with health, the financing of services, and the other with health manpower. 
Considerable efforts were being made to improve the distribution of health professionals, since 

they tended to be concentrated in large cities; economic and other incentives were being offered 

to encourage young doctors to work in peripheral areas. In the field of health manpower develop- 

ment particular emphasis was being laid on the training of health managers and auxiliary health 
personnel, two of the weakest components of the health system. The organizational structures 

existed, but more managerial ability and expertise were required to make them fully 

operational. Community participation was an essential strategic element in the development 

of health activities. Individuals, families, and communities should be aware that health was 

not only a right but also a duty, a concept that was to be found in Portugal's Constitution, 

which had been adopted in 1976. To enable communities to participate effectively in health 

and social development, both appropriate education and legislation were required. Educational 

measures had been taken in selected areas and legislation had been adopted on the participation 

of the community in health activities. 

Mr MANSBRIDGE (Canada) said that health for all by the year 2000 was a challenging idea, 
but if it was to be given reality each Member State would have to decide what it meant for it. 

In Canada health was to a great extent the responsibility of each of the ten provinces making 

up the Federation. There were therefore differences in priorities, per capita expenditure, 

and primary, secondary, and tertiary health care. Nevertheless, through a continuing process 

of intergovernmental consultation in which the Federal Government played an important role, a 

constant review and evaluation of health programmes took place. 

Canada was fortunate in having a sound, well -developed health treatment base. Indeed, it 

was held by some that too great a proportion of health resources was devoted to treatment and 

too little to prevention. There was also increasing awareness that once society, or the State, 

had taken appropriate action to control communicable disease, to build and staff treatment 
centres, and to protect people from environmental hazards from which they were largely unable 
to protect themselves, it was then the responsibility of each individual to take care of his 

or her own personal health. Canada's immediate objective was therefore related to "life- style ", 
The present challenge facing health leaders was to assist or inspire people to live healthy__ 

lives by eating nutritious food, taking exercise to promote fitness, consuming alcohol in 

moderation, not smoking, improving their driving standards, and appreciating the value of 
living in a healthy manner - in other words, practising health promotion measures at the 

personal level. If a million dollars were added to the vast total at present spent on 

treatment of disease in Canada, the effect would be negligible. On the other hand, if the 

same sum were allocated to preventive medicine or primary health care, the results could be 
spectacular. 

Canada had introduced, or was in the process of introducing, preventive programmes in 

certain specific fields. Examples were: coordinated home care designed to provide health 
and social support measures to enable the elderly to remain in their homes; preventive dental 
programmes for preschool and school -age children; hereditary disease prevention programmes; 
speech pathology and audiology services, primarily for children; and health promotion 
measures through films, television, posters, and other media, on subjects such as safe driving, 
the use of seat belts, and family planning. 

In short, Canada hoped to meet the challenge and persuade its citizens to add healthy 
years to their lives by encouraging the choice of healthy life -styles. The attainment of 
health, as it was so wisely defined in the Constitution of WHO, obviously demanded attention 
to the broad range of economic needs, as was widely appreciated. Canada remained a strong 
supporter of WHO and would offer help whenever possible; equally, it hoped to receive help 
in the pursuit of its goals. 
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Professor DAVIES (Israel) endorsed the reports of the Director -General and Executive 
Board and resolution EB65.R11. The theme was vast and complex and the goals needed better 

definition. Because strategies needed to be specific to each country and sometimes to part 

of a particular country, and because there was no precise definition of health for all, there 
was a danger that the formulation of strategies by each country would diminish WHO's role. 

Several speakers had referred to the need for health indicators. That was a field in which 
WHO was already active, but it could be expanded; in particular, where the direct measurement 
of health status was difficult the development of proxy measurements suitable for different 

levels of development could be useful. 
The definition of priorities by each State could be facilitated by using the risk approach 

at present being tested by several countries seeking to improve their maternal and child health 
services. The risk approach was a managerial tool of considerable value for defining problems, 
analysing their antecedents, developing intervention strategies, reallocating resources, 
developing health manpower, and evaluating progress; and it could be adapted to other health 
and social problems. WHO could play a greater role in encouraging such an approach. 

There was a need for a nosology of strategies adapted to various levels of health and 
social problems under different social and political conditions so that a Member State could 
obtain advice appropriate to its own situation. One component would be the development of 
monitoring systems of various degrees of sophistication that could be used in countries at 
different levels of development. 

He hoped that WHO would carry out further research into the factors hindering or 
facilitating the'development of strategies at different levels. The high degree of technical 
sophistication available in WHO needed to be exploited. 

Dr CANADA (Spain) said that the slogan "Health for all by the year 2000" required 
clarification. It undoubtedly referred to all citizens of the world and to the provision for 
them of the means of attaining some degree of wellbeing. But wellbeing was a matter of 
individual appreciation and so the level of health to be attained would vary according to the 
person's or country's situation in relation to others. Consequently health for all could not 
be achieved without global planning to reduce the wide differences current among the peoples 
of the world. Each country should formulate its own strategy for ensuring that its citizens 
reached an acceptable minimum level of health and at the same time collaborate at the 
international level to ensure that others were able to achieve satisfactory levels. 

In relation to his own country, changes were taking place in the demographical and health 
situation, so that population estimates could no longer be exclusively based on birth and 
mortality figures. Family health was a fundamental aspect of primary health care, but family 
structure had changed considerably in recent years. The greater proportion of old people in 
the population also needed to be taken into account, since it could lead to disparities between 
needs and resources. Technical advances in treatment would lead to the survival of larger 
numbers of subnormal and handicapped individuals. Iatrogenic problems might be considerable 
if strict preventive measures were not taken. If satisfactory planning were to be established, 
there would therefore have to be improved health information systems, epidemiological research 
and increased knowledge of the pathology of communicable and noncommunicable disease. 

In order to implement health programmes, a start needed to be made to train health personnel 
with a community orientation, and the community would have to be encouraged to participate 
in health activities. Bearing in mind those considerations, Spain had initiated health 
programmes in accordance with the recommendations of WHO and the Alma -Ata Declaration. The 
right to health and to access to health promotion resources was guaranteed in the new Spanish 
Constitution. Parliament had just approved guidelines for health reform and new health 
legislation was being drawn up. More than 90% of the population benefited from social security 
medical care, and a new stage had begun in which a considerable preventive component was being 
added to therapeutic care. The alarming increase in the cost of medical services, particularly 
hospitalization, was not always accompanied by a corresponding improvement in results. 
Increased use of resources for the benefit of underprivileged sectors of the population would, 
he was convinced, prove more effective in terms not only of health but also of harmonious 
development and social stability. The creation of a network of health centres, the includion 
of preventive measures in health care, the intensification of primary health care, and the 

establishment of specialization in family and community medicine were some of the steps being 
taken. Child vaccination programmes had progressively become permanent and a recent 
development had been the establishment of health cards for pregnant women and for children. A 
national plan for the prevention of mental handicap was being extended and improved environmental 
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conditions and food controls were high priorities. Health education was an essential supporting 

factor for any health programme and the only means of ensuring that, by the year 2000, all 

citizens were provided with the means for attaining health for themselves. 

Dr HENRIQUEZ (Ecuador) said that the national rural health plan formulated in 1968 and 

implemented in 1970 was the basis for the extended coverage plan and the development of primary 

health care for the rural population in his country. Although no specific primary health care 

policy existed, for some years health departments and international agencies had promoted and 

developed primary health care programmes with the participation of the community. It had not 

yet been possible to evaluate fully the results of those programmes and so their contribution 

to the solution of the problem of community health. 

In 1977 Ecuador had submitted a report to the IV Special Meeting of Ministers of 

Health of the Americas concerning extended coverage of primary health care, its basic 

characteristics and community participation, as an important resource in its cultural and 

socioeconomic structure. The report covered concrete measures in the field of basic community 

health requirements, research on the development of appropriate technologies, a primary health 

care programme including the preparation of textbooks, the training of personnel, incorporation 

of the programme in the Five -Year Health Plan, and research on strategies of community 

participation. A decree of March 1978 set up a development fund for marginalrural areas and made 
it obligatory for the various ministries and the national planning council to collaborate with 

it in the areas within its competence. Ecuador endorsed the Alma -Ata Declaration in the same 
year. In October 1978 the Ministry of Public Health and the rural development fund signed an 

agreement incorporating primary health care in rural development projects, thereby acknowledging 
the role played by primary health care and community participation in overall development. 

Primary health care meant meeting the priority health needs of families at risk, using 

available resources and community action and incorporating the system in overall health care 
development. The community health worker. in Ecuador was called a health promoter and his 
functions included participation in the organization of the community with a view to solving 
basic problems, health education, nutrition, maternal and child welfare, prevention aid control 
of endemic diseases, elementary care of the sick, referral where appropriate to higher health 
care levels, and basic environmental hygiene. The health promoter was dependent for technical 
supervision, on the nearest health unit and, administratively on the authorities of the 
community and was paid by them. He acted as a link between the informal and formal health 
systems and followed the directives laid down by the appropriate health authorities. The 
Ministry of Public Health considered, health being a universal right, that the extended 
coverage plan to take primary health care to marginal rural areas in particular constituted a 
high priority. 

The national development plan provided for improved standards of living and health, 
especially for high -risk groups. At present the health system was not available to the whole 
of the population, for sociocultural, technological, and administrative reasons that would 
have to be defined and overcome. The community and the health promoter had roles to play in 
that task. The community could also participate in developing the use of valid traditional 
medical practices and it would also be responsible for administering the funds for health care 
provided by each family according to its possibilities. However, the higher level of health 
sought depended also on overall development, in which health workers should take an active 
part. 

Dr BORGONO (Chile) drew attention to the disparity existing between treatment, which was 
highly developed, and prevention, which was inadequate, but which was essential if health for 
all by the year 2000 was to be achieved; the situation was particularly critical in rural and 
urban fringe areas. The multisectoral and intersectoral approach should be given higher 
priority because the formulation of strategies was not the prerogative of the health sector 
alone, especially if health was considered from the community and not from the individual point 
of view. Although the availability of primary health care was an extremely important 
objective, it would not be sufficient for attainment of health for all by the year 2000. 
Political commitment and effective implementation of plans were fundamental and periodic 
evaluation helped to show how the resolutions of the Health Assembly were translated into acts. 
Problems and priorities varied in developed and developing countries, but all countries wished 
to attain the objective of health for all. Developing countries should benefit from the 
experience of developed countries and exchange of information through WHO could play an 
important role. Strategies should also take into account rational use of communication media 
in accordance with local possibilities. In conclusion, his delegation supported the draft 
resolution proposed by the Executive Board. 
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Dr HELLBERG (Finland) said that his delegation had now decided not to submit a resolution 
on formulating strategies for health. The resolution proposed by the Executive Board was based 
on United Nations General Assembly resolution 3458 and approached health from the angle of 
general socioeconomic development, thus emphasizing that health was an integral part of general 
development. The draft resolution proposed by the delegation of Algeria and others was based 
on the important issue of the New International Economic Order and the context was also overall 
socioeconomic development. Having listened to the discussions, he was no longer convinced 
that it was necessary to adopt a resolution on the health sector itself. It was important though 
to underline the overall context of health development and to consider the development 6f 
strategies based on the health sector so that health could be integrated with general development. 
He proposed therefore that the draft resolution should be divided into three parts: I. The 
New International Economic Order; II. Development and health, which would take up the issues 
reflected in resolution EB65.R11; and III. Formulating strategies for health, emphasizing the 
health sector. 

The CHAIRMAN suggested that a drafting group should be set up to consider the draft 
resolution arid the amendments, taking into account the comments made by the delegate of Finland. 
She proposed that the sponsors of the draft resolution, together with the delegates of 
Czechoslovakia, Finland, France, Romania, the Soviet Union, and the United States of America, 
and the Rapporteur should take part in the drafting group, as well as any other interested 
delegations. 

It was so agreed. 

The meeting rose at 17h40. 
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FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 of the 

Agenda (Document WHA32/1979/REС/1, resolution WHA32.30; Document ЕВ65/1980/RЕC/1, resolution 

EB65.R11; Documents А33/5, А33/29 and A33/INF.DOC./4) (continued) 

Dr JONES (Guyana) said that his country's Constitution guaranteed health care to all its 
citizens; and the necessary structures for providing it existed. Guyana had a small, 
scattered population and suffered from a shortage of health personnel, so the concept of 
primary health care came to it naturally; however, the formulation of strategies had brought 
to light many problems that would affect small countries. For example, Guyana believed in 
the multisectoral approach but had difficulty in finding people in other sectors sufficiently 
knowledgeable about health problems to make a contribution towards planning. Several speakers 
had mentioned community participation, but did it imply informed participation or mere 
repetition of things learned from others? Offers of assistance came from different sources, 

too, and unless countries were in a position to make proper use of them a state of confusion 
would reign. Through its regional offices and its representatives in countries WHO could play 
an important role in coordinating assistance. 

There was a need for a health information system because the public did not fully 
understand that primary health care was not a new form of hospital care. WHO could help 
countries to enlighten their citizens on what was really meant by primary health care. With 
regard to the training of personnel, assistance in selecting programmes was required and 
multisectoral workers should be made aware of health problems. 

Representatives of WHO in countries should not be confined to administrative work but 
should play a part in the programmes and go out into the field so that they could supply 
first -hand information to countries and keep the Organization abreast of any difficulties 
that might arise. With assistance along these lines Guyana hoped to be able to implement 
the strategies at present being formulated. If assistance were not forthcoming, however, 
Guyana would not be able to achieve all the goals. 

Dr МARKIDES (Cyprus) said that United Nations General Assembly resolution 34/581 
represented a considerable step towards the attainment of WHO's goals. Health for all meant 
the highest level of health possible within the social and economic framework of each country. 
But how could developing countries achieve that goal? His delegation believed that the 

objective formed part of general efforts to improve socioeconomic conditions in a country. 

The health sector played an important role by providing health services and by making 
knowledge of health, disease, and health technology available to the people. 

Since the Declaration of Alma -Ata the Government of Cyprus had modified its health 

programmes with a view to achieving the goal established. One of the principal measures had 
been the introduction of a national health scheme, which it was hoped would cover the whole 
population in 1981. Improvements were being made in existing health services, new hospitals 
and health centres were being built and a small factory to produce basic drugs was being set 

up. Particular emphasis was being placed on primary health care, with a view to treating 
health problems at the roots, stimulating community participation, and promoting health 
education. 

Hydatidosis had been a major problem in Cyprus for many decades, and intersectoral 
cooperation had provided a solution. Collaboration among several sectors had resulted in 
safe water for almost all the villages, improved standards of education, veterinary measures, 
and the establishment of slaughterhouses. Through such measures the disease had virtually 
been eradicated. 

� For text, see document WHA33/1980/REC/1, Annex 4, Appendix. 
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In conclusion, he emphasized that many constraints such as lack of resources, of trained 
personnel, and of organization made it difficult to implement policies and plans. The 
developing countries needed assistance from the developed countries and from WHO if they were 
to achieve the goal of health for all by the year 2000. 

Mrs MATANDA (Zambia) said that Zambia had recognized the role of health in socioeconomic 
development in 1967 when it had implemented a policy of free health and education services. 
However, the generation of sufficient resources to support those services was a great 
challenge. 

Communities had supplemented the Government's efforts by undertaking health projects on 
the basis of self -reliance. The health services had been strengthened by the integration of 
the health sector in the Third National Development Plan, the creation of a planning unit to 
coordinate health programmes, increased multisectoral cooperation in tackling health -related 
problems, and the development of weaning food by the National Council for Scientific Research 
in conjunction with the Nutrition Commission. The creation of a churches health board was 
under consideration. 

The Government had also embarked on rural reconstruction and transformation in an attempt 
to improve the social wellbeing of the rural communities and reduce migration to urban centres. 

With regard to professional health workers, the existing professional groups could take 
on new roles, but reorientation and modification of training programmes would be required. 

The intensification of primary health care would change the pattern of disease, but there 

would always be a need for tertiary care. She therefore appealed to the international 
community not to turn a deaf ear to requests for the support of hospital services. 

Although considerable progress had been made, Zambia had suffered setbacks because of its 
geographical position. Equipment and materials, including drugs, had had to be airfreighted 
at considerable cost or shipped and then transported by road, which meant long delays. 
Another major setback had been continuous harassment by the minority racist regime in 
South Africa; health services in one province had been disrupted by continuous bombing and 
the implementation of health plans had been delayed. It would be difficult to achieve health 
for all when innocent people were being killed and efforts were constantly being undermined. 

Nongovernmental organizations played an important role in the provision of basic health 

services. In Zambia they were doing commendable work in educating the community and providing 
health services and she hoped that their role would be given due recognition in the 
resolution adopted in response to resolution EB65.R11. 

Dr ARAUJO (Cuba) said that health was the inalienable right of every member of society, 

whatever the state of his resources, his place of residence, sex, age, or race. Such a 

concept of health could not be replaced by the mere concept of health services available to 

all. Health was clearly defined in WH0's Constitution and had been further spelled out by 
the Director -General before the Health Assembly in plenary meeting. The attainment of health 
for all by the year 2000 presupposed a process peculiar to each country that would depend on 
a great many factors; each had different characteristics, was setting out from different 

starting -points, and so had different short -term objectives that would have to be taken into 

account at different stages until the year 2000. It seemed self -evident that such a process 
in developing countries would require enormous resources that no one country could generate on 
its own. It was not just a matter of modifying such conventional indicators of health as 
infant mortality or life expectancy but of attaining health in the WHO sense. If 30 years of 

development through the United Nations had had so little effect on health in the developing 
countries, it could not be expected that the goal would be attained without mobilizing great 

additional resources. 
United Nations General Assembly resolution 3458 firmly made health an integral part of 

development and established a clear link between peace, security, and health. That being so, 

his delegation could not understand how it was possible to assert that there should be no 

link between health and the New International Economic Order. If that view was taken the 

concept of health for all by the year 2000 was nothing more than an aspiration towards the 
improvement of present -day health indicators, in which case the developing countries would be 
expected to conform to the characteristics differentiating them from developed countries. 
Was it to be supposed that with WHO help and technical cooperation between countries but 

without development it would be possible to prevent half the deaths in developing countries 
from being of children less than 5 years of age, or of the 120 million children born in 1979 

10% failing to survive a twelvemonth? Such a situation made his delegation feel entitled to 

assert that without health there could be no development and without development no health. 
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In his delegation's view, health for all by the year 2000 would be unattainable without 

the mobilization of material, financial, and human resources at national as well as, 

especially, at international level. That linked up with another problem already mentioned in 

General Assembly resolution 3458 in its reference to peace and security. Only under those 

conditions could there be hope of the new development decade becoming, specifically in relation 

to health, a step forward of which mankind could be proud. 
He admired the high quality of WHO's work on indicators, but priorities would probably have 

to be established among them: indicators relating to morbidity or the quality of life should 

not be placed on an equal footing with those on smoking or atmospheric pollution, for example. 

The Director -General was doing valuable work in WHO and in representing it in United Nations 
bodies. One activity that deserved special mention was WHO's leadership role in promoting 
cooperation with other agencies and the role of WHO programme coordinators in support of the 

development activities of country representatives of the United Nations agencies and bodies. 

A thorough study should be made, in response to the wish of some delegations that WHO headquarters 
should engage in effective technical cooperation with Member States, to enable them to reshape 
their strategies to attain the goal of health for all by the year 2000 and to promote the active 

participation of programme coordinators, whom one delegate had described as mere receivers of 

information, so that headquarters and coordinators could be of direct and effective assistance 

to countries at their request. 
In conclusion, it should be recalled that the first essential victory, if health for all 

were to be attained by the year 2000, was to convince sceptics and reject the position of those 
who were striving to limit the objectives and separate them from economic and social 
development. 

Dr CHANG (Republic of Korea) said that consideration of the progress report 
of the Executive Board and the other documents showed that the goal of health for all by the 
year 2000 could not easily be achieved within the present -day capacities of countries. The 
importance to it of international activities in primary health care had also been demonstrated. 
The draft resolution contained in resolution EB65.R11 was well prepared and timely. 

In his country primary health care had been introduced in 1974 as a national priority and 
implemented on a pilot basis in rural areas covering 500 000 inhabitants, so that the most 
appropriate approaches for the country could be worked out. The studies carried out were 
already in the final stages of evaluation. After they had been evaluated by the Government, 
plans for nationwide implementation of primary health care would be drawn up so that far more 
comprehensive health services for the rural population could be provided. The programme was 
to be fully integrated with the so- called "new community movement ", the characteristic 
village -level community development programmes in the Republic of Korea. 

His country would like more regular information on progress in primary health care 
programmes in other countries so that its own programme could be kept under constant review. 

Dr BEAUSOLEIL (Ghana), speaking on the question of indicators, said that if health for 
all was to mean a situation where individuals were able to enjoy socially and economically 
productive lives, the traditional parameters and indicators such as morbidity and mortality 
were not adequate for identifying problems, ranking them by priority, or planning and 
implementing programmes at different levels. Ghana was therefore looking for indicators and 
information systems more appropriate for use, evaluation, and planning at village level and 
for sorting out what information should be circulated to district and higher levels. To that 
end it was cooperating with the Centre for Development Studies, University of the Cape Coast, 
and with WHO. He asked whether the new indicators WHO had developed were capable of measuring 
socially and economically productive factors. In his view simplified forms of traditional 
indicators were unlikely to be of any use for the purposes of the primary health care programme. 

Dr ONDAYE (Congo) welcomed the firm political will manifested by nearly all countries to 
attain the goal of health for all by the year 2000. 

His country had defined its strategies and initiated its programme of primary health care 
in pilot regions on the basis of self -reliance, in the belief that democratization and 
decentralization would render the people themselves more ready to assume responsibility for 
their own lives. Health care was thus based on village development committees, and workers 
in health, rural economy, agriculture, education, and literacy were responsible for the 
overall education of the people under the guidance of the Party. 

Countries must not view the goal of health for all by the year 2000 over -optimistically, 
since it was linked to two complementary, but unfortunately often contradictory, approaches. 
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The first was the national approach and called for political will on the part of governments, 
social justice, peace both within and outside the country, a more just distribution of wealth, 
and good organization and management of services. Given the will, those goals, he believed, 
could be reached. The second approach was the international one and depended on cooperation 
between developing and developed countries. In the present state of the world, that approach 
did not hold out much hope to the developing countries. 

The year 2000 was only 20 years ahead, and when he considered the experience of 20 years 
of independence in Africa, and the little that had been achieved despite the determination of 
African peoples to overcome underdevelopment, he was not optimistic. So long as people did 
not understand that health depended on the integral development of the planet, the goal of 
health for all would not be reached. 

The industrialized countries must recognize that their development was in part owing to 
the developing countries and must therefore agree to make an effort to cooperate more 
willingly and on a basis of equality with them. The developing countries should recognize 
that they were part of the development of the industrialized countries and must fight for a 
more just human society. They must cease to look passively to the outside world, accepting 
from it its development concepts and charity, as the outside world was the cause of the 
situation in which they were trapped and was not ready to change in their favour. He there- 
fore called for a new North -South dialogue based on greater sympathy and understanding and 
recognition of the interdependence of all people, so that by the year 2000 there should no 
longer be underdeveloped, exploited nations on the one hand and dominant, exploiting nations 
on the other. The solution of health for all would be found in the search for a new socio- 
economic equilibrium in the world and in peace. 

In the field of technical cooperation among the developing countries many efforts were 
being made, but those countries were hampered by their colonial past and a mentality used to 
being exploited and assisted. More courage and determination were necessary on the part of all. 

To achieve both development and health an essential priority was training. WHO must 
play a primary role in developing training programmes more suited than those currently 
available to the conditions of life in developing countries. WHO could also help the 
developing countries to cooperate among themselves by facilitating exchange of information 
and experience and helping to establish regional and subregional health development centres 
and exchanges of students and teachers within the region. Only when Africa possessed trained 
personnel would it be able to change the present attitude of its peoples to health and be 
within reach of attaining the goal of health for all by the year 2000. 

Dr HASSOUN (Iraq) said that his country aimed at providing its people with both 
preventive and curative health services. It had established a high -level committee and 
working group in the Ministry of Health that had prepared a plan up to the year 1992, which 
would then be extended up to the year 2000. Health was, of course, both an end in itself and 
an integral part of development. Progress had already been made, for example, in the 
training of manpower, 26 nursing schools having been opened during the past year to add to 

the six already in existence. Links had been established between teaching schools for 

doctors and those for other health workers, and with the Ministry of Health. 
Efforts had been made to strengthen the preventive aspects of medicine and had already 

led to a reduction in child mortality and in the incidence of disease in agricultural areas. 
His country aimed to create a body of health workers and to establish a research centre to 

serve the countries of the Eastern Mediterranean Region and other friendly and neighbouring 
countries. In so doing, it hoped to receive help from WHO and the Regional Office. 

His delegation urged support for the draft resolution it had put forward with the 

Algerian and other delegations. Any constructive amendments to the draft would be welcomed. 

Mr NGUYEN VAN TRONC (Viet Nam) said that for the people of Viet Nam, as for the people 
of all Member States, the achievement of health for all by the year 2000 was a necessity and 
a strong desire. There had been discussions and exchanges of ideas on the strategy needed for 
that goal at national, regional, and international level. For his delegation the first 

essential condition for its achievement was peace. To preserve peace it was necessary to look 
to disarmament and international détente and to utilize the funds earmarked for military 
expenditure for peaceful needs, particularly improvement of the health of populations. When 
all people realized the value of peace and respected the independence and sovereignty of other 
countries as they did their own, it would be easy to agree on peaceful coexistence so as to 

ensure happiness and health for all by the year 2000. 
For Viet Nam, which, as everyone knew, had lived through more than 30 years of war, the 

difficulties in achieving health for all were many and at first sight insurmountable. His 
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country was fully aware that to resolve those problems it had to depend above all on itself, 

obtain the participation of the community in the spirit of the Declaration of Alma -Ata, and 

follow the policy and strategy of its health services. The Government proposed to develop 

over the 20 years to came an adequate health service capable of ensuring health benefits to 

the entire population under all conditions and in all parts of the country. The development 

of that system rested on the following fundamental principles: (1) assumption by the State 
of total management of the health system of the whole country; (2) measures to protect health, 

and free medical care, for all inhabitants; (3) establishment of preventive medicine as 

the basis of the health service; and (4) promotion of a combination of traditional medicine 

and modern medicine on the basis of experience. The policy and basic strategies of the 

Government in health protection had been laid down in Viet Nam's Constitution. The 
organization of the Ministry of Health and the health network and the policies and concrete 
directives for each period were promulgated in the form of decrees, notices and orders from 
the Prime Minister, the Council of State, and the Prime Minister's Office. The health services 

also had the benefit of close cooperation with the services concerned, such as the State 

planning committee, the general trade union, and the ministries of labour, finance, food, and 

internal trade. . 

The health services of his country placed importance on the protection and improvement of 
health in various strata of the population, the improvement of living conditions, nutrition, 

housing, and work, the promotion of conditions that were favourable and elimination or 

reduction of those which were unfavourable to health, the eradication of most epidemic and 

infectious diseases, the achievement by stages of health supervision for the entire population, 
reduction of the child and adult morbidity and mortality to the lowest level, and the raising 
of the average life expectancy of the Vietnamese over the coming two decades. To accomplish 

that strategy the main objectives of the plan could be stated as follows: (1) to develop and 
consolidate the basic health network to ensure the health supervision of and health benefits 
to each inhabitant; (2) to put into operation measures for the prevention of and combat 
against communicable diseases, in particular epidemic diseases; (3) to undertake research on 
measures to protect the environment and the working milieu; (4) to use the experience of 
traditional national medicine along with modern medicine to raise the quality and effectiveness 
of prevention and treatment for both communicable and noncommunicable diseases; and (5) to 

build up an adequate pharmaceutical industry so as to ensure the provision of essential drugs 
for the great majority of the people. 

In the achievement of such a health programme, as well as what the Government could do 
itself, technical cooperation between developing and developed countries and the participation 
of WHO in many aspects were most necessary. Cooperation would be established on the basis of 
bilateral agreements and the principle of mutual respect, national sovereignty, independence, 
and reciprocity of interests. Cooperation and reciprocal material and technical assistance 
between the countries of the world, especially those of the same region, were of the highest 
importance, not only for the wellbeing of peoples but also as a factor of stability and peace 
in the region as well as in the entire world. 

Dr OSMAN (Sudan) said that the best way of establishing strategies for health for all by 
the year 2000 was on the basis of social equality. Organization of health services at the 

local level would have an economic and social impact on societies and individuals, with 
different results depending on the society. In many areas of the world, especially the rural 
areas, health services were, for purely economic reasons, nonexistent. That was why the best 
possible strategy was to develop primary health services, and why all had endorsed the 
Declaration of Alma -Ata. It was essential to carry out economic and health studies to 
determine the real costs of projects to be carried out at the national level, and to mobilize 
all those involved to achieve that objective. Training, cooperation, and coordination, at 
both the national and the international level were important. 

Speaking at the invitation of the CHAIRMAN on behalf of the World Federation of Public 
Health Associations, he said that at a meeting held the previous week the Federation had 
stressed the importance of national and international strategies based on studies prepared 
for its Congress to be held in India in February 1981. Ti achieve its objectives the 
Federation had to adopt, first, a programme of health technology formulated as simply aid clearly 
as possible; second, measures for providing children in developing countries with better 
nutrition; and third, training programmes for health officials at all levels from specialists 
to those who actually dispensed primary health care. Health education also had to be given to 
workers in fields such as agriculture, construction, and mining, in which a large proportion of 
the population were employed. In industry, certain diseases threatened those working in 
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particular occupations; in agriculture, health problems arose from mechanization and irrigation. 

Workers in agriculture were often uneducated people using chemical products without knowing how 

to handle them; they had to be warned of the risks they ran in their work. 

His delegation and the World Federation of Public Health Associations supported the 

resolution recommended in EB65.R11, and he appealed to all delegations to do likewise. 

Mr MUGWAGWA (Zimbabwe) reminded the Committee that the difficulty of formulating strategies 

for health for all by the year 2000 was compounded for his Government by the fact that it had 
just taken over the government of a nation divided, dispersed, and destroyed by a ferocious 

but just war. His Government had started following the primary health care approach by 

obtaining the political commitment necessary to bring about meaningful change in people's 

lives; by identifying the problem areas as the prevention of communicable and infectious 

diseases, reduction - if not total removal - of the gap between the "haves" and the 

"have- nots ", and removal of the urban -rural dichotomy; and, finally, by fostering the people's 

participation in the total effort to be healthy as a necessary step on the road to development. 

In addition to being an entry point - indeed, the lever - of development, health was an 

integral part of the developmental process. A clear distinction existed between health 

services, as a component of health; economic growth, as an activity within the total effort 

of development; and health and socioeconomic advancement, as total development of the 

individual, the family, the community and, finally, the nation. 

Zimbabwe, in the course of fulfilling the goal of health for all by the year 2000, had 

had to establish its short- and medium -term objectives, which centred on: (a) opening 

clinics and rural and district hospitals closed or destroyed during the liberation struggle; 
(b) establishing primary health care, which included training the trainers and reorienting 
many of the personnel; (c) instituting disease control and environmental health programmes; 
(d) establishing rehabilitation, resettlement, educational, agricultural, and infrastructural 
programmes; and (e) strengthening production, supply, arid distribution. Those objectives 

necessitated decisions on and the establishment of indicators, management and monitoring 
systems, information and administrative systems, and appropriate technology. Success was 
impossible without area, provincial, national, regional, arid international cooperation. The 
present deliberations could not have come at a more opportune time for his country; his 
delegation believed that no other country had benefited and would continue to benefit more 

than Zimbabwe from the Committee's discussions. 

The meeting rose at 17h30. 
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1. FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 

of the Agenda (Document WHA32/1979/REС/1, resolution WHA32.30; Document ЕВ65/1980 /REС/1, 

resolution EВ65.R11; Document А33/5, А33/29 and A33/INF.DOC./4) (continued) 

Professor GIANNICO (Italy) said that progress in medicine depended on advances in two 

sectors, in science and technology and in the organization of health services. Progress in 

the former was easier, and the results were more concrete. For example, the availability 

of a new vaccine had permitted the efficient control of poliomyelitis; the discovery of 

antibiotics had significantly reduced mortality from communicable diseases; and new surgical 

techniques, unimaginable in the past, now permitted complex procedures such as organ trans- 

plantation. It was thus in the field of therapy that most countries had made obvious pro- 

gress, and life expectancy had been prolonged and morbidity reduced in many parts of the world. 

Progress in the organization of health services was more difficult to achieve, since it 

depended not only on the health sector but also on political, economic and social forces. 

Further, the absence of efficiently organized health services prevented the introduction of 

technological advances that should be made available to the community at large aid not just 

to a limited, privileged group. The control of degenerative and cardiovascular diseases and 

disorders resulting from malnutrition or industrial and traffic accidents required qualified 

staff, materials and structures that were difficult to obtain without the political will to 

set a series of priorities and to provide the necessary economic resources. It also required 

the responsible participation of health service users, aid health education measures should 

be implemented to encourage such participation. 

He welcomed the emphasis placed by the current Health Assembly on the need for considering 

health as an integral part of national development, since it focused the attention of 
governments on the priority of solving the world's health problems. WHO could not remain 

indifferent, and the Director -General had prepared a suitable programme of action for Member 
States for the attainment of health for all by the year 2000. WHO's activities should develop 
continuously despite the constant pressure, for considerable resources needed to be mobilized 
and many obstacles would have to be overcome. The Director -General's message had aroused 
general interest and growing hopes throughout the world, especially in countries where primary 
health care needs were acute. It was essential to avoid the risk of disappointment, which 
would have a negative impact on WHO's credibility. The slogan adopted - health for all by the 

year 2000 - still gave rise to difficulties of interpretation, despite the definitions given 
by the Director -General, and further clarification was required. 

His delegation strongly supported the guiding principles contained in the resolution 
proposed by the Executive Board. There had recently been a radical reform of health service 
structures in Italy in accordance with those principles. From 1 January 1980, the national 
health service had had as its objectives: the provision of comprehensive health services to 
the whole population, the highest priority being given to primary health care with emphasis 
on direct management by users to stimulate active participation; the provision of preventive 
services suited to current needs, and the standardization of health care in all regions of 
the country. The budget and priorities of the national health plan had been formulated by 
the Government and approved by Parliament, aid the plan would be pursued along the new lines 
despite the many difficulties that lay ahead. The plan included the provision of health 
care for foreigners in Italy and for technical cooperation with other countries in the field 
of health. Parliament had recently approved a substantial increase in the allocation for 
technical cooperation for development including the training of medical, paramedical and 
auxiliary personnel and the supply of medicaments and equipment. 

- 61 - 
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Mrs МАКНWADE (Botswana) said she had read the documentation with interest, and agreed 
with previous speakers regarding the need for a battle cry like "Health for all by the year 
2000 ", even if that might seem unattainable. It was important to remember WHO's objectives 
as defined in the Constitution- namely, the attainment by all peoples of the highest possible 
level of health. The differences among Member States in the stage reached in socioeconomic 
development meant that each country had to act according to its own particular needs and 
capabilities. 

In formulating the strategies submitted to the Regional Committee for Africa at its 
meeting in Maputo in 1979, her Government's overriding consideration had been the attainment 
of the highest possible level of health. There was a strong political cоmmitmепt in Botswana, 
as evidenced by the accelerated rural development programme, with priority given to health 
and water, and the fifth national development plan. Primary health care was seen as the key 
to health for all by the year 2000. The allocation of resources to health or health -related 
activities such as education, water, agriculture and housing was being increased. 

Botswana had undertaken two health -financing studies to ensure cost -effective use of the 
meagre resources available in priority sectors such as primary health care. It wished to 

share its experience with its neighbours, and to that end a workshop on the financing of health 
services would be held in October 1980 for six southern African countries. 

Botswana attached great importance to community participation in primary health care and 
towards health for all by the year 2000. To be effective, such participation had to be 

informed, and health education programmes were therefore being expanded and consolidated. 
Lectures on health education and communications techniques were being given to family welfare 
educators, health assistants, student nurses, assistant development officers, prison warders, 
police cadets and teachers. In addition to weekly radio programmes aimed at improving public 
awareness of specific health topics, health seminars were being organized for community 
leaders. The Ministry of Local Government and Lands, realizing the value of those seminars, 

had established a fund to enable local authorities to organize such seminars on a 

decentralized basis. 

The Health Assembly's Technical Discussions had re- emphasized the need for technical 

cooperation among developing and developed countries. Botswana had participated in a 

meeting on TФΡС for Sub -group III of the African Region in Luanda in 1979, and would host a 

workshop in Gaborone in 1980 on the role of the mass media in primary health care, with 

participants from countries of the Sub -group. Botswana had also taken part in the joint 

WHO/UNICEF workshop on primary health care held in 1980 in Mozambique. 

She supported the view that health could not be achieved by the health sector alone, 

and therefore welcomed United Nations General Assembly resolution 3458 on health as an 
integral part of development and the steps taken by the Director -General to enhance inter- 

agency collaboration within the United Nations system. In Botswana, intersectoral 

collaboration was achieved through the rural development council, chaired by the 

Vice -President and Minister of Finance and Development Planning, and involving representatives 

of the ministries of health, education, agriculture, local government, home affairs and 

finance, as well as local authorities and voluntary movements. The council was supported by 

several technical subcommittees, on food and nutrition, non- formal education, and natural 

resources. 
WHO's technical support for the formulation of national strategies would always be 

needed, especially in the areas mentioned in the Executive Воагd's report. In particular, 

it would be useful in strengthening technical cooperation regarding drugs and manpower 

training, promoting administrative and management skills at country level, and developing and 

strengthening research institutions with the objective of self -reliance. Nongovernmental 

organizations had a special role to play in the promotion of health education and community 

participation. 

Mr BONNER (International Federation of Health Record Organizations), speaking at the 

invitation of the CHAIRMAN, wished to concentrate his comments on health care information 

systems for monitoring and evaluation, which had been mentioned, by implication, in the 

Executive Board's report (document А33/5, paragraphs 24 -26, 30 and 37)1 and by several previous 

speakers. The delegate of Egypt had referred to the need for realistic health data and 

statistics, and the delegate of the Netherlands had stressed the importance of appropriate 

information systems. 

1 Document WHA33 /1980/REС/1, Annex 4. 
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There was a temptation to seek short cuts to the information needed for assessing the 
health care situation and the rate of progress towards targets; hence the interest in 

indicators. However, a statistical information system was only as good as the data on which 
it was based. How much weight could be given to an indicator derived from poor quality data? 
Statisticians tended to design data collection systems primarily for statistical purposes. 
That was fine where the workers providing the data really accepted it as an essential part 
of their job. However, that would not always be so. In the case of data relating to 
patients in contact with the health care delivery network, the data to be collected might be 
of no immediate direct use to the individual health worker; the task of data collection 
might even be resented as reducing his ability to carryout his proper work. 

Some countries had health record professionals who were not exclusively hospital oriented 
but also dealt with ambulatory care records and designed systems for the benefit of health 
workers, as an aid both to continuity of care of the individual and to communication. To be 
effective, such systems had to be simple to use, although their design, implementation and 
maintenance required expert judgement of the local situation. Workers were more likely to 

be motivated to record correctly if the system had been designed primarily for their own 
benefit. Hence properly designed health records systems for both hospital and primary health 
care were more likely to produce data adequate for monitoring and evaluation than systems 
designed for the interests of planners remote from the individual health care delivery point. 

He did not advocate expensive systems or suggest that health record professionals could 
solve every health care data collection problem. However, there was a place for health record 
professionals alongside statisticians and others in designing the patient -oriented information 
systems so badly needed in assessing progress towards health for all by the year 2000. The 

secret of success was to use data which the individual health worker recorded in the course 
of his own work and which he accepted as helping him to function more effectively. He agreed 
with previous speakers that countries needed indicators backed by health care information 
systems. Those indicators had to be valid if they were to be of real help. Care must be 
taken to obtain the best possible data without undue expense. Data concerning persons 
reached by the health services formed only one component of the information network, but it 

was a component too important to be ignored. He therefore believed that many countries 
would continue to need the advice and help of health record professionals made available 
through WHO's regional offices. 

Mr ARMITAGE (League of Red Cross Societies), speaking at the invitation of the CHAIRMAN, 
explained that the League of Red Cross Societies was an international federation of Red Cross 
and Red Crescent Societies. It was also the current coordinator of a group of nongovernmental 
organizations in official relations with WHO and actively involved in primary health care. In 
1979, in resolution WHАЭ2.30, the Health Assembly had appealed to nongovernmental organizations 
to support the formulation and implementation of national, regional and global strategies. 
Nongovernmental organizations had quickly noted that appeal, followed up by a letter from the 
Director -General. 

Nongovernmental organizations needed practical recognition from governments so that they 
could play their proper part in the formulation and implementation of strategies for achieving 
health for all by the year 2000. They did not always have easy access to national health 
plans. In fact, information could often be obtained more quickly in Geneva and passed on 
to countries. Whenever such information had been available, it had been possible to assist 
nongovernmental organizations to play a relevant and important role - for, although small, 
they could have a direct impact, especially at the local community level. He therefore urged 
that any resolution that might be adopted recognize the value of the efforts made by such 
organizations, and that delegates, on returning to their countries, take practical steps to 
ensure that more effective use was made of them. 

Dr POUDAYL (Nepal) said that in Nepal stress had formerly been placed on curative 
medicine and it had been very difficult to convince the general public of the importance of 
prevention. The eradication of smallpox had impressed the public, but that success had been 
countered by the reappearance of malaria and the uncontrolled spread of tuberculosis. In 
that situation, health for all by the year 2000 was a very demanding objective. 

Health was accorded low priority at the national level. That should be changed, and 
WHO could play a major part in motivating political decision- makers. It was for that reason 
that Nepal favoured the holding of annual Health Assemblies. 
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For a small and economically backward country like Nepal, a clear definition of health 
for all was necessary. Did it mean the provision of a minimum of scientific health care 
for all? It would be self -deception to remove the scientific component from primary health 
care and think only in terms of traditional medicine. It would be unthinkable, in a 
democracy, to use second -class personnel to deliver primary health care. The technical 
personnel who would provide basic health services were of paramount importance. 

A further requirement was strong and more flexible WHO representation at the country 
level. 

"Health for all" would deal with starvation and poverty, the world's most terrible 
problems. Nepal was eager to improve the quality of life of its population and to provide 
minimum health care to the maximum number as soon as possible. 

Dr ÉLIÁS (Hungary) said that the objective of health for all was accepted as the most 

important task linked to a particular year. That did not mean, however, that the complex 
activities involved would ever come to an end. Further development would have to be repeatedly 
planned and organized as medical science advanced and new diseases and harmful agents appeared; 
the health care delivery system would therefore always have to face new tasks. 

Countries differed greatly, so that each required a different strategy in achieving 
health for all. In all countries, however, there must be three fundamental aims: health 
care should be universal, standards should, as far as possible, be identical, and the level 
should be as high as possible. The way those aims were formulated would depend on the state 

of medical science and on the resources available. 
Hungary was well provided with doctors, and full medical care coverage had already been 

achieved. Free medical care was the right of all citizens. Nevertheless, further develop- 
ment of primary health care was still desired, and the Alma-Ata Conference and Declaration 
had provided the stimulus for such development. The main problem was to ensure that all 
citizens received the same level of care. The effects of the decline in economic growth had 
also been felt in Hungary, but the Government had decided that health services development 
should be speeded up, and not slowed down. 

WHO faced enormous tasks in cooperating with countries in formulating strategies for 
health for all. Such strategies did not depend solely on the gross national product but 
rather on the state of development of the health services, the state of health of the 
population, the morbidity pattern, and how resources were distributed. In the planning of 
international support, therefore, individual countries should be assessed in terms of health 
status, health care delivery network, mode of activity, and the way in which needs were 
satisfied. The gross national product should nevertheless be taken fully into consideration 
in determining the scope and form of such support, and in planning the distribution of 
resources. In some developing countries with a high gross national product, what was needed 
was not international economic support but recommendations as to how primary health care could 
be established in the light of the Alma -Ata Declaration. 

Dr JOHNSEN (Iceland) stressed the interdependent nature of the development of health for 
all on a global basis, the progress of general development programmes, and the formulation of 
a New International Economic Order. WHO was concerned mainly with the first of those 

issues, which had, in fact, always been its main objective. The strategies for achieving 
that objective had been discussed at every Health Assembly. The second and third issues 
had been dealt with by the United Nations General Assembly and by the specialized agencies, 
but had also been discussed at the Health Assembly - for example, at the Technical Discussions 
at the current Assembly. 

The discussion of health should not, however, be diluted by a general consideration of 

the development of Member States. A review of the history of the development of nations 
showed that the prerequisites for such development differed from one country to another. 

When development had started in the West, no international bodies of any kind had existed. 
Each country had evolved in its own way, helped by the removal of barriers to knowledge in 
the health and technical fields. That would also apply in the future. 

His view, therefore, was that strategies for development could be formulated only within 
the countries concerned. It was encouraging to hear that countries were stepping up their 
activities in the field of health on the basis of the Alma -Ata Declaration. Anything coming 
from outside the country, with the exception of general advice, could be detrimental to 
development. Self -reliance was thus the vital factor in health development, and a strategy 
for self -reliance should therefore be defined first; that was something that could be done 
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only by those concerned. The fact that a strong world community had been formed in the health 

field ensured that useful ideas would be disseminated and shared. That would prevent the 

isolation that sometimes resulted from over -emphasis on self -reliance. 

The realities to which he had drawn attention should be faced, and the outcome of the 

discussion should be a resolution concerned solely with health. 

Dr HIDDLESТONE (representative of the Executive Board) said that the present discussion and 

the resolution that would ultimately be adopted would give impetus to the discussions at the 

next session of the Executive Board. As he had already mentioned, the Board's report would 

be published for the guidance of Member States.l 

The DEPUTY DIRECTOR- GENERAL said that the prograпmle under discussion was one of the 

most challenging and exciting of WHO's programmes, irrespective of the definition attached 

to the objective of health for all by the year 2000. The views expressed by delegates would 

no doubt assist the Secretariat in reforming and remodelling the strategy. 

Much remained to be done. Whatever was done, however, must be within the sociocultural 
context, socioeconomic capacity, and total sovereignty of each Member State. He hoped that 

Member States would be able to cooperate with one another on an equal basis in TCDC. Such 
cooperation, however, called for a high level of morality. Many developing countries were 
willing to cooperate fully, but the history of their relations with the industrialized 
countries left much to be desired. They were not to be blamed, therefore, if they were 
cautious, ambivalent or had certain doubts. 

The delegate of France had expressed certain reservations with regard to the Health 2000 
Resources Group. That would be a consultative body whose aim would be to minimize gaps and 
duplication in international health support and ensure that such support was more closely in 
accord with the agreed priorities of Member States, Its composition would reflect all those 
with an interest in such activities. It would not be exclusive, although it was hoped to 
keep it to a manageable size. 

Following recommendations made at a meeting of traditional donors in the field of health, 
held in Geneva in November 1978, further views expressed by the OECD Development Advisory 
Committee which had met in Paris in June 1979, and recommendations made by two consultations 
in December 1979, the first meeting of the Health 2000 Resources Group had been held in Geneva 
on 1 and 2 May 1980. In January 1980 the Executive Board, at its sixty -fifth session, had 
approved a progress report on the preparations. As a result, a group drawn from bilateral 
and multilateral donor agencies, nongovernmental organizations and developing countries had 
agreed to constitute itself as a consultative group under WHO auspices to consider haw. 
resources could be mobilized and rationalized to achieve the goal of health for all by the 
year 2000. It had decided to set up an interim planning group to prepare for the second 
meeting of the Health 2000 Resources Group, scheduled for December 1980; that group would 
meet in June and September. The Health 2000 Resources Group had also agreed to establish 
a Health Development Initiative Fund to promote activities especially at the country level, 
and had commended the initial steps taken by WHO. 

It might appear that a great deal was being asked of Member States, but a challenge of 
that type was needed. What health for all by the year 2000 meant was that the obstacles to 
human development would have to be overcome. That would not be possible except by passing 
from anathema to honest dialogue and dramatic challenges. WHO accepted and desired such 
challenges. It was not asking any Member State to cease to be what it was, but rather that 
it should be what it was in a fuller and healthier way. A dialogue with those of differing 
ideology did not imply that they should make any ideological concessions. 

In connexion with paragraph 19 of document А33 /5, the delegate of France had asked for 
clarification on the Global Health Development Advisory Council. Both in the Committee and 
in plenary meetings many delegates had referred to the importance of intersectoral coordination 
- or integration - for achievement of the goal of health for all by the year 2000. A number 
of delegates had referred to United Nations General Assembly resolution 3458, and the 
Director -General had been asked to study ways of implementing that resolution and of helping 
Member countries to do so. Several delegates had spoken of national health councils and the 
need to support their development with appropriate information, Many delegates, too, had 
stressed the importance of community participation in primary health care and the need for WHO 
to disseminate information on experience gained. While, however, there seemed to be universal 
agreement on the importance of intersectoral coordination - or integration - WHO had had very 

1 Document WНАЭ3/l980/RЕС/1, Annex 4. 
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little practical experience in the matter. The Global Health Development Advisory Council 
was expected to produce guidance and ideas in general and in specific areas such as those 
already mentioned. It would also play a part in monitoring progress towards achievement of 
the goal of health for all by the year 2000. 

A number of delegates had said that indicators of progress towards that goal should 
reflect activities in health -related sectors. The Global Health Development Advisory Council 
was composed of 20 members drawn equally from the health -related sectors and the health 
sector itself. The main criteria for selection should be technical competence and the 
necessary experience. Regarding terms of reference, as pointed out by the delegate of 
France, a number of members of the Executive Board had expressed reservations, since some of 
the proposed activities appeared to overlap the activities of the Board, but the Director - 
General had assured the Board that that was not the intention. Rather, the activities of 
the Global Health Development Advisory Council would facilitate the Board's activities and 
would help countries in tackling their problems. The Director -General had informed the 
Board that he intended to proceed towards multisectoral consultation on a flexible and 
informal basis, and would keep the Board informed. 

Dr ТАRIMO (Director, Division of Strengthening of Health Services), replying to a question 
raised by the delegate of Nigeria on the role of WHO programme coordinators in formulating and 
implementing plans of action for health for all by the year 2000, agreed that the coordinators 
had a crucial role. There was a great deal to be done in mobilizing and equipping them for 
their task. 

The primary health care workshop referred to by the delegate of Nigeria, which had been 
held in Mozambique in 1980 and had brought together WHO programme coordinators from a number 
of countries, was one of a number of activities aimed at achieving that mobilization. There 
had been similar workshops in most of the regions. He agreed with the delegate of Nigeria, 
however, that activities needed strengthening. The comments and suggestions made in the 
Committee and in the plenary meeting would provide useful guidance. 

Mrs BRÜGGEMANN (Development of Health Programme Evaluation), replying to questions 
concerning the present status of work on indicators, said that the national, regional and 

would include methods monitoring and evaluation fcr both development 
and implementation of the strategies. The appropriate indicators to be used would have to 
be decided on respectively by each country, by the regional committees and by the Health 
Assembly. The Secretariat had accordingly prepared a discussion paper entitled "Indicators 
for monitoring progress towards health for all ", which offered different kinds of indicator 
and explained their potential use and the problems involved. 

At the request of the Executive Board at its sixty -fifth session, the discussion paper 
had been submitted for comment to governments through the regional offices, to members of 
the Board, and to more than 80 members selected from different WHO expert panels. The 

document would be revised in the light of comments received and submitted to the regional 

committees during the current year to help them in selecting indicators for use at national 
and regional level. It was hoped that the document and the comments of the regional 

committees would be submitted to the Programme Committee of the Executive Board later in the 

year, to the Executive Board in January 1981, and to the Health Assembly in 1981 to facilitate 

selection by the Assembly of indicators for monitoring and evaluating the global strategy. 

Copies of the discussion paper were available in the meeting room in the official 

languages of the Organization. 

She thanked all delegates who had made suggestions, which would be carefully considered 

when the present draft was revised for submission to the regional committees. 

In response to the question from the delegate of Ghana concerning indicators which would 

measure social and economic productivity in relation to health, she said that the paper 

included attempts to define social and economic indicators which could be used to determine 

whether the state of health of a population allowed of a socially and economically productive 

life. The paper also showed how the information required for various indicators might have 

to be arrived at in different ways in different communities - even in the same country - 

according to local social and cultural patterns. 

The CHAIRMAN said that the drafting group which had been set up was due to meet shortly, 

and its report would be considered at a later meeting. 

(For continuation, see summary record of the fourteenth meeting, section 1.) 
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2. FOLLOW -UP OF WHO/UNICEF MEETING ON INFANT AND YOUNG CHILD FEEDING: Item 23 of the Agenda 
(Document А33/6 and Add.1) 

The CHAIRMAN drew attention to document А33 /6 - a report by the Director -General on a 
joint WHO /UNICEF Meeting of Infant and Young Child Feeding.1 The meeting, held from 
9 to 12 October 1979, had recommended certain action on which the guidance of the Health 
Assembly was being sought. The addendum document contained a preliminary draft of 
the international code of marketing on breastmilk substitutes referred to in the document. 

She also drew attention to the following draft resolution, sponsored by the delegations 
of Algeria, Bangladesh, Belgium, Benin, Canada, China, Democratic Yemen, Denmark, Finland, 
France, Gambia, Ghana, Greece, Iceland, India, Iraq, Jamaica, Kenya, Lesotho, Mali, 
Mozambique, Netherlands, New Zealand, Norway, Pakistan, Romania, Samoa, Saudi Arabia, Senegal, 
Somalia, Sri Lanka, Sudan, Swaziland, Sweden, Switzerland, Togo, Tonga, Trinidad and Tobago, 
Uganda, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, 
United States of America, Yugoslavia, and Zambia: 

The Thirty -third World Health Assembly, 
Recalling resolution WHA27.43 of the Twenty- seventh World Health Assembly on 

"Infant nutrition and breast- feeding "; 
Noting in particular the following paragraphs of that resolution: 

"Reaffirming that breast -feeding has proved to be the most appropriate and 
successful nutritional solution for the harmonious development of the child; ". . . 

"RECOMMENDS strongly the encouragement of breast -feeding as the ideal feeding 
in order to promote harmonious physical and mental development of children ";. . . 

"URGES Member countries to review sales promotion activities on baby foods 
and to introduce appropriate remedial measures, including advertisement codes and 

legislation where necessary; 

"URGES the Director -General to intensify activities relevant to the promotion 
of breast -feeding, to bring those matters to the notice of the medical profession 
aid health administrators and to emphasize the need for health personnel, mothers 
and the general public to be educated accordingly; and 

"REQUESTS the Director -General to promote and further support activities related 

to the preparation and use of weaning foods based on local products ;" 

Recalling further resolution WHA32.42 of the Thirty- second World Health Assembly, 
which outlined a long -term programme for maternal and child health as an especially 
important component of primary health care and essential to the attainment of health for 
all by the year 2000; 

Recognizing that infant and young child feeding has a direct bearing on social and 
economic development; 

Aware of the need for urgent action by governments to promote the health and 
nutrition of infants, young children and mothers; 

Noting that a joint WHO/UNICEF Meeting on Infant and Young Child Feeding was held 
from 9 to 12 October 1979 and was attended by representatives of governments, United 
Nations agencies, and nongovernmental organizations active in this field; 

1. ENDORSES in their entirety the statement and recommendations made by the joint 
Meeting on the encouragement of breastfeeding, weaning practices, information and 

education on infant and young child feeding, the status of women in relation to these 
matters and the marketing of breastmilk substitutes. This statement and these 
recommendations also make clear the responsibility in this field incumbent on the health 
services, health personnel, national authorities, women's and other nongovernmental 
organizations, the United Nations agencies and the infant -food industry, and stressed 
the importance for countries to have a coherent food and nutrition policy and the need 
for pregnant and lactating women to be adequately nourished; the joint Meeting also 
recommended that "There should be an international code of marketing of infant formula 

1 Document WHA33/1980 /REС/1, Annex 6. 
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and other products used as breastmilk substitutes. This should be supported by both 
exporting and importing countries and observed by all manufacturers. WHO and UNICEF were 
requested to organize the process for its preparation, with the involvement of all 
concerned parties, in order to reach a conclusion as soon as possible "; 

2. RECOGNIZES the important work already carried out by the World Health Organization 
with a view to implementing these recommendations and the preparatory work done on the 
formulation of a draft international code of marketing of breastmilk substitutes; 

3. URGES countries which have not already done so to review and implement resolution 
WHA27.43 and resolution WHA32.42; 

4. REQUESTS the Director -General: 

(1) to intensify these activities in close consultation with Member States as well as 
with all other interested parties, including such scientific and professional expertise 
as may be deemed appropriate, with a view to elaborating an international code of 
marketing of breastmilk substitutes; 
(2) to draw up the code on the basis of available knowledge in the field of infant 
nutrition as it is an important aspect of the complex field of infant and young child 
feeding and should contribute to the provision of safe and sufficient nutrition for 
infants and young children, with the particular aim of promoting breastfeeding and 
ensuring the proper use of breastmilk substitutes on the basis of adequate information; 
(3) to base the draft code inter alia on the following principles: 

(a) the production, distribution and advertising of infant feeding products 
may be subject to national legislation or regulations; 
(b) the relevant information may be provided by the health care system of the 

country in which the product is consumed; 
(c) products should meet international standards of quality and presentation and 
should clearly inform the public of the superiority of breastfeeding; 

(4) to submit the code to the Executive Board for consideration at its sixty -seventh 
session and to the Thirty- fourth World Health Assembly, and to suggest how such a code 
may be most appropriately formulated, together with proposals regarding its promotion 
and implementation, either as a regulation in the sense of Articles 21 and 22 of the 
Constitution of the World Health Organization, or as a recommendation in the sense of 
Article 23, outlining the implications of either choice. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) said that the importance of 

maternal and child health and nutrition to human health and wellbeing and to the general 
goals of development could not be over -emphasized. Their fundamental significance as 

crucial elements of primary health care and health for all was fully recognized. 
The Director -General had been requested in a number of recent Health Assembly resolutions, 

including resolutions WHA27.43, WHA28.42, WHA30.51 and WHA31.47, to take the additional steps 
he considered necessary to strengthen WHO's programme in support of national efforts, in 

cooperation with Member States, in the prevention of malnutrition in pregnant and lactating 
women and in infants and young children. Particular stress had been placed on the need to 

promote improved nutrition of the mother and the encouragement of breastfeeding together 
with timely and appropriate weaning practices. Thus, as part of the Organization's ongoing 
programme, the Director -General had organized jointly with UNICEF, a meeting on infant and 
young child feeding, as part of activities related to the development of primary health care, 
and to the International Year of the Child, and, in particular, in response to the concern 
expressed by Member States over the state of infant and young child nutrition, particularly 
in the developing countries. 

That meeting had been a milestone: representatives of governments, United Nations agencies, 
nongovernmental organizations, experts in various related disciplines and the infant -food 

industry had met together as equal participants. As a result of extensive discussions in 

plenary meetings and in five working groups, a statement on infant and young child feeding and 
a series of recommendations had been prepared and agreed upon by consensus. The statement 
and recommendations were set forth in the annex to document А33/6.1 

� Document WHA33/1980/REС/1, Annex 6, Appendix. 
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The statement covered various aspects of the subject of infant and young child feeding 

in the broader context of health, nutrition and overall development. She read out a part of 

paragraph 7, which stated: " Breastfeeding is an integral part of the reproductive process, 

the natural and ideal way of feeding the infant and a unique biological and emotional basis 

for child development. This, together with its other important effects, on the prevention 

of infections, on the health and wellbeing of the mother, on child spacing, on family 

health, on family and national economics, and on food production, makes it a key aspect of 

self -reliance, primary health care and current development approaches." The recommendations 

covered five main areas: encouragement and support of breastfeeding; promotion and support 

of appropriate weaning practices, particularly with the use of local food resources; the 

need to strengthen education, training and information on infant and young child feeding; 

development of support for improved health and social status for women in relation to infant 

and young child health and feeding; aid appropriate marketing of breastmilk substitutes. 

Steps taken since the October 1979 meeting included the following. The statement aid 

recommendations had been sent to all governments under cover of the Director -General's 

circular letter dated 30 November 1979, and to all participants and interested parties. As 

indicated in section II of document А33/6, a number of specific follow -up activities covering 

the wide range of the recommendations had been carried out in close cooperation with countries, 

regional offices and headquarters. In January 1980 the sixty -fifth session of the Executive 

Board had received in document ЕВ65/4 both the statement and recommendations on infant and 

young child feeding - attached as Annex 4 to the Director -General's report to the Board's 

Programme Committee on the formulation of strategies for health for all by the year 2000, as 

one example of activities aimed at achieving that goal. Most of the recommendations had 

been the subject of previous Health Assembly resolutions, and as such already formed part of 

collaborative programmes in many countries, in particular the first four groups of 

recommendations. The recommendations in the fifth group included the following: "There 

should be an international code of marketing of infant formula and other products used as 
breastmilk substitutes. This should be supported by both exporting and importing countries 

and observed by all manufacturers. WHO and UNICEF are requested to organize the process for 

its preparation, with the involvement of all concerned parties, in order to reach a 

conclusion as soon as possible." That recommendation was particularly relevant to operative 
paragraphs Э and 4 of resolution WHA27.43 adopted by the Health Assembly in 1974, urging 
Member countries to review sales promotion activities on baby foods and to introduce 
appropriate remedial measures, including advertisement codes and legislation where necessary, 
and urging the Director-General to intensify activities relevant to the promotion of breast - 
feeding. 

WHO and UNICEF had then drawn up a first draft of a code of marketing of breastmilk 
substitutes which had been sent, for comments, to all governments and other interested parties 
on 20 February 1980 by the Director -General of WHO and the Executive Director of UNICEF. 
Five consultations had been held with the various interested groups in February and March 1980 
and as a result of those consultations and comments received from governments a further draft 
of the code had been prepared and was before the Committee in document лЗЗ /б Add.l. The 
Director -General intended to continue further consultations with all parties concerned before 
a definitive draft was prepared for the sixty - seventh session of the Executive Board in 
January 1981 and subsequently for the Thirty- fourth World Health Assembly in May 1981. The 

guidance of the Health Assembly was requested on the most appropriate ways of proceeding with 
the further preparation of this draft code for submission to the above -mentioned session of 

the Board. The advice of the Assembly was also sought on the development of follow -up 
activities in the other four areas discussed at the October meeting, namely: encouragement 
and support of breastfeeding; promotion and support of appropriate weaning practices; 
strengthening of education, training and information in that field; and the promotion of the 

health and social status of women in relation to infant and young child feeding. 

The DEPUTY DIRECTOR- GENERAL said that it was the Director -General's hope that the 
Committee would complete its discussion on the recommendations of the joint WHO/UNICEF 
Meeting contained in document А33/6.before proceeding to discuss the preliminary draft code 
and the draft resolution. The Director -General would, in particular, welcome the Committee's 
advice and guidance on the implementation of the recommendations of the joint Meeting. 

The CHAIRMAN suggested that the Committee should give priority to discussing appropriate 
practices to encourage and support breastfeeding, and should therefore concentrate first of 

all on the follow -up activities already undertaken or planned, as listed in section II of the 
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Director -General's report. Those were matters on which it might be appropriate for 
governments to undertake studies and define the situation in their own countries so as to 
formulate better policies and programmes concerning infant and young child feeding and 
develop national legislation and machinery for the regulation and monitoring of the marketing 
of breastmilk substitutes. 

The Committee might subsequently discuss the draft international code of marketing and 
the draft resolution. 

Mr MANSBRIDGE (Canada) welcomed the report of the Director -General. As indicated by its 
co- sponsorship of the draft resolution, his delegation favoured the introduction of a code 
of conduct, but looked to a flexible approach and recognition of the individual perspective 
which each Member State would necessarily bring to its implementation. 

Canada had recently pursued extensive public and professional information programmes on 
breastfeeding. On the question of the proposed provision of information stipulated in 
paragraph 4(3)(с) of the draft resolution, his delegation considered that information should 
be made available on a wide range basis to the public at large, private medical practitioners, 
nutritionists, consumer interest groups, manufacturers and government authorities. All such 
interests had a significant role to play in the overall system. 

His delegation looked forward to further consultation with WHO and with the many 
interested groups in Canada. 

Dr BARKER (New Zealand) said that it had been apparent at the WHO/UNICEF Meeting that 
certain individuals and groups with strongly held opinions on some aspects of the problem had 
been in danger of forgetting the broad scope of the subject under discussion. The 

New Zealand representatives at the meeting - and doubtless others - had subsequently been 

lobbied in a manner which revealed the bias of some of the participants. 
The first draft of the code of marketing had failed to deal with the real problem and 

would have been impossible to implement. The second draft was a considerable improvement, 
but still required amendment. It had to be remembered that the code dealt with only one 

aspect of the problem and that the manner in which each country would implement the code 
would be different. 

In co- sponsoring the draft resolution, his delegation wished to stress the following. 
Breastfeeding was the best method of infant feeding; the decision whether or not to breastfeed 

a child should rest with the mother; such a decision should be informed, in that the mother 

should be aware of the full implications of whichever decision she made; she should 

therefore have the benefit of the full knowledge and support of health professionals and others 

experienced in breastfeeding; in making her decision she should not be subjected to 

commercial pressure of any kind; if she did not breastfeed her baby, either by choice or 

necessity, she should not be made to feel guilty or to feel that she had failed in her 

motherhood; because breastfeeding was clearly superior to feeding with infant formulas, 

mothers who were feeding babies with infant formulas should have the assurance that high 

quality products were available and should have at least as much skilful support from the 

health service staff as those who were breastfeeding. 

In certain countries firms were following promotional practices which represented a 

danger to the health and life of infants and were therefore clearly unacceptable. Controls 

to prevent such excesses had been introduced in other countries. A code of practice would 

be an important step in improving the current situation, but effective action would come only 

through controls set up in each country to meet its particular circumstances. Any form of 

control or code of practice must be accompanied by positive steps to promote breastfeeding, in 

particular in the areas of education of mothers and health service staff. 

He would refer to only three of the amendments which he considered necessary to the 

draft code. Firstly, there was still some confusion between manufacturers and distributors; 

while their responsibilities overlapped, the manufacturer could not control the way in which 

his product was handled after it had been sold to a wholesaler. Secondly, he proposed that the 

last phrase of Article 2.2 of the draft code should be amended to read: "that implies that 

its use is equivalent or superior to breastfeeding ". It was theoretically possible that, 

in the future, a product could be manufactured which was identical with breastmilk, but 

there were other advantages of breastfeeding which were not dependent on the quality of the 

milk. Thirdly, an attempt to abolish advertising of any kind would fail. There would be 

more hope of success in allowing informative advertising, but not promotional advertising; 

the terms used would require careful definition. 
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An active programme for the promotion of breastfeeding was the strongest weapon, 

bearing in mind that breastmilk was a product which was nutritionally perfect, was sterile, 

contained immune substances for the protection of the child, was readily available on demand 

and at no cost, and was clearly superior to any other product on the market; moreover 

breastfeeding conferred psychological and emotional benefits on both mother and child. 
His delegation, as a co- sponsor of the draft resolution, supported the principles it 

embodied; it would nevertheless welcome any amendments - particularly any that might have 
the effect of strengthening the resolution - and would also welcome the opportunity of 

serving on any drafting committee which might be set up. It currently favoured the use of 

Article 23 of the Constitution rather than Articles 21 and 22, but considered that the issue 
should be left open for the moment. 

Dr MORK (Norway) said that to secure adequate nutrition for every infant and young child 

was not primarily a medical problem, but was associated rather with social and economic 

development, universal social justice and improvement in the status of women. By its actions 

throughout its history WHO had demonstrated that it had accepted responsibility in the health 

sector of the struggle against human suffering from hunger and malnutrition. 

The joint WHO /UNICEF Meeting had represented a milestone in international cooperation 

for promoting maternal and child health. His delegation accordingly thanked the Director - 

General for his initiative in arranging the meeting, and for his comprehensive report 

covering the multitude of factors involved. The recommendations identified areas in which 

action was urgently needed at both the national and international level; they not only 

provided a firm scientific basis, but also outlined fundamental principles which his 

delegation wholeheartedly endorsed. It had been particularly encouraging that both the 

statement and the various recommendations had been adopted unanimously by such a broadly 

based meeting. His delegation welcomed in particular the support which industry represen- 

tatives had given to the recommendations on marketing and distribution. 
With reference to the draft resolution, he said that his delegation considered it 

important that the Health Assembly should endorse the statement and recommendations of the 
joint WHO /UNICEF Meeting and that the Director- General should be given a clear mandate to 

continue to develop an international code of marketing of breastmilk substitutes. The 

principles stipulated in paragraph 4(3) (a) and (b) must not be interpreted as relieving 
exporters of responsibility for the information given on breastmilk substitutes. The 
provisions of the international code should represent a minimum which individual countries 
could supplement in accordance with their own needs. The draft resolution also stipulated 

a definite time period within which the code should be adopted. The value of the code would 
of course depend on its implementation and continuous monitoring, and its implementation 
should be based on the legal instruments provided for in the Constitution of WHO. The 

implications of using either Articles 21 and 22 or Article 23 of the Constitution in that 
connexion required further study. His delegation would prefer regulation in the sense of 

Articles 21 and 22, which would make the code more authoritative and binding. 

In working out a code, a balance must be struck between the legitimate interests of the 

industry and the absolute necessity of not only limiting but effectively stopping aggressive 

and unethical marketing and promotional activities. In establishing such a balance priority 

must always be given to maternal and child health. 

His delegation would welcome proposals for amendments which would further reinforce the 

draft resolution and suggestions for strengthening the principles on which the code for 

marketing should be based. 

In reply to a procedural point raised by Dr VIOLAКI- PARASКEVA (Greece), the CHAIRMAN 

suggested that the Committee, when it came to discuss the code, should discuss principles 

rather than details. 

The meeting rose at 11h25. 



SEVENTH MEETING 

Friday, 16 May 1980, at 14h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

FOLLOW -UP OF WHO/UNICEF MEETING ON INFANT AND YOUNG CHILD FEEDING: Item 23 of the Agenda 
(Document А33/6 and Add.1) (continued) 

Professor DOGRAMACI (Turkey) said that the statement and recommendations of the WHO/UNICEF 
Meetingl should be regarded as part of the strategy for health for all by the year 2000. 

Decline in the infant mortality rate was one of the most reliable indicators of progress 
towards that goal. Where the infant mortality rate was still 100 -150 per 1000, about 
half the infants died because of malnutrition and in most cases artificial feeding was 
responsible. In the other half, respiratory and other infections were high on the list of 

causes, and there again the underlying state of malnutrition contributed to the mortality. 
The Committee should be careful not to dilute the essential ideas unanimously approved 

at the WHO/UNICEF Meeting. In a country like New Zealand, where infant mortality was as low 
as 15.6 per 1000, the mother, being well informed about the advantages of breastfeeding, 
might be left to decide for herself whether to breastfeed. But he did not see the use of 
inserting the provision that the mother should decide for herself in a code to be used not 
just in countries where infant mortality was below 20 per 1000 but also in countries 

where malnutrition was a great problem and infant mortality high. There should not be one 
code for the privileged and another for all the rest. In any case, in no country was a mother 
jailed for not breastfeeding; breastfeeding was therefore a case of conscience. Mothers, 

especially in underprivileged communities, should be made to feel that depriving their babies 
of breastmilk risked undernutrition, so that if she did so her conscience would trouble her. 
In that connexion, he called attention to the second paragraph of the recommendations of the 

WHO /UNICEF Meeting under the heading "Delivery" and the first paragraph under the heading 
"After delivery". 

Although he approved of operative paragraph 1 of the draft resolutioтi, he felt that 
subparagraph (a) of operative paragraph 4 (3) was not very clear. He proposed the addition 
after the word "regulations" of the words ", and Member countries should be encouraged to 

include such provisions in their legislation and regulations so as to keep in line with the 
international code of marketing referred to in operative paragraph 1 ". 

The DIRECTOR-GENERAL said that he had come to the Committee meeting particularly because 
of accusations that he had been making the Organization play a role it should not be playing 
and that he had gone beyond his mandate. He thought that two World Health Assemblies had 
instructed the Director -General in unambiguous resolutions to deal with all problems having 
to do with infant feeding, and particularly the role of breastfeeding. He invited the 
members of the Committee to read resolutions WHA27.43 and WHA31.47 aid decide whether, in the 

light of those resolutions, it had not been a perfectly logical aid necessary step to convene 
the joint WHO/UNICEF Meeting, to which had been invited not only the developing and developed 
countries, nongovernmental organizations, and the United Nations organizations most directly 
involved but also industries. He knew of no other meeting which had shown a greater degree 
of democracy and openness by the Organization than the one in question. It had clearly been 
within the instructions of the Health Assemblies to the Director-General. 

1 Document WHA33/1980/REС/1, Annex 6, Appendix. 
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As part of that Meeting, he had taken the responsibility together with UNICEF to move 

ahead on all fronts and to try to support Member States to get what they wanted for them- 

selves as quickly as possible through national legislation. To that end he had mobilized 

expertise to start drafting a code which would serve, through a continuous negotiating process, 

as a basis for every Member State to deal with what he considered to be a vital problem. 

Obviously, whenever raw political or economic nerves of society were touched, explosions 

resulted; he was not to be envied for the letters he had received. Nevertheless, it was 

part of his job to expect such attacks. He wished to assure the Committee that no dark 

forces were in operation. The Organization believed that breastfeeding was a vital concept; 

if Member States did not think so they should not have passed their previous resolutions on 

the subject. He was asking for the blessing of the Committee to pursue the necessary course 

of action. He believed that a democratic process had been started - one that went far 

beyond what WHO had normally been doing; consultation with all parties concerned had been 

pursued obsessively. WHO would continue that democratic negotiating process. Whether the 

international code should be formalized under an article of the Constitution or be more 

flexible, as a guideline, could be decided by the Health Assembly when it had been presented 

with an acceptable product. 

There was no need in the present Assembly to expend great emotional energy on that issue 

at a time when energy should be conserved. It must simply be asked whether the Organization 

should pursue the negotiating process with respect to the code, and if so, he asked for the 

blessing of the Committee accompanied by any conditions it wished to attach. He would indeed 

respect all the rules that had already been followed at the joint WHO /UNICEF Meeting, and 

would continue to consult all the parties involved. He thought it would be possible to set 

a deadline to present something useful to the Executive Board in January 1981. The Board 

would then once more deliberate, and he hoped to be able to present to next year's Health 

Assembly a product that would be considered a worthwhile basis for introducing national 

regulatory legislation in regard to infant feeding. He hoped that that would prove a vital 

contribution to nutrition in the largest sense of the word, because he and the Health 

Assembly still thought that proper nutrition was vital for attaining health for all by the 

year 2000. At the end of the debate he would be happy again to answer any accusations that 

he had gone beyond his mandate: his conscience was clear. 

Dr NASHER (Democratic Yemen) said that his delegation had co- sponsored the draft 

resolution because it felt that the time had come for the Health Assembly to save breast - 

feeding from extinction by the influx into almost every home of so- called breastmilk 

substitutes. The subject of infant and young child feeding had attracted the attention of 

paediatricians, public health workers, and other health professionals for a long time. The 

problem of malnutrition among children in developing countries had also been the subject of 

many studies and surveys, and the cause-and-effect relationship between malnutrition and 

infection had been well documented. The effect of malnutrition and diarrhoeal diseases 

combined, with artificial feeding as a common denominator, on the health of infants and 

young children was phenomenal - in terms not only of measurable morbidity and mortality but 

also of human suffering and economic loss. Developing countries could hope neither to 

achieve health for all by the year 2000 nor to contribute usefully to the New International 

Economic Order unless child health was given priority. Such priority obviously lay in 

better infant and young child nutrition and the control of childhood infections, including 

diarrhoeal diseases. 

Practising paediatricians and other health workers involved in the care of children in 

developing countries had noted with concern the spread of infant milk formulas in urban and 

semi -urban communities on a wide scale. What was more . alarming was that the replacement of 

breastfeeding by artificial feeding with infant milk formulas was spreading in epidemic form 

to rural communities in almost all developing countries. The epidemic was being promoted by 

the indiscriminate propaganda of manufacturers' advertisements, by the mass media, aid at times 

even by misinformed health personnel. The Director -General was therefore to be thanked for 
his efforts to promote breastfeeding. His delegation endorsed the WHO/UNICEF statement and 
recommendations and the draft international code of marketing of breastmilk substitutes. It 

proposed that infant milk formulas should be made available only on prescription in developing 
countries, though the writing of prescriptions should not necessarily be limited to doctors. 
That was the only way to limit the indiscriminate use of breastmilk substitutes. 

He proposed that, in the first sentence of operative paragraph 1 of the draft resolution, 
after the words " breastmilk substitutes" the words "where such marketing is rendered 
absolutely necessary" should be added. 
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Dr CAI Shengga (China) said that his delegation had studied with interest the follow -up 
of the WHO/UNICEF Meeting and the draft international code of marketing of breastmilk substi- 
tutes. The encouragement and protection of breastfeeding was a responsibility of society as 
a whole. He was therefore happy to see the draft code included in the agenda. 

In China there were 300 million children, over 100 million of whom were nursing infants and 
young children under seven years of age. At present more than 14 million new babies were 
born each year in China, which was therefore the country with the greatest number of young 
children. As the standard of living of the population had risen and health care for infants 
had developed, the level of nutrition of children had greatly improved. Diarrhoeal diseases 
and diseases from malnutrition had considerably decreased. In Heilongjiang, Jilin, Liaoning, 
Jiangxi, Shandong, Fujian and Anhui Provinces investigations in rural zones had shown that 
children under six months of age whose mothers did not have enough milk represented 30 -40% of 
the total. If there was not enough mother's milk available the child developed normally for 
the first six months after birth, but afterwards the growth curve tended to level out, showing 
that complementary feeding was necessary during that period. In view of that situation a 

number of measures had been adopted to improve the nutrition of children. The network of 
health teams at various levels over the whole country had used radio, posters, pamphlets, 
television, and films to provide the widest dissemination of scientific knowledge about child - 
rearing. Decrees and regulations had been adopted favouring breastfeeding; nursing rooms 
had been established in factories and the workload of nursing mothers had been decreased. 

China had also tried to tackle the problem of insufficient mother's milk. In 1954 the 
State had asked the medical laboratory of the Academy of Medical Sciences to produce a 

substitute for mother's milk - substitute 5410, based on soya, rice, and other substances. 
In recent years a new substance had been developed on the basis of soya bean protein, with 
additions mainly of rice and flour, and it had been produced in powder form facilitating 

supplementary feeding. The State had asked the factories producing dairy products and milk 
substitutes to create a product to supply additional protein for young children whose mothers 
did not have enough milk. Authorization by the departments concerned was needed; the 

factories were not allowed to produce the substances on their own. The products had to be 

accompanied by a document comparing in nutritional terms the product and mother's milk. To 

improve the nutrition of infants and young children and to reduce the disease rate from 
malnutrition it was also planned to develop a centre for the study of mother's milk. China 
was happy to cooperate with WHO, UNICEF, and all friendly countries in the exchange of ideas 

and experiences on the subject. 

Dr SANКARAN (India) stressed the encouragement of breastfeeding, the promotion of 

appropriate feeding and weaning practices in relation to local food reserves, the strengthening 

of education and training in infant and young child feeding, support for the improved health 

of and a higher social status for women, and strict control over the marketing and distribu- 

tion of infant formulas and weaning foods. Action required not only health education but 

also legislation for women workers, who were more and more commonly employed in many developing 

countries. 

His delegation endorsed the statement and recommendations of the WHO/UNICEF Meeting, in 

particular the recommendation about a draft international code of marketing of breastmilk 

substitutes. In the discussions on the New International Economic Order the subject of breast - 

feeding had also been touched upon. He hoped that no effort would be made to dilute the 

WHO/UNICEF recommendations because of subtle pressures by multinational and even national infant - 

food industries, which had already done enough harm to generations of children, particularly in 

developing countries. 

The Government of India, realizing the importance of breastfeeding, had fostered work on 

the subject. A paediatric group, concentrating on the value of breastmilk in the prevention 

of infection, particularly in high -risk newborn infants weighing less than 2500 g, had found in 

a prospective study of the effects of administration of breastmilk and fat that the rate of 

infection was zero in children fed with breastmilk. Five of 38 infants fed with formula foods 

had died whereas there were no deaths in the group fed with breastmilk. That study would be 

given wide publicity, since low- birth -weight and high -risk children were a particular problem in 
developing countries. 

He ended by quoting some stanzas from a poem written by one of India's leading paedia- 

tricians on the virtues of breastmilk. 
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Dr HUYOFF (German Democratic Republic) agreed generally with the approaches and recommen- 

dations outlined in the preamble to the draft international code of marketing of breastmilk 
substitutes. His country's experience had shown that it was necessary to have clear legal 

regulations for research on and approval, manufacture, and distribution of such formulas, in 

addition to a system of quality control as well organized as control systems for medicaments 
and therapeutic and diagnostic substances usually were. With regard to the draft resolution 
on infant aid young child feeding, he wondered why it did not quote resolution WHA27.43, operative 
paragraph 2, which read: "Calls the attention of countries to the necessity of taking adequate 
social measures for mothers working away from their homes during the lactation period, such as 

arranging special work timetables so that they can breast -feed their children." As experience 
showed that it was necessary not only to encourage but to facilitate breastfeeding, he 

suggested either that the above paragraph be quoted in the draft resolution or that the 

preambular part of the resolution be reformulated to recall the essentials of resolution 
WHA27.43 without quotation. 

Dr VIOLAKI- PARASKEVA (Greece) said that there could be no doubt that breastfeeding was 

the most natural method of promoting the harmonious physical and mental development of 

children. It was therefore society's duty to encourage it and to improve the socioeconomic 

conditions of women so as to enable them to breastfeed. Furthermore, it was the duty of 

governments to provide safe breastmilk substitutes. 

Her delegation fully endorsed the recommendations of the WHO/UNICEF Meeting, and 

welcomed the Director -General's intention to proceed with further consultations before a more 

definitive draft of the code was prepared. Although Greece was a co- sponsor of the draft 

resolution, she hoped that it would be amended to take into account the need for education 
and training on infant and young child feeding and the role of women in promoting social 

measures. 

Dr MPITABAKANA (Burundi) said that the future of children depended on the quality of 

feeding from the first day of their existence and even before they were conceived. His 

delegation therefore considered the question to be of the utmost importance. Until recently 

the use of powdered milk had been unknown in Burundi; however, like other countries, Burundi 

had now been inundated by a variety of infant formulas, each reputed better than the last. 

The use of breastmilk substitutes had first been noted among better -off women and had 
subsequently increased for reasons of snobbery. Since powdered milk was imported it was 

extremely costly, and it frequently deteriorated in transit so that its quality was poor 

and it was even dangerous. As a consequence, the number of cases of gastroenteritis had 

increased and diseases such as measles had been noted among infants of 6 -9 months of age, 

although it had previously been considered a school -age illness. Fortunately, only a small 

percentage of women, in urban areas, used breastmilk substitutes. He wondered whether women 

in responsible positions were setting a good example and whether health personnel, both men 

and women, were themselves properly motivated, because, before others could be convinced, one 

had to be convinced oneself. He also wondered what was the feeling of representatives of 

industry when they listened to statements on the advantages of breastfeeding. 
Breastmilk substitutes were needed because some women could not breastfeed their infants, 

but such products should be available on prescription only. 

He endorsed the draft resolution. 

Mrs ISSA (Niger) congratulated WHO and UNICEF on the excellent work they had done, 

which had been particularly appropriate in 1979, the International Year of the Child. 

However, implementation of their recommendations called for considerable economic and 

social efforts by developing countries. When proclaiming the right of women and children 
to receive sufficient food, it should not be forgotten that thousands of women and children 

continued to die of hunger and thirst. It was a fact that breastfeeding provided an infant 
with the necessary biological arid emotional bases for development. Mothers and health 

workers needed to be educated about the disadvantages of substitute feeding at the present 

time, when publicity campaigns in favour of powdered milk were widespread. 
She supported the establishment of an international marketing code, but if it was to be 

effectively implemented legislation would have to be adopted involving multisectoral 

cooperation. Bearing that in mind, she endorsed the draft resolution. Malnutrition was 

one of the main causes of infant mortality in Niger and a campaign in favour of breast - 

feeding had been in progress for many years. The advantages of breastfeeding and the 

disadvantages of substitute feeding were two of the principal aspects of health education 

in social and maternal and child health centres. At the same time, an information 
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campaign in favour of breastfeeding was being carried out in the press and on television. 
Furthermore, an in -depth analysis of food taboos had been carried out in order to ascertain 
the best method of combating unfavourable taboos. A weaning food made from local products was 
being tried out at the moment and was giving excellent results. Nevertheless, much remained 
to be done, in particular, the adoption of legislation prohibiting publicity for powdered milk 
and the uncontrolled sale of feeding -bottles. In her view it would be preferable to sell 
feeding -bottles in pharmacies solely on prescription. It was commendable that WHO was preparing 
educational material and she hoped that it would shortly become available. In view of the 
primordial importance of breastfeeding, it was a duty to improve working conditions for mothers 
so that they had more time for their children. Taking that into account, she endorsed the 
recommendations. She had, however, reservations about the proposal for human milk banks in view 
of religious beliefs in the Niger. 

Dr MATTHEIS (Federal Republic of Germany) endorsed in principle the proposal concerning 
an international code of marketing, provided that it constituted a framework within which 
countries could develop more detailed codes adapted to local requirements. Her delegation 
endorsed most of the principles put forward by the delegate of New Zealand at the sixth 
meeting as a basis for the code. 

With regard to marketing strategies, it was important to avoid wording that might be 

construed as support of an extreme position. Breastfeeding was sometimes impossible or 
inappropriate and mothers in such situations should not be made to feel guilty. Discussion 
on the question should be objective and not a matter of lobbying by industry or ideological 
groups. 

Her delegation would submit its amendments to the draft resolution to the drafting group 
that had been mentioned. 

In recent years breastfeeding had been on the increase in the Federal Republic of Germany, 

mainly because young mothers had realized that it enhanced the affective bond between 

mothers and children. It was particularly important for mothers to receive payment for 

maternity leave and breastfeeding breaks because otherwise they would not make full use of 
such possibilities. The report and the draft resolution stressed the importance of informing 
the public of the advantages of breastfeeding. Such information should also mention the 

preventive effect breastfeeding might have on breast cancer. 

Professor тАТО ЕNКО (Union of Soviet Socialist Republics) said that for a long time 

paediatricians had studied methods of infant feeding other than breastfeeding to save infants 
who had to be fed artificially; however, they realized what harm those methods could do when 
introduced on a wide community scale without certain precautions. The WHO/UNICEF Meeting 
had drawn attention to several fields in which further work could be done and he hoped that 
the drafting group would concentrate not only on the code but also on other areas where progress 
could be achieved. Promotion of breastfeeding, for example, called for studies on hypo - 

galactia and its causes and treatment, which would help many women to continue breastfeeding 
their babies. The psychosocial effects of breastfeeding were worthy of emphasis; mention of 
the emotional factor and of the possibility of preventing breast cancer would encourage women 
to turn to breastfeeding. WHO should study the need for legislative measures to encourage 
breastfeeding. He added that in the Soviet Union women were granted paid maternity leave 
and allowed breastfeeding breaks if they continued to work. 

He welcomed the establishment of a marketing code. In the Soviet Union information on 
breastmilk substitutes was limited solely to facts and their excessive use was not permitted. 
He believed that the code should be considered under Article 21 of WHO's Constitution, but that 
did not need to be decided at present since the resolution called on the Director -General only 
to prepare the draft for the Thirty -fourth World Health Assembly, at which time the subject 
would be discussed. 

Although the proposed draft resolution did not necessarily have to be in verse like the 
poem read by Dr Sankaran, he nevertheless hoped that it would be strong and convincing. 

Mrs MAKHWADE (Botswana) said that the objectives of the WHO/UNICEF Meeting were wide - 

ranging and its outcome had considerable significance for the future. She expressed her 

satisfaction that the Meeting's recommendations had been adopted by consensus. 

WHO had shown foresight in studying the question because attainment of health for all by 

the year 2000 would not be possible if present feeding practices were not taken into account. 

The follow -up activities mentioned represented a challenge to families, governments, 

intergovernmental and nongovernmental organizations, aid industry. Encouragement and support 

of breastfeeding involved education and training for health workers and mothers as well as 
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cooperation by industry. She welcomed the proposed marketing code since it was a prerequisite 

for progress. Improved health and an improved social status for women were an essential 

component of progress in maternal and child health before, during, and after delivery. Such 

an improvement would require government and community support and amendments to legislation 

on the health of working mothers. In Botswana the majority of mothers breastfed their 

infants, and working mothers enjoyed paid maternity leave as well as breaks during work to 

feed their infants. 

She endorsed the draft resolution. 

Dr BRAGA (Brazil) said that nutrition experts from Brazil had participated in the 

WHO/UNICEF Meeting. The recommendations concerning breastfeeding and the marketing code 

were generally in accordance with Brazil's policy on infant feeding. Publicity for powdered 

milk in the public hospitals and health units of the State of Pernambuco had been prohibited 

since 1974, but the lack of any well -defined national or international policy on the subject 

had meant that other states had not followed its example. The report of the Director -General 

and the marketing code would be of great assistance to Brazil in amending laws and 

regulations on the subject and it therefore fully endorsed WHO's initiative. His delegation 

supported the draft resolution. 

Dr FERMINO PINA (Cape Verde) said that the subject of breastfeeding and artificial infant foods 
was of great importance, particularly for developing countries with their poor health and 

socioeconomic conditions. Bottle -feeding and unnecessarily early weaning were the most 
serious causes of malnutrition and diarrhoeal diseases. Encouragement of breastfeeding for as 

long as possible and the introduction of supplementary feeding from the age of 4-6 months 

using suitable locally produced products were of key importance. At the same time, advertising 
and promotion of breastmilk substitutes had to be rigorously controlled if maternal and child 
health was to be ensured. His delegation wished to co- sponsor the draft resolution under 
discussion and it hoped that the draft international code of marketing of breastmilk 
substitutes would be adopted. 

Dr WILLIAMS (Sierra Leone) said that in Sierra Leone women formerly returned to their 
parents or older relatives for a year or two while breastfeeding, which generally lasted for 
between 18 months and two years; that produced a natural spacing of births of between 2 1/2 and 
3 years. However, the custom was coming to an end and, because women remained with their 
husbands, sexual intercourse tended to be resumed much sooner. Since it was believed that 
intercourse while babies were being breastfed resulted in the infant developing a kwashiorkor - 
like condition, babies tended to be put on artificial feeding very early. Many other practices 
were also responsible for infants being bottle -fed from an early age, with superstition and 
petty snobbery playing a part. In many instances taking a baby off the breast was tantamount 
to signing its death warrant, for the extremely high cost of infant formulas and the total 
lack of knowledge about and facilities for keeping bottle -feeds sterile made it more or less 
impossible for mothers to avoid contaminating them, particularly when there was no running 
water in the home. 

Nowadays, too, many women went out to work and therefore tended to give bottle -feeds to 

their infants. Moreover, the custom in Sierra Leone of using baby -minders or nannies to care 
for such infants was another cause of contamination, as most failed to see any need for 
hygienic practices, did not wash their hands before feeding the babies, gave the same bottle 
over and over again, picked up dropped bottles and gave them straight back to the babies 
without washing the teats, etc. Hookworm had been identified in the faeces of some three - 
month -old babies. 

On the other hand, Sierra Leone had been able to produce a high -protein weaning food 
called Bennimix, developed in a joint effort by FAO and the Ministries of Social Welfare, 
Health, and Agriculture. It was based on locally grown foods - parboiled rice, black -eyed 
beans and Benniseed (sesame seed) with added vitamins- and was well tolerated by the infants 
it had been tried on, but difficulties had been encountered because the demand far outran the 
supply. If the problemscould be solved and the cost of the food continued to be supported, 
it would be bound to reduce the high incidence of infant malnutrition and gastroenteritis in 
the country. 

Her country also needed to strengthen its nutrition education programmes and extend them, 
with appropriate publicity, to all sectors of the community; efforts to do so thus far had 
included the production of manuals for field workers and the holding of seminars and workshops. 
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It was also hoped to attach nutrition education units to district -level health centres, but 
the necessary funding had not been available at either national or international level and 
could not be obtained from nongovernmental bodies. 

Food taboos, customs and beliefs associated with child -bearing, and the fact that in 
some communities fathers had a monopoly of protein foods and dictated what foods were to be 
obtained had an adverse effect on the nutritional status of both pregnant and lactating 
mothers and on young children. In antenatal care more importance needed to be attached to 
preparing the mother for successful breastfeeding. 

As part of nutrition health education the great benefits of breastfeeding for as long as 
possible needed to be stressed. It was also important to increase the understanding of 
fathers about the problems involved. Every effort must be made to develop adequate protein - 
rich weaning foods using locally available produce. Where bottle - feeding had to be given 
serious consideration, for example where mothers were going out to work, both parents and 
baby -minders or nannies must be taught how to prepare sterile feeds conscientiously. 

The CHAIRMAN stressed the importance of the notion that fathers should be educated about 
the need for breastfeeding rather than bottle -feeding. 

Dr MARINOV (Bulgaria) agreed with the WHO/UNICEF statement and recommendations. It was 
still widely not understood that the problem of weaning required thorough study in developed 
as well as in developing countries, from the social as well as the medical standpoint. The 
recommendations would be particularly useful in developing ways and means of improving the 
training of health personnel in the subject. Mass media publicity campaigns could be 

decisive in disseminating knowledge of the problem. It would be useful if WHO were to arrange 
a wider exchange of experience among Member States on infant and child feeding. Manufacturers 
of infant formulas should be required to state clearly on packaging the composition of each 
formula and provide a warning against using it as a single complete food for a baby. 

Mrs MATANDA (Zambia) said that great importance was attached to breastfeeding in Zambia, 

particularly because of its preventive value. The practice in Zambia was for babies, 
particularly those in rural areas, to be breastfed for a long time, aid the whole idea of 
bottle - feeding was foreign to the population. Breastfeeding was also regarded as a symbol 
of responsible motherhood and a natural method of spacing births. 

The National Food and Nutrition Commission had spread awareness of the importance of 

utilizing local foods and also of the need to preserve and store them properly. Nutrition 

education and publicity were being expanded through the mass media and through demonstrations 

by health workers in rural areas. The National Food and Nutrition Commission used nurses 
amongst other personnel to reach communities but Zambia had no statistics to determine the 

number of nurses who themselves breastfed. Nurses were, however, aware of the advantages 

of breastfeeding. To encourage nurses to continue breastfeeding a day -care centre had been 

established at one of the country's big hospitals and a second one was shortly to go into 

operation. 
In urban areas and among working women, breastfeeding tended to be interrupted on 

completion of paid maternity leave. Efforts were being made to encourage undertakings 

employing large numbers of women to establish day -care centres. 

Her delegation supported the draft resolution and had asked to join the co- sponsors. 

The CHAIRMAN said that there was an obvious need to convene a drafting group for the 

draft resolution. Any amendments that delegations wished to see incorporated in it should 

be submitted in writing. 

Dr CONTY LARRAZ (Spain) agreed with the WHO/UNICEF statement and recommendations and 

supported the draft resolution and the Director -General's proposal to continue with 

consultations on the draft international code of marketing of breastmilk substitutes. It 

was a sensible code of practice and in line with the policy of his own Government. 
Experience in Spain of the practical application of legislation on food and in particular 

on infant foods led his delegation to suggest that the code should be promulgated as a 

regulation under Articles 21 and 22 of the WHO Constitution so that it would be really 
effective when it came into force. Operative paragraph 4 (4) of the draft resolution should 
be amended accordingly. 
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Dr ÉLIAS (Hungary) supported the WHO/UNICEF statement and recommendations. Although 

Hungary's socioeconomic development had made undernutrition usually a consequence of disease 

only, the health aspects of nutrition were nevertheless amongst the priorities of its national 
health policy. Education aimed at the acquisition of healthy eating habits was considered to 

be of particular importance in childhood and during pregnancy. The decrease in breastfeeding 

was considerable in Hungary and for that reason it was participating in international research 
on the problem and making extensive health education efforts to counteract the low breast- 
feeding rate, which had fallen to 20 %. Early results of those efforts had enabled the trend 
to be reversed, so that between 30% and 35% of young mothers were now breastfeeding for at 

least four months after delivery. 

His delegation shared the view that willingness to breastfeed could be adversely 
affected by uncontrolled advertising and promotion of breastmilk substitutes. Publicity and 
marketing had therefore been brought under the tight control of the Ministry of Health, but 

the products could be obtained on prescription and free of charge when needed. The extensive 
network of maternal and child health nurses and of crèches and nurseries all played an 
important part in promoting healthy infant and young child feeding habits. 

His country was willing to participate in research on infant and young child feeding, 
particularly in efforts aimed at legislative control over the marketing of breastmilk 
substitutes. It agreed with the general principles set forth in the draft code and supported 
the draft resolution as amended by the delegate of the German Democratic Republic. 

Dr HOUENASSOU- HOUANGBE (Togo) said that breastfeeding had been the most widespread 
practice in African countries and only recently had artificial feeding begun to creep in and 
sow confusion. Though a breastfed infant was likely to avoid diseases that a bottle -fed 
child was liable to contract, the advice of health personnel to nursing mothers was all too 
frequently swamped by the advertising in favour of artificial feeding. Previous speakers had 
rightly stressed the difficulty of ensuring hygienic conditions for the preparation of 
artificial feeds and noted the gastrointestinal disorders non- sterile feeds were liable to 

cause. Wherever possible breastmilk substitutes should be discouraged unless there were 
strong grounds for using them. He was even in favour of making it mandatory for substitutes 
to be available only on prescription. Every effort should be made to eliminate the kind of 
advertising that left a mother with the impression that a given type of breastmilk substitute 
was the best one for her particular child. 

Nutrition education was of prime importance so that mothers -to -be could be taught the 
importance of breastfeeding and proper techniques for weaning. Medical personnel should be 
encouraged to avoid using medical preparations and drugs that might reduce the production of 
milk in nursing mothers. 

All women involved in health, whether nurses, midwives, or even the wives of physicians, 
should be urged to breastfeed their infants unless there were strong contraindications. At 
the same time, he did not think that paid maternity leave or bonuses for breastfeeding 
necessarily encouraged the practice. 

Each country should urgently seek to obtain the most suitable weaning foods and wherever 
possible they should be locally produced and nutritionally well balanced. It was also 

important to ensure proper nutrition for pregnant women because malnutrition in pregnancy was 
liable to affect the unborn child. 

The draft international code of marketing should be used as a basis for each country to 

prepare its own national legislation. 

Togo too had asked to be included among the co- sponsors of the draft resolution. 

Dr KINGMA (Christian Medical Commission), speaking at the invitation of the CHAIRMAN, said 
that his organization was deeply concerned with matters relating to nutrition and their 
incorporation directly into comprehensive planning for primary health care. It had stressed 
those matters in its publications over the post 10 years, and particularly the need for a 

renewed worldwide emphasis on breastfeeding. He was a representative of the nongovernmental 
organizations on the Health Resources 200 Group mentioned in the discussion on agenda item 22. 
Among resources in the service of the goal of health for all by the year 2000, that of human 
breastmilk needed to receive the maximum attention. Conversely, anything that encouraged 
the early abandonment of breastfeeding was a source of real concern. 

His organization had also devoted much effort to promoting the development and dissemina- 
tion of knowledge of ways of making appropriate supplementary and weaning foods available from 
local products through local manufacture. 
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His organization had been a participant in the WHO/UNICEF Meeting on Infant and Young 
Child Feeding and wished to be associated with those who strongly endorsed the statement and 
recommendations of that meeting. It had urged that a strong position be adopted with respect 
to the promotion of breastfeeding in all countries and that WHO take the lead in the develop - 
ment of an international code on the marketing of breastmilk substitutes. 

That subject had also been of interest and concern to the NGO Group on Primary Health 
Care, which had vigorously followed up the recommendations of the WHO /UNICEF Meeting, urging 
its members not only to take up the promotional aspects of the recommendations but to begin 
to monitor the situation in their own countries, particularly with respect to the marketing 
activities of the infant- formula companies. He assured delegates that the nongovernmental 
organizations were prepared to share in the implementation of any WHO/UNICEF efforts in that 
area 

On behalf of his own organization and the NGO Group on Primary Health Care, he urged 
that the Director -General be entrusted with the continuing responsibility of preparing a 
definitive code of marketing of breastmilk substitutes, in consultation with all the parties 
concerned, for submission to the Health Assembly in 1981. Such a code should be viewed as a 

framework for internationally binding regulations, on the understanding that specific 
legislation in any one country should be appropriate to the situation in that country. 

A number of nongovernmental organizations considered that six basic principles should form 
the essential elements of such a code of marketing. The first was that breastfeeding was the 
optimal form of infant feeding and there was no substitute; other forms might be used safely, 
but only with disadvantages, and in some circumstances alternatives posed unacceptable risks. 
The second principle was that no promotion of products intended to replace breastmilk should 
be allowed if it in any way accelerated the trend to abandon breastmilk. That included 
promotion aimed at consumers, directly or indirectly, or at health care workers and institu- 
tions. Third, free samples for routine use in health facilities or for distribution to 
mothers should be prohibited, although supplies for research or for emergency treatment of sick 
infants might be acceptable and useful. Fourth, education in the field of infant feeding 
should be the province of governments in cooperation with health care providers, educators, 
and community and extension workers. Fifth, industry must provide information on product 
composition for consideration by medical personnel and instructions for the proper use and 
information on the risks of the products on labels and inserts. Sixth, gifts, inducements, 
money, services, or goods offered by industry to health workers and institutions should be 
given only through a blind trust. Those principles should be incorporated into the inter- 
national code of marketing, which might serve as the basis for international legislation. 

Dr EDMONDSON (Australia) said that, in view of the encouraging support for the continuation 
of consultations on the draft international code of marketing of breastmilk substitutes, he 
would not make further detailed suggestions at the present stage but confine himself to general 
remarks on the promotion of breastfeeding, which represented a positive action that all sup- 
ported and was of more fundamental importance than negative sanctions. The need to promote 
breastfeeding was possibly more important in industrialized countries than in developing ones, 
although the groundswell among women themselves, governments, and concerned organizations was 
beginning to change the picture back towards the ideal in such countries as his own. 

When listening to the views of other delegations he had come to appreciate that, although 
all were united in their aim, the cultural and developmental backgrounds to the problem 
differed and therefore no single simple solution was possible. It should, however, be 

realized that there might be advantages as well as disadvantages in cultural and developmental 
differences. 

. 

Education was clearly the cornerstone on which to build; it was the only way to ensure 

that people would be able to resist undesirable propaganda. Obviously in developing countries 
there were difficulties in spreading health knowledge, but that aim must be firmly pursued so 
that every person on reaching the age of bringing up a family should understand the merits 
of breastfeeding aid have the knowledge to be able to make the best use of his or her 
circumstances. 

He had been impressed by the booklet prepared by the Maternal and Child Health unit of 

WHO on breastfeeding but realized that it was only a beginning as it assumed both literacy and 

access to information. Activities must therefore be extended into training community health 

workers and equipping them with simple and effective means of helping those in need. 

While they might have greater problems of communication and of literacy, many developing 

countries might find that they had one great advantage in the spreading of education about 
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breastfeeding and its importance in social life: that was the advantage of the extended family 

and of established social support systems, which had been lost in industrialized countries. 

Not only could those traditional systems be used to strengthen education; they could also 

be extended to support mothers in difficulties. Regrettably, the industrialized countries had 

lost that strong social bond. It was all the more important, therefore, that the latter 

countries should be assured of breastmilk substitutes of an adequately high standard when 

for medical, nutritional, or other reasons breastfeeding was impossible. His delegation 

had therefore been interested to see that the second draft of the proposed code had confirmed 

the responsibility of the joint WHO /FAO Codex Alimentarius Commission in preparing proper standards 

for breastmilk substitutes. That would afford an opportunity for experts in food technology 

and health sciences to work together towards a satisfactory conclusion. Australia would 

continue to send a proper balance of expertise to Codex meetings and would suggest that other 

members of WHO should do the same. The aims of the Codex Commission included the protection of 

consumers against health risks, fraud, and deceptive practices. He supported those speakers 

who had drawn attention to the need for the prevention of deceptive practices and unwarranted 

promotion. His country was fortunate in not having to cope with such practices to such a 

serious extent as some other countries. Its experience in the supervision or censorship of 

advertising in the health field might be helpful in the further stages of consultation. 

Dr ROSDAHL (Denmark) said that the importance his delegation attached to item 23 was 

evinced by the fact that it was a co- sponsor of the draft resolution. Denmark had been 

represented at the WHO/UNICEF Meeting and had helped in framing the statement and recommendations, 

which represented a delicate balance of often conflicting interests, achieved only because 

all the participants had made an effort to reach a compromise. A crucial part of the 

recommendations was the decision to develop an international code of marketing of infant formula 

and other products used as breastmilk substitutes. In preparing that code it was important 

to secure the continued cooperation of all parties concerned; without that cooperation further 

progress would be difficult to achieve. 

It had been agreed that clear and strict rules as envisaged in the recommendations should 

guide the activities of industry in marketing and distributing infant formula and weaning 

foods, but it had also been agreed that there was a legitimate need for those products, which 

should be available to mothers when required and should be provided with adequate instructions 
for proper and safe preparation in the home. Industry should be allowed to do marketing 

within the framework agreed upon in the recommendations. 

His delegation believed that encouragement to mothers to breastfeed their children was 
the responsibility of each individual country. On the other hand, exporting countries and 
their industries must share responsibility with consumer countries for the marketing of 

breastmilk substitutes. 

In conclusion, he stressed the urgency of the need for WHO and UNICEF to prepare an 

international code and the importance of adhering to the timetable indicated in the draft 

resolution. Success, he felt sure, would be achieved. The phrase "all other interested 

parties" in operative paragraph 4 (1) of the draft resolution should be interpreted to 

include all the parties named in the ninth preambular paragraph of the draft code. 

Dr BRYANT (United States of America) supported the decision of WHO to address the 
problems of infant and young child nutrition. The fact that the matter was controversial was 
no reason for the Organization to avoid the subject, when health was the central issue. 
His delegation therefore supported the conclusions and recommendations of the WHO/UNICEF 
Meeting. 

The documents before the Committee set out the reasons why breastfeeding was superior to 

all other forms of infant feeding from the biomedical, psychosocial, and economic points of 
view. It was of value not only for infant nutrition but also for the control of intestinal 
disorders and for the spacing of births. The documents also clearly expressed the consequences, 
in terms of both mortality and morbidity, of unnecessary or inappropriate use of other infant 
foods. Those consequences were important for mothers and infants in all countries, but 
especially so for those in developing countries. Although it was clear that inappropriate 
feeding practices had a major impact in developing nations, the Surgeon -General of the United 
States had recently stressed that breastfeeding was the preferred form of infant feeding even 
in societies with high standards of living. There was virtually no disagreement on that 
question. It was also obvious that improvement in infant and child feeding must be regarded 
as one of the key components of the goal of achieving health for all by the year 2000. Unless 
that was done the world community would be failing to protect the health of the most vulnerable 
members of its population, mothers and their infants. 
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The United States Government was ready to work with other countries in a variety of ways 
to implement the recommendations of the WHO/UNICEF Meeting. It was prepared to join with others 

in providing technical and financial support for meetings of health professionals at all 

levels to assist them to learn more about current developments so as to frame recommendations 
for policies and action by their professions or governments, It had supported such a seminar 
in Bangkok in November 1979, in conjunction with the Third Asian Congress of Paediatrics. A 
similar meeting for Latin American countries was planned in Cali, Colombia, under the 
co- sponsorship of the Pan American Health Organization, the United States Government, and a 

private Colombian foundation. An international session would also be held in Spain at the time 
of the International Paediatrics Association meeting in September. His Government was prepared 

to work with countries in developing education aid training programmes to improve knowledge 
of infant and child feeding issues involving physicians, nurses, community health workers, 

and the general public. 

The United States of America was working with countries wishing to develop their own 

weaning foods whether on a commercial basis or through home or village preparations. The 

United States Agency for International Development had created an international information 

clearing -house and intended to publish a worldwide newsletter on infant and child feeding, the 

first issue of which would be published during the coming summer. 

His Government was reviewing the possibility of supporting research in the field of 

infant feeding, for it was important to study the factors influencing mothers either to 

breastfeed their children or to use other methods. Research already being undertaken dealt with 

the role of marketing and promotion of processed infant foods in the decisions made by mothers 

about feeding their children. 

Urgent action to promote breastfeeding and to end marketing practices that might deter it 

was needed and should be undertaken by all countries. Industry might well proceed 

voluntarily to support appropriate infant feeding practices and end marketing practices that 

might deter breastfeeding. All present at the Health Assembly should give their full 

attention to the problem on their return home. 

Turning to the steps that should be taken immediately by WHO, he stressed the importance 

of implementing the recommendations of the WHO/UNICEF Meeting and of preparing the international 

code for marketing breastmilk substitutes which should take the form of guiding principles that 

each country would work vigorously to sustain. He understood that the procedure would be that 

the Director -General would request comments from all interested parties, convene a further 

meeting to revise the draft, and submit it to the Executive Board and subsequently to the 

Thirty -fourth World Health Assembly. Some governments, in preparing their views on the draft, 

would doubtless wish to solicit the opinions of various nongovernmental bodies, including the 

infant -food industry, consumer groups, and health professionals. 

His delegation was pleased to co- sponsor the draft resolution. It believed, however, 

that the resolution could be improved if it referred not only to the draft code but also to 

other recommendations of the WHO/UNICEF Meeting such as the development of model national 

legislation on marketing practices for breastmilk substitutes, the exchange of information on 

relevant laws and regulations, educational programmes, and training programmes. It further 

questioned the advisability of using the words "Endorses in their entirety" in operative 

paragraph 1. It also believed that the resolution did not need references to specific 

articles of the WHO Constitution. The groups involved had so much to offer in scientific, 

managerial, humanitarian, and related fields that it was incumbent upon the Health Assembly 

to proceed in the most constructive possible way. His delegation looked forward to 

participating in the drafting group. 

Dr BORGONO (Chile) said that his country had long attached importance to the subject of 

child nutrition and for the last two years had been implementing a programme for promoting 

breastfeeding whose results would be evaluated in an international meeting to be held at 

Via del Mar in November 1980 under the sponsorship of WHO. Chile had also prepared 

audiovisual educational material which it had made available to the Organization and it fully 

supported WHO activities. 

The educational aspect should be referred to in the draft resolution and should stress the 

importance of educating not only mothers, fathers, paediatricians, obstetricians, and other 

health workers but also schoolchildren„ especially secondary schoolchildren. Caution should 

be used in condemning powdered milks since it was his country's experience that about 40% of 

mothers ceased to have milk after three months and therefore had to replace it by substitutes. 

There should be a reasonable equilibrium between the reality in countries and the regulations 

or the warnings given. 
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As regards the code, he was in full agreement with the views expressed by the delegates 
of the United States of America and by the Federal Republic of Germany that general standards 
should be laid down that each country could complement in accordance with its own situation. 
He stressed the importance of research not only on the medical and nutritional aspects of 

infant feeding but on the psychosocial aspects, for example on why some mothers stopped breast - 
feeding; before a situation could be dealt with effectively a full diagnosis was necessary. 

Finally, Chile wished to figure among the list of co- sponsors of the draft resolution. 

The meeting rose at 17h30. 



EIGHTH MEETING 

Saturday, 17 May 1980, at 9h00 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. FOLLOW -UP OF WHO/UNICEF MEETING ON INFANT AND YOUNG CHILD FEEDING: Item 23 of the 

Agenda (Document А33/6 and Add.1) (continued) 

The CHAIRMAN announced that, as proposed, a drafting group would be established to draw 

up a revised draft resolution. The delegations of Poland and Ethiopia had expressed the wish 

to be included among the co- sponsors of that resolution. 

Miss BETTON (Jamaica) said that her delegation welcomed the action taken by WHO for the 
promotion of breastfeeding and the international control of marketing of infant foods and had 

accordingly co- sponsored the draft resolution before the Committee. 

Jamaica's position was that for breastfeeding there should be a promotional programme 
which was at least as effective as any campaign for the promotion of commercial infant foods. 

Such a promotional programme had been launched in Jamaica two years earlier. Evaluation at 

the end of 18 months had indicated some success in increasing the amount of breastfeeding, 

but the impact of the campaign had nevertheless been below the optimum because it had not been 
supported by health personnel. The evaluating team had recommended that an educational 

programme for health staff should be implemented before a mass media programme was repeated. 

The target health personnel for such an educational programme would be private practitioners, 
obstetricians and the nursing staff in maternity wards; the last group was perhaps the most 

important, as many babies currently were sent home twenty -four hours after birth already on 

the bottle. The promotion of breastfeeding and the education of both the general public 
and health personnel were of the greatest importance. 

Her delegation also welcomed the preparation of an international code of marketing of 

breastmilk substitutes and was prepared to cooperate towards the adoption of an effective 

instrument to regulate and control the marketing of those products. 

Dr JESUDASON (Sri Lanka) said that breastfeeding was undoubtedly best not only for the 

health of the baby but also for the physical aid psychological health of the mother. The 

importance of maternal care could not be over -emphasized: a healthy, well -nourished' 

mother could fully breastfeed her baby for the first 4 -6 months. Information on the 

beneficial effects of breastfeeding should be made available to all medical personnel and to 

the public at large. 

His delegation fully supported the report of the Director- General (document А33/6)1 and 

the draft code of marketing (document А33/6 Add.l). 

Dr ALSEN (Sweden) congratulated the Director -General on his report and the related 

activities undertaken by WHO. 

It had been pointed out during the Thirty -second World Health Assembly that, out of 

120 million children born each year, more than 12 million were expected to die during the 

first year of life because of inadequate hygiene and nutrition. 

Breastfeeding was undoubtedly the ideal form of infant nutrition, and Sweden had a 

successful programme in that regard. There were, however, situations when the ideal could 

not be met and substitutes were accordingly required. It was therefore natural that WHO 

1 Document WHA33/1980/REС/1, Annex 6. 

84 



COMMITTEE A: EIGHTH MEETING 85 

should be closely concerned with all aspects of infant feeding and, in particular, with 

the establishment of a framework within which an international code of marketing of infant 

formulas and other products used as breastmilk substitutes could be elaborated. The code 

could be regarded as a tool in the primary health care programme consistent with the 

Declaration of Alma -Ata and the goal of health for all by the year 2000. 

The code should establish certain principles and function as a base on which individual 

countries could develop appropriate national codes. An important task of WHO would be to 

assist governments to develop national codes. Such a national code had existed in Sweden 

for some time past and experience had shown that both industry and consumers had benefited 

from it. 

The draft resolution before the Committee would require the Director -General to find an 

instrument of evaluation within the terms of Articles 21 and 22 or Article 23 of the 

Constitution of WHO, provided those articles proved adequate for the purpose. His delegation 

believed that an appropriate evaluation mechanism could be developed on the basis of the 

provisions of Articles 21 and 22. 

The important question of informing the public on infant feeding must be seen as part of 

the health education system, which was the responsibility of the health authority. 

Background material could be obtained from different sources including, for example, infant - 

food producers and professional groups. 

The draft resolution contained four indispensable elements. First, the WHO/UNICEF 

Meeting had been given a parliamentary platform. Second, the Director -General was to be 

requested to produce a draft code. Third, the draft code was to be put before the 

Health Assembly in 1981. Fourth, the Director -General was to be requested to develop an 

evaluation instrument and, in that connexion, to examine whether Articles 21 and 22 or 

Article 23 were appropriate. All four points were essential and the elimination of any one 
of them would seriously diminish the force of the draft resolution. 

Professor SADELER (Benin) congratulated the Director -General on his report and, in 

particular, stressed paragraph 7 of the statement of the joint WHO/UNICEF Meeting, to the 

effect that breastfeeding was an integral part of the reproductive process, a natural and 

ideal way of feeding the infant, and a unique biological and emotional basis for child 

development. In many regions of Africa breastfeeding continued well beyond the first six 

months of life. 
The report concerned itself not only with the feeding of the infant but also with the 

nutrition of the prospective and nursing mother. In that connexion health education was of 
particular importance, especially in developing countries. For one reason or another, a 

mother might be obliged to find a substitute for breastfeeding. It was therefore essential 
that, in drafting a code of marketing of breastmilk substitutes, WHO should pay particular 
attention to the principles which should regulate such substitute feeding. 

His delegation had accordingly co- sponsored the draft resolution and would welcome 
amendments designed to strengthen it further. 

Professor SENAULT (France) said that his delegation welcomed, in particular, the section 
of the Director -General's report relating to the strengthening of education, training and 
information on infant and young child feeding. The problem of breastfeeding was basically 
one of health education and should involve not only mothers and women in general but also 
couples. 

The establishment of breastmilk banks would help to save the lives of infants with 
certain pathological conditions, but difficulties in finding donors existed in a number of 
countries which already had such banks. 

His delegation was pleased to note from document А33/6 Add.l that the Director - General 
proposed to continue consultations with a view to the elaboration of a definitive draft of 
an international code of marketing of breastmilk substitutes for submission to the sixty - 
seventh session of the Executive Board and the Thirty- fourth World Health Assembly. For the 
present, he would merely stress the need to avoid too much detail in the text, which might 
possibly be prejudicial to the purposes of such a code. 

The appropriate departments of his Government, in consultation with interested professional 
and consumer groups, were currently elaborating a national code consistent with the spirit of 
the recommendations of the joint WHO/UNICEF Meeting. Interest in breastfeeding was clearly 
growing. His delegation was satisfied with the progress already made and had accordingly 
co- sponsored the draft resolution. It was prepared to participate in the drafting group. 
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Dr DIALLO (Mali) said that his delegation had co- sponsored the draft resolution and 
strongly supported the proposed international code of marketing of breastmilk substitutes. 

Problems regarding infant feeding had arisen in his country because the idea had spread 
that bottle - feeding a baby indicated a rise in the family's social status. There had been 
cases in which women had brought bottles containing badly prepared formulas to the christening 
of babies only seven days after birth. It was only when the baby of a woman of high rank 
had died as a result of a badly prepared bottle -feed that a reaction against the practice had 
started. 

Miss COLTHRUST (Trinidad and Tobago) congratulated the Director - General for his initiative 
in convening the joint WHO/UNICEF Meeting, and urged him to continue consultations with 
particular reference to the elaboration of an international code which would serve as a basis 
on which Member States could develop their own national systems. There was a particular need 
for countries to monitor and control the quality of exported infant food products with the 
same degree of diligence they demonstrated with regard to products-manufactured for domestic 
consumption. 

Her delegation attached great importance to actions which could be taken by 'health 
departments and workers to implement health education programmes to encourage breastfeeding 
and to support complementary feeding practices with the use of local food resources. There 
was a need to train health personnel; in that connexion, the Pan American Health Organization 
had funded two seminars for obstetricians for the purpose of sensitizing key personnel to the 
benefits of breastfeeding and their own essential role in the establishment of the practice. 
Further such programmes should be encouraged. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) strongly supported the 

promotion of breastfeeding, and endorsed the principles enunciated by the delegate of New 
Zealand, particularly on the need constantly to emphasize the undoubted benefits of breast- 
feeding as the method of choice. Any suggestion of stigmatizing mothers who were 
physiologically unable to breastfeed their children must however be avoided. His delegation 

had been interested to note statistics quoted by the delegate of China to the effect that 
inadequate lactation occurred in up to 40% of nursing mothers in various parts of that country. 
His Government's interest in the important issue of poor lactation, or failure of unweaned 
children in developing country communities to thrive, had led to the undertaking of special 
research in cooperation with the Gambia. The results of that work would be published in due 

course. 

He shared the view of the delegate of Trinidad and Tobago in regard to the positive 

promotion of breastfeeding. Any advertising agency asked to promote a manufactured product 

with the ideal nutritional and proven side benefits of breastfeeding would consider that it 

had a winning product. The natural product should be no less aggressively promoted than the 

substitutes promoted by the industry. 

His delegation was prepared to join the proposed drafting group. 

Mr GÁLVEZ DE RIVERO (Peru) said that the question of infant and young child feeding was 

important not only in itself but also in relation to the achievement of health for all by the 

year 2000. 
It was generally accepted that a country's health reflected its economic and social con- 

ditions, which, in most cases, were determined by the degree of the country's underdevelopment 
and by the current unjust world economic order. Economic, technological and cultural dependence 

had imposed a consumption pattern which, in matters of health, had proved to be injurious, as 

was reflected in a rising death rate. Transnational corporations had a significant impact 

regarding health. The United Nations system had a vital role to play in the important question 

of the health of peoples and must develop mechanisms which would bring about a more humane and 
just international economic order in which such objectives could be achieved. 

His delegation approved the actions taken by the Director -General on the item under dis- 
cussion and supported the statement and recommendations of the joint WHO/UNICEF Meeting. The 

proposed international code of marketing represented an important step in dealing with one 

aspect of the problem, but his delegation considered that the draft code required amendment with 
a view to achieving results more expeditiously. There should be a more explicit reference to 
doctors, some of whom had contributed to changes in cultural patterns by becoming advocates of 
substitute feeding. His delegation would submit specific proposals at a later stage. 
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Dr CORNAZ (Switzerland) said that there was a direct connexion between the early feeding 

and the subsequent physical and mental development of a child as well as between child nutrition 
and the economic and social development of a country. It was therefore appropriate that WHO 
should attach great importance to the question under discussion. 

Three points in the draft resolution which her delegation had co- sponsored must be stressed. 
First, the text covered the entire spectrum of infant and young child feeding, including the 
essential matter of proper feeding of the mother. Second, it sought to implement the statement 
and recommendations of the joint WHO/UNICEF Meeting. Her delegation attached great importance 
to that aspect. Third, it defined the responsibilities of the different agencies involved 
and, in particular, those of the relevant national services, particularly the health services. 
The marketing of breastmilk substitutes and their control represented only one, but an important, 
aspect of a complex problem. The risks involved in the inappropriate use of substitutes were 
such, however, that her delegation attached great importance to the speedy elaboration of an 
international code. The current Health Assembly must give the Director -General clear directives 
regarding the principles which should underlie the proposed code along the lines of paragraph 
4(3) of the draft resolution. Such a code should represent a framework for national legislation 
and regulation. Information on breastmilk substitutes should be the responsibility of the 
country in which the product was marketed and, in particular, of its health system. Countries 
should be in a position to monitor the quality of food for infants and young children. 

Her delegation would be prepared to participate in the drafting group. The draft 
resolution required modification, but its spirit should not be changed. 

Dr NGAKANE (Lesotho) said that the Director -General's report and related proposals were 
timely in the light of the high -pressure sales drives for breastmilk substitutes currently 
taking place in his country. If immediate remedial action was not taken, the nutritional and 
health status of the children would be seriously compromised. 

The rapid decline in the natural process of breastfeeding was causing growing anxiety in 
his country, as had been made clear in the report of the Second Lesotho National Food and 
Nutrition Planning Conference held in Maseru in March 1979. The report had indicated serious 
alarm from field workers at the inroads being made by commercial products in a society which 
traditionally breastfed its young to the age of two years and had a relatively low incidence 
of child malnutrition. 

Because of its size, national poverty, proximity to a rich neighbour, and early contacts 
with colonial conquerors, his country's sociocultural values had changed almost beyond recog- 
nition. The rural mountainous areas of the country were being denuded of population. There 
had been a 23% shift of population from the mountainous areas to the lowlands during the years 
1966 -1976, and a 94% increase in the population of Maseru during the same period. One conse- 
quence of such economic, social and cultural change was that mothers were no longer satisfied 
with living on the land but had moved to the towns in search of the new culture and had come 
face -to -face with the realities of urban slums and social pressures. The demands of sheer 
biological survival and social conformity drove them to work, often leaving their children to 
strangers so that bottle - feeding was a natural result. 

Donors of milk powder provided an important source of animal protein for growing children 
but were unwittingly offering an inadequate substitute for breastfeeding. 

In order to combat the onslaught on breastfeeding, the Second Lesotho National Food and 
Nutrition Planning Conference had recommended the introduction of legislation which would permit 
all breastfeeding employed mothers to breastfeed their babies for a period of twelve months. 
That recommendation had been further strengthened by measures providing for adequate maternity 
leave for working mothers, including up to 90 post -natal days, and the establishment of nursing 
facilities near women's places of work. The Conference had also recommended that measures be 
introduced to restrict the importation, distribution and advertisement of commercial baby 
milks to those mothers who, for medical reasons, could not breastfeed. Teaching on the 
subject of breastfeeding was to be introduced in all primary, secondary and vocational 
schools from standard 5 and a continuing campaign was to be launched through the mass media. 
In order to eliminate any possible impact on breastfeeding, food -aid programmes for vulnerable 
groups were to be reviewed. 

His delegation accordingly welcomed documents A33/6 and A33 /6 Add.l. It was a co- sponsor 
of the draft resolution, and strongly urged its adoption with a view to action at the global 
level. 

Dr SHWE TIN (Burma) said that his country was grateful for the steps taken by WHO and 
UNICEF to prevent the exploitation by multinational companies of poor countries like his own. 
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Burma had had to takefirm measures to reduce the use of breastmilk substitutes. Mothers had 
to attend a maternal and child health clinic to prove that they were unable to breastfeed 
before a prescription for breastmilk substitutes was issued; and the clinic decided how 
long the use of substitutes should continue. He welcomed moves to establish an international 
code of marketing of breastmilk substitutes and regretted that WHO had not taken action 25 
years earlier. Producers of breastmilk substitutes should comply with such a code or face 

penalties. 
Burma was working hard on the production of weaning foods from local products and would 

welcome the advice of countries with experience in that area. Working mothers who were also 
breastfeeding needed to feed their infants twice during working hours. He hoped that WHO 
and UNICEF would help in the organization of crèches to facilitate breastfeeding breaks. 

Dr ВEAUSOLEIL (Ghana) supported the action being taken to promote breastfeeding and 

control the marketing of breastmilk substitutes. However, it was important to realize that 
breastfeeding was not the only factor in the healthy growth and development of children; 

beyond the age of four to six months supplements in the form of weaning foods were necessary. 
Indeed, proper feeding at all stages of development was crucial; inadequate nourishment at 

any stage, regardless of whether it was adequate at subsequent stages, could result in 
irreversible setbacks to normal development. In countries such as Ghana the most serious 
problems of child malnutrition arose during the weaning period. Unless a programme aimed 
at developing weaning foods, particularly foods based on local products, was developed, 
the objective of breastfeeding promotion, the healthy growth and development of children, 
would not be realized. His delegation urged the strengthening of the draft resolution 
to emphasize that point; the reference to it in the quotation from resolution WHA27.43 in 

the second preambular paragraph was not sufficient. 

Dr REZAI (Iran) said that action to promote proper infant and young child feeding was an 
investment favouring the growth of a healthy generation and would benefit the national 
economy. Adequate nutrition of mothers and children and provision of the physical and 
mental conditions required for healthy development were the most vital objectives of health 
programmes. Despite the health activities undertaken in Iran infant 
were still at a high level, mostly as a result of communicable diseases and malnutrition. 
The lack of knowledge among mothers and families, especially in rural areas, was a significant 
factor. Within the framework of comprehensive health and welfare services, special programmes 
were therefore being undertaken for mothers and infants, the most vulnerable groups. Iran's 
new nutrition programme paid specific attention to encouraging breastfeeding, promoting 
appropriate complementary feeding, providing mass nutritional education, utilizing local 
resources, and increasing the number of maternal and child health clinics, especially in 

rural areas. 

His delegation wished to co- sponsor the draft resolution. 

Dr SMITH (Nigeria) said that Nigeria had participated in the joint WHO/UNICEF Meeting. 
He urged continued priority to the vital issue of infant and young child feeding, with its 
important economic implications. Nigeria had a strong commitment to the promotion of 
breastfeeding and had therefore supported WHO's workshop in Nigeria in November 1979. As 

a follow -up there would be national workshops for frontline health aid related workers, who 
played an essential part in the community and in primary health care. Health education of 
the public would be intensified and stress that breastmilk was the ideal and that substitutes 

should only be used for the unfortunate minority unable to breastfeed. The aim was to 

eliminate the idea that breastmilk substitutes were indispensable to child -rearing. It was 

evident that the high incidence of protein -energy malnutrition and the consequent morbidity 
and mortality were largely owing to a decline in breastfeeding. The aggressive and 

uncontrolled advertisement of breastmilk substitutes and the trend towards a breakdown in 

traditional culture, with women in urban and periurban areas taking up work, had contributed 

to the decline. Mothers and fathers should be given all the information they needed to 
ensure family welfare. 

Undesirable advertising should be controlled by an appropriate code and legislation, 

and WHO's lead should be followed by all Member States. Nigeria had already drawn up a 
draft code of ethics and professional standards for advertising, product information, and 

advisory services for infant formulas in Nigeria, which was being discussed with infant - 
food producers. He was submitting a copy for WHO's information and hoped that it would 
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be studied along with the draft code outlined in the Director -General's report. It would 

also be necessary to ensure suitable conditions for the optimum use and proper storage of 

breastmilk substitutes when they were needed. The provision of adequate weaning foods was 

likewise an essential factor in reducing child malnutrition. WHO should continue to support 

research into suitable local weaning foods, particularly in developing countries where 

infection and infestation exacerbated malnutrition. Nigeria was investigating the potential 
of a local product,Soy -ogi, which was based on maize gruel and fortified with soy protein 
and vitamins. 

Information would have to be made more readily available to mothers. Measures that 
would produce improvements were the adoption of family planning practices, increases in 
family income, amendments to the employment conditions of working mothers, the provision 
of crèches close to the work place, and strict control of breastmilk substitutes. It was 
also essential to improve environmental sanitation, intensify control of communicable 
diseases, increase the food supply, formulate national nutrition policies, pursue primary 
health care, and secure international cooperation. 

His delegation wished to join the co- sponsors of the draft resolution and stressed the 
importance of operative paragraphs 4(3) (a) and (b). The draft resolution might be expanded 
to include other important recommendations contained in the Director -General's report. 

Dr SIККEL (Netherlands) said that the issue under discussion was just one component of 
nutrition, the major contribution to the solution of the problems of infant and young child 
feeding coming from social and economic development. Women should fully participate in the 
development process, hence the importance of the recommendation on their participation in the 
Director -General's report. Intersectoral policies should be formulated both at the national 
level and in the Subcommittee on Nutrition of the Administrative Committee on Coordination, 
in which WHO was cooperating inter alia with FAO, UNICEF, UNESCO, and the World Food Programme. 
Appropriate research was needed into the usefulness of food supplementation programmes, the 
quality of breastfeeding, and the needs of pregnant and nursing women. Information and 
education programmes were also needed. More attention should be paid to the improvement of 
breastfeeding and weaning practices in the training of and in manuals for primary health care 
workers. The channels of communication with women should include traditional birth 
and traditional practitioners who, in many countries, had the confidence of the rural popula- 
tions 

He supported the draft resolution. A definitive proposal for a code of marketing 
suitable for incorporation into national legislation should be submitted to the January 1981 
session of the Executive Board. 

Professor MAMMERI (Algeria) said that the issue of infant and young child feeding was of 
vital importance for the development of the individual and the socioeconomic development of the 
country. The recommendations of the joint WHO/UNICEF Meeting should therefore be implemented 
without delay. They covered the problem comprehensively, stressing the promotion of breast - 
feeding, the termination of undesirable marketing practices that encouraged mothers to use 
breastmilk substitutes when not necessary, the promotion of nutritional education, and the 
formation of coherent national nutrition policies. 

Algeria had co- sponsored the draft resolution because it attached great importance to 

its two main objectives, namely the implementation, with the assistance of WHO, of the 

WHO/UNICEF Meeting's recommendations and the elaboration of an international code of marketing 
for infant foods. The draft resolution might perhaps be amended further. In relation to 
the quality control of breastmilk substitutes and weaning foods, WHO should help Member States 
to establish adequate monitoring systems to control products at all stages of production and 
marketing, bearing in mind that they should meet required quality standards during and 
immediately after production and at the time of importation and that they should not 
deteriorate as a result of exposure to heat or humidity, poor storage, or defective 
packaging. Such control measures were an essential part of any attempt to improve infant 
feeding, and if based on the standards established by the Codex Alimentarius Commission 
should pose no great problems for the international community. It was in the interests of 
all to promote safe products of high quality, and a paragraph on quality control might be 
added after operative paragraph 4 of the draft resolution. Reference should also be made to 
the evaluation by Member States of the measures taken by them and WHO to improve infant and 
young child feeding, in particular the promotion of breastfeeding. His delegation wished to 

participate in the working group that would consider the draft resolution. 
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Dr КIVITS (Belgium) said that his delegation had co- sponsored the draft resolution and 
would examine the various amendments proposed by previous speakers. His country had 
participated in the WHO/UNICEF M eeting. Belgium's experience at home and in developing 
countries had convinced him of the need to promote breastfeeding by all possible means and to 
warn about the dangers of premature bottle -feeding. Since the end of the Second World War 
bottle - feeding had become an increasingly attractive alternative to breastfeeding; mothers 
wished to escape the constraints of breastfeeding, breastmilk- substitute producers and 
certain paediatricians had applied pressures, and health workers had found it easier to 
prescribe bottle - feeding than to educate mothers in breastfeeding. There had also been an 
increasing trend for mothers to place children in crèches from an early age. The result had 
been to facilitate the propagation of intestinal and other communicable diseases, in some 
cases with tragic consequences. He wondered how far the decline in breastfeeding in Belgium 
had contributed to keeping the infant mortality rate higher than in neighbouring countries. 
If the disadvantages of bottle - feeding could be seen so clearly in an industrialized society 
where some measure of safety could be guaranteed, the consequences were far more serious in 
less well equipped countries with a low level of education among mothers, widespread poverty, 
inadequate domestic hygiene, no refrigerators, and no adequate means of sterilization. 
Previous speakers had already indicated the risks in such countries of malnutrition and 
gastrointestinal infection from bottle -feeding. 

Mothers themselves required adequate nourishment if they were to breastfeed successfully; 
appropriate nutrition and nutritional education should therefore be provided. WHO, FAO, UNICEF, 
and nongovernmental organizations could play an important part through promotional and 
educational activities. The role of breastfeeding in the spacing of births and the importance 
of spacing for the health and nutrition of the mother should also be considered. 

Since in some cases bottle - feeding was unavoidable, breastmilk substitutes should meet 
the physiological needs of infants suitably and at a price families could afford. To reduce 

dependence on imports they should be prepared, as far as possible, from local products. 

Infant -food producers should be urged to take a more active interest in the local production 

of weaning foods that complied with required quality standards and were marketed according to 

an internationally agreed marketing code. Products should be accompanied by proper 

instructions for use that made no false claims for the product. His delegation supported 

the actions so far taken. 

Professor TEJEIRO (Cuba) supported the action taken by the Director -General. The draft 

marketing code should be amended to give greater emphasis to the promotion of breastfeeding 

and to the proper use of breastmilk substitutes when, and only when, their use was unavoidable. 

If, as stated in the final preambular paragraph of the code, its purpose was to serve as an 

international instrument to give effect to the principles contained therein in the context of 

countries' social, economic,, educational, and overall development framework it might perhaps 

be better able to fulfil that purpose if it were amended along those lines. Otherwise the 

draft code was a good basic document. 

Breastmilk substitutes had not been advertised in Cuba for 20 years; physicians and other 

health personnel had all the necessary knowledge to recommend them and give instructions for 

their use when necessary. There had been a drop from over 50 deaths per 1000 live births in 

1960 to less than 20 in 1979. Although it was only one of the factors involved, the absence 

of advertising was considered to have had a beneficial influence on infant mortality levels. 

Dr KLIVAROVÁ (Czechoslovakia) welcomed the Director -General's report and supported the 

draft resolution. In Czechoslovakia women received certain benefits if they undertook to 

breastfeed their children; for example, paid maternity leave, with guaranteed reinstatement, 

could be extended from six months to as much as two years. Breastmilk- substitute producers 

should comply with the quality standards set down by the Codex Alimentarius Commission, and 

instructions on the package or bottle or in the insert should indicate expiry dates for both 

unopened and opened packages. A further consideration was the quality of the water needed 

for the dilution of breastmilk substitutes. Water used in Czechoslovakia was carefully 

monitored, particularly in respect of its nitrate and nitrite content and for the presence of 

pollutants. In areas where drinking -water did not comply with required standards mothers 

used specially approved bottled mineral water. 

Dr ONDAYE (Congo) said that many African countries had experienced the situation of the 

introduction of bottle - feeding giving rise to serious problems. Breastmilk substitutes had 
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been promoted as giving advantages such as the liberation of women, but when poverty and 

illiteracy were combined with unfavourable ecological and climatic conditions their impact 

could only be negative. He regretted the passing of many of the traditional values and the 

trend, partly to be modish and partly from ignorance, towards adopting everything from the 

advanced countries. Breastfeeding had always been considered as having a stabilizing 

emotional effect on mother -child and family relationships and as providing the most rational 
and effective method of family planning and of protecting children against infection and 

malnutrition. In countries such as his, which had no dairy farming and could not produce 

breastmilk substitutes, traditional methods and teachings should not be despised but 

re- examined, since they often incorporated important hygienic precepts that should be adopted 
to ensure family health. Countries had moved away too quickly from their past traditions 
and culture and were no longer able to cope. In his own village the older women had nearly 
always succeeded in assisting mothers to breastfeed and knew recipes for preparing cheap local 
weaning foods. The developing countries should take advantage of such knowledge and their 
biomedical research should take into consideration the sociocultural and health background of 
the country. It was not always necessary to seek solutions elsewhere, from the former 
colonial powers for example. Developed countries should use their expertise to assist 
research into local solutions. Action would have to be swift, as traditional knowledge was 
fast disappearing. 

Measures would have to be taken to reduce infant mortality and morbidity resulting from 
bottle - feeding. Research on breastmilk substitutes should perhaps be restricted to those 
industrialized countries where they were needed. The promotion of breastfeeding would not 
succeed without proper education and training, which should start in schools. He wondered 
whether sufficient commitment existed; the consumer society had made people forget their 
primary responsibilities to the family in the scramble to improve their material lot. The 

issue was so important that the draft resolution and recommendations were not enough. 
Dynamic and coordinated action was required. 

Professor PACCAGNELLA (Italy) supported the principles outlined in the report and the 
Director -General's actions. He agreed with the delegate of the Federal Republic of Germany 
on the need to avoid giving rise to feelings of guilt among mothers and to base breastfeeding 
promotion on well planned educational campaigns. Breastfeeding was an important factor in 
strengthening and stabilizing family relationships, which were suffering from the impact of 

industrialization and in some cases the dehumanizing effects of hospital delivery. 
His delegation supported the draft resolution and wished to be included in the working 

group considering its revision. 

Dr EL -AKKAD (Egypt) said that breastfeeding was unquestionably the ideal method of infant 
feeding, particularly for the immunity it gave and for the elimination of the infections that 
might arise from bottle -feeding. Breastfeeding also made a psychological and emotional 
contribution to the child's welfare. 

In relation to the draft resolution, he supported the establishment of an international 
code for the marketing of infant foods but thought that it should also include their 
production. Operative paragraph 4(3)(a) should contain a specific reference to those 
responsible in the health sector. Further, a paragraph should be added requiring effective 
control of infant -food production to ensure that it complied with accepted international 
standards. 

Dr HENRÎQUEZ (Ecuador) said that in Ecuador maternal and child care had always been given 
the highest priority; 60% of the time of the staff of the Division of Family Health was 
concerned with maternal and child care. Standards had been prepared for the various forms of 

such care, with the help of technical personnel from WHO and pAHO. It was necessary to review 
and evaluate their implementation in the present year. 

Some important facts had been noted; for example, the proportion of mothers breastfeeding 
their babies was higher in rural than in urban areas. The highest infant morbidity and 

mortality rates among infants in the rural areas were during the weaning period. Although 

foods that could supplement the mother's milk existed, they were not properly used. Proper 
control and regulation of such supplementary foods was lacking. Companies went too far in 

advertising and promoting their products, and many doctors had failed to collaborate in 

applying the standards. Many paediatricians appeared to gain greater prestige by recommending 
expensive products - assisted, of course, by those who marketed those products. 
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Lactation decreased as women became better educated. No explanation had so far been 
found for that phenomenon, but it might be connected with mothers' going out to work, snobbery, 
aesthetic factors, or advertising of food products. 

It was extremely important that organizations such as WHO and UNICEF had concerned 
themselves with the problem; his country would support WHO in its efforts. He would ask the 
Director - General to continue along those lines until the aim had been achieved. One of WHO's 
functions was to advise Member States, and the documents submitted showed that it was performing 
that function. Ecuador would accept the rеcommendationsmade by the WHO/UNICEF Meeting and 
adapt them to meet the conditions existing in the country; everything possible would be done 
to ensure that Ecuadorian mothers breastfed their children, since, in spite of all advances in 
technology, nothing better than mother's milk had been found. It should not be forgotten that 
many children were continuing to die or to grow up handicapped, and that that was largely the 
fault of those who had failed to do their duty. 

Dr DEWAN (Bangladesh) said that his country welcomed the documents under consideration and 
the draft international code of marketing of breastmilk substitutes. The importance of 
breastfeeding was understood in Bangladesh; it was practised by most mothers among the rural 
population, which constituted 92% of the total population of the country. The small 
percentage of educated women and working mothers who resorted to bottlefeeding were being 
reminded of the benefits of breastfeeding. Greater attention would, nevertheless, be given 
to the question in the Bangladesh national programme so as to ensure that mothers resorted to 
breastfeeding and that they were provided with the appropriate diet during the prenatal period. 
Doctors, midwives, nurses and other health workers would also be involved in the programme. 

Mrs WALUSIMBI (Uganda) said that her delegation fully supported the recommendations made 
by the WHO/UNICEF Meeting. In Uganda education on breastfeeding dated back 18 -20 years, and 
all midwives and public health workers laid emphasis on breastfeeding in health education 
programmes during the ante- arid post -natal periods. 

Traditionally, Ugandan mothers were proud to breastfeed, and the majority usually breastfed 
their babies up to the age of 12 -18 months. Stress was being placed at the present time on 
the production and proper use of local foods for use in weaning and in supplementing breast- 
feeding, such as soya flour; those foods were both cheap and highly nutritive, and their use 
helped to save foreign exchange that was vitally needed for the development of health facilities 
for infants and children. Uganda had passed through a difficult period, but the majority of 
children had survived, thanks to breastfeeding. 

Where mothers failed completely to produce natural milk, they should be assisted in 
providing artifical feeding, and given proper instruction on the handling of utensils and 
related procedures. 

Professor SYLLA (Senegal) pointed out that his delegation was one of the co- sponsors of 
the draft resolution arid had helped in the drafting of the French text. The Senegalese 
delegation also fully supported the efforts of the Director -General in promoting breastfeeding. 
It was impossible to emphasize too strongly the disadvantages of artificial infant foods, and 

particularly the danger of contamination and deterioration in tropical climates. 
It was clear that there was a marked tendency to regard reconstituted infant foods in the 

same way as medicaments; for that reason the international code should be based on the Codex 
Alimentarius. In addition, however, it should also take into account the legislation already 
in existence in a number of countries on foods for infants and children, as well as that on 
medicaments; the latter was relevant to milk which had been treated in some way or to which 
substances had been added. His delegation welcomed attempts to ensure enforcement - a 

necessary part of all legislation. 

Dr COELHO (Portugal) expressed his delegation's total support for the statement arid 

recommendations of the WHO/UNICEF Meeting and the draft resolution. Every effort should be 
made to put into practice the ideas contained in those documents. The existence of an 
international code of marketing of breastmilk substitutes would be of great help to national 
health authorities in defining and implementing an appropriate policy in that field. 

Dr SAI (Chairman of the WHO/UNICEF Meeting) expressed his thanks to the Director -General, 
the Executive Director of UNICEF, and the WHO Secretariat for the tremendous efforts they had 
made. The draft resolution, though not yet adopted, showed that the matter was regarded 
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as one of great importance, that should be pushed forward with even greater force and speed. 

One could only feel humbled by the fact that mankind, in spite of its ability to perform 

wonderful feats, was still unable to ensure that mothers and children were well fed. He would 

like to communicate to the Committee the sense of moral outrage arising from that situation. 

The search for instant solutions had gone on too long; in a complex matter such as 

infant mortality, no single factor could effect a change. A whole host of factors were 

involved, including some that had been discussed by the Committee. At the WHO/UNICEF Meeting 

surprise had been expressed that the medical profession in particular and the health professions 

in general had been the subject of adverse comments. He did not believe that those comments 

had been either uncalled for or too severe. There were sins both of commission and of 

omission. Historically, medical and health professionals had failed mainly because of sins of 

omission. The leaders of those professions had lacked a proper sense of intellectual 

humility, and had failed to see what needed to be done in the field and to do it. The talking 

had gone on long enough; it was time for action, based on the sense of moral outrage that he 

had already mentioned. 

The scientific aspects had been adequately discussed. He would only say that he had been 

appalled to hear the delegate of Sierra Leone say that her country was looking for funds so 

that the weaning food programme, which had been started in 1964, could be expanded. Surely 

in 16 years resources could have been found to help a small country in expanding something 

that had been proved to be satisfactory. He pleaded with those responsible for financial 

resources to act together and decide what was lacking in the field, and see that international 

resources were directed towards dealing with the problems. 

The WHO /UNICEF Meeting had agreed that industry and commerce had an important part to 

play in the field. Nevertheless, in relation to infant and child feeding, and to breast - 

feeding in particular, they should not use their considerable skills to try to create a 

demand so as to enable them to say that they were helping to meet it. It was, however, their 

legitimate responsibility, in collaboration with governments and health professionals, to 

meet a clearly defined need. That should be the basis for, and the philosophy underlying, 

the international code when it came to be written. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) said that the Secretariat had 

taken careful note of the many useful suggestions made, which would be valuable for further 

technical cooperation with Member States in this field. The emphasis on the need to see the 

question of infant feeding in the context of health for all and primary health care had been 
noted. In particular, it could not be separated from maternal health and nutrition. The 

need for support for working mothers, including both family and social support measures, had 

been stressed. It was necessary to educate the various categories of workers concerned, both 
in the health sector and in other sectors. The dialogue and collaboration with the various 
parties involved should be continued, with special emphasis on the involvement of women's 
organizations. 

Many Member States had expressed their willingness to collaborate in research programmes, 
but especially, and more so, in activities that were immediately necessary. That applied 
particularly to the encouragement of breastfeeding, the development of appropriate and 
locally available weaning foods, the education of professionals, families and the public and, 
especially, to the status of women and the social support that it required. Many delegates 
had stressed that in the field of infant and young child feeding, in addition to breastfeeding, 
appropriate and timely weaning practices were most important, and had asked WHO to provide 
support in that field. 

Dr BEHAR (Nutrition) said that two technical questions had been mentioned in the 

discussion. The first related to the proportion of women physiologically unable to breast - 
feed; that was less than 1% where breastfeeding was traditional. The figure of 30 -40% that 
had been quoted was disturbing; it was the consequence of the knowledge that alternatives 
were available which might be better, or which gave rise to doubts and uncertainty, and 
resulted in a decrease in lactation that was psychosocial in origin rather than physiological. 
It was for that'reason that the promotion of such alternatives should be reduced. 

The second point was that, after the age of 4 -6 months, foods that supplemented breast - 
milk became necessary, though breastfeeding should, of course, be continued. In most 
developing countries, as had been pointed out by the delegate of Ghana among others, malnu- 
trition in children was caused more by late and inadequate nutrition on weaning than by 
artificial feeding. While breastfeeding should be protected and artificial feeding opposed 
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when it was not indicated, appropriate weaning foods were also required. He had therefore 
been pleased to hear many delegates call for further studies to determine how local foods 
could be used for that purpose. Two years ago the Director -General had submitted to the 
Health Assembly a proposal for research on that question. 

Two approaches were possible. The first was to produce formulas industrially; that was 
sometimes necessary. The other alternative, which had received less attention, was to feed 
the child during weaning with foods which were available in the home and only required suitable 
preparation and combination. It was scientifically possible, in most countries, for that to 
be done; what was needed was practical work in the field. WHO was ready to cooperate with 
any country needing assistance in either of those two fields. 

Dr TEJADA -DE- RIVERO (Assistant Director -General) said that many delegates had referred to 
continuation of the process of preparing the draft international code of marketing of breast- 
milk substitutes. The Director -General, in his report as well as in his statement on this 
subject, had requested the advice and guidance of the Health Assembly both on how to implement 
the recommendations of the WHO/UNICEF Meeting and particularly for the final preparation of 
the draft code which, according to what had been said by delegates and appeared to be already 
a consensus, he would submit to the sixty -seventh session of the Executive Board in January 
1981 aid afterwards to the Thirty- fourth World Health Assembly in May 1981. 

During the process of preparation of the preliminary drafts, account had been taken of 
the recommendations of the WHO/UNICEF Meeting. However, two explicit recommendations in this 
respect had been orienting the Secretariats of WHO and UNICEF: the involvement of all con- 
cerned parties and the need to reach a conclusion as soon as possible. Having heard the statements 
of the delegates, it now seemed that the Health Assembly would fully endorse the recommenda- 
tions of the WHO/UNICEF Meeting, and that meant that future steps in the process of prepara- 
tion of the international code would be greatly facilitated. In relation to the involvement 
of all concerned parties, it was expected that governments would continue sending to WHO their 
written views, opinions and suggestions regarding the second draft, contained in document 

A33/б Add.l. It was also expected that other parties concerned would do the same. When all 

that material had been duly processed it would be possible to hold consultations with selected 
representatives of all the concerned parties, as many delegates had recommended. That meant 
the participation of specialized agencies of the United Nations, the nongovernmental organiza- 
tions, experts, consumers' representatives and the infant -food industry. A consultation with 

selected governments of both importing and exporting countries would also be held, assuring 

in this way the continuation of the democratic process mentioned by the Director -General in 
his statement on the subject. Only then would the Director -General present a final draft of 

the international code for the consideration of the Executive Board at its sixth - seventh ses- 

sion. 
Many delegates had also stated that the Secretariat should take into account certain 

general principles which would help to determine the content of the international code. The 
Secretariats of WHO and UNICEF had noted the suggestions made in this respect by delegates and 
would also consider any similar suggestions that might be submitted in writing. The basic 
framework for the content of the code was in the statement and recommendations of the WH0/ 
UNICEF Meeting, and the Secretariats would have to do their best in order to ensure that the 
draft to be presented to the sixty -seventh session of the Executive Board would be comprehensive 
enough to translate the framework of the October meeting; general enough to constitute a use- 
ful international instrument common to all countries; flexible enough to provide principles 
and guidelines for countries with different economic, social and political systems in their 
efforts to develop their own national legislation in this matter; and effective and clear 
enough to serve the main purpose on which there was a consensus of all the governments and 
parties concerned - i.e., to emphasize the preservation of breastfeeding, to guarantee that 

marketing of breastmilk substitutes and weaning foods should be designed not to discourage 
breastfeeding and to guarantee that there should be no sales promotion, including promotional 
advertising to the public of products to be used as breastmilk substitutes or bottle -fed sup- 
plements and feeding bottles. 

Many delegates had stressed the need for national legislation, and each cdhntry should 
develop it according to its own social, cultural, economic and political reality. The inter- 

national code and the individual national legislations were not in opposition but, on the 

contrary, they should work together for the attainment of their purposes. WHO was ready to 

give technical support to countries if they so requested in the preparation of their national 

legislation to promote breastfeeding and regulate the marketing of products. 
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The discussion had shown and proved that WHO provided an objective, independent and 

impartial platform for dialogue between countries on common important issues. As the delegate 

of the United States of America had pointed out, even if somematterswere subjects of controversy 
they could not be set aside if health was the central issue. It was precisely in controver- 

sial matters of this kind that Member States could act collectively through their World Health 

Organization if they agreed on the main purposes and on the main ways and means of achieving 

those purposes. The Secretariats of WHO and UNICEF had been greatly motivated during the 

discussion because the promotion of breastfeeding was one of the practical steps which all 

countries should undertake as quickly as possible to translate into action the concepts of 
health for all by the year 2000 and primary health care. 

The CHAIRMAN said that a drafting group would be meeting to draw up a revised draft 
resolution. 

It was so agreed. (For continuation, see summary record of the sixteenth meeting, 

section 3.) 

2. SIXTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1978 -1983 INCLUSIVE): 

ANNUAL REVIEW AND PROGRESS REPORT ON MEDIUM -TERM PROGRAMMING FOR THE IMPLEMENTATION OF 

THE SIXTH GENERAL PROGRAMME OF WORK: Item 24 of the Agenda (Document ЕВ65/1980/REС /1, 

resolution EB65.R4; Document А33/7) 

The CHAIRMAN said that the Thirty -first and Thirty -second World Health Assemblies had discussed the 

medium -term programmes for health manpower development, mental health, and the promotion of 

environmental health. The Executive Board had now transmitted to the Assembly the medium -term 

programme for the development of comprehensive health services, a major area of concern in the 

Sixth General Programme of Work comprising health services development, family health, mental 

health, and prophylactic, diagnostic, and therapeutic substances. Document А33/7 contained 

four annexes, each covering one of those four major programmes: Annexes I, II and IV were global 

medium -term programmes, Annex III a progress report. The disclaimers at the end of the first 

pages of Annexes I, II and IV should be ignored. 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that since 1977 the Programme 

Committee established by the Executive Board had submitted to the Board an annual review and 
progress report on medium -term programming for the implementation of the Sixth General Programme 
of Work, and the Executive Board had in turn transmitted the medium -term programmes to the 

Health Assembly. Thus in 1978 Committee A had been called upon to consider the health manpower 
development and mental health programmes; and in 1979 the programme for the promotion of 
environmental health. In the present year the Executive Board in resolution EB65.R4 had asked 
the Director - General to transmit to the Assembly the medium -term programme for the main sector 
of the Sixth General Programme of Work, development of comprehensive health services, 
comprising the major programmes health services development, family health, mental health, 
and prophylactic, diagnostic, and therapeutic substances. 

The medium -term programmes annexed to document А33/7 had been established in accordance with 

the methods and procedures approved by the Thirty -first World Health Assembly in resolution 
WHA31.10. Those methods were characterized by the application of country -based criteria and 
full and continuous interchange of experience and information between all echelons of the 
Organization during preparation of the medium -term programmes. 

In the preparation of the medium -term programme for the development of comprehensive health 

services an attempt had been made to apply some of the principles concerning health systems 

proclaimed in the Declaration of Alma -Ata on primary health care. The medium -term programme on 

mental health, one of the major programmes under that heading, had been established in 1976 

and submitted to the World Health Assembly in 1978. Document А33/7 contained a report on the 

first two years of its implementation. 

The need had become apparent to increase the scope of medium -term programming so that it 

effectively covered all aspects of the Sixth General Programme of Work and hastened the 
formulation of programmes in those sectors of the Organization in which they had not yet been 
established. 
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The CHAIRMAN pointed out that the present report was being submitted to the Assembly to 

illustrate how the Sixth General Programme of Work was being converted into the medium -term 
programmes. The background document was therefore being submitted for information; there 
was no enough time for a full review. The Committee's task was to consider to what extent the 
major area of concern - development of comprehensive health services - in the Sixth General 
Programme of Work had been converted into viable medium -term programmes. 

Dr ROGOWSKI (Poland) endorsed the Executive Board's view that medium -term programming was 
one of the most important tools in the Organization's programme activities. He felt, however, 
that too little attention had been devoted, in both health services development and family 
health, to the dissemination of information on successful or promising results achieved in 
countries. Such dissemination of information should be included among the objectives. In the 
family health programme objectives 3.1 and 3.2 on page 12 of Annex II should be transposed, 
since identification and assessment of needs should come before the development of programmes. 

Dr WALSH (Ireland), referring to the question of natural methods of family planning in the 

context of the Special Programme of Research, Development and Research Training in Human 
Reproduction, said that his Government took the view that many women preferred natural methods 
of family planning to those involving interference with natural physiological processes. 
That view had tended to be confirmed in recent years as information accrued on the side effects 
of certain methods. In particular, the dangers associated with protracted use of the pill, 
especially by women over 35 and by women over 35 who were also smokers had led many women to 
seek an alternative to what had become the most widely used contraceptive. 

Much of the research on methods of contraception had been promoted by companies that were 
not particularly concerned with methods not involving the use of drugs or appliances, such 

methods had therefore perhaps not been investigated to an extent justified by their 

intrinsic importance. His Government was therefore pleased to note WHO's continuing interest 
in natural methods and its decision to study the effectiveness of the ovulation and the sympto- 
thermal methods. 

His country had participated in the study on the ovulation method and had noted that 
almost all women could be taught to recognize the signs and symptoms associated with 
ovulation and to detect the fertile days of the menstrual cycle. He awaited with interest 
the final report on the study and hoped that it would be evaluated in the next report on the 

Special Programme and then be open for detailed discussion. In that connexion, he noted that 

continuation of research on kits for predicting and detecting ovulation appeared among the 
collaborative research targets. His Government welcomed that positive approach; a more 
precise definition of the fertile period limiting the period of abstinence required could 
make natural methods of family planning more acceptable to many for whom it was a preferable 
alternative method. 

He thanked WHO for its collaboration in planning and organizing an international seminar 
on natural methods of family planning in Dublin in October 1979. In the light of the require- 
ment, under the Family Planning Act passed in 1979, that the Minister for Health should make 
available a comprehensive natural family planning service, it had been decided to organize 
the seminar to make available in his country the most up -to -date information on natural family 
planning methods and to set out clearly the basis on which such methods were being developed 
and the extent to which they might be used in family planning. Discussions with WHO had been 
a great help in the preparation of a balanced programme. About 160 people had attended and 
the seminar had been regarded as a success; Arrangements were being made to publish the 
proceedings, which it was hoped would be available within the next three months. Copies would 
be sent to WHO and would be made available to any delegations present who were interested. 

Mr ALDEN (United States of America), speaking on health services development, supported 
WHO's efforts to strengthen national planning and management capacity, one of the four 
programme priorities of his country's bilateral programmes for health cooperation. On the 

basis of United States experience, he urged WHO to be as practical as possible in providing 
consultant help and to avoid adding to the stock of theoretical and unimplemented studies to 

be found in planning offices throughout the world. His country's experience suggested that 
outside planning consultants would be most useful in helping countries to analyse the choice 
of programmes within their limited health resources; in helping countries to solve some of 
their day -to -day management and logistic problems; and in providing staff support to enable 
countries to assume the full technical responsibility for planning and management as quickly 
as possible. 
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Among family health activities maternal and child health, family planning, nutrition, 

and health education should be given the highest priority since they offered the best 

opportunity of achieving a measurable positive impact on health status. He was, however, 

concerned about the extent to which the development of comprehensive health services appeared 

to be regarded in document А33/7 as an end in itself rather than a means to an end, the end 

being an appreciable reduction in morbidity and mortality. Health services should be designed 
and evaluated in relation to specific, quantitative and, wherever possible, measurable health 
objectives. Thus in the smallpox programme a crucial difference had been made between aiming 
at a level of vaccination coverage and aiming at the elimination of smallpox transmission as 

the ultimate goal. 

He stressed the need for better data to delineate problems more accurately and to measure 
progress towards achieving objectives. The situation analysis on page 7 of the family health 
programme rightly pointed out that data were often least available when most needed. 

His delegation placed particular emphasis on health education, which should be an 

integral part of all health programmes. Special attention should be given to the development 
and use of effective health education techniques that were inexpensive, sensitive to different 

cultures, and appropriate to the goals being pursued. 

Dr S. HASAN (Pakistan) said that the medium -term programme for the development of 

comprehensive health services seemed to meet the requirements of all countries, both developing 
and developed. The report contained a correct assessment of the situation in many countries, 
noting especially the imbalance between promotional, preventive, curative, and rehabilitation 
services; the lack of community participation; the absence of health information facilities; 
the increasing cost of health services; and the lack of an intersectoral approach. The 
programme envisaged was realistic and his delegation welcomed the imaginative proposals for 
developing regional advisory councils, national health development councils, and national 
health centres. 

Pakistan had already launched a programme for a comprehensive health service integrating 
curative and preventive services, with a referral system to the higher echelons so that 
specialized services would be available to all. He therefore stressed the importance of 
strengthening national planning and management capabilities, improving information systems, 
working out evaluation and monitoring systems, and developing indicators to assess the 
effectiveness of care; and he supported the proposed programme, which met those needs and 
recognized their relevance to countries at the same stage of development. He was particularly 
impressed by the targets proposed and the timetable and action plan during the various phases. 

His delegation also agreed with the family health programme. It recognized the 
importance of strengthening maternal and child health services and integrating them into 
primary health care, but was a little sceptical about the impact of WHO's activities on family 
planning, particularly on the limitation of the size of families in countries concerned about 
excessive population growth in relation to growth of resources. The United Nations Fund for 
Population Activities provided considerable assistance tor family health care with the obvious aim 
of reducing the fertility rate in countries, but without appreciable results. Some countries 
maintained family planning programmes, while others integrated them into the health services. 
The problem was how to create the appropriate mechanism. Much more effort was needed in health 
education, in the light of the different beliefs, taboos, and life -styles in the different 
populations. In that connexion he welcomed the concern shown on page 10 of Annex II about the 
uncritical import of sophisticated technologies by developing countries. 

Professor ТАТ0 ЕNК0 (Union of Soviet Socialist Republics) said that the Sixth General 
Programme of Work was an important and effective instrument, on the basis of which detailed 
and well formulated medium -term programmes were being developed. The General Programme of 
Work contained all the necessary elements for preparing strategies for the goal of health 
for all by the year 2000. Medium -term programmes under the Sixth General Programme of Work 
were now before the Health Assembly for the third year running and he understood that the next 
Health Assembly would be considering medium -term programmes in the field of research promotion 
and development. Since the Sixth General Programme of Work included the year 1983, in future 
work on preparing medium -term programmes should start a little earlier to be a basis for work 
throughout the subsequent period, so that it would not be necessary to work out the details 
towards the end of the period. 

The programmes were complete and dynamic and included all the necessary deadlines. 
However, they all differed to some extent, particularly in structure. Efforts should be made 
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to achieve more uniformity in future so that they would be more readily usable; they might, 
for example, all employ headings such as: collection and dissemination of information; 
scientific research; and cooperation among countries. 

Another essential was that quantitative indicators for the programme should be included, 
otherwise there could be no proper evaluation of their progress. Programme evaluation was 
most important; it had been decided to set up a group to develop processes for the evaluation 
of WHO programmes and its results were awaited with keen interest. The annual review of the 
Sixth General Programme of Work was an important document reflecting the major trends in WHO's 
activities, and the experience gained in drawing it up would be useful in preparing future 
programmes. 

Dr PARMALA (Finland) said that the medium -term programmes were excellent and comprehensive, 
but he noted with regret the total lack of references to dental health services. Everyone knew 
the importance of oral pathological conditions to human health and wellbeing, aid experience in 
his own country had shown the value of dental health services, particularly for preschool and 
school -age children. They were provided under primary health care for every one under 18 years 
of age and in the past few years dental caries in young people had considerably diminished. 

Dental health services should be included in the medium -term programmes as an integral part of 
primary health care. 

He stressed the importance of the programmes on family health and on prophylactic, diag- 

nostic, and therapeutic substances. The latter programme, which appeared to be a headquarters 
programme, should be extended to the regions. 

Professor SHEHU (Nigeria) said that one of the most serious shortcomings in trying to 

strengthen national health services development capacities was the lack of uniformity throughout 

the system. The effects were apparent in the immense difficulties experienced in determining 

priority programmes based on the type of criteria used for the goal of health for all by the 

year 2000. Country health programming was an important tool in the development of a national 

health plan but it had unfortunately not been fully exploited, owing to lack of management 

capability. It was difficult to convert national health plans into programmes, projects, and 

activities and hence to administer, monitor, and evaluate health programmes. 

With regard to information -sharing, WHO's information system was so fluid that it often 

merely caused confusion. The system needed critical review. 

Regarding the family health programme, he regretted that the serious disadvantage from 

which mothers and children suffered in the less developed countries was not adequately reflected. 

The physical conditions under which they lived precluded access to health care facilities and 

they were often prevented from benefiting from cultural facilities. Those problems would 

disappear if adequate health education could be provided. It was important to remember, 

however, that the capacity for accepting radical change was influenced by political, social, 

economic, and other factors. It was unfortunate that the resources generally made available 

for health education, which was such a vital component of public health care, were so limited. 

He stressed the importance of mental health and regretted the brevity of the annex devoted 

to it. It was not generally realized that mental health was becoming a serious problem in the 

developing countries as family and community systems came under increasing pressure; the sub- 

ject was one to which the Deputy Director -General had made a considerable contribution. 

Professor JAKOVLJEVIC (Yugoslavia) stressed the importance of national health development 

centres and councils. His own country had long had institutes of public health that served 

the same purpose. He hoped that, regardless of their name, they would be recognized as being 

such centres. 
The question of community participation was political rather than technical and depended 

on the social and political structure. In most societies the trend was to increase community 

participation in the field of health. In that connexion, maternal and child health was one 

of the most important aspects of primary health care and he did not feel that it was adequately 

represented among the activities listed beside the community participation target in 

objective 2.2 on page 8 of Annex I. 

Dr HUYOFF (German Democratic Republic) said that his delegation 
had taken particular note 

of Annex III, concerning mental health, since it provided the first opportunity of assessing the 

value of medium -term planning. He was glad to note that medium -term programming dealt with 

demands for adjustment of programmes and for the integration and coordination of various fields 
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of activities. His delegation endorsed the global medium -term programme, for health services 
development and particularly appreciated the emphasis placed on primary health care, the 

promotion of workers' health, appropriate health technology, and health services research. 

He suggested that future progress reports should take into account changes in programmes 
during the time under consideration. 

The meeting rose at 13h05. 
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1. SIXTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1978 -1983 INCLUSIVE): 
ANNUAL REVIEW AND PROGRESS REPORT ON MEDIUM -ТЕRM PROGRAMMING FOR THE IMPLEMENTATION 
OF THE SIXTH GENERAL PROGRAMME OF WORK: Item 24 of the Agenda (Document ЕВ65/1980/REС /1, 
resolution EB65.R4; Document А33/7) (continued) 

Dr OSMAN (Sudan) said that it was important that health services programmes should include 

the new concept of economic and social feasibility. In his country, such a programme had 

been started and had provided valuable experience. Health services programmes should be 

instituted at all levels in backward communities, including homes and places of work. The aim 

should be to provide new opportunities for a community, which should rely on itself as best 

it could. 

The World Federation of Public Health Associations, a nongovernmental organization he 

represented, had held a conference at Halifax, Canada, to support governments in efforts to 

implement the Alma -Ata recommendations. Later, several meetings and workshops had been held 

in African and Caribbean countries to initiate local projects in which the communities took 
part on a voluntary basis. 

He stressed the necessity for coordination between health services for workers and 

primary health care. During the discussion on strategies concerning health for all by the 

year 2000 it had become clear that such programmes were important, especially in developing 

countries, and must be integrated with economic and social programmes for development. It 

was important to stress health for workers, becausethose living in rural areas rarely 

received much care, in view of the problems of pollution of the environment, particularly those 
arising from the use of insecticides by people unaware of their properties and effects. Many 
health projects also required an expanded use of insecticides by health workers themselves. 
Those principles had been applied in the Sudan to the important Blue Nile project, which aimed 

at eradicating malaria, schistosomiasis and diarrhoeal diseases. The project covered a large 

area and made health services for the workers a prime concern, as recommended in the documents 

before the Committee. The Director -General and the Regional Directors could make greater 

efforts in that field by providing guidance and booklets for workers. 

His delegation approved of the Director-Gerierals report and supported the views 
expressed in it. 

Dr SANKARAN (India) said that it was a good augury for the Development Decade ahead that 

the discussions on organizational structure, health for all by the year 2000, and the 

development of comprehensive health services, significant landmarks in the history of WHO, 

were taking place at the same Assembly. His Government considered the situation analysis 
on page 3 of the medium -term programme vital not only to the area of health services development 
but also to the basic concept of primary health care. The role of WHO as a catalytic agent for 
the development of primary health care had been valuable, and India had started a national 

debate on the question in which all concerned with health problems had participated - 

professionals, administrators, scientists, and field centre staff - with the aim of 

developing health care for the millions without any erosion of scientific standards. In 

addition, indices and parameters had been established for the assessment of health over the 

next two decades, and the programme had been completed by an international meeting in which 

UNICEF, the World Bank, and the Regional Office had participated and discussed national 

priorities for primary health care development. 

The Prime Minister of India had herself taken a keen interest in the programme, her 

first policy statement on health having appeared under the caption, "Needs of the many must 

- 100 - 
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prevail over those of the few ". In that statement she had stressed the need for medical 

education to give emphasis to one of the problems most affecting India, for although tropical 

diseases accounted for 70% of all illness in India the colleges and hospitals did not have 

departments of tropical medicine but competed with one another in disciplines fashionable in 

the West, which served only a small section of the community. She had further criticized 

the present -day reality that medical education was hospital -based rather than community -based 

and had called for a programme founded on an understanding of priorities and a balance between 

socially urgent and basic research. The leaders of medical education therefore had to 

plan medical studies with a view to giving a community orientation to the entire medical 

system and eliminating the previous disproportionate expenditure on smaller sectors of society. 

Thus the health strategy of India had to be restructured in a democratic spirit and concen- 

trate on preventing the diseases that affected large numbers of the population. 

It was important that appropriate technology for health should not be equated with 

primitive technology; cumbersome substitutes could not replace scientifically tested and proven 

devices and remedies. The question of saving energy and expenditure on devices that could 

be produced at an acceptable cost in developing countries should not, however, be ignored. 

Appropriate technology, therefore, should not be primitive but a technology suited to the 

cultural heritage of the people concerned. 

In the field of workers' health, in particular because of the growing mechanization of 

agriculture, it was important, particularly for developing countries, to introduce 

protective legislation for labour. An exchange of views between developing countries on 

_such legislation and on occupational health hazards would be particularly valuable, and WHO 

could help. 

Maternal and child health had made impressive progress. He wondered, however, whether 

there should not be an amendment to Article 2 of the WHO Constitution to deal with population 

policy. He suggested the addition of a clause reading: "to provide, if desired by Member 

States, technical knowhow and a scientific approach to enable them to attain an acceptable 

level of population in consonance with the aspirations of their people, their cultural 

heritage, and their religious background, and to foster such a policy in keeping with the 

Bucharest Declaration of 1976, keeping in mind the primary interest of the mother and child as 

the basic cornerstone of such a policy ". It should not be forgotten, that many splendid 
economic advances in developing countries had been well nigh eroded by the prodigious 

population growth and rapid and uncontrolled urbanization, which had split families up, 

broken old family traditions, and resulted in the eyesore of so many modern cities, high - 
rise apartment blocks coexisting with pathetic slums. Thus the links, often nonexistent at 

present, between economic growth and the social sciences and health needed to be emphasized. 
Recognition of the importance of mental health was a vital necessity, and legislation in 

connexion with that subject was being prepared in many countries. 
He would not repeat the many valuable suggestions concerning the question of prophylactic, 

diagnostic, aid therapeutic substances that had been the subject of the excellent technical 
discussion during the Thirty -first World Health Assembly. They were, however, still valid. 

In conclusion, the exercise of stock -taking of programmes under agenda item 24 was of 
great importance, not only for the future development of programmes but to enable mid -course 
corrections to be made. 

Professor PACCAGNELLA (Italy) said that family health not only implied the biological 

health of individual members of the family but also contained psychosocial, economic, and 

educational. elements. The ,Italian Government had therefore in 1975 established a specific 

family health service within the health service to provide assistance with family health 

problems. Difficulties had been encountered in the implementation of the programme owing to 

a lack of methodology in task analyses and performance evaluation and also to cultural and 

organizational resistance by the personnel, who were unprepared for multidisciplinary teamwork 
and for a preventive community approach. Nevertheless, analyses of the problems of rural and 
urban families in an industrial society showed that a multidisciplinary approach was necessary. 

In analysing the medium -term programme for the Sixth General Programme of Work his 
delegation had appreciated the effort to face day -to -day family problems in the different 
regions of the world through intersectoral and coordinated strategies and links with other WHO 
programmes. While understanding the global priorities, the Italian delegation, however, 
drew special attention to family problems in industrialized societies, since developing 
countries would also be faced with similar problems before the year 2000. More research was 
needed on such problems, on health education, and on the training of health workers in that 
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field. Italy would therefore like to see more attention given to developed countries in the 

medium -term programme, not only in relation to family health but also in relation to health 

services development as a whole. 

Dr KLIVAROVA (Czechoslovakia) welcomed the medium -term programmes which would in future 

have to be developed speedily and more specifically. As regards health services planning and 

management, it would be useful if the participation of the European Region could be increased 

because of its considerable experience and the research carried out there in that field. 

The medium -term programmes showed that the Sixth General Programme of Work had been drawn 

up on the basis of detailed and well - grounded analysis. The experience gained should be used 

in preparing the Seventh General Programme of Work. In that connexion, it was desirable that the 
Health Assembly should receive a report on the practical implementation of the medium -term 

programmes; it would have been preferable that the document before the Committee should have 

set time - limits for receiving reports on the implementation of programmes. 

The report on the implementation of the medium -term programme for mental health in 

Annex III was too general. It did not provide any detail on the direct cooperation between 

regions, indicate the areas of activity receiving certain resources, or describe how 

responsibilities were shared and allocated. 

At future sessions of the Health Assembly her delegation hoped that more comprehensive 

information would be provided on other elements in the Sixth General Programme of Work such as 

the control of chronic and communicable diseases, environmental health, and scientific research. 

In order to achieve the objective of health for all by the year 2000, it was indispensable that 

the Sixth General Programme of Work should be implemented in a more concrete and systematic 

manner. 

Dr VIOLAKI- PARASКEVA (Greece) said that there was no doubt that the Sixth General 

Programme of Work was increasingly being recognized as a useful tool in the development of the 

Organization's work. The objective in Annex I was to strengthen the development of health 

services on the basis of local priorities and a major approach within the programme was 

support for the development and strengthening of national organizational mechanisms. 

She wondered, therefore, to what extent the programme had been accepted by Member States, 

to what extent Member States were influencing the actual execution of the programme itself, and 

how far the relationship between programming and its implementation had been fully understood 

in the various ministries of health. It would be useful to take one programme as an example 

and evaluate it in detail, with reasonable explanations of the various stages of the programme 

and how it conformed with other programmes. WHO might play a coordinating role at the 

national level in helping ministers of health to adopt such an approach. 

Dr MARKIDES (Cyprus) asked about research on hereditary diseases such as Cooley's 

anaemia or thalasseamia, about 16% of the population of Cyprus carrying the trait and about 

150 babies being born each year with it. Although that number might seem small, it had to 

be viewed against the small population of the country, the small number of deliveries, and the 

tragic situation of families with someone suffering from the condition. 

About 1000 children known to have the disease now received monthly transfusions, and the 

collection of blood was a serious problem for Cyprus. 

His country was trying to solve the problem by health education to inform people about 

the causes of the disease, examination of young people to find which of them had the trait and 

to advise them accordingly, creation of a special centre for prenatal examination with 

placentocentesis for all pregnant women who might possibly give birth to a child with the 

disease, and establishment of clinics for the treatment of the children affected. 

Since the introduction of those measures the number of births of children with the disease 

had been reduced, but there was still much to do. A large proportion of his country's health 

budget was devoted to the project and thanks were due to WHO and the Regional Director for 

their assistance. Further research was needed to find a real solution to the problem and 

small countries such as his own were unable to provide the resources for such research. He 

therefore appealed for the assistance of other countries around the world, both developed and 

developing, and especially of countries situated around the Mediterranean that had the same 

problem, the solution of which would contribute to the creation of happy families. 

The CHAIRMAN said that the Secretariat would answer the delegate of Cyprus under agenda 

item 26.1 

1 See p. 141. 
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Mr MANSВRIDGE (Canada) said that Canada had followed with great interest the introduction, 

development, and application of medium -term programming and the evaluation of the management 

of WHO programmes, in relation to the formulation and implementation of the general programme 

of work. Considering that only a few years ago medium -term programming and evaluation were 

essentially new concepts within the Organization and that the development of medium -term 

programmes required ongoing consultation and discussion at all levels - global, regional, and 

national - it was impressive that, within three years, medium -term programmes relating to most 

of the main sections of the Sixth General Programme of Work had been presented to the Health 

Assembly for its consideration and that a progress report had been made on the implementation 

of the first medium -term programme, that for mental health. 

Medium -term programming and evaluation were one of the most important aspects of the 

management of WHO programme activities. He shared the views of other speakers regarding the 

importance of input data, the necessity not only for qualitative direction indicators but also 

for quantitative measures by which to monitor progress, and the inclusion of the necessary 

decision components. The review of the medium -term programmes so far submitted showed, first, 

the evolution of the application of the concepts and process of medium -term programming as 

originally developed and, second, the flexibility with which those concepts and the process 

could be applied in different programme areas. 

Previous speakers had stressed the importance of community participation, outlined a 

number of important aspects of health service programming at the local level, sought the 

highest priority for family health, and warned of the danger of assuming that all change was 
necessarily good or desirable. That mélange of ideas had reminded him of Canada's rediscovery 

of the importance of the voluntary worker in a wide range of health and social services 
affecting children, the elderly, the sick, and the lonely, indeed many members of society in 

both urban and rural areas. For years the paramount doctrine had been: "Let the Government 
do it ", but now it had been learned the hard way how wrong that doctrine had been. If 

everything were to be done by the professional or salaried worker the cost in money would be 
very high; but more serious still was the cost in the denial of the human wish to be a good 

neighbour in time of trouble. It was not enough to pay lip- service to voluntariness. 
People who wished to serve without gain except for the satisfaction of helping others wanted 
that service to be significant and of real benefit to the recipients. As examples of impor- 

tant voluntary work in many Canadian communities he cited: (1) visiting the sick in hospitals 
or their homes; (2) regular home visits for the lonely elderly; (3) meals on wheels - the 

delivery by volunteer drivers of cooked meals to frail senior citizens; and (4) participation 
by the elderly as voluntary workers in day -care centres or after - school homes for children. 

If he were to criticize the otherwise excellent report it would be simply for its failure to 

note the important role that could and should be provided for the voluntary worker in the 
community. 

Dr ВORGONO (Chile) did not doubt the importance of medium -term programmes. However, he 

was concerned because more health programmes and activities were being contemplated while most 
countries did not have the financial resources, manpower, or health infrastructure to carry 
them out. He therefore considered that definite priorities had to be set by the Organization 
in accordance with the mandate conferred upon it by the Assembly. There was no doubt that 
primary health care was one of those priorities and was now the most important objective of 

the Organization. Priorities within each country however, clearly had to be decided by the 

country itself. 

He referred to WHO's excellent initiative in obtaining participation of nationals in the 
review of medium -term programmes. He had recently had some experience of that concept, now 
transformed into a reality, in connexion with communicable diseases in Manila, and he thought 
it represented a step forward for the participating countries, with a potential feedback 
resulting in better programming. 

He stressed the importance of evaluation, not only at the conclusion of projects but 

during their different stages. There should also be participation in such evaluation by 

nationals selected from the six regions, according to the experience countries could contribute 

to each programme. It would thus be possible to perfect medium -term programming and identify 
its needs and practical value. 

Dr DOLGOR (Mongolia) recalled that document ЕВ65/6 had described the developments in 

medium -term programming; the progress made in the implementation of the medium -term 
programmes for health manpower development, mental health and the promotion of environmental 
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health, and the work to be done in the planning of further medium -term programmes. The 
medium -term programme for the development of comprehensive health services comprised a number 
of subprogrammes, which were dealt with in great detail in document А33/7. such a far - 
reaching programme required participation by all at the national, regional, and global 
level, and supplementary financial resources would be needed. Perhaps it was better to plan 
too much than not to plan enough. 

The results of the work were or would be programmes, methodologies, guidelines, and hand- 
books. Much remained to be done in training personnel, supplying equipment, and implementing 
and applying productive technologies. The planning consisted mainly of advisory or consul- 
tative work, which fitted into the context of W10's reorientation and restructuring, under 
which consultative and coordinating tasks were being assumed. In that connexion WHO should 
make the fullest possible use of the experience of Member countries, taking into account both 
the most important health principles and structures and methods of ensuring that health 
services were for the population of the country as a whole and not just for one privileged 
group. WHO should also be as equitable as possible in making use of ,specialists from Member 
countries for consultative purposes and in meetings, so as not to give preference to any one 
group of countries. WHO's guidelines, technologies, and methods should meet international 
needs and not simply be the ideas of their authors, so that they were put to actual use by 
countries and not simply put on, the shelf. WHO had already acquired good experience in 
producing a guidebook for workers in the primary health field which had been translated into 
16 languages and included indications for adaptation to local conditions. To ensure that 
WHO's guidelines and recommendations were useful, efforts were needed both by the health 
workers of countries and by WHO staff, particularly WHO programme coordinators, in the 
countries. Finally, while it would be primarily concerned with coordinating and advisory work, 
WHO should not neglect practical technical cooperation, because a country that needed assis- 
tance needed not only advice but also tangible material aid. It might also be thought that if 
WHO took on a primarily consultative role it might gradually acquire the characteristics of a 

nongovernmental organization, but he was convinced that that would not happen. 
He looked forward to a report on the results of the medium -term, programmes for disease 

prevention and control and for research promotion and development, and hoped that those 

programmes would include the most important theoretical and practical questions involved in 
ensuring health for all by the year 2000. Although the Health Assembly had not yet 
produced a draft resolution, there was a resolution by the Executive Board, EB65.R4, which, 
with certain slight modifications, could serve as a basis for the Assembly'resolution, and 
his delegation -would be prepared to participate in drafting one. 

Professor DORON (Israel) believed that there. was no more important national or inter- 
national priority than that of bridging the gap in health between urban developed areas and 
rural and periurban areas, which had the highest morbidity and mortality. A balance could be 
achieved only if the best efforts, the most capable personnel, the most important resources, 
and a more advanced organization were devoted to the more remote and less developed areas 
and their health services. His country had made a start in that direction by allocating the 
highest priority to the development of primary health care services in the collective and 
cooperative agricultural settlements aid urban development areas within the framework of the 
workers comprehensive health insurance system. 

The most significant incentives had to be offered to obtain suitable health personnel 
to take charge of programmes in those areas. Israel had good experience of professional 
incentives, giving preference in resident and specialist posts to those who had gone for 
lengthy periods to work in the health services of the development areas. The needs of such 
areas made it necessary to examine the economics of the increasingly expensive sophisticated 
curative services, which were in many cases unreasonably distributed. Redistribution of 
means and resources became more and more an urgent national and international priority when 
community health activities and services had to be strengthened. 

The various activities related to health promotion and to preventive, curative, and 
rehabilitative medicine in the development of primary health care had to be not only balanced 
but integrated. With regard to the subjects grouped under family health components of the 
comprehensive health services programme,in Annex II, why should the scope of family health 
and the WHO family health programme be so limited? Community health programmes would not be 

1 World Health Organization. The primary health worker: Working guide, guidelines for 
training, guidelines for adaptation, Geneva, 1980. 
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effective enough unless they were intersectoral and interdisciplinary from the planning 

stages on, in manpower training, and in the field. He shared the concern expressed in the 

section - Situation analysis - in Annex I about the comparatively little health services 

research that had been carried out in the most important areas where urgent solutions were 

needed and the inefficient utilization of that research where it had been carried out. The 

stimulation of national planning and the introduction of modern systems of organization and 

administration of national community health services were also important. 
The need for firm linkages between service, training, and research had been stressed in 

the approaches to the health services development component of the comprehensive health 

services programme. WHO should not, however, limit itself to firm linkages; a new phase had 

to begin, based on the development of integrated health enterprises including service, 

education, and research within one single structure and even under one single authority. 

In that way a better health service could be provided, educational goals attained, and 

health research influenced positively. Such had been his personal experience as Director - 

General of the health services in Israel, which were integrated with each other and with the 

new medical school in Beersheba, which had a strong community orientation. The development 

of integrated institutions with a strong community orientation had to become one of the out- 

standing new developments in the health services in the coming years. His country had taken 

important steps in that direction and he would be delighted to know about those taken in other 
countries. 

Professor ТEJEIRO (Cuba) said that medium -term programming had been shown to 
be an increasingly useful tool in the implementation of the Sixth General Programme of Work. 
The new ideas had been taken into account in preparing the programme for the development of 
comprehensive health services, to the extent that the main objectives of the programme were 
identical with the basic needs of many countries, particularly the provision of primary health 
care for the entire population. He hoped that, in the not too distant future, the develop- 
ment of appropriate mechanisms would be completed so that the Health Assembly would be able to 
study the monitoring and evaluation, not only of single medium -term programmes but also of 
the Sixth General Programme of Work in its entirety. 

The report on the progress of the implementation of the programme for mental health, 
which had been presented to the Health Assembly in 1978, reflected a satisfactory trend and 
in some respects was a good model for carrying out that kind of programme, although Annex III 
admittedly gave only a very general account, as the delegate of Czechoslovakia had said. He 
stressed the importance and need of more research on the neurosciences, which should receive 
more support, including financial support, from WHO. 

Dr LISBOA RAMOS (Cape Verde) drew attention to the need for WHO to help Member States 

that had difficulty in organizing integrated primary health services to set up programmes, by 

making experts available on a short -term or medium -term basis, by organizing training courses, 
or by furnishing necessary supplies that if bought nationally would overstrain the regular 
budget. The global medium -term programme for prophylactic, diagnostic, and therapeutic sub- 
stances was of ever -present interest, in the light of the problems posed in Third World 
countries by the shortage of essential drugs and vaccines. National production and quality 

control programmes should be supported by WHO by making consultants available for the train- 

ing of personnel, but also financially. The annex on the mental health programme seemed, as 

others had said, rather general, and he asked for additional details on what had been achieved. 

Dr HENRÎQUEZ (Ecuador) said that situation analysis of the Sixth General Programme of 
Work showed that the objectives had been well thought out and were attainable. In Ecuador, 
although good analyses had previously been made of the situation and goals had been set, a 

solid organization had been lacking and it had not been possible to reach the targets; but at 
present, now that it was preparing its five -year plan and a good balance of needs and 
resources, his country believed that the objectives could be attained, provided that WHO and 
PAl0 furnished guidance and support. The model proposed and the recommendations made should be 
of assistance in primary health care, health planning and management, workers' health, care of 
the elderly, disability prevention and rehabilitation, road accidents prevention, appropriate 
technology for health, the development of simple, cheap laboratory methods, and health services 
research. 
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The DEPUTY DIRECTOR- GENERAL said that the scope, depth and quality of the comments 
demonstrated not only the importance of the subject but also the great concern of the Member 
States about the programme and the way its strategy was being formulated. The specific 
questions would be dealt with by the appropriate members of the Secretariat. 

Dr CHOLLAT- TRAQUET (Long -term Planning and Medium -term Programming), replying to the 

question raised by the delegate of the USSR on discrepancies between the various medium -term 

programmes presented to the Health Assembly, recalled that it had been decided to experiment 

with the new methods, including the format, during the Sixth General Programme of Work so that 
WHO could evolve its own methodology ensuring that the political guidelines laid down by the 

regional committees, the Executive Board, and the Health Assembly were respected, that 

programmes could be followed up and evaluated and, finally, that it could be used as a practical 

basis for drawing up programme budgets. Owing to the experience gained, it would be possible 

to develop the medium -term programmes for the Seventh General Programme of Work in a more 
unified way immediately after the latter had been approved by the Health Assembly. 

Several speakers had mentioned that document А33/7 lacked quantified output indicators. 
The document, however, contained only a summary of six medium -term programmes established 
by each region together with the components of the medium -term programme related to 

interregional and global programmes. Each of those seven components was very detailed and 

usually contained quantified output indicators, quantified targets and, as had been requested 
by the delegate of the United States, intermediate objectives. The seven medium -term 
programme components constituted detailed plans of action that WHO staff at all levels could 
use to carry out their day -to -day activities, but they were bulky documents that would be 
difficult to discuss in the Health Assembly. It was therefore considered preferable that the 

global programmes should be presented in a summarized form, as had been done in document 
А33/7 . 

The majority of the regional medium -term programmes were submitted to the regional 

committees concerned, which commented on them and, if necessary, requested their revision or 
amendment. 

Replying to the delegates of Chile, Greece and Mongolia, she said that country 

participation in WHO programming represented one of the most interesting aspects of programming 

within WHO. It took place at three levels: first, through consultations between governments 
and WHO programme coordinators in each country or, in the case of the European Region, directly. 

There were systematic consultations with Member States when medium -term programmes were elabora- 
ted so that the requirements from countries for WHO collaborating programmes could be defined, 
and such consultations were based on the various national health programmes. Second, a 

number of nationals from each region, selected for their competence in the relevant field, 

took part in the interregional preparatory meetings at which medium -term programmes were 

drawn up. Finally, regional committees were frequently asked to express their views on the 

medium -term programmes for their regions. In addition, the Executive Board and the Health 

Assembly also gave their opinions, thus making a fourth level of country consultation. 

The delegate of Finland had referred to the absence of any mention of oral health under 

the development of comprehensive health services, but the Executive Board and the Health 

Assembly had stipulated that the medium -term programmes should be developed in close 

conformity with the structure of the Sixth General Programme of Work, which associated oral 

health not with comprehensive health services but with noncommunicable diseases. Such a 

programme already existed and would be submitted to the Programme Committee of the Executive 

Board in November 1980 with disease control, the major area of concern of the Sixth General 

Programme of Work; and it would probably be put before the Executive Board in January 1981. 

Replying to the questions raised by the delegates of Czechoslovakia and Mongolia on 

the development of the Sixth General Programme of Work, she said that in November 1980 the 

Programme Committee would have before it the programme on disease control, including 

communicable and noncommunícable diseases, and the programme for research promotion and develop- 

ment. 

The delegate of Nigeria had remarked on the succinctness of Annex III on mental health. 

It was, however, merely intended to be a progress report on the situation; the programme had 

already been submitted to the Thirty -first World Health Assembly as it was being used to test 

the methodology being developed. However, mental health formed part of the 

development of the comprehensive health services in the Sixth General Programme of Work and 

it had been considered indispensable to inform the Health Assembly of the progress made. 

Concerning the other comments by delegates, the Secretariat had noted the amendments 

requested to the medium -term programmes and they would be introduced as soon as possible. 
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Dr TARIMO (Director, Division of Strengthening of Health Services), replying to the 

delegate of Poland's point concerning the dissemination of successful experiences, said 

that paragraph 5.5 of Annex I to document А33/7 mentioned that, in implementing the 

medium -term programme, the exchange of national experiences in tackling various problems in the 

provision of health care would be promoted and facilitated. Pages 8 and 20 of the same 

annex cited specific areas in which exchanges of experience would be promoted such as the 

functioning of health councils, national health development networks, community participation, 

the functioning of community health workers, and the planning, organization, and functioning 

of health facilities. 

The delegate of the United States had wondered whether too much emphasis had been 

placed on studies. The approach used in the development of activities was to consider what 

types of issues and problems would have to be tackled and then generate the type of information 

that would help decision -makers in developing and implementing plans of action for health for 

all by the year 2000 and primary health care. Since the issues were complex and linked to 

social, economic, and political realities, the method used to generate information was to 

assist a number of countries to analyse their own experiences in tackling the problems and to 

collect and disseminate such experiences. For instance, the decision -maker in a developing 

country might have to decide whether a specialization such as community health worker should 
be established and, if so, how such workers would be trained, remunerated, and supervised 

and what would be their future. A number of countries with different social, economic, and 
political conditions, including Botswana, China, Ethiopia and Thailand, had received support 
in analysing their experiences in dealing with such issues. The analyses had been carried out 
over a twelve -month period and the experiences had subsequently been discussed at a workshop 

in Jamaica. A report of the meeting would shortly be published and it would undoubtedly be 
of value to the countries in question for the further development of their programmes, as well 

as to other countries facing similar problems. The term "study" was used to describe that type 

of activity, which was not a theoretical study. 
With regard to the comment of the delegate of Canada on the inadequate employment of 

voluntary workers, the study on community health workers took into account the different ways 
in which community health workers were used on a voluntary basis and the report highlighted 
both the problems and the possibilities. Nevertheless, he agreed that there was a need for 

increased interaction with voluntary groups. The delegate of Sudan had mentioned an economic 
feasibility study. Such a study was already being carried out in respect of nine countries, 

including the Sudan. 

The delegate of Yugoslavia had referred to national health councils and national health 
development networks, which were concepts that bore different names in different countries. 

The idea underlying national health councils was the need for a mechanism at the national 

level that united policy -makers from health and health -related sectors for the purpose of 
developing health policy. National health development centres or networks were related to 
the need for deliberate mobilization and strengthening of technical skills so that planning, 

country health programming, health services research, and the identification of appropriate 
technologies could take place within the country on a continuous basis and within the country's 
socioeconomic framework. The delegates of Ecuador, Israel and Nigeria had also referred to 
that concept, which was the only means whereby policies could be translated into action. 
The Director -General considered that that aspect was crucial to the achievement of health for 
all by the year 2000 and it was receiving priority whenever possible. The Assembly had 

afforded an opportunity to hold discussions with a number of delegates on practical ways of 
obtaining the support of WHO and UNICEF. 

Dr SARТORIUS (Director, Division of Mental Health) said that document А33/7 contained 
only a short progress report on the implementation of the medium -term programme for mental 
health. Further details could be found in document WH0/MNH/78/1. When work had begun on the 
medium -term programme for mental health there were many questions; now after a four -year period 
of implementation it was possible to give a preliminary answer to some of them. First, there 
was the question whether or not it was feasible to develop and use a medium -term programme. 
The answer was affirmative, provided that sufficient time was taken, that the programme was 
carried out seriously, and that the appropriate mechanisms existed at the country, regional, 
and global level. That last point met the delegate of Greece's desire that the process of 
medium -term programming should be used to improve the coordination of activities at all levels. 
The mental health programme had used the system of multisectoral multidisciplinary coordinating 
groups at the global, regional, and national level. They had proved very useful. Provincial 
and subregional groups had been necessary in larger countries. 
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With regard to the question whether the programme should be a rigid description of targets 

to be achieved or a "rolling horizon" plan requiring constant change, it could be answered that 

a medium -term programme was in fact a combination of the two since it was composed of a fixed 

framework and a set of activities that were continually adjusted in response to the needs and 
requests of countries. In that context it was interesting to note that, out of the total 
number of activities that were in operation at the beginning of the Sixth General Programme of 
Work, only 20% would still be in progress at the beginning of the Seventh. 

Concerning the structure of the programme in order to make effective linkage possible, 
experience in mental health programmes indicated that it should be conceived as a mosaic in 
which the components at the national, regional, and global level complemented-each other and 
thus led to implementation of the programmes. That concept had been emphasized in the reports 
of the coordinating groups as well as in other relevant documents. 

The experience gained and the structures developed during the Sixth General Programme 
of Work would undoubtedly be of help when drawing up the Seventh General Programme. It had 
been necessary to think ahead, and many of the targets of the Seventh General Programme had 
already become apparent in the course of implementation of the Sixth Programme. He thanked 
delegates for their encouragement, which would be conveyed to those working in the programme 
now underway in cooperation with some 80 countries. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health), referring to the delegate 
of Yugoslavia's point concerning the linkage of family health programmes with other WHO 
programmes, said that one of the main areas of concern was to strengthen the family health 
care component of health care systems, with particular reference to primary health care, 
so ensuring the necessary linkage. Emphasis was placed on integrated family health programmes 
within countries and on WHO support of such family health programmes. 

The delegate of India had referred to the policy basis for family planning and population 
activities. When WHO's Constitution had been adopted emphasis had been placed on the 

promotion of mother and child health and it had since been recognized that one way to promote 
mother and child and family health was through family planning programmes. The World Population 
Conference held at Bucharest in 1974 had underlined the fact that population and family 
planning issues should be considered in an integrated manner and as part of health and overall 
socioeconomic development. In the country programmes in the field of family planning the 
spirit of the Bucharest Conference was being followed. Maternal and child health, including 
family planning, had been reaffirmed in the Alma -Ata Declaration as an essential element of 
primary health care. That policy basis had also been further developed in a large number of 
resolutions adopted by WHO since 1968. 

The delegate of Italy had mentioned the changing family pattern and the psychosocial as 
well as the biological aspects of family health and had raised the question of how developing 
countries could benefit from the lessons learned from changes taking place in developed 
countries. In 1979 the European Region had reviewed its medium -term programme on family 
health, but it had not been possible to include all the details in the brief document А33/7. 

The comments made by the delegate of Canada on voluntary workers were particularly relevant 
to the field of family health, including childbearing, child -rearing, adolescence, women's 
health, and intersectoral programmes involving families. Although the activities in the report 
did not specifically mention voluntary workers they were included, activities related to 

traditional birth attendants aid community participation being good examples; objective 1.6 on 
page 11 of Annex II to document А33/7 was of particular relevance. WHO was at present working 
with communities and families in service as well as in research programmes in relation to the 

role of voluntary workers. Within the United Nations system it was cooperating in youth 
programmes involving voluntary participation, as well as in programmes in relation to the status 
of women and with women's organizations involving participation of a voluntary nature. 

The CHAIRMAN said that, since there had been no indication of any basic change in policy, 
it would be appropriate to summarize the discussion in the form of a draft decision rather than 
a draft resolution. The draft decision would read as follows: 



СOMMITтЕE A: NINTH MEETING 109 

Decision: The Thirty -third World Health Assembly took note of Executive Board resolution 
EВ65.R4 and expressed its satisfaction with the progress made in converting the Sixth 

General Programme of Work into medium -term programmes, as illustrated by the medium -term 
programme for the development of comprehensive health services contained in the Director - 
General's report. 

It was so agreed.l 

2. CHANGES IN THE PROGRAMME BUDGET FOR 1980 -1981: Item 25 of the Agenda (Official Records 
No. 250; Resolution WHA28.69, part I, para. 2(2); Document WHA32 /1979 /REC /l, 
resolution WHАЗ2.30, para. 12(2); Document ЕВ65 /1980 /REC /1, decision (7); Document 
A33/8) 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that the report by the 

Director - General formed part of the new procedures for biennial budgeting previously approved 

by the Health Assembly. From the report to the Board at its sixty -fifth session (document 

EB65/1980/REC/1, Annex 2) it was evident that, apart from a number of budgetary changes and 

shifts in resources, the total effective working budget for the period had remained the same 

as originally approved, but that the total amount of extrabudgetary resources estimated as being 
available to the Organization in 1980 -1981 had considerably increased. As the change in the 

United Nations scale of assessments for the period 1980 -1982 approved by the thirty -fourth 

General Assembly in December 1979 had significant implications for WHO's scale of assessments, 
the matter was being considered by Committee B at the present session of the Health Assembly. 

Though the Board had found the statistical and detailed information included in the first 
report on programme budget changes interesting, it had felt that efforts should be pursued to 

improve the format, mainly by utilizing a narrative approach, giving some of the more significant 
programme changes rather than by constructing them around budgetary tables. A short report 
along those general lines was contained in document А33/8. 

Mr FURTH (Assistant Director - General) said that the report was a first attempt to 
in narrative form, along the lines suggested by the Executive Board in January 1980, the most 
important trends and changes that had occurred since the programme budget for the present 
biennium had been approved. 

Neither in the European Region nor among headquarters activities had there been any major 
changes; the significant developments in other regions and in respect of global and inter- 
regional activities were summarized in paragraphs 4 -12 of the document. 

Professor ТАТ0СЕNК0 (Union of Soviet Socialist Republics) reminded the Committee that under 
resolution WHA32.30 the Director - General had been requested to develop a preliminary plan to 
ensure the allocation of funds for the attainment of their prime goal, health for all by the 
year 2000. His delegation had been somewhat surprised to see, in Annex 2 of document 
EВ65 /1980 /REC /1, a reduction of regular budget funds for the primary health care programme. 
Although the cut was balanced by an increase in extrabudgetary resources, his delegation thought 

• that any such supplementary funds should be used as an additional input into the programme 
rather than as a replacement for a regular budget allocation. That also applied to the 

programmes on health services research, epidemiological surveillance, and training in tropical 
diseases, for example, for which regular budget provision seemed to have been reduced. With 
regard to major programme 8.1, on the other hand, he had noticed a growth in expenditure on 
administrative services. The Secretariat should pay attention to resolution WHA29.48, which 
requested it to cut down the growth of such expenditure. 

Document А33/8 stated that the Executive Board had expressed the opinion that significant 
budget changes should be recorded in narrative form. The representative of the Executive 
Board had also stated that the Board had spoken of the desirability of utilizing narrative to 
highlight changes. He had been unable to trace that decision in the proceedings of the 
Executive Board, and he asked where it was to be found. If the supervisory functions of the 
Assembly were to be strengthened, the presentation of detailed information on budget changes 
had to be retained along with the narratives. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
decision (11). 
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Dr COELHO (Portugal) called attention to an aspect of the appropriate technology for 
health programme that had not been given the consideration it deserved in the programme budget. 
His delegation felt that the main users of health technology, physicians and other health 

workers, were inadequately trained in the use of clinical laboratories and other health 
technology. He called for an improvement in their formal education that would develop in 
them a more critical attitude to the use of health technology. With the dramatic increase in 
their numbers and utilization a situation had been created in laboratories that was far from 
satisfactory, both in technical and in economic terms, and the same was true of nearly every 
aspect of health technology. It was not enough to develop new technology; it was also of key 

importance to promote its rational utilization. 

Dr BRAGA (Brazil) felt that there were bound to be a few teething troubles in introducing 

the two -year budgeting system but any necessary modifications could easily be introduced in the 

second year. His delegation was in complete agreement with decision (7) of the Executive 

Board on page 24 of document ЕВ65/1980 /REС/1. 

Dr SANКARAN (India) asked, with regard to decision (7), whether the small working group to 

study the functions and activities of the Secretariat referred to in it had been set up. He 

also asked for more details of changes listed in paragraph 12 of document А33/8. 

His Government had been unable to spend certain allocations made to it for information 

systems and for research and training in tropical diseases. Steps would be taken to ensure 

that the funds made available would be well spent during the financial year 1980 -1981. 

Mr BOYER (United States of America) said that the narrative form of document А33/8 was a 

clear improvement over the form of Annex 2 of document ЕВ65/1980,RЕС/1, which was primarily a 
statistical paper. He hoped that the narrative form would -be continued, since it helped Member 

States to keep better track of the changes in the programme budget. As experience developed it 

could be used to show the overall context within which WHO operated aid the progress in the 

various components of the budget, changes being directed, it was to be hoped, towards attaining 

health for all or achieving the other priority targets set by the World Health Assembly. With 

the narrative form it should be relatively easy for Member States to understand the changes that 

occurred, and therefore to provide the necessary Health Assembly supervision over the 

Secretariat's activities. 

The Director - General should make every effort to ensure that each component of WHO, whether 

at headquarters, in the regions, or in countries, adhered to the priorities clearly set forth 

by the Health Assembly in resolution WHA32.30 and scrutinized programme activities to ensure 

that the Organization's resources were being properly directed. By and large the regional 

reports confirmed that the shifts in resources were being made to strengthen primary health 

care and related programmes. Any resources becoming available should be used to strengthen 

primary health care and activities in direct support of the goal of health for all. 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that no decision or reso- 

lution had been adopted on narrative form. Some members of the Executive Board at its 

sixty -fifth session in January 1980 had expressed the wish for such a form and it had been 

interpreted not as being the only way to produce the report but as an additional means of 

improving its presentation. 

Mr FURTH (Assistant Director -General) sought to assuage the concern of the delegate 

of the USSR over the reduction of some regular budget allocations. The decreases had in 

some cases been accompanied by increases in extrabudgetary resources. Reminding the 

Committee that implementation of the 1980 -1981 programme budget would result in further 

changes, some of which would supersede or even cancel changes given in the documents, he 

explained that programmes were constantly being adjusted to reflect cost changes or the 

desires of Member governments with regard to implementation. Secondly, the figures given 

were aggregates and did not reveal very much. In some cases, small changes in the 

individual regions seemed to make a significant difference when added together, although 

there was no significant programme change. In other cases a large change in one region 

might have been offset by an equally large change in another, so that the overall figure 

gave no indication of change. The narrative form went some way towards explaining the true 

significance of such changes. The Executive Board had reached a consensus over changes in 

presentation, with the result that the next report, in two years' time would be largely 
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narrative in nature, possibly consisting of six regional reports, together with a global 

narrative from the headquarters perspective. The consensus referred to could be seen from 

the records of the Executive Board (document EВ65`]980,REС /2, pp. 202 -203) since a number of 

speakers had expressed their agreement to making changes in the format of the report and there 

had been no objections. 
On the question of provision of extrabudgetary resources, the Director -General had 

taken the view that if they became available for activities included in the regular budget, 

there could be no objection to relieving the regular budget of certain items, provided 

that a given programme was carried out in its entirety. The scarcity of regular budget 
resources made it necessary to transfer such resources from one programme receiving 

financial assistance from extrabudgetary resources to another, which could not be carried 
out with the allocated regular budget resources. 

The increases in costs of general services and support programmes (major programme 8.1) had 

occurred because of cost increases at headquarters and regional offices and also because the 
rapid growth in extrabudgetary resources required additional programme support services 
and consequently entailed extra costs. The unsatisfactory results that had sometimes been 
obtained in WHO programmes and technical cooperation projects had often been due to a lack 

o.f proper administrative, management aid budgetary, financial, personnel, or logistical 
support at all levels, international, national, and local. The Joint Inspection Unit set up 
under the aegis of the United Nations, had recognized that support costs were just as essential 
to the proper execution of a project as were costs now charged directly to projectbudgets. He 

hoped, therefore, that the derogatory connotations that seemed to be associated with administrative 
support would soon disappear and that administrative support would come to be regarded as a 

necessary and respectable part of programme planning, implementation, and evaluation. 

Another reason for increasing administrative support costs could be found in the process of 
administrative decentralization; a centralized administration would cost less but would 
be foreign to the whole structure of WHO. 

In answer to the question by the delegate of India, the working group referred to in 

decision (7) of the Board had not yet been set up, but the matter would be dealt with at 

the sixty -sixth session of the Board, to be held immediately after the present session of 
the World Health Assembly. 

The changes listed in paragraph 12 of document А33/8 could not be described in greater 
detail, except to state that some extrabudgetary funding had become available and the 
programmes were therefore being implemented faster than expected. The seemingly major decrease 

in funds under the Special Programme for Research and Training in TropicalDiseases was really 
no decrease at all. The original estimate contained in the programme budget proposals for 1980- 

1981 had been based on the recommendations of scientific working groups and the working group on 
research strengthening capabilities. Owing to the different programming cycles of the tropical 
diseases research programme and the regular budget, it had not been possible to include in the 
original budget proposals the budget for research in tropical diseases recommended by the Joint 

Coordinating Board. The present figure was that of the Joint Coordinating Board for the period 

1980 -1981, whereas the previous figure, the one given in Official Records No. 250, had merely 
been an indicative figure based on estimates of the working groups referred to. 

At the CHAIRMAN's request, Mr VOHRA (India), Rapporteur, read out the draft decision for 

transmission to the plenary meeting of the Health Assembly: 

Decision: The Thirty -third World Health Assembly noted the report of 

the Director -General on changes in the programme budget for 1980 -1981. 

The draft decision was approved.1 

The meeting rose at 12h35. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
decision (12). 
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Chairman: Dr E. G. BEAUSOLEIL (Ghana) 

later: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. UNDP/WORLD BANK/WHO SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES 
(PROGRESS REPORT): Item 26.2 of the Agenda (Resolution WHA30.42; Document A33/10) 

The CHAIRMAN drew attention to document A33/10, a progress report on the UNDP/World Bank/ 
WHO Special Programme for Research and Training in Tropical Diseases, submitted for information 
in response to the Health Assembly's request in resolution WHA30.42. The programme, which was 
jointly financed by UNDP, the World Bank and WHO, was directed towards six target diseases: 
malaria, schistosomiasis, filariasis, trypanosomiasis, leishmaniasis and leprosy. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases), 
introducing the document, said that he was speaking on behalf of the team that the Director - 
General had mobilized from technical divisions and units at headquarters and at regional 
offices. The detailed policies of the programme came under the guidance of the Joint Coordina- 
ting Board which comprised the three sponsoring organizations - UNDP, World Bank and WHO - 

26 Member States and a foundation with a long tradition of work in tropical diseases. 
Scientists and health administrators were closely associated, involved in the planning, 

implementation and evaluation of the programme, and research activities, with few exceptions, 
were carried out by national scientists and institutions direct, rather than being managed 
by WHO personnel. 

With regard to the first objective of the Special Programme, namely the development of 

new and improved tools, the aim was to devise techniques which were effective, safe, simple, 
and of reasonable cost. Scientific progress had been made in many areas, including basic 
biomedical research in laboratories, clinical research in hospitals and field research in 

communities. Without repeating in detail the contents of document А33/10, the scientific 
approaches could be illustrated by a brief examination of the malaria component. A three - 
pronged approach was being used, including immunological research aimed at improved diagnostic 
methods and at vaccines, chemotherapeutic studies and field research. In particular, a 

promising advance was being made in the biological control of vectors. It should be noted, 
however, that it would take from 10 to 15 years to make real advances in the development of 
the new and improved tools. He drew special attention to the trans -disease working groups in 

epidemiology, social and economic research, biomedical sciences and biological control of 
vectors, which tackled broad problems relating to various diseases under the programme. 

The second objective of the programme aimed at strengthening the research capability of 

the affected countries, in order to promote regional and national self -reliance. The institu- 

tions to be strengthened were carefully selected, in close consultation with the national 

authorities, so that the Special Programme input would be relevant to national priorities and 

such that, when external aid ceased, a viable and durable structure would remain. The training 
of scientists was carried out as close to home as possible, largely through technical coopera- 

tion among developing countries. Research projects provided opportunities for training, and 

there was thus beneficial interaction between the two objectives of the programme. 
Despite the optimistic tenor of the report, there were still certain problem areas. In 

the first place, field research had developed more slowly than laboratory research. There was 
a shortage of trained personnel in the disciplines of epidemiology, medical entomology, mala- 

cology and medical aspects of the social sciences, and the situation was aggravated by the 
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lack of appropriate career structures for scientists in those disciplines. Secondly, efforts 

to strengthen institutions within the programme required a corresponding response from govern- 

ments through policy decisions on career structures and continuing commitments to the 

strengthened institutes and their scientists. Lastly, the programme was funded largely through 

voluntary contributions which provided more than 95% of the budget. In the first few years 

those funds had exceeded the immediate needs of the programme, but now the reverse was true. 

Generous donations from 23 Member States, including contributions from seven developing countries, 

had enabled the programme to make an effective start. It was hoped that sufficient resources 

would be provided to sustain the momentum. 

Dr JEANES (Canada) said that his country was satisfied with and impressed by the Special 

Programme's progress in barely twd full years of operational activity. The latest report of 

the Scientific and Technical Advisory Committee (STAC) was encouraging and the indications 

of early breakthrough in malaria and leprosy were extremely gratifying both to the donor 
community and the afflicted countries. 

His country would continue to accord high priority to the programme and would support it 
financially on the basis of a number of underlying principles, including the four following. 
(1) The establishment of priorities among competing research lines. 4His delegation looked 
forward to the presentation by STAC, at the next meeting of the Joint Coordinating Board, of 
a report on priorities and the scope of the programme possible at various funding levels. 
That would not be an easy task, since it entailed difficult choices, but it should give the 
Joint Coordinating Board a clear picture of the possibilities and ensure that the most 
promising and mutually beneficial lines of research were pursued. (2) A balance must be 
maintained between the two programme areas - the development of new and improved tools to 
control tropical diseases, and the strengthening of research capabilities in countries 
where tropical diseases existed; the resources allocated to the second area should not be 
allowed to fall below the present level of 21% of total resources. (3) The importance 
of parallel and continuing socioeconomic research in proportion to the total programme. 
(4) The ability of the programme to undertake research where the most suitable prospects 
existed. 

Although his delegation was pleased at the large number of participants in the programme, 
it noted what the Director had said about the difficulty of finding sufficient participants 
from developing countries. It hoped that the situation would improve as the programme 
proceeded. 

Dr ROSDAHL (Denmark), speaking on behalf of the delegations of Finland, Iceland, Norway, 
Sweden and his own country, said that the Nordic countries had participated in the Special 
Programme from its inception not because of any longstanding involvement in tropical 
medicine, but because of the immense socioeconomic importance and problems posed by tropical 
diseases for the developing countries. The Nordic delegations welcomed the progress report, 
which gave a comprehensive account of the activities and showed the balanced distribution of 
resources among disease- oriented projects and trans -disease activities. WHO had taken up the 
challenge to combat some of the world's most debilitating diseases in an organized and 
systematic way, although at a relatively late stage; no other organization could have 
mounted the effort or done so more efficiently. The importance that the Nordic countries 
attached to the programme was apparent in the fact that, so far, they had contributed about 
40% of the .total budget. 

The programme concentrated on six potentially controllable diseases which individually 
and jointly had caused incalculable damage to the socioeconomic development of many of the 
countries affected. The organization and management of the programme - in many ways similar 
to the special programme on human reproduction - offered WHO and the nations of the world 
an excellent means of uniting the many different elements in the fight against those 
diseases in many parts of the world. The programme had struck a fine balance between training 
and research and between activities in the developed and the developing countries. 

Disease was not a purely medical problem: it involved living habits, cultural traditions, 
behaviour and environment. Thus scientists and experts from many fields had to be brought 
in in the fight against diseases. The Nordic delegations were convinced that, although WHO 
was traditionally a medically -oriented organization, it must ensure that experts from 
different fields worked together if disease was to be combated successfully. The increasing 
emphasis on the trans -disease component of social and economic research was therefore 
particularly relevant both to the Special Programme and the new global programmes on which 
WHO was now embarking. 
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The Nordic countries looked forward to early and major successes in the Special Programme, 
although they realized that years of research and training, success and failure, lay ahead 
before the tools were available to keep the diseases under control, let alone eradicate them. 

WHO had set the target of health for all by the year 2000, and it was time to consider 
whether resources were sufficient to achieve the target. In that connexion, he referred to 
the recent Brandt report, which had made comparisons between military expenditure and the cost 
of disease programmes. 

The Special Programme was now firmly established, but increased financial support from 
the WHO regular budget might not be feasible under present economic conditions. One of the 
major sources of financing for Third World development was the World Bank. He commended the 
Bank on its recent decision to provide direct financial support for health projects, and 
expressed the hope that that might lead to the Bank's financial involvement in the Special 
Programme. 

While small countries like the Nordic countries could play a major role in initiating 
programmes through early and substantial contributions, they hoped that a wider circle of 
donors would contribute to the continuation and expansion of the Special Programme. They 
anticipated that their own support, which was now well established, might be reduced so 
that their contribution would constitute a smaller proportion of the total Special Programme 
budget; they would thus be able to divert funds to other activities such as immunization, 
the diarrhoeal disease control programme, and the action programme on essential drugs. 

Dr BRAGA (Brazil) expressed appreciation of the comprehensive documentation before the 
Committee. His country, with its long tradition of research on parasitic and other 
communicable diseases, had followed the development of the Special Programme with keen 
interest, and was impressed by the progress achieved so far. The scientific institutes in 
Brazil, especially those which had been receiving WHO support, looked forward to strengthening 
their relationship with the Special Programme; they hoped to be able to make a contribution 
to the study and clarification of some of the problems in the field of tropical diseases. 

Brazil was in an excellent position to receive trainees coming from other countries not 
only to acquire an up -to -date knowledge of the epidemiology and control of the tropical 
diseases still existing there, but also to undertake advanced studies. 

Professor DAVIES (Israel) congratulated the Director -General and his staff on one of 
the most impressive of WHO's activities, and particularly on the speed with which vast 
scientific resources had been organized and coordinated into a complex programme. The 
involvement in a single programme of so many different disciplines and countries, in 
particular the endemic countries themselves, was an unprecedented achievement. 

His country greatly appreciated the assistance given by the Special Programme aid had 
been proud to be associated with the efforts of the task forces on malaria, leishmaniasis, 
schistosomiasis and leprosy, and to have a small part in the global training programme. An 
interesting effect of the Special Programme, in his own country and others, had been that 
research on parasitology had become scientifically respectable and had drawn the best 
immunologists and cell biologists from other studies. He commended the Organization on the 
quality of the publications and also on the scientific exhibits, which he hoped would be 
reproduced in a smaller version and given wide distribution. 

In connexion with the intersectoral aspect, he would appreciate more information on 
socio- epidemiological research being carried out under the Special Programme. He also asked 
what research was being undertaken on the behavioural patterns of affected populations, 
which had an impact on the transfer of the six diseases, and on ways of modifying those 
patterns both at present and in the future when new vaccines and other methods of control 
were available. Attempts to alter behaviour that promoted endemic diseases had so often 
failed and he would like to be assured that research in that field, also, was receiving 

due attention. 

Professor TАTOL�ENКО (Union of Soviet Socialist Republics) congratulated the 
Director -General on his report, which would be of tremendous interest to developing countries 
and the world as a whole. It would contribute to solving problems in the way of the 

achievement of the goal of health for all by the year 2000. An important result of the 

Special Programme had been not only the mobilization of the scientific resources of the 

developed countries for research on tropical diseases but also an improvement in the 
scientific potential of the developing countries. The programme had aroused great interest 
in the USSR, and proposals for cooperation had been made by many scientific institutions, 
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including the Academy of Sciences and the Academy of Medical Sciences of the USSR, corresponding 

institutions in a number of the Republics, and the Siberian branch of the Academy of Sciences. 

Moreover, an all -union coordination centre for tropical diseases had been established. 

While both sections of the programme were of great interest, it was particularly important to 

achieve speedy results in research on epidemiology, the geography of disease, socioeconomic 

analysis, and devising disease control methods appropriate to the differing needs of the 

various regions and countries of the world. In the USSR scientific institutions were 
responsible for over 95% of the cost of basic research. Such a practice warranted approval, 

as it represented a considerable contribution by the developed countries to tropical disease 

control. He welcomed the work of the Organization in support of scientific institutions 
in developing countries and in the training of personnel. In the planning of such projects, 

provision should be made for the subsequent financing of the institutions from the budgets 
of the developing countries themselves. The personnel situation in developing countries was 
difficult, and everything possible should be done to train scientific staff. The map 
(Figure 4) illustrating technical cooperation among developing countries was correct, but 

he would have liked to see greater emphasis laid on more traditional mechanisms such as 
seminars and courses. The USSR was planning six seminars on tropical diseases in 1980 

which, it was hoped, would make a contribution to the training of personnel in the developing 
countries. 

Dr OSMAN (Sudan) congratulated the Director -General on the progressive report contained 
in document А33/10. 

Two of the six target diseases, namely malaria and schistosomiasis, were widespread in 

Sudan. Those diseases affected developing countries which were basically agricultural and 

therefore had a broad impact on all economic activities and development projects. They 

were therefore of concern to the ministries of planning and agriculture as well as the 

ministry of health. Large scale agricultural projects were under way in a number of developing 
countries, and it was most important that such projects were coordinated with health studies. 

He would be grateful for some clarification as to why Sudan's request to WHO for 

assistance regarding a research institute and the training of research workers had not been 

accepted. 

He would also welcome some clarification regarding the advisability of using insecticides. 

There seemed to be considerable confusion on that point. 

Dr MALONE (United States of America) strongly endorsed the outstanding achievements of 

the Special Programme in the five years since it had been established. His country had 

contributed both scientifically and financially. The National Institute of Allergy and 

Infectious Diseases (NIAID) of the National Institutes of Health had given special priority to 
the six target diseases of the programme. It had initiated an international tropical disease 
research fellowships programme in which many Member States were participating. It had also 
established the International Collaboration in Infectious Diseases Research (ICIDR) programme 
which was developing peer relationships between United States institutions or investigators 
and their counterparts in developing countries. Grants made under the programme, of which 
80% must be spent overseas, required a sound research programme and the development of self - 
direction and self -sufficiency of the overseas collaborating laboratory. Exchange of 
personnel for research training was also emphasized. The first awards for the programme had 
been made in 1979 at the level of almost US$ 2.5 million. Also in 1979 the ICIDR programme 
had been complemented by a further NIAID initiative for setting up domestic tropical disease 
research centres. 

The National Institutes of Health and the Center for Disease Control had participated 
actively in the Special Programme and the work of WHO for many years. The complementary 
objectives of WHO and those centres pointed to continuing close collaboration and exchanges of 
information with scientists and public health officers in developing countries at the global, 
regional and national levels would thus be ensured. The intensified interest in the item was 
engaging the interest of other institutions. An example had been an international conference 
held in Washington in 1979 sponsored by the Institute of Medicine of the National Academy of 
Sciences in which the unprecedented range of scientific opportunities for the development of 
new vaccines and drugs for tropical diseases had been discussed. 

USAID was satisfied with the progress made by the Special Programme to date and intended 
to contribute US$ 20.3 million to it. 



116 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

Dr SIККEL (Netherlands) considered that the Special Programme was a good example of 
intersectoral сoo�seration in which inter alia industry- affiliated specialists were also 
participating. His Government was contributing to the programme which was - and should be - 

a long -term endeavour covering a minimum of 15 -20 years. 
The Special Programme could assist governments in designing programmes in social and 

economic research on a global basis, but those aspects should not be overemphasized as con- 
ditions varied widely between countries and they should therefore be the concern of individual 
governments rather than one of the main objectives at the global level. 

Dr TRONGÉ (Argentina) said that tropical disease control was firmly linked with primary 
health care and, consequently, to the improvement of socioeconomic conditions, which would 
contribute to solving the problems. 

There were sporadic outbreaks of malaria in Argentina requiring joint and simultaneous 
action with neighbouring source countries. 

In the field of research it was important to avoid overlap - for example, three or four 
teams at work on Chagas' disease concentrating on the parasitic membrane while other lines of 
research were unfortunately neglected. 

There were about 25 000 registered cases of leprosy in Argentina. Research on a 

promising animal model was being supported by WHO. Schistosomiasis was not yet a problem, but 
personnel had been contracted from areas where the disease was endemic to work on hydroelectric 
projects and so workers, with their families, had to be kept under observation to prevent 
infection. Leishmaniasis and Chagas' disease called for a multisectoral approach. Research 
was proceeding on an animal model with the help of WHO and showed promise, while housing in 
rural areas was being improved with the help of the Inter -American Development Bank. 
Wisconsin Medical College was working on Chagas' disease. 

Argentine haemorrhagic fever was spreading year by year over much of the most productive 
area of the country, and support was being received from the Inter -American Development Bank, 
UNDP and the United States Government. An Argentine virologist was working at Fort Detrick, 

Frederick, Maryland (USA) on vaccine research. 

Dr SERINA (Botswana) recalled that the debilitating and crippling effects of the six 
target diseases of the Special Programme affected millions of people in the Third World and 
made it difficult, if not impossible, for them to lead socially and economically productive 
lives. The Director -General's optimistic report was therefore a source of encouragement to 

the developing world. 

His delegation looked forward to improvements, under the institution strengthening and 
research training aspects of the programme, in the career structures for research workers in 
national institutions in the developing countries, so that these countries could become self - 
reliant and derive maximum benefit from the magnificent cooperation between developed and 
developing countries illustrated in Figures 1 and 4 of the report. 

The conquest of the six diseases would represent a major step in the New International 
Development Strategy. 

Dr S. HASAN (Pakistan) said that his delegation was highly gratified to see the 
progress which had been made with the Special Programme in the short time of five years, in 

view of the Organization's aim of health for all by the year 2000. 
His delegation had noted with interest that the absence of suitable career structures was 

hindering the achievement of the second objective of the Special Programme: namely, the 
strengthening of the research capabilities of tropical countries. In Pakistan the national 
health laboratory was finding it difficult to retain good scientists. He wished to know what 
action WHO was contemplating in that regard and whether a solution might be found through 
financial incentives by WHO to scientists in certain countries in connexion with research 
activities. 

Dr MUREMYANGANGO (Rwanda) said that the developing countries would only be able to 

achieve the goal of health for all by the year 2000 through their own strenuous efforts and 

with the cooperation of the Organization, Member States and international bodies. Those 

efforts should include: developing appropriate local technologies and trained cadres, 
establishing research institutions at the regional and subregional levels, strengthening 
existing mechanisms in order to obtai,n rapid and effective research results, and TCDC to bring 
about appropriate coordination and regional self -reliance. Priority in research must go to 

tropical epidemiology, parasitic diseases, psychosocial factors and health, including nutri- 
tion, and traditional medicine. 



COMMITTEE A: TENTH MEETING 117 

His delegation had co- sponsored a draft resolution on research and was ready to accept 

amendments designed to strengthen the effectiveness and financial basis of research activities 

in tropical diseases. 

Dr ONDAYE (Congo) joined previous speakers in expressing satisfaction with the progress 

made by the Special Programme. He had already emphasized on previous occasions the 

responsibility of individual countries in matters of health as a first step, before the inter- 

vention of the international community was enlisted. Such was particularly the case with the 

parasitic diseases which, because of their limited character, did not threaten world health. 

He noted that especially the diseases which, for ecological, climatic or socioeconomic 

reasons, constituted a threat to the greatest number of countries outside their usual areas of 

prevalence, received most attention and that relevant general research on epidemiology, 

diagnosis and entomology was more readily undertaken than the control of the disease. 

African trypanosomiasis was a case in point and was once again on the increase. Current 

drugs dated back to the colonial period when the disease had been a scourge to the colonia- 

lists as well as to the local population. Treatment remained a delicate matter and could 

be carried out only by experienced and qualified staff. Since 1970 foci thought to have 

been extinguished had flared up with malignancy as great as during the 1920 -1930 period and 

the disease was decimating the population. In some villages 80% of the inhabitants were 

affected. 
His delegation therefore appealed for more intensive and more action - oriented research 

on trypanosomiasis which African countries could not conquer alone. The need was for an 

effective modern treatment and, if possible, a vaccine. 

The international community should show greater understanding regarding the serious 

problems of tropical parasitic diseases and greater altruism through bilateral as well as 

international cooperation with the afflicted countries struggling with so many problems, all 

of them priority problems. 

Professor TEJEIRO (Cuba) welcomed the Director- General's report on the Special Programme 

in which his country was collaborating. His country was deeply committed to scientific and 

technological exchanges with other countries on health matters and to the need to avoid any 

introduction or reintroduction of the target diseases for almost all of which the ecological 

conditions existed in Cuba. Cuba already had trained teaching staff and research workers 

and others were in the final phases of their studies so that by the end of 1980 Cuba would be 

ready to receive fellows from other countries. 

Professor SYLLA (Senegal) said that, in view of the multidisciplinary nature of research, 

it might appear over -ambitious for certain countries to envisage a well -defined policy, with 

appropriate financing. He therefore welcomed the emphasis being given to the training of 

research workers, one of the strong points of the Special Programme. There was a need for 

constant coordination of programmes, particularly because of their multisectoral nature and 
the limited means available. 

Dr FUJIGAKI LECHUGA (Mexico), as other speakers, had been impressed by the progress 

achieved in the Special Programme in such a short time. The activities of WHO in that and 

similar programmes demonstrated the important catalytic role the Organization was playing in the 
promotion of health throughout the world. The Special Programme had had a great impact in 
Mexico. Efforts were no longer dispersed and activities had been rationalized. The diseases 
covered by the Special Programme might be called diseases of underdevelopment rather than 

tropical diseases, since economic, social and cultural conditions were the determining factors. 
Mexico had undertaken considerable research on onchocerciasis. In 1979, with the aid of 

WHO, Mexico had organized a symposium on the disease, and control measures were being 
reevaluated to take account of all the factors concerned - nutrition, living and working 
conditions, etc., as well as contro]. of the parasite and vector. Itwas significant, that while 
there was a high incidence of the disease among coffee plantation workers, the owners of the 

estates were little affected. 
Mexico was also active in malaria control and, with the aid of PAHO and WHO, research 

was being undertaken on epidemiology and vector behaviour. 

Dr Quamina (Trinidad and Tobago) took the Chair. 

Dr SANКARAN (India) welcomed the Director -General's report and the progress made in such 

a short period. Six target diseases had been identified aoci steady progress had been made in 

research and development, training and institution strengthening in those fields. In view of 
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the recent episodes of dengue haemorrhagic fever and Japanese B encephalitis, both mosquito - 
borne viral diseases, he wondered whether they might also be incorporated in the Special 
Programme at a later stage. The diseases were causing increasing mortality in some South - 
East Asian countries. The support to 804 projects, 1000 scientists and 72 Member States in 
the planning, implementation and evaluation of the Special Programme represented a fine effort. 
There had been notable support to national scientists and strengthening of scientific 
institutions in developing countries in the spirit of the decisions taken by the Health Assembly. 

He thanked members of the Secretariat responsible for the Special Programme for the wealth 
of information supplied to him concerning the funding and selection of projects and institutions 

to be supported. He was pleased to note the increased support in the African Region with 143 

projects, including 46 dealing with research and development and 15 with institution 

strengthening, and with an input of US$ 10 million, particularly in Zambia, Nigeria, Kenya 

and Ghana. In the Americas, Latin American countries were still lagging behind despite 

investment of some $11 million. Inputs in the Eastern Mediterranean Region had been modest 

although there were signs of improvement regarding certain local problems. Inputs in the 

European Region had been substantial, thanks to the technical excellence available in countries 

of the Region. He was distressed and dissatisfied at the situation in the South -East Asia 

Region, which was lagging far behing the African Region. He appealed to Member States of the 

South -East Asia Region, who were responsible for the health and welfare of one- quarter of the 

world's population, to note the progress made in other regions and to submit proposals as 

soon as possible for consideration by the scientific working groups and the Joint Coordinating 

Board. 

He would comment on malaria under item 29 of the agenda. 

In the field of leprosy, India had received constant encouragement and support from the 

immunology (IMMLEP) and therapy (THELEP) programmes and the Government had itself allocated 

$25 million for leprosy research and control. Three significant steps forward had been 

achieved. A suitable model had been identified (namely the South Indian loris) for the 

experimental production of nerve lesions of leprosy. A macrophage culture technique had 

been developed for the identification of human bacilli and for testing drugs for leprosy 

treatment. Mouse footpad studies had been completed with a vaccine produced by a major 

national centre using a related bacillus. Phase one clinical trials had been authorized. 

A national workshop would be held on 2 October 1980 to discuss the progress made in leprosy 

research. India had received generous assistance from SIDA, the Federal German Leprosy 

Association, Christian mission associations and many other dedicated national voluntary groups. 

Filariasis, another important endemic disease, was receiving high priority, as an 

estimated 250 million persons in India were at risk. He hoped that an institution 

strengthening programme would be developed in the near future, in collaboration with the 

Special Programme, for research into both Brug's and bancroftian filariasis, and including 

entomological, epidemiological, clinical and therapeutic aspects. 

Professor SENAULT (France) welcomed the Director -General's report and thanked Dr Lucas 

for his introduction. There had been encouraging progress in the Special Programme in a 

relatively short period. France attached great importance to bilateral cooperation. The 

delegate of the Congo had already referred to collaboration - for example, through OCCGE 

(the Organization for Coordination and Cooperation in the Control of Major Endemic Diseases), 

OCEAC (the Organization for Coordination in the Control of Endemic Diseases in Central Africa) 

and ORSТOМ (the French office for scientific and technical research overseas). With reference 

to the difficulty of training research personnel mentioned in the Director- General's report, 

he said that there were opportunities for research workers from developing countries to 

acquire expertise through the overseas Pasteur Institutes. There was clearly a great need 

for further epidemiological studies, and he was pleased to note that it was proposed to develop 

postgraduate training programmes in epidemiology in all the regions. He was also interested 

in the proposals for social and economic research (paragraph 4.1.11); while the eight projects 

being undertaken were insufficient, they represented a significant first step. 

Professor HALBACH (International Union of Pharmacology), speaking at the invitation of the 

CHAIRMAN, said that, in view of the essential contribution the pharmacological sciences could 

make to the prevention and treatment of tropical diseases, the dialogue between WHO aid the 

International Union of Pharmacology should be reinforced and intensified. One means of 

achieving that might be cooperation in regional conferances and symposia such as those at 

present being organized by the Union in the Western Pacific and Latin America. Such regional 
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meetings could be co- sponsored by WHO without undue expenditure and would mobilize local 

scientific talent for the benefit of research and training in the geographical area concerned. 

The Union had recently established special sections for clinical pharmacology and toxicology, 

and the climate was particularly favourable for collaboration with WHO. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said that his country was 

in a good position to appreciate the Special Programme as it was actively involved in 

scientific work in connexion with the six target diseases. It was also one of the donors, 

and operated a number of training programmes. He welcomed the comments from delegates from 

the affected countries, since they showed that the thrust of the programme was in the right 

direction. 

His delegation strongly endorsed the view expressed by the delegate of Canada as to the 

need to maintain at least the present level of resource allocation to the strengthening of 

research capabilities in the developing countries. It also endorsed the plea made by the 

delegate of Sudan for proper health inputs at the planning stage of major agricultural projects 

in order to avoid the undesirable consequences - from the point of view of disease - of 

some such projects in the past. 

Dr REZAI (Iran) requested that the Secretariat provide information on the new method 

for the biological control of malaria, mentioned by Dr Lucas. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases), 
replying to the questions raised by delegates, said that he would group them by subject rather 
than deal with them one by one. All the ideas and suggestions put forward had been noted. 

Comments had been made with regard to the balance between research and training and 
institution strengthening, and the need to keep priorities in mind so as to ensure that 
unnecessary duplication was avoided. The delegates of Canada, Denmark, Argentina, and 
the United Kingdom, among others, had stressed that point. The scientific working groups had 
helped greatly in that connexion by providing information on what was being done in various 
parts of the world. As a result, where evidence was available that certain groups were carrying 
on particular activities, WHO was able to collaborate, rather than compete with them. Thus in 
the case of African trypanosomiasis, for example, where it was clear that certain essential 
activities in the field of drug development were not being carried out to the extent necessary, 

WHO had been advised to promote research in that area. The activities sponsored by the Special 
Programme therefore represented an attempt to fill gaps that had been identified. 

A number of specific questions had been raised in connexion with the strategy for 
implementing the programme. The delegate of Sudan had mentioned that his country was making 
an effort to increase the degree of collaboration with the programme. His own records showed 
that 21 proposals had been received from Sudan, of which seven had been funded to a total of 
$227461, eight were still pending or under review, and six had been withdrawn or rejected. 
That represented a very high funding rate for any country. As he had already pointed out, a 

total of 621 projects had been proposed to the programme in the previous year, of which 
only about half could be funded with the resources available to it. The projects to be 

funded were selected on the basis of two criteria: relevance to the objectives of the 

programme, and scientific quality. 

With regard to institution strengthening, close consultation was maintained with national 
authorities in the countries with the aim of determining how collaboration in that field could 
best be developed. 

The delegate of Israel had pointed out the importance of behavioural factors in the control 
of tropical diseases. A number of activities in that field were being carried out under the 

guidance of the social and economic research and other relevant working groups. Thus a workshop 
had been organized on human water contact, which was a very important behavioural factor in 

the transmission of schistosomiasis. The methodology that had been developed by scientists 
in different parts of the world was being standardized so that others could learn from the 
experience gained. A similar workshop would be held in Sudan. Various other programmes were 
being funded by the social and economic research group. The work had been started rather late, 
but he hoped that there would soon be some results to present. He had noted the point made 
by the delegate of the Netherlands, namely that research on a new drug was dealing with something 
of global applicability, whereas social and economic research tended generally to be more 
localized and not transferable to other countries. WHO's aim was to develop the methodology 
for such research, which could then be used by a country in its own research efforts. He 
agreed that it would not be possible for the programme to fund all the socioeconomic research 
needed in each of the Member States. 
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The delegate of Pakistan had raised the difficult question of what could be done to 

promote careers and career structures in tropical disease research. One possible method - 

which was, however,only a temporary palliative - was to provide supplementary funds, but 

that was done only if it was compatible with the laws of the country concerned, if it was 
the intention of the government to take over the support in due course, and finally if those 
who were so rewarded undertook to do full -time research in return for such support. Thus 
the Special Programme was merely anticipating what the government was going to do in any case. 
As with other forms of Special Programme support to institutions, it would be provided on a kind 
of sliding scale, i.e., it would be large initially, but gradually reduced as the government 
increasingly took responsibility for the institution supported by the programme. He 

believed that that was the best policy, otherwise the programme's limited resources would 
be wasted in creating a small cadre of people enjoying special facilities. He would like to 

see career structures that were meaningful under local conditions, and were capable of 
attracting scientists in the developing countries to research on the problems of tropical 
diseases. 

The delegate of the Congo had presented an excellent summary of the situation with regard 
to African trypanosomiasis. It was clear that there had been a recrudescence of the disease 

in a number of countries in which it had been lying dormant. He drew delegates' attention 
to the exhibit showing the results of the epidemiological and operational studies being 

carried out on that disease in Africa. That research project had been initiated prior to 
the Special Programme, but had subsequently become part of that programme. Some interesting 
findings had emerged over the past few years; in particular, there was further evidence 

of the existence of an animal reservoir for the West African form of the disease, new 
methods of using insecticides for vector control had been devised and tested, and a new test 
that was both simple and precise was being developed and tested in the field. He thought 

that Member States should be aware of those developments, and it was planned to hold a 

meeting at the African Regional Office in July, to which the representatives of 23 African 
countries had been invited. That meeting would consider how the results obtained could 

be applied, and would provide guidance as to the further research needed. He hoped that all 
such efforts - on drug development, drug screening, etc. - in collaboration with the Special 

Programme, would yield valuable results. Similar research would be carried out in East 

and Central Africa; that would be based in Zambia, where the Government had made resources 
available at the Ndola centre. 

The delegate of Rwanda had stressed the importance of epidemiological studies. It was 

the Special Programme's intention to develop methods of data collection, data analysis, etc., 

suitable for use in developing endemic countries. 

The importance of training and institution strengthening had been mentioned by many 
delegates, with a strong recommendation that the 21% of resources allocated to that field 

should at least be maintained. He would have liked to see an increase in the total amount 

invested, but the programme was constrained by the availability of financial resources. 

He had noted the offer made by the delegates of Brazil and Cuba to accept students in 

their countries. In fact, a number of students had already gone to Brazil to undertake 
various studies, and he hoped that the number would be increased. 

It had been pointed out that, in addition to contributions in cash, contributions in kind 
should not be forgotten. Thus the institution in Zambia already mentioned represented a 

major financial input by the Government of that country. There was also a similar 

contribution in kind by the Soviet Union, through the participation of scientists and 

institutions. Many more such contributions would be welcome. The strengthening of 

national institutions, and of bilateral grants, as mentioned by the delegate of France, was 

also important. The Special Programme could not satisfy all the requirements of tropical 

diseases research; the resolution by which that programme had been established had called 

for the intensification of efforts both by WHO and by Member States. 

The delegate of Iran had asked about the new method of biological control. The most 

exciting recent development had been the finding of bacterial strains that appeared to be 
highly potent in killing the larvae of some vectors of human disease; that applied particularly 
to vectors of the malaria parasite, but possibly also to others. Great progress had been 

made in that field in the last few years, and considerable interest had been aroused both 
among scientists and in industry. The method might well be more selective than chemical 
methods, and perhaps cheaper as well. 

The representative of the International Union of Pharmacology had drawn attention to the 

importance of collaboration with the pharmaceutical industry. WHO was grateful for the 

work being undertaken by certain drug companies, e.g., on long- acting antimalarial drugs, 
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and on the testing of new drugs. There appeared to have been a resurgence of interest in 

drugs for tropical diseases. One of the most exciting of recent developments was the 

development of a new drug for schistosomiasis; that had been developed by a drug company 

in collaboration with the parasitic diseases programme of WHO. The work had been started 

before the Special Programme was set up, and had been continued mainly outside that programme. 
An interesting and attractive drug had been produced. Such efforts should be commended. 

Finally, the delegate of India had reported a number of activities that had been carried 
out in his country in relation to leprosy. Such activities represented the particular type 
of intensification of research that he would like to see in every Member State. 

The DEPUTY DIRECTOR- GENERAL, in reply to a question from Dr NZHIE (United Republic of 

Cameroon), said that sexually transmitted diseases were not covered by the Special Programme. 
He assured Dr Nrhie that a great deal of work was being done on those diseases by WHO, and 

said that he would provide him with full information on that subject. 

The CHAIRMAN said that the document under discussion had been submitted for information 
only. It would be appropriate, therefore, for the Committee to express its views in the 

form of a decision, which would be submitted to the Health Assembly. She called on the 
Rapporteur to read out a draft decision. 

Mr VOHRA (India), Rapporteur, suggested that the following draft decision be transmitted 
to the Health Assembly: 

Decision: The Thirty -third World Health Assembly, having noted the progress report of the 
Director -General on the Special Programme for Research and Training in Tropical Diseases, 
complimented the Director -General on the rapid and effective implementation of all areas 
of the Programme. The Assembly expressed its pleasure with the significant progress 
already made and its appreciation for the scientific and financial contributions to the 
Programme by over 80 Member States. It requested the Director -General to continue the 
development and operation of the Programme along the lines described in his progress 
report and to continue to make budgetary provisions for the Programme, to be used 
according to the approved priorities of the 

It was so agreed) 

2. STATEMENT BY THE EXECUTIVE SECRETARY OF THE INTERNATIONAL YEAR FOR DISABLED PERSONS 

Mrs N'KANZA (Executive Secretary, International Year for Disabled Persons) welcomed 

the opportunity to address the Committee. From the outset, the United Nations had paid 
particular attention to rehabilitation of the disabled, in view of the large number of 
persons disabled during the Second World War. There had, however, been a tendency to neglect 
preventive aspects. The number of disabled in the world had risen to 450 million by the 

start of 1979, a figure equivalent to the entire population of the African continent or the 
combined populations of the United States of America and the Union of Soviet Socialist 
Republics. Given the numbers involved and its complexity, disablement was a major obstacle 
to the socioeconomic development of every Member State. The United Nations General Assembly 
had therefore considered it timely to draw the attention of the international community to the 
issue and had designated 1981 as the International Year for Disabled Persons. The inter- 
national community still had to reach agreement on the criteria for defining disabled and 
mentally retarded persons, and if governments wished to improve the living conditions of the 
disabled they would have to establish priorities. 

The Secretary -General of the United Nations had submitted questionnaires to Member 
States to determine the number of disabled and the categories of disablement. In that 
respect, the International Classification of Impairments, Disabilities and Handicaps, published 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

decision (13). 
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by WHO was most useful. Member States were being asked whether they had permanent systems 
for collecting data on the disabled, and what the causes of disablement were. The latter 
was most important if disablement was to be prevented. According to a recent study in the 
African Region, poliomyelitis was still a major cause of physical disability in the Region - 

an intolerable situation. Other major causes were blindness and leprosy. In her opinion 
it was a crime that half the children born became disabled and were unable to live normal 
lives. WHO could and already did play an indispensable role in informing the international 
community, on the basis of research, of the main causes of disability. Member States were 
also being asked what preventive and rehabilitation measures they had adopted, and what 
obstacles had been encountered in their implementation. In the discussion on item 26.2 of the 

agenda several speakers had mentioned the need for qualified personnel; with regard to the 

disabled, the lack of such personnel was frequently a greater problem than lack of finance. 

The other questions addressed to Member States concerned technical assistance. There again it 
was essential that there should be adequate qualified personnel to -apply modern science and 
technology. There was also a need for local industries for the production of equipment such 
as wheelchairs and artificial limbs for the disabled. Member States were being asked whether 
they had programmes of high priority which might qualify for assistance from a fund established 
as part of the International Year for Disabled Persons. 

The International Year was only a starting point. An international seminar, involving 
some 50 experts from all the continents, was being organized to promote cooperation among 
developing countries in the development of industries for the production of equipment for the 

disabled - including educational and working equipment as well as medical aids; for the 

general theme of the International Year was full participation and equality for the disabled. 

A further project was the formulation of a long -term plan that would be submitted to Member 
States, specialized agencies of the United Nations system, and nongovernmental organizations, 
which frequently gave vital assistance in supplementing Member States efforts. 

She hoped that delegates would bear in mind the severity of the problem and give a clear 

mandate to the Director -General to support the coming International Year. For WHO, of all 

the specialized agencies of the United Nations system, could make a most fruitful contribution 
a contribution for which the world's 450 million disabled would be eternally grateful. 

The meeting rose at 17h30. 



ELEVENTH MEETING 

Tuesday, 20 May 1980, at 9h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

DEVELOPMENT AND COORDINATION OF BIOMEDICAL AND HEALTH SERVICES RESEARCH (PROGRESS REPORT): 
Item 26.1 of the Agenda (Resolution WHA31.35, para. 5(3); Document А33/9) 

Dr HIDDLESTONE (representative of the Executive Board) said that resolution WHA31.35 

requested the Director -General to 'report periodically on progress in the development and 
coordination of biomedical and health services research. The Director -General's progress 
report, which had been carefully examined by the Executive Board at its sixty -fifth session, 

contained an addendum summarizing the proceedings and recommendations of the global Advisory 
Committee on Medical Research (ACMR). The ACMR regularly examined new research, for example 
into diarrhoeal diseases which had been recommended as one of the Organization's highest 
priorities. In health services research, in which the ACMR had worked in close cooperation 
with WHO staff and experts from all regions, the principal obstacle to progress was the lack 
of trained personnel. 

Additional impetus had been given to WHO's research activities by the Second United Nations 
Conference on Science and Technology for Development, where WHO's most important contribution 
had been cited as being its capacity to provide an international assessment of health problems 
and possible solutions. WHO's annual expenditure of US$ 50 000 000 on research, according to 

the Conference, fulfilled a useful catalytic role. A proper balance needed to be struck, 

however, between basic and applied research. 

The Executive Board had expressed its interest in receiving more information on the 

medium -term programme when it became available and was also seeking more detailed information 
on regional research activities. It had noted the attention being given by the global ACMR 
to research in health promotion, emphasizing the need to encourage health education for 
communities to attain self -reliance. One subject on which it had expressed concern was 
international ethics, where it noted the disproportionate amount of money spent on armaments 
compared with that spent on health research. Only in the International Agency for Research 
on Cancer was there a provision for spending a percentage of the defence budgets of 
participating countries on cancer research. There was also far too long a delay between 
health research findings and their application. 

The Board emphasized the complementary roles of biomedical research and health services 
research; failure or shortcomings in the latter often meant failure in application of the 
former. Research for the attainment of health for all required a multidisciplinary approach. 
In health development there had been too few quantitative studies or precise definitions; 
basic health statistics were inadequate; and there was a need to study those aspects of the 

social sciences dealing with the determinants of health development, for example the 
relationship between an individual's health and productivity or between the cost of environmental 
hazards such as pollution and the benefits accruing from agricultural or industrial development. 
Did fertility regulation, for example, lead to increased per capita agricultural production, 
and did increased production and consumption affect fertility? Literacy levels and family 
planning practices might similarly prove to be linked. Such studies should have a strong 
built -in health component and be used to influence decision- makers by identifying the real 
issues forming the background to proper health development. 

The DEPUTY DIRECTOR- GENERAL emphasized the effective use being made of the world 
scientific community in the work of the Organization. WHO's scientific integrity and 
credibility had never been so strong, he said, reassuring those delegates who were concerned 
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about the scientific bases of the Organization's work. WHO had long recognized that research 
was indispensable to its work, and particularly to its efforts to achieve health for all by 
the year 2000. The main aim of research was not merely to promote discoveries but to acquire 
new knowledge that would help in improving the health of the community. Research was also 

important for all those who taught, practised or were studying medicine. 
The Organization would continue to explore new scientific approaches likely to enhance 

the performance of its technical personnel and of health workers at all levels, but much 
remained to be done at the national level, particularly in the developing countries. Member 
States that had not done so should institute research policies, encourage research on their 
particular problems, train more research workers, establish research structures, and do 

everything to promote research. 

Professor BERGSTROM (Chairman, Global Advisory Committee on Medical Research) spoke about 

the interaction between the global and regional ACMRs in their study of the health research 

priorities of Member States and about the future expansion of WHO's research efforts, so 

successfully embarked on in the special programmes in human reproduction and tropical diseases. 

The latter programme illustrated how a well -planned expansion of programmes could be accom- 

plished involving the expenditure of US$ 25 000 000 over a period of three years. 

The global ACMR was an advisory body made up of 19 scientists not belonging to the 

Organization and had been instituted some 20 years previously. Since 1976 the different 
regions of WHO had begun to set up similar ACIRs whose chairmen participated in the global 
ACMR; conversely, members of the global ACMR attended meetings of each regional ACMR. The 

whole formed a network of several hundred scientists and regional ACMRs had established 
planning groups for most priority areas. 

With regard to the diarrhoeal diseases control programme, the global ACMR had come 

together two years previously with its chairman and the relevant WHO staff members from 
headquarters and the regions. With the aid of a$ 1 000 000 extrabudgetary commitment from 
the United Kingdom, more than 20 meetings had been held throughout the world in a period of 
18 months, and the programme was ready by the end of 1979. At regional level the machinery 
had brought together representative scientists and administrators from the countries of each 
region, who had then dispersed to organize national meetings before reconvening six months 
later with their national commitments. The whole programme had thus been built up by Member 
countries themselves. 

Part of the programme was a research programme similar to the tropical diseases research 
programme. Among interesting discoveries in recent years was that of the responsibility in 
some areas of rotavirus in half of all childhood diarrhoeas. In late 1979 the rotavirus had 
been successfully grown in a laboratory for the first time, a step forward of perhaps the same 
importance as when poliovirus had first been grown. The next few years should see worth- 
while developments. The proposed programme included proposals for virus vaccine development 
and chemotherapy. 

The difference from earlier programmes was that with regard to funding, each region 
proposed convening a separately funded working group concerned mainly with operational research, 
regional epidemiology, etc., after which the regional groups were coordinated. The programme's 
research component had been partly funded by UNDP but he hoped that other extrabudgetary 
funding would be forthcoming in future years, since the programme would need just as much 
money as the tropical diseases research programme. The operational part of the programme 
called for an enormous informational and educational effort that had to be financed nationally 
or bilaterally. 

The tropical diseases research programme was managed by a Joint Coordinating Board whose 
membership was drawn from the three sponsors, the World Bank, UNDP, and WHO, which was also 
the executing agency. There were 26 national representatives, appointed by the governments 
overseeing the programme. In effect, the Health Assembly thus had its own subcommittee for 

research into tropical diseases. Many of the representatives on the Coordinating Board were 
probably members of national groups, and it was currently being discussed whether similar 
machinery would be suitable for the research portion of the diarrhoeal diseases programme. 

The final shape of the latter had not yet been decided, but perhaps UNICEF should also be 

brought into membership. 
There were no grounds for the fear sometimes expressed that, because the special programmes 

were managed differently from those under the regular budget, WHO might be losing control over 
them. The fact was that, through those programmes, thousands of scientists from around the 
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world were being involved in priority areas selected by the Health Assembly; and the programmes 

were being managed in line with WHO's goals and with funds channelled through WHO. 

Scientists from each country involved were stimulating national research councils to 

increase their efforts, recruiting new students and influencing teaching of the relevant sub- 

jects to health personnel at all levels. 

He had taken the programme on diarrhoeal diseases as an example, but subcommittees were 

also active in health services research, research administration, and information and in the 

exploratory committee for mental health in relation to primary health care in the developing 

countries. 

Dr GARRIDO (Mozambique) said that if health for all was to be attained by the year 

2000 only too few years remained to combat some of the main diseases in the developing 

countries, even if large sums were devoted to the task. The short time remaining allowed no 

margin for abstract research divorced from reality. 

Biomedical research should be seen as a source of new weapons to combat disease and of 

key components for primary health care. It was essential therefore that regional and global 

research strategies should start with health problems not yet solved; that research should 

be carried out to an increasing extent in the countries where the problems existed; that, 

although research institutions in developing countries were still poor, medical research 

financing agencies and organizations should accept the fact that it was from those poor 

institutions that future research centres would emerge and should therefore lose their fear 

of investing in them; and, that the limited research resources of the developing countries 

should lead them to avoid duplication by establishing coordination mechanisms at subregional 
and regional levels. New weapons to combat disease discovered by research must be made 
available to the peoples of the world who needed them. It would be of little use to discover 
a vaccine against malaria or to perfect methods of diagnosing cancer if the health services 
kept up their present -day attitudes of profit -making and discrimination. 

The developing countries must devote more attention to research into the major noncom - 
municable diseases, particularly primary cancer of the liver, whose basic cause was probably 
food highly contaminated with aflatoxins and whose highest incidence was in southern Africa, 
especially Mozambique. Recently the African ACMR had singled out that problem as one needing 
priority research in the field of nutrition. 

Mozambique was currently engaged in laying down the political and organizational bases 
of its decade for victory over underdevelopment, one of which would be increased medical 
research. Work had begun on defining the priority fields into which its physicians should be 
channelled and their career structure and professional status. Doctors already working in the 
research field would be included in that reorganization. 

He hoped that cooperation between Mozambique and WHO in research into endemic diseases 
and in strengthening his country's national institute of health would be expanded in the 

coming years. 

Dr HELLBERG (Finland) noted with satisfaction that WHO's research programme had moved 
closer to health service functions and the health development process. It was becoming easier 
to see the research programme as a whole and the relationship to it of the different elements. 
Although a monolithic bureaucratic programme was to be avoided, it was essential that the 

total research effort should support WHO's overall efforts and if possible lead the way. 
The progress report indicated the beginning of development of health services research. 

It was especially gratifying to note that all six regions were involved and that four of them 
had subgroups of specialists. Health services research was no easy matter; a certain 
competitive feeling existed between traditional forms of research and new forms, and it was 
essential to seek a balance between them. Health services research was,, however, of great 
interest to national health administrations. In Finland some national health administration 
funds had been devoted to it and were being used by the health and the social services in 
cooperation. WHO assistance to Member States in questions related to budgeting for such 
research would be of value. 

A related subject was the participation in research of health workers in the field. 
Their participation was often passive and reluctant, but there was a need to have more of 

them involved so that they should become, and remain, curious about what they were doing and 
aware of the surrounding realities. Had the question of funds for research and the partici- 
pation of health workers in research and development been considered in the preparation of 
the booklet on health services research? 
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A matter of special concern to research workers and clinicians in his country that he 
felt could be discussed under no other item of the agenda was the use of SI units, as 
recommended in resolution WHA30.39. Operative paragraph 3 of that resolution recommended 
the maintenance for the time being of the use of the millimetre of mercury in the measurement 
of blood pressure. Many auxiliary health personnel and patients themselves preferred to 
retain that unit. He would like to know what measures WHO had taken to meet the desire of 
health workers that the millimetre should be retained. 

Professor OZTÜRK (Turkey) emphasized the importance of the section of the report devoted 
to mental health. In the formulation and implementation of strategies to achieve an accep- 

table level of health for all within the next 20 years, psychosocial factors and mental health 
deserved much more active consideration than had so far been given them in many countries, 
whether developed or developing. Severe psychosocial problems afflicted highly developed and 
affluent countries as well as developing ones, and no form of development could lead to a 

better quality of life unless psychosocial factors were accorded prime importance. 

It was a commonly held medical view in developing countries that there could be no place 

for mental health research while there was a high prevalence of malnutrition, infectious 

disease and other conditions, and that those must be eliminated first. Although there might 

be some justification for that view, it was also possible that if efforts were to be based on 

a purely medical model, important psychosocial resources would be neglected; the progress 

report rightly stated that the problem -solving potential of mental health research throughout 

the world was not yet fully harnessed to the pressing practical needs. In order to learn and 

benefit from the psychosocial achievements and failures of developed countries and the psycho - 

social strengths and weaknesses of developing countries, it was necessary for a vast amount of 

research to be done. During the past decade significant advances had been made in the metho- 

dology of research in the behavioural sciences and reliable instruments had been developed 

for use in the investigation of psychosocial variables. The value of integrating research, 

training, and health care had also been recognized. Collaborative research could be an 

effective way of bringing about changes in the attitudes and orientation of many clinicians 

and institutions that had remained within the constrictive walls of traditional psychiatry. 

His delegation therefore welcomed WHO's support for research on the psychosocial aspects 

of disease and on rehabilitation for psychiatric disorders, including alcohol and drug -related 

problems. It also noted with satisfaction that research projects had been or would be 

launched on psychosocial factors related to human development, social change, migration, and 

uprooting. Such projects had provided data for use in health services planning and in 

stimulating training and research centres around the world to use a common language and adopt 

a more comprehensive approach to health matters. More national resources should be directed 

into those research fields. 
In conclusion, his delegation was happy to support the draft resolution on the develop- 

ment and coordination of biomedical and health services research proposed by the delegations 

of Botswana, Gambia, Lesotho, Mali, Rwanda, Senegal and United Republic of Tanzania, which read: 

The Thirty -third World Health Assembly, 

Having considered the Director -General's progress report on the development and 
coordinabíon of biomedical and health services research; 

Recalling resolutions WHA25.60, WHA27.61, WHA28.70, WHA29.64, WHA30.40 and WHA32.15; 

Affirming that biomedical, health services and health promotion research in 

particular, and science in general, should be a major accelerator of the progress of all 

Member States towards health for all by the year 2000; 

Recognizing that such research can only be effective if it relies on both 

strengthened national capabilities and international coordination; 

Noting with concern that the achievements of biomedical and medicosocial sciences 

have not been accompanied by a decrease of the gap between the developed and developing 

countries in generating and applying scientific knowledge relevant to health development 

and promotion; that most developing countries still lack the resources, manpower aid 

infrastructure necessary for health research; 

1. URGES Member States to: 

(1) ensure that biomedical, psychosocial and health services research is included 

in their national policies, plans and budget allocations related to the goal of 

health for all by the year 2000; 
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(2) intensify their cooperation, and particularly the cooperation between developed 

and developing countries in: 

(a) building up or upgrading the health research capability of developing 

countries in its various forms, including separate research institutes, 

research arms of universities, components of specific health programmes or 

projects, and the creation of national coordinating mechanisms; 
(b) ensuring that an effective strengthening of national research capability 

of developing countries is the net result of every collaborative research 

activity; 
(3) give high priority to research training and to measures aiming to provide 
incentives for scientists from developing countries completing their studies in 

developed countries to return to and apply their skills and knowledge to health 
programmes in their home countries; 

2. DECIDES that the World Health Assembly shall monitor and evaluate the effectiveness 
of the Organization's programmes and policies aiming to improve the research capabilities 
of developing countries; 

3. REQUESTS the Director -General: 
(1) to strengthen the global leadership of the Organization in the worldwide 
coordination and steering of research necessary for the attainment of health 
for all by the year 2000, by: 

(a) intensifying the coordinating functions of WHO and reinforcing the actual 
implementation of research activities by Member States and institutions and 
individuals, particularly in developing countries, and utilizing, inter alia, 
the medium -term programmes for research promotion and development to this end; 

(b) creating and maintaining within the Organization at all levels and 
especially at the global level a blend of scientific expertise of highest 
quality, which should be at the disposal of Member States in their efforts to 

harness research to national strategies for health development; 
(c) expanding the involvement of scientists from developing and developed 
countries in the Organization's research programmes 
the role of the global aid the regional Advisory Committees on Medical 
Research; 

(2) to cooperate with Member States in carrying out a thorough assessment of their 
current capabilities and needs regarding research and in mobilizing the intellectual 
and material resources of the Organization to improve such capabilities and meet 
needs; 

(3) to take vigorous measures to increase the number of programmes in which 

adequate extrabudgetary support for research is available and widen the donor base 
of WHO- coordinated or sponsored health research; 

(4) to submit to the Thirty -fifth World Health Assembly a report on the progress 

achieved in the implementation of this resolution. 

Professor SPIES (German Democratic Republic) noted with satisfaction the greater 
emphasis being placed on medical science in the work of WHO. The Organization, however, 
should become even more active in coordinating national research programmes, organizing 
international exchanges of experience, developing new research methods collaboratively, 
training scientists, and appraising scientific findings. Those activities should be 
priorities, since research was a key element in the strategy of health for all by the year 
2000. The global and regional ACMRs should have greater responsibility in their cooperation 
with WHO in such research activities. 

In view of the large number of research projects described in the progress report, his 
delegation wished to be assured of the effectiveness of WHO's research activities. It 
therefore recommended that there should be greater concentration on promising projects of 
international significance; consistent utilization of all channels of coordination, such as 
collaborative research planning, in drawing up criteria for evaluation and comparable 
standards; and avoidance of any bureaucratization of international research. Strengthening 
research in Member States and adding to the number of scientists should not lead to dispersion 
of global research and dilution of its potential; that action must be accompanied by inter- 
national coordination and collaboration and by common efforts to concentrate on projects of 

high priority. 
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In his country about 10 000 doctors and other scientists were engaged in priority 
medical research projects, special attention being given to interdisciplinary work. Research 
priorities had been established after intensive discussion with hundreds of scientists aid 
took into account such aspects as international scientific trends, the morbidity structure of 
the country, national traditions and conditions, social needs and requirements, obligations 
arising from international agreements, problems promising successful solution, and existing 
gaps in knowledge. 

Starting from the criteria laid down by the national ACMR, the priorities of medical 
research in the German Democratic Republic for the next decade had been defined. They 
included diabetes and disorders of lipid metabolism, cancer, influenza and selected 
infectious diseases, ischaemic heart disease and hypertension, organ and tissue transplanta- 
tion, and pregnancy and neonatal development. There were nine main programmes and 16 smaller 
projects to be promoted by direct governmental support. In all those fields his country was 
increasingly engaged in bilateral and multilateral cooperation, including cooperation with 
some WHO programmes. His country's scientists welcomed initiatives to promote the extension 
of their international partnership. The international collaboration in research his 
country had developed with the socialist countries provided valuable experience and could be 
used by WHO. 

His delegation supported the draft resolution. 

Dr VIOLAKI- PARASКEVA (Greece) thought that research should be part of the national 
effort and be well balanced. It was generally agreed that health problems today required new 
strategies, especially in the light of the development of medical technology; it would 
therefore be useful to establish a mechanism for the coordination of research so that 
countries could help each other. Health services research and biomedical research should 
form an important part of medical education and young scientists should be supported. Great 
interest in research had been shown by young scientists in recent years. 

One important field of research with practical applications was that of diarrhoeal 
diseases; it was also a good example of WHO's active collaboration in biomedical arid health 
services research, not only at the national, regional, and global level but also with UNICEF, 
UNDP, aid the World Bank. Health services research should not be considered as a secondary 
type of research; on the contrary, it was a powerful tool for the formulation of health 
policy and for converting that policy into action. Her delegation recognized the importance 
of a multidisciplinary approach to mental health research as described in paragraphs 53 and 
54 of the progress report and gave that approach its support. 

A mechanism for improving the dissemination of information on biomedical and health 
services research was needed, and she would submit an amendment to the draft resolution on 
that point. 

Professor DAVIES (Israel) said that his delegation wished to co- sponsor the draft 
resolution. The ACMR was an important coordinator of international research arid perhaps 
the time had come for it to be also an innovator. He supported the principle of regional 
research, and noted with satisfaction the development of regional research programmes arid 

the support and promotion of national research capabilities. Israel had had difficulty in 

contributing to the general effort in its Region. In addition its health problems were 
frequently different from those of the other countries in the Region, being more like those 
of the European Region. He suggested therefore that there should be greater flexibility in 

interregional collaboration, countries being given the possibility of participating in the 

ACMRs of other regions than their own. 

He particularly welcomed health services research, although he did not see why that 
research had been singled out as mission- oriented. All WHO- supported research should be 
mission- oriented, directed to the development of tools needed for application to real -life 
problems. It would be satisfying to see in health services research the concentration of 
forces arid dedication of scientists that was found, for example, in genetic engineering. 
He agreed with paragraph 43 of the report, which said that health services research should be 
part of all technical programmes; but there was danger of fragmentation owing to decentrali- 
zation in programmes, to the detriment of the development of a framework linking the work in 
one country with that in another and providing guidance for a third. 

He expressed satisfaction with the creation of the ACMR subcommittee on health services 
research, but noted that it had held only three meetings in two years. He asked what 
initiatives it had taken to define groups of problems capable of solution, what the priority 
problems were, and what steps had been taken to give them publicity as the Special Programme 
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for Research and Training in Tropical Diseases had done for its research plans, inviting the 

cooperation of world experts. Research in human reproduction had achieved notable success 

in the same way. What steps had been taken to mobilize the world's experts to join forces 

to tackle the problems of health services research, which all agreed was an area of top 

priority? Was there a possibility of organizing a task force, as in the tropical diseases 

and human reproduction programmes, to direct activities and mobilize resources worldwide? 

The development of local and regional research potential was of paramount importance, 

but only WHO could mobilize global resources across country and regional barriers to tackle 

the global problems and develop the necessary tools. In that connexion he supported the 

comments of the delegate of the German Democratic Republic. 

Dr EDMONDSON (Australia) thought that the biomedical and health services research 

programme was one of the success stories of WHO. WHO was in a unique position not only to 

stimulate and coordinate research into the most pressing world problems but to awaken scientists 

to their global responsibilities, ensuring a gradual development of experience and expertise 

in the developing nations. The success of the overall plan was illustrated by the special 

programmes, in which Australia had a particular interest. The tropical diseases and mental 

health programmes and the human reproduction programme had made substantial headway. The 

diarrhoeal diseases programme, now established, was of vital importance, as had been pointed 

out, for example, in the discussion of the promotion of breastfeeding. The nutrition 

programme and the health services research programme, now emerging from the planning stages, 

would need the support that had been given to the others. He agreed with the delegate of 

Finland that there had never been enough persons possessing the appropriate skills for health 

services research; in all countries that had resulted in piecemeal planning, so that there 

was invariably an imbalance in one area or another. There was a chance that the countries 

still developing their services might be able to avoid pitfalls into which others had fallen. 
He endorsed the extensive use of experts from outside the Organization to review the 

research proposals. It had been found in Australia's domestic research strategy that 

stringent peer review was a key element in raising standards. Training and the strengthening 
of institutions also needed emphasis. The long -term goal must be to train a cadre of 

effective research workers in Member States so that they became self -reliant and could 

collaborate freely in equal partnership. Some delegates had mentioned difficulties in 

building up such a cadre, and that problem had to be included in health services research. 

Bringing together national research councils for regional meetings was a significant 

initiative. Meetings had now been held in a number of regions, including the Western Pacific 
Region, and represented an invaluable opportunity for Member States to share experience and 

become aware of each other's problems and potential. They also made it possible to see how 

priorities could be set. Some of the plans and problems discussed in the report may have 
been common to those meetings, and there was a case for occasional interregional meetings in 

the future. 

He supported regional research initiatives, recognizing that regional priorities must 
vary. The Western Pacific Regional Office had been able to arrange for joint funding of some 
projects by WHO and private or government aid organizations from the Region. 

Dr SANКARAN (India) noted with satisfaction the progress of research in the South -East 
Asia Region and the orientation of research towards health for all by the year 2000. A step 
forward had been taken with mission- oriented health services research to develop suitable 
health manpower, the critical evaluation of newly introduced schemes and methods of delivery 
of primary health care at the peripheral level. 

In India the Indian Council of Medical Research (ICMR) and many other national and state 
institutes were carrying out research. Since the Director -General of Health Services was 
also Chairman of the Scientific Advisory Board of the ICMR, close cooperation existed between 
the Council of Medical Research and the Ministry of Health. A biomedical research and 
coordination committee met every three months to review the work in various national and 
state laboratories on a specific subject; health services research, malaria, leprosy, 
diarrhoeal diseases, and research on human reproduction had all been recently reviewed. In 
the diarrhoea) diseases programme the National Institute of Cholera and Enteric Diseases had 
been active in finding many hitherto unidentified etiological agents; it had discovered that, 
in a state in north -eastern India, the main causative organism among infants and newborns was 
the rotavirus. The ICMR and the Indian Government, with the cooperation of WHO, had also 
introduced an active programme for conducting seminars and workshops in various medical 
schools to instruct teachers and practising paediatricians in diarrhoeal disease management 
with oral rehydration techniques. 
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To increase research capability and produce research professionals in various fundamental 
fields, India had introduced a scheme for finding research talent that had paid rich dividends. 
An important research finding of the National Tuberculosis Chemotherapy Centre at Madras 
concerned the efficacy of BCG vaccination in pulmonary tuberculosis in children. The study 
involved the follow -up of 300 000 individuals in a district in southern India over 14 years. 
WHO and the ICMR had been closely involved in the study, and the results were being carefully 
analysed for their validity and, if necessary, global application. The results seemed to 
indicate that BCG vaccination did not afford protection to infants and children against 
pulmonary tuberculosis to the extent expected; but an intriguing feature was the greatly 
decreased incidence of skeletal and meningeal tuberculosis. Tuberculosis until now had not 
had adequate attention in many developing countries, and his delegation was co- sponsoring a 

resolution on tuberculosis that would be submitted next day, to re- emphasize WHO's interest 
in that field.1 

India had been a contributor to the special programme on human reproduction and had 
greatly benefited from it. Close collaboration with WHO had resulted in a number of centres 
springing up during recent years. Impressive discoveries had been made, among them a 
substitute for laminaria tents, a drug to reduce bleeding from copper T and other IUDs, a 

drug to reduce the mobility of the Fallopian tubes and, possibly, a vaccine, which would be 
used initially in animals. Continuing involvement with the programme would benefit many 
countries grappling with population problems. 

The United Nations Conference on Science and Technology for Development had done excellent 
work at its Vienna meeting. He hoped that its proceedings would be available to the regional 
committees for discussion and that its recommendations would be applied in many developing 
countries, where resources had to be identified and proper research carried out. 

Professor SHEHU (Nigeria) said that many national institutions had benefited from the 
efforts of the Regional Office for Africa to strengthen and develop national capabilities in 

biomedical and health services research. Efforts had been directed at the study of traditional 
health care resources in the African Region and they would undoubtedly make a valuable contri- 
bution to health for all by the year 2000 provided that they helped to dissipate misunderstan- 
dings. However, health services research did not receive the priority it deserved; the 

benefits derived from the large sums allocated to the health sector were not commensurate with 
the expenditure. Many important problems were neglected because it was considered that they 

might involve considerable expenditure and resources were limited. There was little logical 

thought on how resources could best be utilized, and cost -effectiveness did not receive serious 

consideration. For that reason emphasis should be laid on the economics of health care, 
because better use could be made even of limited resources, with a consequent improvement in 

health and general wellbeing. Considerable work was being done on other aspects of health 

services research, but one of the serious challenges was how to use the results of such research 

to find solutions to practical problems. 
A great deal would have to be done if a stable situation regarding the financing of 

research was to be achieved; research appeared to be an area that policy -makers thought of 

as dispensable when there were temporary setbacks to the economy. In Nigeria the establishment 

of a Ministry of Science and Technology had given rise to the hope that a more organized and 

sustained approach would emerge and make greater achievement possible. It was perhaps auspi- 

cious that such a development should take place at a time when the entire system was being 

directed towards the target of health for all by the year 2000, with the primary health care 

approach as the key. In that connexion he strongly endorsed the last sentence of paragraph 45 

of the progress report concerning the strengthening of national capabilities. 

With regard to mental health research, little work was being carried out in developing 

countries within the framework of the Sixth General Programme of Work. He noted with satis- 

faction that it would be intensified in the Seventh and subsequent General Programmes of Work. 

One of the shortcomings of the present system of training scientists and research workers 

was that it took place in highly sophisticated technologically advanced institutions; there- 

fore, when scientists returned home they felt frustrated, particularly when their demands for 

equivalent facilities could not be met. It was therefore important to develop research capa- 

bilities in developing countries according to their socioeconomic conditions. In that context, 

the efforts made through technical cooperation among developing countries were particularly 

valuable. 

1 See p. 160. 
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The most important elements for strengthening research capabilities in developing countries 

had been mentioned, including the possibility of incentives. However, caution was needed 

because many serious problems existed and it was often difficult to determine priorities so as 

to ensure equitable distribution of scarce resources. Consequently, research scientists in 

developing countries should not make unrealistic demands based on their experience in industria- 

lized countries but be prepared to make sacrifices, particularly since the majority had 

benefited from public support during their training in the form of scholarships and grants. 

Dr MALONE (United States of America), referring to the Deputy Director -General's article 

in the April 1980 issue of World Health on the formidable problems blocking progress towards 
health for all by the year 2000, said that his observations were close to those of the 

United States chief delegate at the eighth plenary meeting in relation to the achievement 
of smallpox eradication. The eradication of smallpox should prove a powerful stimulus to 
research and to its application in the service of health for all. 

The progress report showed awareness of the research needs and possibilities of Member 

States. It was of particular interest that all the regional ACMRs shared health services 

research as a major priority. The subcommittee on health services research of the global 

ACMR and regional representatives had reached a high degree of consensus on the nature of health 

services research and procedures that might be helpful in establishing such research in Member 

States. Other common themes would certainly emerge in the future. 

The newly - created subcommittee of the ACMR dealing with mental health was extremely 

important. A meeting held before the Health Assembly on health for all in industrialized 

countries had stressed the heavy burden of illness related to behavioural factors affecting 

health both in developed and developing countries. Another had taken place on problems 

associated with alcohol consumption. A third, a special meeting of health leaders from 

African countries on mental health problems, had underlined the urgency of the needs. It was 

therefore appropriate for WHO to undertake a wide - ranging examination of serious problems in 

mental health as well as of those in the broader sphere of behaviour. 

The global ACMR's progress reports had drawn attention to an area of worldwide concern, 

health education. In the United States the value of health education in combating hyper- 

tension had been recognized. Through an educational programme directed at the general 

public, health professionals, and target groups in minority populations, the National Heart, 

Lung and Blood Institute had reported that a downward trend in stroke rates and deaths had 

accompanied such efforts. The Institute had also recently reported the results of a five -year 

hypertension detection and follow -up programme, which had shown that systematic treatment of 

hypertension helped to reduce mortality among people with high blood pressure, including those 

with mild hypertension. 
The diarrhoeal diseases programme was wellbalanced and demonstrated WHO's present capacity 

to move rapidly. Encouraging progress was being made in developing rotavirus, enterotoxigenic 

Escherichia colí, and cholera vaccines, as well as in clinical research aimed at further 

enhancing the effectiveness of oral rehydration. Collaboration between the National 

Institutes of Health and WHO had shown the utility of the enzyme- linked immunosorbent assay 
in detecting rotavirus, a particularly important step forward because rotaviruses had emerged 
as a major cause of infant and child diarrhoea in many developing countries. 

He expressed particular interest in the strengthening of institutions; the Director - 

General's report studied the problems as well as the most appropriate methods of solving them. 
The United States had long experience in the training and utilization of research manpower and 
in the projecting of requirements in various fields over long periods and was prepared to 

share it. Among the problems were attrition and drop -out during and after training, the 

switching of fields, the channelling of young scientists to fields such as epidemiology, and 
competition with more lucrative and less demanding careers. The United States National 
Academy of Sciences had been conducting a study of research manpower needs for almost five 

years and it might be of assistance when WHO dealt with career opportunities for health research 
workers in developing countries. It was stated in paragraph 75 of the progress report that 

the delay between health research achievement and the benefits of its impact on the health of 
society was frequently too long. In the United States arrangements to reduce the delay and 
to evaluate new and old treatment modalities had been established, and he invited Member States 
and WHO to study those approaches and the results obtained. 

The special programme for human reproduction was mature and comprehensive and the network 
of scientists and administrators participating in it not only made it a global enterprise but 
also ensured proper determination of its priorities and the scientific quality of the projects 
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supported. He had been particularly impressed by the strengthening of institutions in 

developing countries and the importance given to linking them. Research manpower training, 

for example, was closely integrated with research support, adequate research facilities, 

and consultations between senior scientists and newly trained investigators. 

For several decades the United States had been deeply committed to the advancement of 

science, especially the science of life itself. Mankind was at the threshold of a new era 

in the understanding of health and disease and, with the stimulus of WHO's call for health for 

all, a determined effort was being made to mobilize the scientific community to participate. 

He hoped that scientific research in the coming decade, carried out on many fronts and in a 

spirit of international cooperation, would have a transforming effect on human health. 

Dr MARINOV (Bulgaria) said that formerly complex health problems had been studied from 

the purely medical point of view by a limited number of States, but at present were discussed 

at the regional and international level. Member States and WHO had played an important part 

in coordinating and formulating research and he welcomed the regional ACMRs. Under the Sixth 

General Programme of Work it had been possible to establish a solid basis for the development 

of health services and biomedical research. Further impetus had been given to efforts by 

developing countries to set up their own activities within the framework of technical 

cooperation among themselves, and WHO would undoubtedly be called upon to act as international 

coordinator of such efforts. 

Scientific research, in particular the development of national capabilities, was 

extremely important for health. When current technology for primary health care and health 

services was used, attention should be paid to rapid exchange of information and the 

adaptation of new findings to requirements. W10's activities in the field had been intensified, 

but the basic principles governing the implementation of programmes at the national level had 

not been clearly defined. 

The great scope and significance of current scientific research in general and biomedical 

research in particular made it imperative to ensure appropriate planning and correct utilization 

of the results and underlined the need for clearly defined mechanisms for government bodies. 

The implications for socioeconomic development meant that scientific research must be 

integrated into national structures. If the relevant principles were correctly formulated by 

WHO its role as coordinator and catalyser of such activities at the global level would be 

facilitated. 
The bases for successful implementation of programmes and improvement of health services 

under present conditions were the resolutions adopted by the Health Assembly, the Sixth 

General Programme of Work, and the Declaration and recommendations of the Alma -Ata Conference 
The social development of rural areas in developing countries within the framework of WHO's 
special research programmes was of interest to developing and developed countries alike. 
Programmes aimed at developing and improving health services should have a broad basis since 

they formed part of general socioeconomic development plans and were relevant to the 

social concept of health; health services could then be improved within the context of a 

comprehensive national social development system. 
He expressed appreciation of WHO's efforts to increase the scope of collaborating centres 

in the field of health development and hoped that new collaborating centres would be set up. 

WHO should contact governments with experience in organizing health services so that the 

potential available in countries could be used by WHO to implement recommendations and to make 

forecasts in specific areas for the next decade. 

While endorsing the draft resolution in general, he could not agree with the implica- 

tion in subparagraph 3(3) that programmes should be increased. In his view it would be 

preferable to concentrate the efforts and resources of Member States and WHO on fewer problems 

of high priority. His delegation nevertheless wished to become a co- sponsor of the resolution. 

The meeting rose at 11h30. 
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Professor KISELEV (Union of Soviet Socialist Republics) said that the Director -General's 

report showed the significant progress made in the development of research in WHO and the 

growing interest in that field in the regional offices. Further development was, however, 

required in the organization of medical research, which was basic to all the Organization's 

activities. It was also one of the most complex methodological tasks, but that should not 

slow down the search for effective solutions. He wished to stress, in particular, the 

failure so far to make sufficient use of the channels provided by WHO for the assessment of 
the results of scientific research and their implementation. Both WHO and all Member States 
were vitally concerned in the solution of those problems. 

WHO had made use of scientific expertise right from its very beginnings - expert 
committees, working groups and, more recently, the global and regional ACMRs, had constituted 

a source of accumulated knowledge. The activities of those bodies should be extended and 
improved, particularly with the aim of speeding up the application of such information in 

countries. There should be an annual report on the results of research directly related to 
WHO's main problems. Professor Bergstriim had drawn attention to the discovery of methods 
of cultivating rotaviruses and to the significance of that discovery in connexion with the 
control of diarrhoeal diseases. That information was the best possible evidence of the value 
of such discoveries and of their importance to Member States. It was information of that 

type that should be included in the annual report that he had suggested. He emphasized that 
the activities concerned could induce scientific research institutes to concern themselves 
with those problems and could also provide scientific groups with guidelines for the selection 
of research topics. The annual report could be one of WHO's most useful and interesting 
publications. There would, of course, be difficulties, but WHO would be able to overcome 
them. 

His delegation supported the draft resolution before the meeting and wished to be 

included among its co- sponsors. He would, however, propose certain minor amendments. 

In the operative part, in the paragraph beginning "DECIDES that the Health Assembly shall 

monitor ", the words "and the Executive Board" should be inserted after "Assembly ". In 

addition, after the words "evaluate the effectiveness of the Organization's programmes" 

in the same paragraph, the words "in biomedical and health services research" should be 

inserted. Finally, in subparagraph (3) of the paragraph beginning "REQUESTS the 

Director - General ", the words "widen the donor base" should be replaced by words to the 

effect that the budgetary and extrabudgetary base should be widened. 

Professor SENAULT (France) said that his delegation shared the view expressed by 

Professor Aujaleu at the sixty -fifth session of the Executive Board that WHO's position with 

regard to research was encouraging. 

As far as document А33/9 was concerned, his delegation was interested mainly in the 

regional research programmes and the new activities to be undertaken. With regard to the 

former, it noted the good results produced by decentralization; scientific research could not 
be the same throughout the world,and research on particular subjects would have to be developed 

in the regions. That was also a way of bringing research workers together and promoting a 

dialogue between them. Under modern conditions, that was essential. 

- 133 - 
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Another important aspect of the document was the emphasis on information; to know what 
was going on in neighbouring countries was a most effective stimulus. Research was 
increasingly becoming an international cooperative effort. 

His delegation was also concerned with the relation between age and productivity in 
research. Attention should perhaps be given to that problem so that practical solutions 
might be proposed - for example, helping researchers to move from active research to some 
other activity, such as education or consulting work, where experience gained in research 
would be useful. 

The French delegation welcomed the proposed programme of research on mental health and 
was particularly pleased to note the reference to current problems such as alcoholism and 
drug dependence and the psychosocial problems associated with population movement or peculiar 
to particular population groups. 

Finally, it was of interest to note that, in France, the Head of State had recently asked 
a group of French research workers of international status to submit a plan for the develop- 
ment of research in the future. 

i 
Dr RLIVAROVA (Czechoslovakia) said that there could be no doubt as to the progress made 

in biomedical and health services research, for instance, in the fields of mental health and 
diarrhoeal diseases. Scientific research activities were being successfully developed in the 
regions under the aegis of the global and regional ACMRs. 

WHO should promote and organize scientific activities in other directions as well. Her 
delegation's view was that there should be a scientific component in every programme; that 
would ensure more rapid progress, for example, in connexion with communicable diseases. 
Reference had been made to the number of African children disabled as a result of poliomyelitis. 
A vaccine against that disease was available and had been distributed to a number of countries. 

There had been no cases of poliomyelitis in Czechoslovakia since 1962, thanks to the 

vaccination programme. The introduction of such a programme in the developing countries could 
lead to the eradication of the disease. 

The scientific component should also be expanded in the programme on chronic diseases in 
the European Region, and in particular cardiovascular diseases, which constituted the most 
important problem in the Region but were also increasing in a number of developing countries. 
Scientific research on hypertension had given positive results but was still far from adequate. 

It was necessary to seek the causes of ischaemic heart disease so that its incidence could be 

reduced by large -scale prophylactic measures. The question of the early diagnosis of cancer 

and treatment of that disease appeared to have been totally removed from WHO's purview. How 
was it possible to speak of health for all by the year 2000 if no effective weapon was 
available for use against cancer? Of equal importance was the scientific study of the etiology, 

prevention and treatment of diseases of the respiratory system; those diseases were linked 

with the effects of the environment, which also merited WHO's attention. There should also be 

a scientific basis for assessing the maximum permissible concentrations of pollutants in the 

atmosphere and in drinking -water. 

The expansion of the research programme could be achieved by making appropriate use of 

national institutions, which could make an enormous contribution. Doctors and scientists in 

Czechoslovakia followed with great interest the information coming from WHO, and her delegation 

believed that that scientific work should be maintained at the same high level as had now 

been reached. There could be no true progress without new scientific achievements. 

Dr CHANG (Republic of Korea) was pleased to note the large number of research promotion 

and development activities being carried out at all levels, in line with national and regional 

priorities. As the Director -General had pointed out, there were two main problems to be 

overcome in developing countries - the absence or shortage of posts with tenure and career 

structures in certain fields, and the relatively noncompetitive conditions of service. WHO's 

efforts were being coordinated in three phases - data collection, consultation with Member 

States, and communication to WHO policy -making bodies. 

A number of research institutes in the Republic of Korea were already collaborating with 

WHO in primary health care, human reproduction, tropical diseases, etc. They had learned a 

great deal from those activities. He urged that WHO continue to support national research 

efforts, coordinating regional and national priorities and helping to increase funding from 

other agencies. 

Professor FORGÁCS (Hungary) said that a comprehensive cardiovascular disease control 

project had been developed in Hungary in collaboration with WHO. It had been started in 1970 

in the southern part of Budapest. At the same time, an ischaemic heart disease register 
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programme had also been begun. Planning for the programme had started in 1975, and a 

feasibility study had been carried out in 1976 in a district of Budapest. Its feasibility 

under the prevailing conditions and with the staff available had been demonstrated, and a 

report on the programme had been discussed at the meeting of the principal investigators in 

the pilot programmes on comprehensive community control of cardiovascular diseases, held at 

Edmonton, Canada, in 1978. The National Institute of Cardiology in Budapest was willing to 

organize postgraduate courses for research workers in this field from developing countries. 

His delegation agreed with the five priorities identified for the European Region. At 
the consultation held at the Regional Office for Europe, Hungary had been represented by the 
National Institute for Internal Medicine and the National Institute of Cardiology, which were 
the institutes responsible for research on hypertension in Hungary. In that connexion his 
country attached great importance to screening and continued care, and to fitting them into 
the national system of long -term care. 

Hungary was willing to assist in holding seminars and in postgraduate training. His 
delegation welcomed the Director -General's report and supported the draft resolution. 

Professor TUCHINDA (Thailand) said that his country had greatly appreciated the regional 
meeting of directors of medical research councils and similar bodies held in Colombo in 1979 
under the aegis of the Regional Office for South -East Asia. Thailand had subsequently tried 
to implement the recommendations of that meeting, especially with regard to research 
organization and coordination at the national level, in close cooperation with WHO. The 
Ministry of Health had also appointed a research committee to be responsible for research 
policy, planning, technical advice and guidance to research agencies, and coordination of all 
research activities. 

The departments and institutions concerned had also recently jointly proposed the 
establishment of a focal point for technical development, including research, in the area of 
the prevention and control of both communicable and noncornrnunicable diseases. 

His delegation supported the draft resolution. 

Dr MATTHEIS (Federal Republic of Germany) said that the Director- General's report clearly 
showed that there was agreement internationally that research was an essential tool in 
improving health services, that it should be applied rather than fundamental in character, and 
that the first steps towards cooperation had been successfully taken in all regions. 

If further progress was to be achieved, it was necessary to define WHO's role in 
coordinating international research and in supporting national research; its activities should 
be continued along the lines indicated in paragraph 47 of the Director -General's report. An 
outstanding example of the value of such activities was provided by the research programme on 
hypertension in Europe. It was most important to identify priorities. That could not be 
done, however, without an adequate but selective information system. 

With regard to the preparation of directories and registers, mentioned in paragraph 47 
of the report, she drew attention to a voluminous report on health systems research compiled 
by a group at the University of Munich; it represented an attempt to list and document the 
literature, institutions, research workers and current projects in that field. 

Dr OSMAN (Sudan) said that the Sudan had been making serious efforts to develop its primary 
health services since 1970. As in other developing countries, priorities had been the result 

of cultural pressures, practical problems and educational systems inherited from colonial days. 
A number of studies had been made with a view to developing primary health care services in 

his country, the main subjects being: criteria and standards for training health workers in 

social development and preventive medicine; development of expertise to provide suitable 
technology for promoting studies in health problems; assistance to research workers and 
institutes in the development of suitable technology; search for the best methods of modify- 
ing educational programmes so that they were no longer purely academic but would help promote 
social and health programmes by strengthening studies on preventive medicine, agriculture 
and appropriate technology. Primary health workers should therefore carry out studies for 
the modification and development of the programme along those lines. 

Regarding primary health work in rural and nomadic communities, research projects were 
needed with a view to promoting improved water supply, development of principles of good 
hygiene, nutrition, environmental sanitation and waste disposal, and the development of 
preventive medicine through health education. Together with WHO colleagues he had observed 
over the past ten years that curative medicine was still the main issue in health services. 
Hence, unless there were drastic changes in educational programmes nothing would be achieved. 
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As one nomadic leader had been quoted as saying, the current educational programmes would make 
them forget how to ride their camels: It was important to cultivate in the village children 
of today, who would be the primary health workers of tomorrow, the spirit of scientific and 
applied research which would encourage the best evolution of their society. 

A number of ideas were current in the Sudan, e.g., the provision of equipment for solar 
energy to provide hot water during the long summer period, which would contribute to healthy 
living, and the establishment of cooperatives for the wholesale selling of linen and carpets 
for the floors of tents, for protection against damp. To promote the social upgrading of 
nomadic tribes, he would also recommend an educational programme in cooperation with 
Saudi Arabia, to include the principles of mathematics, personal hygiene, animal husbandry, 
agriculture and nutrition, the establishment of local societies and councils, and simple 
technology for sanitation. It was essential to cooperate with other Member countries in 
practical research - particularly in medical research. 

Dr SEBINA (Botswana) referred to section IV of the Director -General's report, concerning 
research capability strengthening and career structures in developing countries. As indicated 
on the cover page of the document, the Health Assembly was invited to consider that important 
problem and to advise on proposals for further action. It was in that context that the draft 
resolution now before the Committee had been submitted. He thanked those delegates who had 
been willing to sponsor that resolution, and hoped that others would do likewise. 

With regard to section III of the document concerning new mission - oriented research, he 
noted with satisfaction the Organization's activities in the new and important area of health 
services research, and agreed with the statement in paragraph 40 that health services research 
was an indispensable and powerful tool for the formulation and acceptance of health policies 
and their translation into concrete actions. It was that concrete action that would make 
primary health care and the ideal of health for all by the year 2000 the reality that everyone 
desired. 

His delegation agreed with the comments of the delegate of Turkey concerning mental health 
research, and hoped that the Division of Mental Health would continue to intensify its efforts 
in that direction, bearing in mind the special problems of southern Africa. 

Regarding research on diarrhoeal diseases, he noted the speed with which the Organization 
had responded to the concern expressed by Member States in resolution WHA31.44; he welcomed 
the broad objectives recoтmnended and the action - oriented control programme proposed by the 
Technical Advisory Group on Programme Development for Diarrhoeal Diseases Control. 

He appreciated the brief information on WHO's participation, in accordance with 
resolution WHA32.15, in the United Nations Conference on Science and Technology for Development 
held in Vienna in 1979. 

He also noted the expanding activities of the Special Programme of Research, Development 
and Research Training in Human Reproduction and its increasing collaboration in institution - 
strengthening, especially with developing countries. The programme was of special importance, 
dealing with a sensitive and complex human problem. He hoped that its activities would continue 
and that those countries which supported it would continue to do so. 

Dr BACIGALUPI (Uruguay) said that, generally speaking, research was obviously more 
developed in the countries that possessed the necessary human, material and financial resources. 
However, the developing countries should also be able to carry out research in accordance with 
their national problems and in order to try to find solutions for them, which would help 

towards achievement of the goal of health for all by the year 2000. 
His country had been host to a subregional meeting on national health research policies, 

held in the last week of April. The meeting which had been attended by advisers from the 

Pan American Health Organization and delegates from Argentina, Chile and Paraguay, had drawn 
up a number of conclusions and recommendations. His country had prepared a report on the 

meeting which might usefully be publicized since it dealt with problems that must also arise 
in other developing countries. 

In his own country health research was planned and executed on the basis of national 

criteria, with the assistance of the ministries of health and education and culture, the 

national university, and the national council for scientific and technical research. Health 

research was also carried out under the auspices of the ministries of industry and power, and 
agriculture aid fisheries. Little research was done in the private sector. The Government 
had recognized the need to promote and stimulate research under the national development plan 
and the ministry of health had worked out the various sectors, such as maternal and child health, 
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infant diarrhoea, hydatidosis, and Chagas' disease. Five semi -autonomous bodies were 

responsible for research, and a department of planning, coordination and dissemination was 

responsible for allocating resources. In view of the lack of adequate resources and the 

absence of any precise policy and priorities, consideration was being given to the possibility 
of establishing a national centre for policy, coordination and planning in the development of 

health research. The subregional meeting had recommended the establishment of a subregional 
commission for the promotion and carrying out of health research. 

In 1974 a national information and documentation centre on medicine and health sciences 
had been set up, in cooperation with the faculty of medicine, the ministry of health and the 
Pan American Health Organization, and was carrying out valuable work at both national and 

international levels. Such centres could facilitate the establishment of subregional centres 
which would ensure dissemination of information at the national level and also facilitate 

technical cooperation. 
He wished to emphasize the ethical aspect of research. The ministry of health was at 

present considering the creation of a national commission on medical ethics, which was 
necessary in the light of the rapid development of medical and scientific institutions and 
the growing number of technical research institutions. Such a commission would establish and 
disseminate ethical standards and ensure compliance with them. It would be useful if WHO 
could promote regional meetings to enable countries to draw up codes of ethics for health 
research and see that they had the legal force necessary to ensure their implementation. 

He supported the draft resolution. 

Dr BRAGA (Brazil) said that the basic guidelines and principles embodied in document А33/9 
fully coincided with the present trends in biomedical research in his country and in the broad 
area of health services research. Documents А33 /9 and А33/10 both stressed the importance 
of career structure and according professional status to research workers. In his own country 
the national school of public health had included in its staff as from 1 January 1980 a 
multiprofessional group of over thirty health research workers, and had given them career 
privileges similar to those enjoyed by university staff in general. By those and other means 
the school was gradually being transformed into the kind of centre for advanced studies on 
health services development recommended by the Alma -Ata Conference and by the Health Assembly 
in resolution WНАЭ2.30. 

Dr SIККEL (Netherlands) said that health services research involved studies on the 
organization and efficacy of health systems as a whole, including both preventive and curative 
services. In the light of the ever - increasing costs of health services in industrialized 
countries, health services research, based on the needs both of the people and of the policy - 
makers, was a necessity. In his opinion, health services research should be expanded in 
Europe and priorities should be set with the cooperation of WHO, intergovernmental bodies such 
as the European Economic Community, the Council for Mutual Economic Assistance and the 
organizations of the United Nations system. 

Morbidity and mortality statistics showed a growing incidence of cardiovascular diseases, 
cancer and psychosocial conditions in developing as well as developed countries. He would 
like some indication of planned budgetary allocations in those areas. The Regional Office for 
South -East Asia had indicated that a specific amount of its medical research budget would be 
devoted to health services research. He wondered whether other regions had taken similar 
action. 

The Special Programme of Research, 
was an excellent example of cooperation 
related to health and development. 

His delegation supported the draft 

Development and Research Training in Human Reproduction 
by scientists and research workers in a field closely 

resolution. 

Dr SHWE TIN (Burma) said that biomedical and health services research had made great 
strides in the clinical and paraclinical areas. He was pleased to note that medicosocial 
sciences had been brought under the umbrella of medical research. Ha wished to convey his 
Government's thanks to the Government of Japan for its help in building and equipping a 
biomedical research centre. His country now had the resources, manpower and infrastructure 
necessary for health services research and hoped that the quality of its health services 
would improve accordingly. 
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Dr TAVIL (Papua New Guinea) said that the most important aspect of a medical research 
programme was its results - which should benefit the population concerned. A great deal of 
research had been carried out in Papua New Guinea but the results had not been made available 
for the country to use in planning its health programme. 

Any medical research programme should also include training of research workers or 

scientists. A country could not rely indefinitely on international experts, and must develop 
its own manpower. He urged that WHO include training in any medium -term or long -term research 
programmes it intended to promote. 

His own country was facing a number of problems on which research was needed. For example, 

new antimalarial drugs were needed to replace chloroquine and other drugs to which 

resistance had developed; and research should be carried out on a vaccine that would ultimately 

control malaria. Improved antibiotics were needed to combat pneumonia infections that had 

become resistant to penicillin; and a vaccine was needed for bacterial and viral pneumonia. 

Mrs BAZLEY (New Zealand) said that the Director -General had rightly repeatedly emphasized 

the need to convert philosophy and theory into action, especially regarding the goal of health 

for all by the year 2000. That conversion would be facilitated by research and, particularly, 

health services research. 
As had been emphasized by Professor Bergstrom in his report to the Executive Board, 

health services research was receiving increased attention from the global and regional 

ACMRs. The Western Pacific Region had taken a significant initiative, and New Zealand had 

taken a particular interest within the Region. The way in which the activity had been 

developed might be of interest. 

Many health professionals were realizing that long -established standard methods of 

providing health care no longer met present -day needs, and a series of conferences in 

New Zealand had revealed that many health workers were frustrated at their inability to 

convert ideas into practice. A joint committee of the Medical Research Council and the 

Department of Health had accordingly been set up to fund a system of health services research, 

each body providing about $ 50 000. The committee had reviewed areas in which health services 

research seemed appropriate and had established an initial list of priorities which had been 

widely circulated among health professionals, academic departments and research workers. A 

new list had been published on the basis of comments received, on the understanding that it 

would be regularly reviewed. A widely publicized invitation had then been extended to any 

worker with an idea to apply for seed money - sufficient, though modest, support to enable 

the worker to be linked with an appropriate established research worker. By mutual discussion 

the germ of an idea might grow into a well - founded proposal, and funds would be provided for 

a pilot study. A large number of health professionals with no research experience or knowledge 

had thus been able to develop excellent ideas which, after successful pilot study had merited 

full financial support from regular research budgets. 

In the event of lack of spontaneous response from health workers, it had been found that 

where the matter was of sufficient priority a direct approach had brought results. 

professor PACCAGNELLA (Italy), referring to research career structures in developing 

countries, noted that the global АCМR had recommended that a subcommittee be established to 

deal with the question. The research career problem also existed in the so- called developed, 

but still developing, countries. The question should therefore be taken up in connexion with 

the further development of the programme, as it had implications for the future of research at 

the global level. WHO and the subcommittee should stimulate Member countries to devote due 

attention to research careers in order to maintain the quality of scientists at the highest 

possible level. 
He suggested that the following words be added at the end of the last preambular paragraph 

of the draft resolution: "and that in many developed countries also the efforts and resources 

devoted to health research are inadequate ". 

Dr JEANES (Canada) thanked the Director- General for the progress report and 

Professor Bergstrom for his presentation on the work of the global АCМR. His delegation had 

followed with interest the evolution of the work of WHO in research promotion and development 

from the AGIR to the global АCМR plus regional ACМRs and their close interrelations; from 

medical research to biomedical research and then to biomedical and health services research; 

the next step had been the introduction of the important human reproduction and tropical 

diseases special programmes and the increasing emphasis laid on regional activities which would 
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lead to greater regional self -reliance sustained by global coordination. The evolution was 

continuing with the new mission- oriented research efforts described in section III of the 

Director -General's report, devoted to the important research areas of health services; mental 
health; and diarrhoeal diseases. His delegation, with others, stressed the importance of the 
Organizations's work on research capabilities and career structures, particularly in the 

developing countries. His delegation had noticed the close correlation which existed between 
the subjects considered by the global ACMR and its subcommittees and the concerns of the 
overall programme on research promotion and development, ranging from items such as diarrhoeal 
diseases and health services research to broader concerns, such as research career structures 
and administration, and to the all- encompassing concern of health for all by the year 2000. 

Dr NZHIE (United Republic of Cameroon) said that biomedical research was in its early 
stages in his country but had been integrated into the general framework of scientific and 
technical research under the responsibility of the Prime Minister. 

His delegation would continue to support the Organization provided it developed practical 
research programmes which would contribute to the wellbeing of entire populations and provided 
regional and global coordination was stressed. Technology transfer from the developed to the 
developing countries in the research field required emphasis, as also did the problem of 
training cadres and research workers in the biomedical field. 

The problem of research on sexually transmitted diseases had not been included in the 
agenda and he wished once again to stress the importance of developing a programme in that 
field. Research on matters of concern to developing and tropical countries should also cover 
nutrition, the environment, mental diseases, certain noncommunicable diseases such as hyper- 
tension and cancer, traditional medicine and drugs and the development of health services. 

His delegation supported action by the Organization to establish regional research centres 
in view of the high cost of developing research programmes. He also supported the draft 
resolution submitted by the delegation of Botswana. 

Professor RUDOWSKI (Poland) congratulated the Director -General on his progress report 
which clearly established the importance of biomedical research as a subject of international 
cooperation in which WHO would play a coordinating role at the global and regiд nal levels. 
His delegation welcomed the new mission - oriented research programmes and projects outlined by 
the Director -General in section III of his report. In research on health services and the 
prevention and treatment of mental disorders, emphasis should be laid on special strategies 
for intervention based on mental skills and knowledge and recognition of their social aspects. 
Concentration of effort at the global, regional and national levels was required in research 
on diarrhoeal diseases and on the prevention and control of other communicable diseases. 

The planning and programming of biomedical research at the national level tended to be 
handicapped by limited financial resources and occasionally by the approach of individual 
research workers to the research planned. In Poland the coordination of biomedical research 
was the responsibility of the Ministry of Health and Social Welfare, while basic sciences 
rested with the Polish Academy of Sciences. Priorities in selected research programmes were 
established within the framework set by the WHO Regional Office for Europe and were based on 
the medical and social priorities of various health problems. Each programme was expected to 
have clearly defined goals and progress reports were required annually. The results of bio- 
medical research were implemented in the practice of the health -care system. 

The five -year research programme for 1976 -1980, now completed, had shown that the 

following advantages of long -term research planning: the concentration of manpower and 
resources in selected areas of biomedical research and been achieved; new possibilities had 
been created for solving health problems through the application of identical methodology by 

numerous health research centres; and the financial effectiveness of mission - oriented research 
had been enhanced and the implementation of its results facilitated. 

His delegation welcomed the Director -General's progress report as submitted and would not 
advocate any particular expansion of the research programmes described. Protection of the 
health of industrial workers and health problems relating to the environment, however, deserved 
special emphasis. His delegation approved the information submitted on research capabilities 
and career structures in the developing countries, and on the medium -term programme for 
research promotion and development and welcomed the participation of WHO in the United Nations 
Conference on Science and Technology for Development. It supported the draft resolution 
before the Committee. 
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Dr ARROYO (Panama) considered that the draft resolution did not cover all aspects of the 
problem. In addition to the reference, in subparagraph 3(1)(Ь) of the third operative 
paragraph, to efforts to harness research to national strategies for health development, 
provision should be made for the creation of multidisciplinary groups of experts to evaluate 
progress in research and to examine ways and means of facilitating the incorporation of the 
results of research into programmes. His proposal was intended to expedite progress towards 
the goal of health for all by the year 2000. Generally speaking, the practical application 
of the results of research tended to be slow. 

The CHAIRMAN invited all delegates wishing to propose amendments, however small, to 

the draft resolution to hand them to the Secretariat who would incorporate them; they 
would then be submitted to the sponsors for acceptance. 

Dr HIDDI,ESТONE (representative of the Executive Board) thanked delegates for their 
constructive comments, which the Board would take into account during future discussions. 
Professor Bergstrám, who regretted that he was unable to be present, had also expressed his 
appreciation of the excellent discussion and had suggested that the extent of the interest 
shown warranted making available to all delegates the full report of the proceedings of the 
twenty -first session of the global ACMR. 

The DEPUTY DIRECTOR- GENERAL expressed the Secretariat's appreciation of delegates' comments 
and suggestions. Several members of the Secretariat would answer the specific questions 
raised. 

Dr ROSSI- ESPAGNET (Strengthening of Health Services) thanked delegates for their comments 
and suggestions on the health services research component. He also thanked members of the 
health services research subcommittee of the global ACMR for their continued involvement and 
support. Many speakers had emphasized the special nature of health services research, which 
included: its focus on socially relevant problems; its country specificity; its multi- 
disciplinary nature; the special conditions imposed by a lack of local capabilities; the need 
for its integration into health services, involving health workers at all levels as well as 
political leaders, a point mentioned by the delegate of Finland; its primary focus on the 
application of currently available knowledge; and the measurement of its success as reflected 
in the utilization of results for policy and health services improvement. 

In answer to the delegate of Israel, he said that priorities at all levels were based 
on the problems of individual countries as reflected in the discussions at regional 
committees and in regional ACMRs. The ACMR subcommittee had responded to those priorities 
by focusing attention on topics of momentum. The most important current priority was the 
strengthening of national capabilities, which included stimulating coordinating mechanisms 
for country research and for orientation, training and career development of health workers 
in health services research, to which several delegates had referred. Activities in 

progress in several regions were being closely followed and supported at the regional level. 
Especially important was the preparation of locally relevant case studies for use in 

training. Another aspect was institution strengthening, with increased collaboration 
between institutions and services as suggested by the delegate of Bulgaria. Technical 
collaboration in specific areas was also under way. The collection and dissemination of 
information, stressed by the delegate of Greece, was another complex area, which included 
the preparation of regional inventories of research and research - related activities and 
the analysis of collaborative projects and preparation of related reports. One such report 
was that prepared for the meeting of the ACMR subcommittee on health services research held 
in Alexandria in June 1979. Regional offices were investigating projects whose results 
had been or were likely to be used for policy or health services improvement. 

Publications were being prepared on related matters such as training and institution 
strengthening and, as mentioned earlier in the discussions, a booklet on health services 
research was being prepared which would be available by the end of 1980. The delegate of 
Finland had raised two points that would be included in that booklet the budgetary allocation 
for health services research, and the involvement of health workers at all levels. The 
delegate of the Federal Republic of Germany had mentioned a report on health services research 
prepared at the University of Munich. The report was most interesting, and he looked forward 
to collaborating with that University. 
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Dr PISA (Cardiovascular Diseases) said that the comment of the delegate of Finland on the 

retention of millimetres of mercury (mmHg) as the unit for blood pressure measurement fully 

reflected the feelings of the entire cardiological community. Following the adoption of 

resolution WHA30.39 and the wide distribution of the recommendations therein in 1977 in the 

form of a booklet entitled "The SI for the health professions ", letters had been received by 

WHO from international cardiological and hypertension organizations raising objections to the 

replacement of mmHg by the kilopascal (kPa) as the unit for blood pressure measurement. 

Further, he recalled that in the 1978 report of the WHO Expert Committee on Arterial 

Hypertension the members of the Committee had objected to the adoption of kPa and had 

requested the retention of mmHg. The cardiological organizations of the United States of 

America, the Union of Soviet Socialist Republics and other countries had decided to retain 

mmHg, and their decision had been respected by the editors of the most important cardiological 

journals in the respective countries. 

The arguments in favour of the retention of mmHg were as follows: it was the unit 

actually measured by the mercury sphygmomanometer; it was simpler to express, as no decimal 

point was necessary; and several formulae for the calculation of haemodynamic values 
utilized pressures expressed in mmHg. 

The policy adopted by WHO in its publications was to use both kPa and mmHg as recommended 

by resolution WHA30.39. However, some countries had already decided to replace mmHg by kPa 

with effect from 1985. The industry was ready to react to such decisions by producing 

and marketing sphygmomanometers with new scales. Such actions hardly reflected the spirit 
and recommendations of operative paragraph 3 of resolution WHA30.39 and aroused considerable 
opposition among cardiologists. 

Delegates were, of course, fully aware that the WH0 Secretariat was obliged to follow up 
the decisions of the Health Assembly, and modifications could only be undertaken by the Health 
Assembly itself. 

Dr POUSTOVOI (Director, Division of Noncommunicable Diseases), replying to the point 

raised by the delegate of Cyprus at the ninth meeting on the development of the medical 

genetics programme, said that the discussion on WHO's research programme had indicated the 

need for and importance of the further development of the programme on medical genetics from 

the scientific and practical points of view. The existing programme of medical genetics 

was of great concern, and two working groups of specialists in genetics would he convened 

with a view to assisting the Secretariat to compile a programme on genetics which would be 

in line with present scientific achievements and would be related as closely as possible to 

the specific needs of countries in the public health sector. The first group had already 
submitted recommendations, and the definitive version of the programme would be formulated 

in September and October 1980. 

On the specific question raised by the delegate of Cyprus, the Organization was well 
aware that the problems of haemoglobinopathy were serious for a number of countries in the 

Mediterranean area and elsewhere. Research in recent years had shown that *halassaemia was 
most often the result of damage to certain genes and was to a certain extent related to infant 

mortality. The problem of controlling haemoglobinopathy was rendered more complex because of 
difficulties in standardizing work, diagnostic methods aid nomenclature for that group of 
diseases. In that connexion, the Secretariat of WHO intended to convene a working group in 
1982 which would attempt to standardize nomenclature and propose a more simple framework for 

diagnosis and research. 

He also wished to inform delegates that, following consultations with the 
Regional Director for the Eastern Mediterranean, the Regional Office and WHO headquarters were 
currently preparing a project onthalassaemia which would be implemented in Cyprus. 

He thanked the delegate of Czechoslovakia for her critical comments regarding research on 
chronic noncommunicable diseases. He assured her that those comments would be taken fully 
into consideration in the implementation of the programme. 

The CHAIRMAN said that the amendments proposed to the draft resolution would be 
incorporated and that the draft resolution thus revised would be circulated in writing to 
give delegates the opportunity of studying it in detail. 

(For continuation, see summary record of the fourteenth meeting, section 2.) 
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2. ACTION IN RESРЕСТ OF INTERNATIONAL CONVENTIONS ON NARCOTIC AND PSYCHOТROPIC SUBSTANCES: 
Item 27 of the Agenda (Document ЕВ65 /1980 /REС/1, resolution EB65.R7; Document А33/11) 

Dr GALEGO PIMENTEL (representative'of the Executive Board), introducing the item, said 

that at its sixty -fifth session the Executive Board had considered the Director -General's 
report on action in respect of international conventions on narcotic and psychotropic 

substances. The magnitude, distribution and complexity of drug dependence and abuse, whose 

adverse consequences affected not only human health, but also general socioeconomic develop- 

ment, went beyond the health sphere, acquiring an overall social importance. That assessment 

was borne out by the growing utilization and worldwide distribution of narcotics and 

psychotropic drugs, the increase in drug -related deaths and the spread of drug abuse among 

women and young people. 
WHO continued to fulfil its obligations under the Single Convention on Narcotic Drugs, 

1961, and the Convention on Psychotropic Substances, 1971, as evidenced by the recommendation 

to the United Nations Secretary -General by the WHO Director -General regarding the control 

status of three substances (sufentanil, tilidine and dextropropoxyphene) under the former and 

four (mecloqualone and three analogues of phencyclidine) under the latter. 

The Board had noted the need to continue persuading Member States to accede to the 1971 

Convention, emphasizing the favourable reception they would be given in consideration of the 

difficulties observed, as well as the need for guidelines to assist governments in fulfilling 

their responsibilities under the treaties. 

There had been wide support for a suggestion that there was a need to develop nonstatu- 

tory activities that would assist reduction of drug dependence and abuse. Such measures 

might include: compliance with the request of the United Nations General Assembly in 

resolution 34177 (1979) that WHO and other specialized agencies should include drug abuse 

control as a regular item on the agenda of their governing bodies; inclusion in national 

strategies for health for all by the year 2000, at all levels, of activities, graded by 

priority, for combating drug dependence and abuse; reduction of the total number of psycho- 

tropic drugs available and restrictions on their use; development of programmes for 

prevention, treatment and rehabilitation; closer coordination between programmes on narcotics 

and substances and those concerned with drug and management; and greater 

attention to the role played by professional health workers who prescribe such drugs. 

WHO should promote the evaluation of national programmes for drug classification and 

control and local studies on the detrimental effects on public health of drug dependence and 

abuse. Members of the Board had also stressed the value of developing biomedical and health 

management studies on drug abuse and dependence. 

She drew attention to the draft resolution recommended by the Board in resolution 

EB65.R7 for adoption by the Health Assembly. 

Dr d'EN Wen -chieh (Assistant Director - General) said that since the Director -General's 

progress report had been issued there had been several further developments. A national 

workshop on treatment and management of drug dependent persons had been held in Egypt in 

March 1980 with the collaboration of WHO. A national seminar on psychotropic drugs had 

been arranged in Bangkok in April 1980 by the Ministry of Public Health of Thailand and WHO, 

in which a multidisciplinary group of 120 had discussed the following topics: ways and means 

of controlling psychotropic substances; improvement of the professional knowledge of general 

practitioners; the creation of public awareness of the dangers of such substances; and 

early management of cases and cooperation between the various health professionals. Three 

seminars on the safe use of narcotic and psychotropic substances were being organized by the 

Regional Offices for the Eastern Mediterannean, the Western Pacific and the Americas, which 

would take place in Amman, in June, in Manila, in August and in Buenos Aires, in November 

1980. The participants, officials responsible for the implementation of international drug 

control treaties, would discuss ways of deriving maximum benefit from the treaties and of 

ensuring safer therapeutic use of narcotic and psychotropic substances. 

Dr HENRIQUEZ (Ecuador) said that, in Ecuador, the importation, production, consumption 

and manufacture into medicinal products of narcotic and psychotropic substances was controlled 

under the law, dated 23 November 1970. Appropriate action was taken at the world level 

through a number of international agreements. 

Overall policy in Ecuador was the responsibility of the Ministry of Health which, through 

the National Drug Control and Monitoring Division, implemented international agreements 
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consistent with the requirements of the relevant United Nations bodies, including the 

International Narcotics Control Board. '!he Division's mainfunctions were to prevent the improper 
consumption of drugs, narcotic and psychotropic substances; to control imports, consumption, 

and stocks of substances and drugs containing narcotics and psychotropic substances; to 

procure at the national level, on a yearly basis, the narcotics and psychotropic substances 

required for the manufacture of drugs; to monitor pharmacies, laboratories, hospitals and 

clinics; to assess and conduct chemical analyses of drugs; to list addiction -producing 

drugs in accordance with WHO recommendations - this had already been done for the substances 

mentioned at the beginning of the discussion; to maintain statistics on illicit drug use; 

to issue licences to national laboratories of approved technical and moral standing for the 

manufacture of medicines containing narcotics; to distribute ordinary and special registers 

for the recording of prescriptions of such drugs; to destroy confiscated illegal stocks of 

narcotics; to undertake necessary coordination with the appropriate national and inter- 

national technical, judicial, police - including the International Criminal Police 

Organization (Interpol) - and customs authorities. 

At the moment the Ministry of Health was undertaking a thorough rationalization of the 

national system, including prevention, treatment and support, and rehabilitation in the 

national mental health plan, itself part of the overall national development plan. National 
policies were being based on research into those three aspects. Prevention would include 

action for the promotion of mental health; the best ways of reaching the general population 

were being discussed. Guidelines were to be established for the handling of drug problems 

by means of ambulatory, hospital and emergency treatment. Rehabilitation would consist of 

occupational therapy in special centres aid protected workshops for the socially handicapped, 
which were being established with UNFDAC support. Currently there were plans for drug 
monitoring programmes; control of prescriptions aid cost of pharmaceuticals; and listing 
of drugs essential in neuropsychiatry. 

It would be useful if the Organization, as a guide to Member States in matters of 

legislation and prevention, could determine the preventive value of health education, with 
special reference to when it was required, what it should consist of, how it should progress, 
who should carry it out, and to whom it should be directed. Attention should also be given 
to assessing and limiting the often indiscriminate promotion of drug consumption by 

advertising. Multinational research should be designed, which would facilitate comparisons 

between countries with different development models and include studies of the relationship 
still existing between the consumption of addiction -producing drugs and the social dynamics 

of certain critical areas, rural and urban, as well as the location of certain socioeconomic 
groups in various different parts of the production system. 

Professor OZTÜRK (Turkey) expressed his delegation's appreciation of WHO's work on drug 

dependence and abuse and welcomed the Director -General's report, resolution EB65.R7 and 
studies made available by the Division of Mental Health, such as the studies on national 
response to the Convention on Psychotropic Substances (documents MNН/79.25 and MNН/79.36) 
and the "Guidelines for implementation of international treaties for control of 
narcotic and psychotropic substances in developing countries" (document MNH/80.9). They 
included valuable data and specific guidelines for the planning and implementation of abuse 
prevention and control programmes which should prove effective tools for technical cooperation 
among Member States, WHO and other United Nations agencies and bodies. He commended WHO's 
active advisory role in all medical and pharmaceutical matters and in the functioning of the 
international drug control treaty system. 

In Turkey, abuse of narcotic and psychotropic substances was not widespread and had no 
serious social impact. Opium addiction was rare even in areas with a tradition of opium 
cultivation. Psychosocial and economic factors might be responsible for that rather than 
the control measures applied. Turkey had maintained strict monitoring and restriction 
of the production, distribution and use of narcotic and psychotropic drugs. Cultivation 
and production of opium had been effectively controlled by prohibiting the lancing of 
capsules, by total purchase by the Government, by regular aerial photography and by close 
collaboration with international organizations. 

The necessary procedures for ratification of the 1971 Convention had been completed and 
the Turkish Parliament would take an early decision on the matter. Turkey already applied 
strict national regulations to prevent the nonmedical use of some psychotropic agents. 
For example, nonmedical and even medical use of all amphetamine -like central nervous system 
stimulants and anorectics had been prevented by prohibition of trade, importation, production 
and prescription since 1975. 



144 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

There was still some hesitation in certain regions and in a few scientific circles in 
accepting that cannabis had serious addictive properties. He hoped W10's firm stand would 
be effective in eliminating that uncertainty. 

He supported W10's cautious follow -up in relation to the effects of indiscriminate 

long -term use of benzodiazepines which might lead to their inclusion in the list of 

dependence -producing drugs under the 1971 Convention. 

He informed the Health Assembly that the Hacettepe University in Ankara was interested 

in collaborating with WHO by making available its facilities for research, workshops and 

seminars on drug abuse. He believed that research in areas where drug addiction was low 

might reveal important information useful in developing preventive measures. 

The meeting rose at 17h30. 
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ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS ON NARCOTIC AND PSYCHOTROPIC SUBSTANCES: Item 

27 of the Agenda, (Document EB65/1980/REC/1, resolution EB65.R7; Document А33/11) (continued) 

Professor FORGАCS (Hungary) said that Hungary cooperated closely with WHO and other United 
Nations bodies in the implementation of international treaties at the national and inter- 

national levels. Hungary's recent ratification of the 1971 Convention on psychotropic 

Substances had demonstrated its willingness to cooperate with others on the problem. Ratifi- 

cation had not necessitated any major changes in Hungary's national control system and, in its 

last report to the Economic and Social Council, the International Narcotics Control Board had 

cited Hungary as one of the few countries that submitted full statistical reports on psycho- 

tropic substances. 

Hungarian experts contributed to WHO's activities in the field of drug abuse control and 

participated in the testing and evaluation of dependence potential aid abuse liability and the 

development of criteria and guidelines for the application of the provisions of the 1971 

Convention. They had also taken part in two WHO travelling seminars held in the USSR on the 

safe use of narcotic and psychotropic substances. 
The report by the Director- General could obviously not mention all the resolutions taken 

by the United Nations Commission on Narcotic Drugs relevant to WHO's activities, but he wished 

to draw attention to the resolution on the indiscriminate prescribing of methadone. Reports 

had been submitted on the alarming increase in methadone abuse as a consequence of methadone 

prescribing for addicts. He suggested that the text of the Commission's resolution should be 

distributed to delegations attending the present session of the Health Assembly and WHO should 

assist governments and the Commission by adopting a strong position with regard to so- called 

"methadone maintenance" since it meant the substitution of one form of addiction by another, 

which could not be considered as medical treatment of drug dependence. 

Dr BRAGA (Brazil) said that for many years his country had participated in various 
activities related to the problem under the auspices of the United Nations and organizations of 
the United Nations system. Brazilian legislation was being amended to take into account the 
recommendations made following international efforts and measures to bring the problem under 
control were gradually being strengthened and improved. However, there was still a long way 
to go before a satisfactory situation was reached. The elements contained in the report and 
the draft resolution represented a valuable contribution to the improvement of Brazil's 

narcotic drugs and psychotropic substances control strategies and programme aid he therefore 
fully endorsed the draft resolution recommended by the Board in resolution EB65.R7. 

Dr BARKER (New Zealand) said that like all Member States New Zealand was extremely 

concerned about problems relating to narcotic and psychotropic substances and therefore 
welcomed the steps taken by WHO to review international practice resulting from drug control 
treaties. Emphasis on the safe use of such substances was particularly important and some 
of the activities undertaken in New Zealand were a direct reflection of that aspect. 

However, he drew attention to the problem raised by Articles 19 and 20 of the revised Single 

Convention on Narcotic Drugs which required signatories to furnish annually to the 

International Narcotics Control Board details on the cultivation of opium poppies. The 
opium poppy meant a plant of the species Papaver somniferum L. but there were other varieties 
within the species that were cultivated as decorative plants or were used for the production 
of poppy seed (Maw seed) which was used as decoration and flavouring for breads and pastries. 

- 145 - 
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Owing to such variations in cultivation it was extremely difficult to furnish the information 
required by the Convention. However, in the revised legislation under the Misuse of Drugs Act, 
growing the species Papaver somniferum L. had been prohibited; it was further provided that 
any person could in his defence state that the plant cultivated had not been intended to be a 

source of any controlled drug nor was it being developed as a strain from which a controlled 
drug could be produced. Recause of licensing requirements it was possible to provide 
relevant estimates and statistics. New Zealand had therefore in fact implemented all the 
requirements of international treaties relating to drugs and their abuse. 

He concluded by expressing appreciation of the work being done and reiterated 
New Zealand's desire to ensure full cooperation in the international effort to stem drug abuse 
in the world. 

Dr FORTUINE (United States of America) had noted with satisfaction the growing effective- 
ness of the Secretariat's work in relation to narcotic and psychotropic substances. In that 
connexion, the travelling seminar on the safe use of such substances held in the USSR in the 
past year had been particularly noteworthy. He also expressed satisfaction at the convening 
of an expert committee to examine the negative impact on public health of drug dependence and 
abuse. 

Although such impressive work was being carried out, it was clear that more could be done 
both by WHO and by Member States. The reports of the United Nations bodies concerned with 
drug abuse indicated a growing incidence of the abuse of heroin and other opiates, cocaine, 
marijuana, tranquillizers and other dependence -producing drugs. There had been a vast 
increase in drug -related deaths, particularly those resulting from overdoses or from 
combinations with other drugs or with alcohol. There was growing abuse among young people - 

the very people who were expected to be the leaders of future generations - and also among 
women. Those problems were prevalent in the United States and many European countries, but 
United Nations reports showed that they were also increasing in developing countries. Many 
States were beginning to realize what a serious and costly problem drug abuse was. It was a 
global problem and deserved the attention of every agency, organization and government that had 
an opportunity to deal with it. 

He fully supported United Nations General Assembly resolution 34177 (1979) requesting 
that drug abuse should become a regular item on the agenda of the Health Assembly and noted 
that a recent resolution of the United Nations Commission on Narcotic Drugs had commended WHO 
for its expanded efforts in the field of drug abuse control. The draft resolution 
recommended in resolution EB65.R7 was appropriate to WHO's new methods of operation in that 
it recognized the so- called "bottom -up" technique for designing programmes. It did not 

impose new, costly programmes from the top but asked countries to consider drug abuse 
components for inclusion in their annual and biennial programme plans to be presented to WHO. 

Governments should become active in the fight against drug abuse and WHO's new approach could 
help to stimulate such action. He therefore endorsed the resolution and hoped that it would 
be adopted by consensus. 

In conclusion, he announced that, on 20 March 1980, the United States Senate had formally 

ratified United States adherence to the Convention on Psychotropic Substances thus formalizing 
the Government's support for the work of the United Nations and its agencies and bodies in 

drug abuse prevention and control. He hoped that all Member States that had not yet adhered 

to the Convention would shortly join the vital effort to control the abuse of psychotropic 

substances. 

Dr DJERMAKOYE (Niger) expressed satisfaction at the increasing responsibility devolving 

upon WHO under Article 20 of the 1971 Convention on Psychotropic Substances and the 1972 

Protocol to the 1961 Single Convention on Narcotic Drugs. The treatment of addicts, the 

training of personnel, and research on drug abuse problems were important, but decisive efforts 

had to be made by WHO and Member States in the struggle against drug abuse, especially where the 

movement of drugs was concerned. He noted that the United Nations Commission on Narcotic Drugs 

had expressed concern at the demand for drugs and had proposed measures to reduce it. 

Official demand for narcotic drugs and psychotropic substances for medical use was largely 

controlled, but markets were constantly supplied with psychotonic substances, such as 

amphetamines, through illegal traffic. It was necessary to adopt more severe measures 

concerning production and export. The international community should concentrate its 

efforts on persuading producing countries to reduce production of dependence -producing drugs, 

so that a balance could be established between production and justified demand, since that was 
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the only way to make any impact in the struggle against abuse of narcotic drugs and 

psychotropic substances. In that context, he drew attention to resolution WHАЗО.18, urging 

all Member States not yet party to the Convention on Psychotropic Substances to take the 

necessary steps to accede to it. 

He supported the draft resolution recommended by the Executive Board, but underlined the 

voluntary nature of the contributions mentioned in operative paragraph 4. 

Dr MATTHEIS (Federal Republic of Germany) said that increasing abuse of narcotic drugs 

and psychotropic substances represented a threat to the mental health of society and to 

society itself in many countries, including her own. Measures to combat it should 

concentrate on restriction of availability and the education of young people so as to enable 

them to take independent and well - founded decisions. In order to restrict availability it 

was necessary to change the permissive attitude towards the distribution of illegal drugs and 

to institute effective control of substances required for therapeutic purposes, taking into 

account the dangers of over -prescribing. Finally, compensation and economic assistance 

would have to be given to countries that were asked to reduce crops in order to reduce 

availability. Such measures called for combined efforts and no country could fight drug 

abuse alone. For example, the legalization of cannabis in any area would have immediate and 

direct effects on neighbouring regions. WHO should continually remind Member States of the 

need for unity. 

Education should not consist merely of information on the dangers of drug abuse; it 

should initially be an indirect approach, enabling young people to take responsible decisions 

themselves. If a more specific approach became necessary, it had been found helpful to 

explain to adolescents that, although it was possible to reduce emotional tension by using 

chemical substances, emotional potential would subsequently remain underdeveloped, just as 

muscles weakened through lack of exercise. Teachers should be associated with treatment 

programmes, and should be trained to help addicts complete their education. They should also 

be motivated to undertake preventive work. She hoped that WHO would continue to promote the 

exchange of experience regarding prevention. 

Dr SMITH (Nigeria) noted that, in WHO activities, which he supported, major emphasis was 
being placed on collaboration with and among Member States, on developing national policies 

and activities concerning prevention and control of drug dependence problems, as well as on 

epidemiological studies and other research to obtain valid information for the development of 

national and international programmes. But most developing countries were not equipped to 

carry out the activities mentioned in the WHO programme. He therefore urged the Organization 

to continue to assist in strengthening national capabilities so that the developing countries 

could play a meaningful role. 
Nigeria was well aware of the gravity of drug abuse and, particularly because of the 

involvement of the young, was planning relevant programmes in addition to those already 

existing. 
Not all Member States had ratified the Convention on Psychotropic Substances and he 

thought that some States might find difficulty in so doing. He therefore urged WHO to study 

the situation and to cooperate with such States so that any constraints could be removed and 

ratification could be accelerated. Nigeria strongly supported the Convention and was in the 

process of ratifying it. 

He hoped that WHO would urge Member States to devote increased attention to measures to 

reduce the incidence of illicit supply of drugs of abuse in their societies. WHO should not 

only promote publication of relevant information on drug abuse but should also encourage its 

dissemination. 
Although he endorsed the draft resolution before the meeting, he proposed the inclusion 

of a paragraph urging Member States to devote greater attention to measures aimed at reducing 

the incidence of illicit supply of drugs of abuse in their societies. He also proposed that 

a reference to dissemination should be added after the word "publication" in operative 

paragraph 7(1). 

Professor HALBACH (International Council on Alcohol and Addictions), speaking at the 
invitation of the CHAIRMAN, said that the increasing need for action and scarcity of finan- 

cial support had stimulated closer cooperation between WHO and nongovernmental organizations. 

ICAA had been in official relations with WHO since 1968, closely following its work. Con- 

sultations between WHO and ICAA took place on a regular basis, for example, during preparatory 
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work for the 1977 Expert Committee on Drug Dependence and, where appropriate, ICAA had 
participated in regional meetings organized by WHO. Reports on those meetings and other 
relevant activities had been regularly publicized in the ICAA Quarterly Newsletter which 
received worldwide distribution. 

He said that ICAA would be represented at the forthcoming WHO Expert Committee on Drug 
Dependence and representatives would also take part in forthcoming WHO seminars on the safe 
use of narcotic and psychotropic substances to be held in Amman and Manila. ICAA had 
participated in the organization of two seminars in Lagos and Dakar on drug abuse problems 
in Africa which had brought together participants from 15 African countries. The seminars' 
recommendations could be regarded as the beginning of effective collaboration with African 
countries. 

At its thirty - second International Congress on Alcoholism and Drug Dependence, held in 
Warsaw, 'CAA had organized a special session on ways of cooperating with governments and 
health professionals. ICAA always took the opportunity to make WHO's action programmes known, 
particularly among health professionals unfamiliar with them. Through its regular inter- 
national meetings, ICAA reached more than 2000 individuals annually. More could undoubtedly 
be done but it was encouraging to note that systematic planning was supplementing and 

supporting the activities of both organizations. 

With regard to the strategy of cooperation, he pointed out that reduction in the supply 
and availability of dependence -producing drugs was the aim of the international drug control 
treaties, the custodians of which were the relevant central offices in the United Nations and 
the International Narcotics Control Board, assisted by WHO on technical aspects. It had 

long been recognized that such controls must be supplemented by efforts to reduce the demand 
for drugs through preventive measures, i.e. action at the periphery. It was in that field 

that ICAA and other nongovernmental organizations, together with WHO, played an important 
role through their close links with national authorities, institutions and individuals. Their 
approach to the problem of drug abuse was thus perfectly compatible with the new WHO strategy 
of decentralized primary health care. The control of the drugs themselves was both 

indispensable and useful, but the crux of the problem was the human individual in his or her 

environment. 

Mrs OLLILA (Finland) expressed her delegation's appreciation of the Director -General's 
report. 

Her delegation considered that efforts for a meaningful drug abuse control strategy were 
of vital importance for the welfare of any society. It appreciated the active role of WHO in 

collaborating with the United Nations and specialized agencies in the control of narcotics 
abuse, since it considered the coordination of such activities essential if substantive 
results were to be achieved. It was also important for the safe use of drugs in primary 
health care to be promoted as part of efforts for attaining health for all. 

The national programmes mentioned in the report were to be welcomed, but such programmes 
should be implemented even more widely. Although WHO had played an important part in the 
functioning of the international drug control treaty system, the report failed to indicate 
how many Member States had acceded to the convention concerned; she asked for further 
information in that respect, and also regarding the steps WHO intended to take to encourage 
Member States to accede to those conventions. 

Her delegation welcomed WHO's programme on alcohol -related problems, and hoped that in 
future more attention would be devoted to the problem of the use by young people of alcohol 
and drugs in combination. To that end, increased collaboration between the two programmes 
was necessary. 

Dr REZAI (Iran) said that increasingly strict measures were being imposed by his 
Government against drug abuse, and poppy cultivation had been banned in Iran as from 1980. 
It would be helpful if neighbouring countries took similar steps. Experience in Iran had 
indicated that the opium maintenance programme was a factor contributing to the spread of 
addiction; it had therefore been decided to reduce the daily maintenance ration for addicts 
to a maximum of 2 grams, and to eliminate the ration entirely during 1980. Iran had formu- 
lated a comprehensive plan for the treatment of addicts and was striving to combat illicit 
trade in drugs. The Ministry of Health and Welfare was now required to destroy all narcotic 
drugs seized, apart from opium, every three months; more than 40 tons of drugs that had been 
seized over a period of many years had been destroyed during the past six months. 
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Iran was a party to the 1961 Single Convention on Narcotic Drugs. It was expected that 

the 1972 Protocol and the 1971 Convention on Psychotropic Substances would soon be ratified. 

Under the 1971 Convention, Iran had enacted a law on the control of psychotropic substances 

as far back as 1975, and continuous efforts had been made to enforce it. His delegation 

welcomed ratification of the Convention by some of the producing countries and hoped that 

others would also soon accede to it. At the same time, consumer countries had to act quickly 

to prevent an in -flow of excessive amounts of psychotropic substances. 

Dr S. HASAN (Pakistan) said that the general increase in drug abuse, even in developing 

countries, called for greater attention on the part of both Member States and WHO. The latter, 

it was gratifying to note, was fulfilling its role in accordance with the relevant international 

conventions and Health Assembly resolutions. 

In Pakistan, a number of rehabilitation and treatment centres had been set up in areas 

where opium addiction and other forms of drug dependence were particularly widespread, and 

physicians and nurses were attending training courses on drug abuse treatment and rehabili- 

tation. Pakistan had recently banned the import of drugs such as amphetamine, dexamphetamine, 

methaqualone, phencyclidine, etc., and of their salts. 

Of particular interest to his delegation, among the many useful programmes being 

formulated by WHO, were the collection of internationally comparable epidemiological data 

and the drawing -up of guidelines for prevention and control strategies. The continuous 

monitoring of new drugs to assess their dependence liability was also important. 

It was discouraging to note from the report that only 63 countries had so far ratified 

the 1971 Convention on Psychotropic Substances; the slow progress was probably hampering 

WHO's global activities to ensure the safe use of such substances. At the same time, 

commendation was due for WHO's tactful handling of a complex situation involving various 

invested interests through the organization of workshops in different regions and the prepara- 

tion of guidelines on the safe use of such substances. 

His delegation welcomed the steps taken by Iran to end poppy production. It also 

supported the draft resolution before the Committee. But, in view of the urgency of the 

control of drugs of abuse in the context of health for all within the two coming decades, 

his delegation proposed the addition of the words "as soon as possible" at the end of 

operative paragraph 5 of the draft resolution before the meeting. 

Dr B6LCS (International Narcotics Control Board) said that the Board, which had celebrated 

its fiftieth anniversary in 1979, had the task of monitoring, in close cooperation with 

governments, the enforcement of treaties on the international control of drugs, in particular, 

the 1961 Single Convention on Narcotics Drugs, as amended by the Protocol of 1972, and the 

1971 Convention on Psychotropic Substances. WHO had an important part to play in relation 

to both, in formulating scientific and medical recommendations for bringing narcotic drugs 

under international control. It also played a part in determining the make -up of the Board, 

since three of its 13 members were chosen from a list submitted by the World Health 

Organization. 
Prior to 1961, international treaties on the subject had been intended primarily to 

indicate control measures that countries should institute, such as: establish national 
agencies for regulating the legal use of drugs subject to international controls and for 

suppressing the illegal drugs trade; controlling narcotics by means of licensing, surveillance 
and inspection; setting up import and export controls; establishing systems of statistical 

reports for transmission to the International Narcotics Control Board; arid, at a later stage, 

limiting the production of narcotics and instituting a system of mandatory evaluation of 
future needs. 

With the coming of the 1961 Convention, treaties began to stress also the medical, 

scientific and social aspects of drug use and abuse. At the same time, the treatment and 

rehabilitation of drug addicts came to be recognized as being of equal importance. The 1972 

Protocol placed still greater stress on directing governmental and international efforts 
towards the treatment and rehabilitation of addicts. Particular attention was henceforth 
paid to preventive measures, early detection, treatment, rehabilitation and social reintegra- 
tion of former addicts. Thus, the Board was much concerned with medical and social factors, 
in which respect it had obligations under the conventions. To that end, it relied greatly 
on the expertise and advice of WHO. 

The International Narcotics Control Board welcomed the adoption of the goal of health for 

all by the year 2000, aid felt that the resultant efforts would be of assistance in its own 
activities. The Board attached great importance to its close links with WHO. 
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Mr LÓPEZ- CASERO (Spain) expressed his support for the Organization's cooperation with the 
United Nations in tackling the problem. Spain had ratified the 1961 Single Convention on 
Narcotic Drugs and the 1972 Protocol, as well as the 1971 Convention on Psychotropic Substances. 

In the discharge of its treaty obligations and in response to the decision of the United 
Nations Commission on Narcotic Drugs, it had included tilidine in Schedule I, which decision 
was about to be published. As a general measure, an attempt was being made to have all 
narcotics packaged in single doses in order to limit their availability. Pentazocine abuse 
had long been a problem in Spain, and the possibility of including it in Schedule I had been 
studied in conjunction with WHO as long ago as 1971. 

As regards psychotropic substances, the General Directorate of Pharmacy and Drugs had 
proposed that the Spanish penal code be amended to make illicit trading in psychotropic 
substances a punishable offence, as well as trafficking in narcotics. A decree on psychotropic 
substances was about to be promulgated which dealt in detail with all the aspects of the 
problem requiring action. The necessary legislative action was also in progress to include 
phencyclidine and its three analogues and mecloqualone in the recommended schedules under the 

1971 Convention, although no pharmaceutical specialties containing them were marketed in Spain. 
Finally, the Ministries of Public Health, of Culture and of Education, together with 

other government departments and social services, were conjugating their efforts, through a 

newly established interministerial and interdepartmental committee, to intervene for the 

prevention of abuse and specific programmes were being prepared for implementation within 
national health programmes. 

Professor TUCHINDA (Thailand) said that abuse of narcotic and psychotropic substances 
was a major social and health problem in Thailand. To check the problem, Thailand had 
ratified the 1961 Single Convention and the 1972 Protocol and the 1971 Convention on Psycho - 
tropic Substances. It had also put into effect legislation of its own on the prevention of 
abuse and control of both psychotropic substances and narcotic drugs, the latest example being 

the Narcotic Drugs Act of 1979. 

In 1979, it had collaborated with WHO in arranging an interregional workshop on the 

prevention and treatment of drug dependence and a workshop on epidemiological and intervention 

programmes in rural opium -using communities. A WHO consultant had also been sent to Thailand 

to help evaluate the abuse of psychotropic substances, and his recommendations had been used 

to improve and strengthen the national programme. To promote the development of the programme 

for the prevention and control of drug abuse - and especially abuse of psychotropic substances 

- to be implemented under the five -year national development plan beginning in 1982, a national 

seminar had been held in April 1980, resulting in recommendations for more efficient 

coordination and cooperation among the agencies concerned, and support from both governmental 

and nongovernmental sectors in the promotion of mental health, particularly that of young 

people; for community participation, and for the training of personnel. Efforts were also 

being made to integrate the drug abuse control programme with primary health care programmes 

and national strategies for health for all by the year 2000. 

His delegation commended the Director - General for his report and fully endorsed the draft 

resolution recommended by the Executive Board in resolution EB65.R7. 

Dr BOOTH (Australia) said that the average person tended to see the problem of drug abuse 

as a problem of law enforcement and to forget that the underlying cause lay in the addicted 

person's use of drugs as an escape, however fleeting, from the harsh realities of life, in 

which context alcohol was still the most widely misused drug. He believed that health 

professionals had the responsibility of promoting health in its broadest sense in order to 

try to mitigate the reactions that led to search for solace in drugs. WHO's activities in 

preventive strategies and treatment programmes accordingly deserved full support. Australia 

therefore continued to support UNFDAC from which many programmes received support. 

Australia was a signatory to the Conventions and, although a minor technicality of 

legislation had so far prevented the promulgation of the 1971 Convention on Psychotropic 

Substances, controls applied in Australia were in every respect at least as strict as those 

in the Conventions. 
The growing concern felt over drug arid alcohol abuse was demonstrated by the fact that 

the Federal Government and several state governments had together set up a Royal Commission 

whose report had recently been released. The health authorities in the various states had 

already agreed on the need for a cooperative effort and also on the value of greatly 

improved collection, dissemination and analysis of information on drug abuse. 
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His delegation welcomed the preparation by WHO of core data for epidemiological studies 
of nonmedical drug use; the Australian National Committee on Vital and Health Statistics had 
prepared and distributed a reference booklet on the design of epidemiological surveys which 
included the core information. That was expected to encourage research teams to collect 
basic information in a uniform manner in the process of pursuing their own research interests. 

WHO's work in the evaluation of dependency potential in drugs was also of great 

importance, as it gave countries with a limited experience of a drug the benefit of the 

experience of others. Without such evaluation, it would be impossible to initiate 
meaningful discussion. The collaboration of governments in discussing the effects of 

different controls on psychotropic substances was of paramount importance in decision- making. 
His delegation welcomed the other WHO activities, including the convening of regional meetings 
on the subject and the WHO programme of national projects and training. It believed that 
technical cooperation at regional and international level could result in significant progress, 
and for that reason strongly supported the recommendations of the Executive Board incorporated 
in the draft resolution. 

Dr КRAUSE (German Democratic Republic) said that his Government attached great importance 
to protecting its people against the dangers resulting from the abuse of narcotic drugs and 
psychotropic substances. It followed with interest all references to national and 
international observations as regards psychotropic effects of substances not yet subject 
to international monitoring. In its opinion, a relatively narrow range of narcotic drugs 
and psychotropic substances was sufficient for medical purposes. A mere 12 such drugs were 
now admitted in the German Democratic Republic, and that number was considered to be adequate 
at the present time. Moreover, they were only provided on prescription. His Government 
considered that any uncritical widening of that range would result in increased risks rather 
than improved medical care. 

His country supported WHO's efforts to make subject to international monitoring 
substances with effects analogous to those of narcotic drugs and psychotropic substances, 
and would, if need arose, amend its national regulations accordingly. 

The expansion of illicit traffic in narcotics in many countries was a subject for 

concern. There was no evidence of an illicit narcotics market in the German Democratic 
Republic - a fact which was all the more remarkable since in 1979, for example, more than 
30 million visitors or persons in transit had entered the country, many of them from 

countries where the abuse of narcotics or psychotropic substances was an acute problem. 
The German Democratic Republic took the view that in dealing with the question of 

illicit narcotics traffic the social aspects should be stressed as well as those of law and 

order. In its opinion, unemployment, social insecurity, anxiety about the future, snobbery 
and, above all, the existence of illicit sources and of persons drawing profit from trading 
in narcotics, were the reasons for the existence of an illicit market and the abuse of drugs. 

In his country, the right to work, education and training, as well as other fundamental human 
rights, were a living reality; the socialist society created the possibility for youth and 
people of any age -group to engage in meaningful leisure -time activities, and ensured a 
comprehensive system of social and health care. In his delegation's view, that was why 
such a favourable situation prevailed both in the German Democratic Republic and in other 
socialist countries as regards the protection of citizens against the hazards of narcotics 
abuse 

His delegation endorsed the Director -General's report and supported the draft resolution 
recommended by the Executive Board. 

Dr TRONGE (Argentina) said that his country had ratified the conventions on narcotic 
drugs and psychotropic substances. In Argentina, the distribution of free samples of such 

drugs was prohibited. Numbered prescriptions were required; the pharmacist had to file 

these, and on them had to be entered the name of the patient and of the prescribing doctor, 
together with the latter's registered number, signature and address. The National Narcotics 
Commission checked the implementation of the provisions, and the National Centre for Soсial 
Rehabilitation dealt with the treatment and rehabilitation of addicts. 

WHO was preparing for a seminar to be held in Argentina in November 1980. 

His delegation welcomed the Director- General's report and supported the draft resolution 
recommended by the Executive Board. 
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Dr MORK (Norway) associated his delegation with the expressions of appreciation of 
previous speakers and with those who had appealed for contributions from Member countries to 

the United Nations Fund for Drug Abuse Control (UNFDAC) and who had urged Members to become 
parties to the international drug control treaties. His delegation was gravely concerned 
to learn that the 1971 Convention on Psychotropic Substances had not been ratified by some 
of the countries which were major producers and exporters of psychotropic pharmaceutical 
preparations. That raised the question as to whether the interests of the chemical and 
drug industries were given higher priority than health, particularly of young people, both 
in developing and industrialized countries. He referred to the statement made by the 

delegate of the United States of America, and urged other major drug -producing countries to 
follow the United States example. 

The non- therapeutic use and illegal distribution of dependence - producing drugs, 
including some that were not at present scheduled for control under the Convention on 
Psychotropic Substances, had become a serious problem not only in industrialized countries 
but also, and increasingly, in many developing countries. Unfortunately, many of the latter 
lacked the necessary drug monitoring and control infrastructure to meet that threat. The 

development of guidelines for the implementation of the international treaties, as referred 
to in paragraph 7(3) of the draft resolution proposed by the Executive Board, should 
therefore be given high priority in the future work of WHO. 

He stressed the important role assigned to WHO in evaluating psychoactive substances as 
a basis for decisions to be taken by the United Nations Commission on Narcotic Drugs 
regarding control. In view of the large number of potentially dependence -producing 
substances, he would like to receive information from the Secretariat as to whether its 
capacity for carrying out such an evaluation was satisfactory, bearing in mind the need to 
avoid unnecessary delay in introducing appropriate control measures. 

An important measure would be an effective reduction in the number of legally available 

psychotropic and narcotic drugs. In his country, as a result of the increased use of 

psychotropic pharmaceutical products for non- therapeutic purposes, a review of registered 

psychotropic and narcotic drugs had been undertaken with the aim of reducing the number of 

such drugs to the minimum considered necessary for therapeutic purposes. As a result, from 

1 April 1980, methaqualone, glutethimide, amobarbital, cyclobarbital, pentobarbital and 

secobarbital had been removed from the list of registered drugs. 

His delegation supported the draft resolution recommended by the Executive Board and, in 

particular, the coordination at all levels of programmes to counter drug abuse, as referred 

to in paragraph 7(7) of that resolution. 

Drug abuse was not merely a problem related to the availability of drugs; it had its 

roots in the social situation and life -style of modern societies. That aspect must not be 

forgotten, and he therefore asked the Director -General to coordinate drug abuse programmes 

with other programmes in the field of mental health, social medicine and primary health care, 

and to consider new approaches to be supported, if necessary, from the Director -General's 

Development Fund. 

Professor SENAULT (France) congratulated the Executive Board for placing the 
question of drug abuse on the Health Assembly's agenda, and the Director -General for his 

report on WHO activities in that field. 

He asked whether, in view of the difficulties some countries were experiencing in 

implementing the 1971 Convention, it might be possible for WHO to produce a document 

containing appropriate guidelines. 

Several speakers had referred to the increase in multiple drug dependence - a problem 

which called for further attention. 

He would not dwell on the need to inform and educate the public - the delegate of the 

Federal Republic of Germany had already expressed perfectly what he had intended to say on 

that point - but would merely indicate his delegation's support for the draft resolution 

proposed by the Executive Board. 

Dr SANKARAN (India) said that his country was a party to all the international treaties 

on narcotic drugs and psychotropic substances. The 1961 Single Convention on Narcotic Drugs 

and the 1971 Convention on Psychotropic Substances had given an increasing role to WHO in 

respect of treatment and rehabilitation of drug dependent persons, the training of 

professionals and the promotion of a better understanding of problems connected with drug 

abuse. Its pivotal role was to evaluate narcotic drugs and psychotropic substances for 

their dependence liability and to make recommendations to the United Nations Commission on 

Narcotic Drugs. 
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It was common knowledge, however, that in almost all Member States the smuggling of such 

drugs was not decreasing. Many developing countries faced that new problem particularly in 

large cities and centres of education where young people aped the mores of the developed 

countries in adulating alcohol and drug abuse. 

The medical profession had a large part to play in controlling drug abuse; they were 

aware of the dangers of self -medication. An important question to consider in the developing 

countries - and one on which he would like to have the opinion of the Secretariat and 

Member States - was whether paramedical workers in primary health care centres should be 

allowed to dispense scheduled drugs and how such dispensing might affect the drug abuse and 

addiction problem. Attention must also be given to the problem of controlling the illegal 

growing of opium in many areas of the world where it had become a cash crop replacing, in 

some cases, other agricultural produce. It was also distressing to note that the use of 

bhang, a psychotropic substance, tended to increase in the Indian sub -continent when 

prohibition of alcohol was enforced by law. 

The problem of drug abuse in India had recently been studied by a committee appointed 

under the Ministry of Health. Its main recommendations were: the establishment of a 

national advisory board; the enactment of a single law to deal with prevention and control 

of drug abuse and plug the loopholes in existing laws; the strengthening of the 

implementation machinery and the securing of better coordination between central officials 
and the state police; the education of all social groups regarding continuous awareness of 

the drug problem; the design and evaluation of educational programmes for students to impart 

information on drug abuse; the preparation and presentation of films and programmes by the 

mass media on issues related to drug abuse; the removal of the causes of drug abuse through 

programmes of social reform; the development of facilities for treatment of addicts as part 

of the general health services; and the registration of drug addicts at approved centres. 
To implement those recommendations a plan involving an outlay of about US$ 1 million had been 
prepared for inclusion in the sixth five -year plan which was under consideration by the 
Planning Commission. 

He expressed his appreciation of the report of the United Nations Commission on Narcotic 
Drugs on its sixth special session, particularly welcoming the draft resolution on greater 
United Nations participation in drug abuse control that it had recommended to the Economic and 
Social Council. 

India had had the privilege of attending the travelling seminar in the USSR which it had 

found most useful. Narcotic regulatory legislation was being prepared but legislation alone 
would not solve the problems: health education through the mass media would be a most 
important weapon in combating drug abuse in poorer societies. 

In conclusion, his delegation supported the draft resolution recommended by the Board in 

resolution EB65.R7. 

Dr ALSÉN (Sweden) thanked the Director- General for his excellent report but expressed 

disappointment that only 63 Member States had ratified the 1971 Convention on Psychotropic 

Substances. He was happy to hear that the United States of America had just done so. It 

was quite clear that the effect of the Convention depended on its acceptance by Member 
States, He urged those who had not yet ratified the Convention to reconsider their position. 

He noted with satisfaction WHO's activities during the past year, especially the 

meetings which had already been held and the forthcoming seminars mentioned by the Secretariat 

at the previous meeting, and emphasized the necessity of cooperation and coordination of 

activities carried out by various organizations at national, regional and global levels. 

Drug abuse was still an acute health and social problem in many countries, and an ever - 

present danger for all. He drew attention to the existence of UNFDAC which was constantly 

assisting in the prevention and reduction of drug abuse. The Fund's resources however, 

were limited and depended on voluntary contributions. 

In Sweden a special commission had just completed a survey of drug addiction, and its 
report had been made public. The report stated that in Sweden there were between 10 000 
and 14 000 drug addicts, about half of whom used injections at various intervals; 1200- 
2000 addicts used injections daily. In comparison with the late 1960s there had been a 
slight increase in the number of drug addicts, who were now more evenly distributed over 
the entire country, and not concentrated in big cities. Heroin had replaced the amphetamines. 
1979 had seen an increase in the use of cannabis and a revival of hippy culture. 

His delegation fully supported the draft resolution contained in Executive Board 
resolution EB65.R7. 
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Mr EMBLAD (United Nations Fund for Drug Abuse Control) recalled that, since its inception 
in 1971, UNFDAC had enjoyed close and fruitful cooperation with WHO. UNFDAC was currently 
financing WHO- executed projects of drug abuse treatment and research and drug abuse prevention 
projects in four continents at an annual expense of over half a million dollars. UNFDAC 
would continue supporting those projects and hoped to further its cooperation in two areas 
of particular concern: primary health care and extended control of psychotropic substances. 

With regard to primary health care, UNFDAC was continuing to give high priority to 

integrated rural development as a means of reducing the supply of illicit narcotic drugs. 
An essential component of those programmes - whether for the hill -tribe Areas in the so- 
called Golden Triangle, or for the opium poppy -growing areas of the Middle East, or for 
the coca -growing Andean countries in Latin America - was the establishment of basic health 
facilities. UNFDAC remained at the disposal of interested governments to consider, on a 

priority basis, requests for WHO- executed projects in that connexion. 

With regard to the industrially manufactured drugs, UNFDAC was most concerned over the 
current over -production in the world today and the serious threat that it represented. He 
hoped that WHO would take the lead, together with the United Nations Division of Narcotic 
Drugs, in developing a concerted strategy for action in that area and thus for the universal 
implementation of the 1971 Convention on Psychotropic Substances. UNFDAC would consider 
lending its financial support on a priority basis. 

Dr MARINOV (Bulgaria) said that, although drug abuse was not a major problem in Bulgaria, 
his country was greatly concerned about the growing worldwide incidence of that medico -social 
evil, and was fully aware of its negative economic impact both on the individual and on the 

community. 
Narcotic and drug abuse control could only be carried on successfully by means of 

coordinated medical, social and stringent legislative measures, Such a multisectoral 
approach to the problem had been established for many years in Bulgaria, which was a kind of 
transit area for travellers from East to West. Every year the authorities confiscated a 

considerable amount of heroin and other opiates. 
He stressed the need for all Member States to become parties to the international drug 

control treaties. His delegation congratulated the Director -General on his concise and 
comprehensive report, and supported the draft resolution recommended by the Executive Board. 
There was an urgent need for prompt action to promote national and international programmes 
for the control and appropriate use of narcotics and psychotropic substances, particularly 
those of local plant origin in developing countries. 

Professor RUDOWSKI (Poland) noted that the draft resolution recommended by the Executive 

Board urged Member States to devote more attention to the incidence of drug abuse in their 

societies. The problem of drug abuse was probably less in Poland than in some other 
countries. However, a programme coordinated by the Drug Institute in Warsaw had been 
started. The complexity of psychotropic drug dependence made it very difficult to assess 

the magnitude of the problem. Basic sources of information - the statistical data of health 

services and police records - were usually incomplete and gave only a superficial impression 

of the social and medical aspects of the situation. Some attempts had been made in Poland 

to evaluate the trends in psychotropic drug dependence. Careful analysis of family histories 
and records of psychiatric cases had shown that the number of addicts had not changed signi- 

ficantly during the years 1964 -1969, but had increased during the years 1970 -1974. From 

1975 until the present the number of out- and inpatients with narcotic and psychotropic 

drug dependence had been reduced by 22% and was now estimated at between 8 and 9 per 100 000 

of the population. There were characteristic features in drug dependence in Poland, some 

of which had also been mentioned by the delegate of the United States: the youth of the 

patients (15 -19 years of age, on average); the predominance of students and city dwellers 

among drug -dependent patients; and the use of opiates and opiate derivatives by the majority 

of patients (dependence on LSD, cocaine or cannabis was practically non- existent in Poland). 

The treatment of drug abuse required a long period of time; in Poland over 70% of patients 

needed two years' treatment. 

His delegation supported the draft resolution before the Committee and fully endorsed 

the recommendations urging further socio- medical, legal and preventive action concerning the 

abuse of narcotic and psychotropic substances. 
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Dr LEPARSKIJ (Union of Soviet Socialist Republics) fully supported the resolution 

recommended by the Executive Board, which expressed WHO's profound and well -founded concern 

over the problems of drug dependence. He also highly praised the Director -General's report. 
The problem of drug dependence and misuse of narcotics was rightly considered within the 
framework of primary health care and the strategy of health for all by the year 2000. An 
analysis of the Director -General's report illustrated the great importance attached to the 

problem by WHO and the amount of fruitful work done by the Organization in recent years. He 
referred in particular to the line WHO was taking on research on the medical aspects of 
the problem and on the long -term effects of the use of psychotropic substances. The USSR 
attached great importance to the control of drug dependence and the misuse of narcotics, and 
felt that its experience should be shared with other countries. 

Recently, two WHO travelling seminars had been held in the USSR. In planning the seminars, 
an attempt had been made to acquaint the participants from the various countries with all the 
measures undertaken for prevention and treatment of drug addiction not only in urban but also 
in rural areas, since the measures were specific for each. Such an approach was of importance 
to developing countries, since many of their peculiarities and national traditions made it 

possible to apply the USSR's experience. Bearing in mind the success of those seminars, the 

Ministry of Health in the USSR was planning to hold a similar seminar in 1981. He was 
grateful for the praise many delegates had bestowed on the seminars held in the USSR, and 

welcomed the fact that those seminars were becoming traditional. He felt that they were a 

considerable contribution to the control of drug addiction and narcotics abuse. 

Dr NIN VIV6 (Uruguay) expressed appreciation of the WHO documents dealing with narcotics 

and psychotropic substances. In his country the control of drug abuse was the joint 

responsibility of the Ministries of Health and of the Interior and was exercised in conformity 

with the international conventions which Uruguay had signed. He expressed particular 

interest in the evaluation of various preventive measures, including health education and 

measures at the physician /psychiatrist level emphasizing their responsibility in prescribing, 
regarding desirability of using psychotropic substances, and assessment of dosage, and 

regarding effects in association. Unfortunately, the legitimate use of such substances was 
not always subject to the absolutely indispensable medical supervision and so dependence 

sometimes resulted. The problem should be analysed by an expert committee and recommendations 
put forward on the subject. 

He supported the draft resolution recommended by the Executive Board in resolution 
EB65.R7 and expressed his approval of the Director -General's report. 

Mr LOEBUS (United Nations Fund for Drug Abuse control) reading a statement prepared by 
Dr Ling, Director of the United Nations Division of Narcotic Drugs, expressed the appreciation 
of the United Nations Division of Narcotic Drugs to WHO for its continuing efforts to prevent 
and control drug misuse and abuse, with the associated health and social problems. 

There was continuing international concern over the increasing availability and demand 
for narcotic drugs and related mood modifying substances. There was also an urgent need for 
more valid and definitive information on the health and social consequences of the use of 
cannabis and its preparations; that need could be met by sound and objective research to 
provide administrators and policy -makers with a solid basis for appropriate legislative action. 
He noted that WHO had initiated such a study, and the United Nations Division on Narcotic Drugs 
was pleased to participate in it. 

There was also an urgent need to find more effective approaches at national, regional and 
international levels to the diverse problems associated with the indiscriminate and unintelligent 
use of psychoactive drugs. At the same time, however, the beneficial therapeutic effects 
derived from the most rational use of psychotropic drugs in the management of carefully 
diagnosed conditions must continue to be appreciated. 

WHO, the Division of Narcotic Drugs, the International Narcotics Control Board (INCB), 
UNFDAC, and, most importantly, the United Nations Commission on Narcotic Drugs, all had 
different, but interlocking, responsibilities for dealing with the inappropriate proliferation 
and use of psychoactive drugs. Under the treaty provisions regarding narcotic drugs and under 
the 1971 Convention on Psychotropic Substances, which entered into force on 16 August 1976, 
governments were obliged to furnish to the Secretary -General information on the control of 
narcotics and psychotropic substances. The full implementation of the 1971 Convention had 
important implications for the optimal therapeutic use of psychiatric drugs, particularly in 
developing countries. There was evidence that some developing countries were the potential 
recipients of a wide range of psychoactive substances manufactured within, and distributed 
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from, developed countries. It was therefore disquieting to note that of the 66 Member States 
at present parties to the 1971 Convention, only a few were developed and producer countries. 
It was hoped that other manufacturing countries would ratify the Convention as early as 
possible. 

It was clear that the success of international efforts for the safe use of psychotropic 
drugs depended to a large extent on the effectiveness of the efforts of national governments. 
In support of those efforts, the Division of Narcotic Drugs, WHO, UNFDAC, the International 
Council on Alcohol and Addictions (ICAA), and INCH were involved in other integrated activities 
including ongoing strategies to address the problems of drug abuse control and the provision 
of appropriate assistance to governments in discharging their reporting responsibilities 
regarding psychotropic substances. Those activities also included relevant research on the 
extent, patterns and trends of drug abuse, and on the development and implementation of 
regional training programmes designed to reduce the dangers consequent on drug abuse and to 

improve the treatment and rehabilitation of drug dependent individuals. In that connexion 
the ongoing research on leucoendorphins and their relationship to narcotic agonists and 
antagonists was of interest and showed promise in the evaluation of new treatments. 

Those and other coordination activities were a firm example of the determination of WHO 
and the Division of Narcotic Drugs to coordinate their efforts, exchange information and 
strengthen their capacity to deal with the pressing global health and social problem of drug 
misuse and abuse, as well as to facilitate concerted international effort to that end. 

Dr HASSOUN (Iraq) thanked the Director- General and the Executive Board for their reports. 
The rapid development of countries undergoing a demographic, industrial, economic and social 
explosion, together with its consequences - migration from rural areas to large cities, 
dissolution of family links, labour pressures, competition, and added responsibility - had led 

to recourse to psychotropic substances and to drug dependence and abuse. People today were 
experiencing numerous mental aid social problems. His Government, in attempting to put an end 
to the abuse of drugs and psychotropic substances, had adopted a series of bold measures. The 
death penalty had been applied to all those involved in illicit traffic in drugs and psycho - 
tropic substances - a decision which had led to a visible reduction in drug addiction and the 

use of substances such as morphine, opium and hashish. 
He called attention to the urgent problem of the migration of various populations to 

Iraq to find jobs. Persons who were accustomed to certain substances were introducing a new 
form of addiction into Iraq, in spite of his Government's efforts. He was pleased to learn 
that opium and cannabis culture would be prohibited in Iran as of the current year. He 
understood that Iran had also adopted wise decisions in endeavouring to reduce the nefarious 
effects of the drug problem, and he hoped that other countries of the Eastern Mediterranean 
Region would be taking similar decisions, particularly those experiencing the problem 
severely. 

The abuse of narcotic and psychotropic substances was a problem that had been faced for 

some time as a result of rapid economic and industrial development, in spite of legislation 
prohibiting the sale or purchase of such substances without medical prescriptions. There was 
a need for education of the medical profession and related professional groups. Treatment 
and prevention centres should, in addition, provide courses to educate the public. Necessary 
measures should be adopted for the treatment of people suffering from drug addiction; 
governments should pass legislation to regulate relationships between patients and physicians 
and the relation of drug addicts to society with a view to their rehabilitation. 

His delegation fully supported the draft resolution recommended by the Executive Board. 

(For continuation, see summary record of the fourteenth meeting, section 3.) 

The meeting rose at 12h30. 



FOURTEENTH MEETING 

Wednesday, 21 May 1980, at 14h30 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. FORMULATING STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 22 

of the Agenda (Document WHA32/1979/REС/1, resolution WHА32.30; Document ЕВ65/1980/REС/1, 

resolution EВ65.R11; Documents А33/5, А33/29 and A33/INF.DOC./4) (continued from the 

sixth meeting, section 1) 

Dr HELLBERG (Finland), chairman of the drafting group, presented the draft resolution 

prepared by the drafting group, reading as follows: 

The Thirty -third World Health Assembly, 

Recalling resolutions WHA30.43, WHA32.24 and WHA32.30, and convinced that primary 

health care as an integral part both of the country's health system and of the overall 

social and economic development of the community, is the key to health for all, equally 

valid for all countries, whatever their state of social and economic development; 

Recognizing the efforts being made by all countries and WHO in formulating 

strategies for health for all by the year 2000 in response to the Declaration of Alma -Ata; 

Recalling United Nations General Assembly resolutions 3201 (S -VI), 3202 (S -VI), 

3281 (XXIX) and 3362 (S -VII) relating to the establishment of a New International Economic 

Order; 

Welcoming resolution 3458 of 29 November 1979 of the United Nations General 
Assembly concerning health as an integral part of development, which endorsed the 

Declaration of Alma -Ata, welcomed the efforts of WHO and UNICEF to attain health for all 

by the year 2000, and called upon the relevant bodies of the United Nations system to 
coordinate with and support the efforts of WHO by appropriate actions within their 

respective spheres of competence, and, in connexion with the preparation of the New 
International Development Strategy to be considered during the Special Session of the 

United Nations General Assembly to be held in 1980, called for careful attention to be 

given to WHO's contribution, which will reflect the global strategy for health for all; 
Reaffirming that health is a powerful lever for socioeconomic development and for 

peace and that in turn a genuine policy of peace, détente and disarmament could and 
should release additional resources for attaining health for all by the year 2000, which 
is essential for raising the quality of human life; and stressing the role of WHO in 
promoting such a process; 

Bearing in mind the fundamental nature of the New International Economic Order and 
that its effective establishment will be greatly facilitated if due attention is paid to 

health and related social development as well as economic development in view of their 
reciprocally supportive nature; 

Concerned by the progressive deterioration of the economies of many developing 
countries and the consequent stagnation of their social development, including health, 
and solemnly proclaiming that, for the establishment of a just and equitable New 
International Economic Order and the formulation of a New International Development 
Strategy with tangible and positive results for the developing countries, increased 
efforts of the international community in health and related social fields are vital; 

Welcoming the fruitful outcome of the Technical Discussions at the Thirty -third 
World Health Assembly on the contribution of health to the New International Economic 
Order; 

- 157 - 
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1. CALLS on Member States: 
(1) to respond in concrete terms to the substance and the spirit of the resolutions 
mentioned in the preamble, as adopted, and to use them constructively in order to 
promote health and development in the spirit of the Alma -Ata Declaration, including 
the principles of national political commitment and self -reliance in health matters; 
(2) to urge their delegates to the Preparatory Committee for the New International 
Development Strategy to take active steps to ensure that, in the light of 

resolution 3458 of the United Nations General Assembly, health receives prominent 
attention in the debate, in the final document and in resulting programme activities; 

2. THANKS the Executive Board for its progress report on "Formulating strategies for 
health for all by the year 2000 ",1 welcoming the cooperation that is taking place among 
Member States and between WHO and its Member States for the development of these 

strategies; 

3. REQUESTS the Executive Board: 

(1) to ensure that the Organization's programmes constantly support the formulation 

and refinement of national, regional and global strategies for health for all as 

well as the monitoring of their implementation; 

(2) to ensure that the programmes of WHO in the fields of its competence are 

formulated and implemented in the spirit of the New International Economic Order 
wherever applicable, with due regard to activities in national, multinational and 

international trade and industry in the health sector, the transfer of resources and 

technology, as well as other factors relating to health that would contribute to 

accelerated harmonious and balanced human development in developing countries; 

4. REQUESTS the Director -General: 

(1) to take full advantage of the international climate of support at all levels 

and in all sectors for achieving the health goals of the Organization, through the 

recognition by all Member States and the whole United Nations system of the 

essential role of health in development and their endorsement of the Declaration of 

Alma -Ata and of WHO's main goal of health for all by the year 2000; 

(2) in particular, to respond effectively to the request of the United Nations 

General Assembly in its resolution 3458 concerning WHO's contribution to the New 

International Development Strategy and the work of international organizations with 

primary responsibilities in other sectors; 

(3) to continue to support Member States both individually, and collectively in the 

regional committees and the Health Assembly, in their efforts to formulate, implement 

and monitor strategies for health for all; 

(4) to report to the Thirty- fourth World Health Assembly in 1981 on steps taken for 

the implementation of the United Nations General Assembly resolution 3458 and 
resolution WHA32.24. 

Dr VIOLAKI- PARASKEVA (Greece) proposed that the words "key to health for all" in the 

first preambular paragraph should be replaced by "key to the approach to health for all ". 

Dr HELLBERG (Finland) said that the wording used in that paragraph was the same as that 

in the Alma -Ata Conference and had been agreed to by all. 

Dr VIOLAKI- PARASKEVA (Greece) withdrew her proposal. 

The draft resolution was approved.2 

Mr NAKAMURA (Japan) said that when the United Nations General Assembly, at its sixth 

special session, had adopted a resolution relating to the establishment of a New International 

1 Document WHA33 /1980/REС/1, Annex 4. 

2 
Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA33.24. 
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Economic Order the delegate of Japan had made a statement indicating the position of his 
Government regarding that New International Economic Order. He wished to place on record 
that the position of Japan remained unchanged.l 

2. DEVELOPMENT AND COORDINATION OF BIOMEDICAL AND HEALTH SERVICES RESEARCH (PROGRESS 

REPORT): Item 26.1 of the Agenda (Resolution WНАЗ1.35, para. 5(3); Document А33/9 
(continued from the twelfth meeting, section 1) 

The CHAIRMAN drew the attention of delegates to the following revised draft resolution 

which incorporated the amendments proposed: 

The Thirty -third World Health Assembly, 

Having considered the Director -General's progress report on the development and 
coordination of biomedical and health services research; 

Recalling resolutions WAA25.60, WHA27.61, WHA28.70, WHA29.64, WHA30.40 and WHA32.15; 
Affirming that biomedical, health services and health promotion research in particu- 

lar, and science in general, should be a major accelerator of the progress of all Member 
States towards health for all by the year 2000; 

Recognizing that such research can only be effective if it relies on both 
strengthened national capabilities and international coordination; 

Noting with concern that the achievements of biomedical and medicosocial sciences 
have not been accompanied by a decrease of the gap between the developed and developing 
countries in generating and applying scientific knowledge relevant to health development 
and promotion; that most developing countries still lack the resources, manpower and 
infrastructure necessary for health research; and that in many developed countries also 
the efforts and resources devoted to health research are inadequate; 

1. URGES Member States: 
(1) to ensure that biomedical, psychosocial and health services research is 
included in their national policies, plans aid budget allocations related to the 
goal of health for all by the year 2000; 
(2) to intensify their cooperation, aid particularly the cooperation between 
developed and developing countries: 

(a) in building up or upgrading the health research capability of developing 
countries in its various forms, including separate research institutes, 
research arms of universities, components of specific health programmes or 
projects, and the creation of national coordinating mechanisms; 
(b) in ensuring that an effective strengthening of national research 
capability of developing countries is the net result of every collaborative 
research activity; 

(3) to give high priority to research training and to measures that encourage 
scientists from developing countries completing their studies in developed countries 
to return home аnд apply their skills and knowledge there, as follows: 

(a) developing countries should offer appropriate incentives, and 
(b) countries providing the training should refrain from offering facilities 
that might attract such scientists to remain there; 

2. DECIDES that the Health Assembly and the Executive Board shall monitor and 
evaluate the effectiveness of the Organization's programmes in biomedical and health 
services research, as well as policies aiming to improve the research capabilities of 
developing countries; 

3. REQUESTS the Director -General: 

(1) to strengthen the global leadership of the Organization in the worldwide 
coordination and steering of research necessary for the attainment of health for 
all by the year 2000, by: 

(a) intensifying the coordinating functions of WHO and reinforcing the actual 
implementation of research activities by Member States and institutions and 

1 See United Nations, Official Records of the General Assembly, Sixth Special Session, 

9 April - 2 May 1974, Plenary meetings, United Nations, New York, 1976 (document A/PV.2230, 

p. 3) . 
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individuals, particularly in developing countries, and utilizing, inter alia, 
the medium -term programmes for research promotion and development to this end; 
(b) creating and maintaining within the Organization at all levels, and 
especially at the global level, a blend of scientific expertise of highest 
quality, which should be at the disposal of Member States in their efforts to 
harness research to national strategies for health development; 
(c) expanding the involvement of scientists from developing and developed 
countries in the Organization's research programmes, and utilizing fully the 
global and regional Advisory Committees on Medical Research; 
(d) studying the possibility of setting up multidisciplinary groups of experts 
to evaluate progress in research and to examine ways and means of ensuring the 
speedy application of the results within programmes so that the benefits 
facilitate the attainment of the target of health for all by the year 2000; 

(2) to cooperate with Member States in carrying out a thorough assessment of their 
current capabilities and needs regarding research and in mobilizing the intellectual 
and material resources of the Organization to improve such capabilities and meet 
needs; 

(3) to take vigorous measures to increase extrabudgetary support for health research 
that is coordinated or sponsored by WHO and to concentrate both the Organization's 
regular budget and its extrabudgetary funds for research on programmes that are most 
relevant for attaining health for all by the year 2000; 
(4) to improve the mechanisms for the dissemination of biomedical and health 
services research information; 
(5) to submit to the Thirty -fifth World Health Assembly a report on the progress 
achieved in the implementation of this resolution. 

Mrs BRUGGEMANN (Secretary) said she had been informed that paragraph 1(3) , which had 
been amended at the suggestion of the delegate of Algeria, did not accurately reflect his 
intentions in the wording now before the meeting. He agreed to subparagraph 1(3)(а) but 
would prefer subparagraph 1(3)(b) to read "countries providing the training should refrain 
both from encouraging such scientists to remain there and from offering them facilities that 

could act as disincentives to returning to their own country; ". 

Dr LEPARSКIJ (Union of Soviet Socialist Republics) supported the proposed amendment and 
pointed out several minor inaccuracies of translation in the Russian version. 

The draft resolution, as amended, was approved.1 

Tuberculosis control 

Dr SANКARAN (India) presented the following draft resolution on tuberculosis control 
proposed by the delegations of India, Senegal, and the Union of Soviet Socialist Republics: 

The Thirty -third World Health Assembly, 

Noting with concern that tuberculosis remains one of the most important health 
problems in developing countries, and that efforts in control programmes and resources 
for research on the application of tuberculosis control measures are still inadequate 
or have been sharply reduced in the last decade; 

Emphasizing that technology in tuberculosis control has been simplified to such 

a degree that it is applicable under practically any circumstances, and thus is 

eminently applicable at the community and individual levels as part of primary health 
care; 

Recognizing that the discovery of new, potent, bactericidal drugs facilitates a 

considerable shortening of the duration of antituberculosis chemotherapy; 

Noting that the Indian Council for Medical Research and WHO are currently 

reviewing the varying results of the various controlled BCG trials, in particular 
the tuberculosis prevention trial at present in progress in the South of India; 

1. URGES Member States to give earliest attention to the application of tuberculosis 
control as an integral component of primary health care; 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA33.25. 
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2. REQUESTS the Director -General: 
(a) to present a review of the tuberculosis situation in the world and of the 
implementation of national tuberculosis control programmes to the Thirty -fifth 
World Health Assembly in 1982; 
(b) to revive and promote new interest in research on the actual delivery of the 
tuberculosis control programme at the primary health care level and on the further 
simplification, if possible, of the diagnostic and treatment procedures, as well 
as on the effectiveness of the preventive measures; 
(c) to take adequate steps to secure that antituberculosis drugs become more widely 
available in developing countries, within the programme on essential drugs, at the 
lowest possible cost. 

In the discussion of item 26.1 at the eleventh meeting he had presented evidence accumu- 

lated recently in India on BCG trials.l It had been a long time since attention had been 

focused on tuberculosis and on problems such as the nonavailability, particularly in 

developing countries, of drugs such as rifampicin and pyrazinamide. The draft resolution was 

an attempt to make governments aware of the problem. 

Dr FORTUINE (United States of America) said that his delegation wished to be included as 
a co- sponsor of the draft resolution. He proposed that in operative paragraph 2 (c) the 

word "secure" should be replaced by "ensure ". 

Dr ALUOCH (Kenya) said that the draft resolution was most timely; while tuberculosis was 

disappearing in many developed countries it was still a major public health problem in 

developing countries. His delegation also wished to co- sponsor the draft resolution. 
Because tuberculosis was no longer a major public health problem in developed countries, 

research into the various aspects of the disease and its management had largely ceased, yet 
there were few capabilities for such research in developing countries. Recent findings on 
BCG trials in India were most disturbing and should lead to re- examination of tuberculosis 
programmes. 

The draft resolution requested the Director -General to present a review of the tubercu- 
losis situation in the world to the Thirty -fifth World Health Assembly in 1982. That year 
would mark the centenary of Robert Koch's discovery of the human tubercle bacillus and it 
might be appropriate to designate 1982 as tuberculosis year. 

Dr MARINOV (Bulgaria) said that, after 23 years' experience as a specialist in tubercu- 
losis and respiratory diseases, some of it in developing countries, he fully understood the 
concern of the sponsors of the draft resolution. The statistics available were inadequate 
and did not reflect the real situation, particularly in developing countries. In most 
countries insufficient attention was paid to tuberculosis and its control. The defeat of 

tuberculosis had been proclaimed while the disease was still a most important medicosocial 
problem. 

His delegation therefore welcomed the draft resolution, particularly operative 
paragraph 2 (b), and asked to be included as one of the co- sponsors. India's valuable 
experience should be made widely available to Member States. A new subparagraph (d) should 
be added to operative paragraph 2, reading: "To take appropriate measures to increase the 
extrabudgetary support for health research on integrated tuberculosis control programmes 
and to secure adequate allocations from the Organization's regular budget for promoting 
national programmes in developing countries." 

Dr VIOLAKI- PARASKEVA (Greece) welcomed the draft resolution. Tuberculosis remained a 

problem in some developed countries as well as in developing ones. She proposed that the 
third preambular paragraph, concerning antituberculosis chemotherapy, should include a 
suitably worded reference to the danger of Mycobacterium tuberculosis developing drug 
resistance. 

Dr ROGOWSKI (Poland) observed that tuberculosis, as the delegate for Greece had said, 
remained a public health problem not only in developing countries but also in some developed 
ones. In 1945, as a result of the Second World War, tuberculosis had reached epidemic 
proportions in Poland. As a result of intensive control efforts much had been achieved and 

1 
See p. 130. 
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the incidence had been reduced eightfold. However, epidemiological forecasts indicated that 
by the year 2000 there would still be a number of tuberculosis patients. His delegation 
therefore thought the resolution very timely and wished to co- sponsor it as amended by the 
Bulgarian delegate. 

Dr ROSDAHL (Denmark) supported the draft resolution. He suggested deletion of the word 
"bactericidal" from the third preambular paragraph and supported the delegate of Greece's 
proposed addition. He further proposed the deletion of the word "varying" in the fourth 
preambular paragraph, since he understood that the findings were still under review. 

Professor SYLLA (Senegal) accepted the proposal by the delegate of Denmark that the word 
'bactericidal" should be deleted. 

Dr LISBOA RAMOS (Cape Verde) supported the draft resolution together with any amendments 

on which a consensus was reached. He endorsed the proposal made by the delegate of Greece 

to include a reference to drug resistance in the third preambular paragraph. It was 

necessary to consider that paragraph in the context of the strategies to be adopted to prevent 

the indiscriminate use of new drugs, with the consequent development of drug resistance. 

Dr JONES (Guyana) also supported the draft resolution. The Secretariat should express 
an opinion on the question of deleting the word "bactericidal" in the third preambular para- 
graph, since his impression was that shortening the duration of chemotherapy depended on the 
discovery and introduction of potent bactericidal drugs. He wondered whether, in connexion 

with treatment procedures, some mention could be made of the difficulty of supervising 

patients. Failure to take drugs regularly often led to the development of resistance, a 

problem that was of great concern to him. He therefore supported the proposal made by the 

delegate of Greece that a reference to drug resistance should be included. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said it was clear from 

some of the reports of the Indian Council of Medical Research and W10 that the results obtained 
in the BCG trials did vary. The word "varying" in the fourth preambular paragraph should 

therefore be retained. 

Dr B0RG0Ñ0 (Chile) thought that the draft resolution was timely, since it gave fresh 

emphasis to the problem of tuberculosis and the need for tuberculosis control programmes, 

especially in the developing countries. Short -term treatment of all new cases had been 

provided for one -third of the population of Santiago Province for more than 18 months, and 

the only way of ensuring that drug resistance did not develop was to supervise the treatment 

in such a way that it was certain that patients were really taking the drugs. He therefore 

supported the proposal by the delegate of Greece to insert a reference to drug resistance in 

the draft resolution. If drugs were used indiscriminately or in the absence of such control, 

resistance would occur. Patients must be given every facility for taking the drugs, even at 

work, if they were capable of working. At the onset of the disease it was necessary to 

ensure that patients took the four drugs every day. 

Dr VIOLAKI- PARASKEVA (Greece) said that her amendment at the end of the third preambular 

paragraph should read: "though the danger of drug resistance remains ". 

Dr HADJ- LAKEHAL (Algeria) asked that Algeria should be included among the co- sponsors of 

the draft resolution, which was very timely. Algeria had experience in the field of tuber- 

culosis and was willing to share it with other countries; it included some of short -term 

treatment, which was just being started. 

Dr SANKARAN (India) accepted the amendments proposed by the delegates of Greece and the 

United States of America. With regard to the omission of the word "bactericidal" from the 

third preambular paragraph, he thought that the addition of the words "aid other therapeutic 

agents" after "bactericidal drugs" would be preferable. The word "varying" in the fourth 

preambular paragraph should be retained because it described the existing situation correctly. 

He welcomed the additional paragraph suggested by the delegate of Bulgaria. 

Dr ROSDAHL (Denmark), in the light of the explanation given by the delegate of India, 

withdrew his proposal that the word "varying" should be deleted. 
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Dr JONES (Guyana) agreed with the delegate of India that the word " bactericidal" should be 

retained. Perhaps some explanation could be given of what was meant by the new drugs 

mentioned in the third preambular paragraph. 

Dr ROSDAHL (Denmark) withdrew his proposal that the word "bactericidal" should be deleted. 

He had been concerned only with the question of distinguishing between bactericidal and 

bacteriostatic drugs. 

Professor SYLLA (Senegal) thought that the text should not be made more complicated. It 

would be sufficient to speak only of "new, potent drugs ". 

The CHAIRMAN proposed the words "new, potent bactericidal and other therapeutic drugs ". 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that confusion 

could be avoided by using the word "antibacterial ". 

Dr PIO (Tuberculosis and Respiratory Infections) said that it was only the use of a 

combination of bactericidal drugs that made short -term treatment possible; bacteriostatic 

drugs were of secondary importance in such treatment. Since the third preambular paragraph 

referred specifically to short -term treatment, it would seem essential that the word 

"bactericidal" should be retained. 

The draft resolution, as amended, was approved.1 

3. ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS ON NARCOTIC AND PSYCHOTROPIC SUBSTANCES: 

Item 27 of the Agenda (Document ЕВ65/1980/REС/1, resolution EB65.R7; Document А33/11) 

(continued from the thirteenth meeting) 

Dr BECERRA HIDALGO (Peru) said that the Peruvian Government had ordered, and was in the 

process of carrying out, the eradication of coca cultivation over a large area as part of its 

activities in connexion with the drug problem. In those areas coca would be replaced by 

useful crops, and the land would be handed over to landless peasants. A number of multi - 
sectoral measures had been taken to prevent drug addiction and to treat and rehabilitate 
addicts, and legal measures had been taken to prevent illicit drug trafficking. In that way 

Peru was complying with the requirements of the conventions on narcotic and psychotropic 
substances, of which it was a signatory. His delegation supported the Director -General's 
efforts in that field and the proposed resolution in EB65.R7. 

Dr AL -SAIF (Kuwait) supported the resolution in EB65.R7 and WHO's efforts in the area in 

question. Kuwait was trying to combat the misuse of narcotics and psychotropic substances. 
The Ministry of Public Health had organized a seminar on drug abuse in February that was 
attended by some 700 participants, with the aim of increasing awareness of the importance of 

the problem, especially among young people. The problem was also being studied by the 

University of Kuwait. The Ministry of Public Health had been made responsible for the 

detection of addicts and for their treatment and rehabilitation. 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that the importance of the 
subject had been demonstrated by the number of speakers, both in the Committee and at the 
Executive Board meeting in January. Many interesting suggestions had been made and 
information had been given on the activities being carried out in a number of countries. The 
resolution proposed by the Executive Board represented an attempt to meet all the concerns that 
had been expressed. It also suggested a number of measures that could be taken. 

Dr SARTORIUS (Director, Division of Mental Health) said that he would deal with the points 
of a general character that had been raised. The valuable discussion that had taken place had 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA33.26. 
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confirmed that drug dependence was a global problem, common to both the developed and the 

developing countries. It had also confirmed the correctness of the multisectoral approach and 
the need for technical cooperation among countries and with WHO; progress would be made 
possible by appropriate coordination at all levels and the mechanism of mental health 
coordinating groups served that purpose well. 

The delegates of Finland and Australia had stressed the importance of linking 

programmes dealing with alcoholism and drug dependence. WHO would try and do so wherever 
possible, though there were certain difficulties; tradition and other factors sometimes made 
it necessary to separate the two problems. WHO however tried to deal with those matters in a 

coordinated way and had, for example, designated collaborating centres dealing with both 
problems. There was also a link between programmes dealing with drug dependence and with road 
accident prevention. The drug dependence programme was a part of the mental health programme 
on life - styles and their health consequences. There was also a link with the essential drugs 
programme, because it was important to be able to assure countries that essential drugs had no 
dependence potential; where they did have such a potential, their use and prescription should 
be made subject to certain safeguards. He stressed the support that WHO had received from 
United Nations agencies, nongovernmental organizations, and countries. 

Dr ARIF (Division of Mental Health), referring to comments by the delegate of Hungary on 
the indiscriminate prescribing of methadone in the treatment of drug addiction, said that the 

question had recently been discussed at the sixth special session of the United Nations 
Commission on Narcotic Drugs. The WHO representative had presented the Organization's views 
and a resolution sponsored by some ten countries had been adopted, warning Member countries to be 

very cautious in using methadone. The use of methadone in treating heroin addiction had been 
introduced in the United States of America in 1964 and subsequently in detoxification and 
maintenance centres in a number of countries in Europe and the Western Pacific. The issue had 
also been raised in the WHO interregional workshop held at the Regional Office in Alexandria 
in 1978 and it had been recommended that developing countries should be extremely careful in 

using methadone and that it should be subjected to careful experiment and evaluation, under 
strict control, before being used at treatment centres. 

In response to the questions of a number of delegates, he said that the latest WHO report 

on the increased use of cannabis and its adverse effects was that of a WHO scientific group 
which had met in Geneva in 1970 (WHO Technical Report Series, No. 478). The group had 
discussed the broad aspects, such as epidemiology and effects on man, and had made 
recommendations on research that needed to be done. Since then there had been a great deal 
of study and research on the use of cannabis. To reply to the many questions raised by 
countries in the Health Assembly and in the United Nations Commission on Narcotic Drugs, WHO 
had started a study on the adverse health and behavioural consequences of the use of cannabis, 
jointly with the WHO collaborating centre (the Addiction Research Foundation, Toronto, 
Canada) at the beginning of 1980. The study would include a comprehensive scientific review 
of the literature on epidemiology, psychiatry, experimental pharmacology, including behavioural 
toxicity, endocrinology, reproduction, immunology and effects on human behaviour, including 
psychomotor performance, the central nervous system, and respiration. 

A number of delegations had spoken of the preventive aspects of the drug abuse problem. 
That was one of the main activities of the WHO collaborative programme at country level and 
had been discussed in many seminars and workshops organized by WHO. A programme had been 

approved for the development of strategies and guidelines in the field of prevention of 
drug dependence, in cooperation with 32 Member countries in all the regions, and a meeting 
would be held to consider all the aspects and prepare the second phase, the publication of 
the strategies and guidelines by the Organization. 

Another point raised by a number of delegations was the seriousness and the continuing 
increase of drug abuse, particularly of heroin, cocaine and cannabis, and the problems of 

statistical information and data collection. The latter was a difficult matter because of 

the continual lack of epidemiological data needed to make a systematic worldwide assessment 
of the problem. The Organization had been trying to tackle the problem for some years and 
in 1979 had made an effort to review available information on drug abuse in the world, with 
the aim of providing at least a provisional data base to assist policy -makers in setting 
appropriate national and international priorities. With the great variation in the scientific 
quality of the data available for estimating the extent of drug abuse in any one country, any 
effort on a global basis could be only preliminary. However, the review gave an estimate of 
several million regular users, abusers, and drug -dependent persons, with cannabis as the most 
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widely used drug. While the distribution and use and abuse of cannabis and other psychotropic 

drugs were worldwide, the distribution of other major types of drug appeared to be regional 

or in groups of countries, which suggested specific regional groupings for international 

cooperation in planning control, prevention and treatment programmes. Among the most 

significant trends in recent years were the spread of heroin among urban youth in South -East 

Asia and Western Pacific countries, the spread of coca paste smoking among urban youth of the 

Andean countries, and a worldwide increase in the use and abuse of psychotropic drugs, such as 

amphetamines aid barbiturates andother sedativesand tranquillizers. The study would be 

completed and published during the current year. 

Lastly, some delegates had referred to drug control and legislation. The terminology 

and classification of drug abuse had always been a complicated issue in international and 

interregional meetings and, because of the lack of a uniform and accepted terminology, it was 

difficult for legislators to produce simple and effective control measures. However, WHO, 
with the valuable support of the United States Alcohol, Drug Abuse, and Mental Health 

Administration, had started a project on the diagnosis and classification of mental disorders 
alcohol, and drug -related problems. A meeting was to be held in the Regional Office in 

Washington in August 1980. 

Dr KHAN (Division of Mental Health) said that WHO's main function in relation to 
international treaties was evaluating drugs for international control. The Organization 
could act in the case of drugs notified to the United Nations secretary-General or review 
problem drugs on its own initiative. During the current year nine anorectic drugs were 
being reviewed. Among drugs to be reviewed in the future were: anxiolytics, including 
benzodiazepines, the main difficulty there being lack of information on the long -term 
effects; and mixed agonist and antagonist opiate -type drugs, including pentazocine. 

The delegate of Norway had asked whether WHO had the capacity to carry out a more active 
programme in drug evaluation than at present. The capacity obviously depended on the input. 
However, the present programme had been commended by the United Nations Commission on Narcotic 
Drugs, and he had been encouraged by the statement made by the Executive Director of the 
United Nations Fund for Drug Abuse Control, with whom he would cooperate in the interests of 
a more active programme. 

On the question of how to control amphetamines, he said that, in accordance 
with Article 13 of the Convention on Psychotropic Substances, any country that had ratified 
the Convention could write to the United Nations Secretary- General stating that it did not want 
any of the drugs controlled by the Convention and that none should be sold to it. That was a 
good safeguard. 

Regarding the question asked by the delegate of Finland, the 1961 Single Convention on 
Narcotic Drugs had been ratified by 110 countries, its 1972 Protocol by 68 countries, and the 
Convention on Psychotropic Substances, 1971, by 66 countries. 

The delegate of Ecuador had raised the important issue of information on drug consumption, 
a question on which WHO had been working for the past 11 years. The problem had now been 
referred to the Regional Office for Europe and two publications were available there, one 
prepared by the European Region aid one by the Nordic countries. At seminars, such as that 
held in Moscow and those forthcoming in Amman and Manila, drug consumption experts played an 
active and important role and advised delegations on the need for such studies. 

With regard to the important question of problems in the ratification of the 1971 
Convention, raised by the delegate of Nigeria, WHO had been exploring the situation for four 
years. The four country stùdies carried out in 1979 - on Finland, Thailand, Madagascar, and 
Argentina - had been precisely for the purpose of finding out what those problems were 
and what could be done to overcome them. 

The delegate of France had asked about the publication of guidelines. WHO was now 
seeking extrabudgetary funds to carry out an in -depth study in four countries. Regarding 
the use of drugs along with alcohol, an expert committee meeting in September would deal with 
the question how to assess the social and public health damage caused by those drugs, alone and 
combined with alcohol. 

The CHAIRMAN invited the Committee to consider the draft resolution submitted in 
resolution EB65.R7 (document EB65/1980/REC/1, pages 8 -10). 

Mrs BRÚGGEMANN (Secretary) read out the following amendments, which had been proposed 
by the delegates of Nigeria and Pakistan: addition of the words "and to measures aimed at 
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reducing the incidence of illicit supply of drugs of abuse in their societies" at the end 
of operative paragraph 2; addition of the words "as soon as possible" at the end of operative 
paragraph 5; the alteration of the first line of operative paragraph 7(1) to read: "to 
foster the reporting, publication and dissemination of information . . . ". 

After a brief discussion, in which suggestions were made by Professor OZTURK (Turkey), 
Dr KHAN (Division of Mental Health), Dr BEAUSOLEIL (Ghana), the DEPUTY DIRECTOR- GENERAL, and 
Dr SARTORIUS (Director, Division of Mental Health), the proposed amendment to operative 
paragraph 7(1) was amended to read: "to foster the collection, processing and dissemination, 
through publication and other means, of information . . . ". 

The draft resolution proposed by the Executive Board, in resolution EB65.R7, 

was approved, as amended.1 

4. WORKERS HEALTH PROGRAMME (PROGRESS REPORT): Item 28 of the Agenda (Document 
WHA32/1979/REС/1, resolution WHAЗ2.14, para. 5; Document А33/12) 

The CHAIRMAN invited the Committee's attention to the relevant documentation which 
included a draft resolution, sponsored by the delegations of Algeria, Belgium, Czechoslovakia, 
Finland, German Democratic Republic, India, Mozambique, Syrian Arab Republic and Union of 
Soviet Socialist Republics, reading as follows: 

The Thirty -third World Health Assembly, 
Having considered the progress report of the Director -General on the workers' health 

programme; 

Confirming the importance and validity of resolution WHA32.14; 
Noting the humanitarian and ethical obligation to make workers' health protection a 

task for society at large; 

Stressing the particular obligations of all those responsible in the government, the 
economy and other sectors of society for the establishment and maintenance of safe working 

requirements of workers' health protection; 

1. UNDERLINES the great significance of WHO's workers' health programme for attaining 
the aim of health for all by the year 2000, especially for the developing countries; 

2. REQUESTS the Director -General: 
(1) to implement step by step the programme of action for the promotion of workers' 
health mentioned in his progress report, taking into account the proposals for the 
Organization's future activities made during the discussion; 
(2) to support the developing countries in ensuring safe working conditions and 
effective protective measures for workers' health in agriculture and in industrial 
enterprises which already exist or which will be set up in the process of 
industrialization; 
(3) to make comprehensive use of the experience gained in this field by developing 
countries by designating more WHO collaborating centres for occupational health in 
these countries; 

(4) to report to the Thirty -fifth World Health Assembly on the results achieved in 

developing and implementing this programme of action and on the problems encountered. 

Dr CH'EN Wen -chieh (Assistant Director - General) said that the progress report contained in 

document А33/12 provided a summary of the development of the programme of action called for 
by resolution WНАЗ2.14 and of the current state of coordination with ILO and other United 

Nations agencies. 

In developing the programme of action the Secretariat had made use of the medium -term 

programme, which had been prepared in consultation with countries, WHO collaborating centres 

for occupational health, and regional offices. New programme areas had been included, while 
the target for the year 2000 had been identified as to make available to all workers, 

including those employed in remote areas, preventive health care based on appropriate 

technology and workers' participation. 
There were two main areas of concern. The first was the development and promotion of 

workers' health programmes as part of occupational health but fully integrated with public 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHАЗЗ.27. 
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health services and the development of health care for underserved working populations; it 

emphasized the development of occupational health manpower. The second was the development 

of occupational health technology, including epidemiology, occupational hygiene, early 
detection of occupational and work -related diseases, the development of health -based 
occupational exposure limits, and the study and control of adverse psychosocial factors at 
work 

On the question of coordination with ILO, positive results had been achieved and had led 

to an increasing number of joint projects at the country level and at headquarters. Discus- 

sions with ILO were continuing. Coordination with other agencies and bodies had also been 

pursued. The United Nations Environment Programme (UNEP) was taking active steps towards 
a coordinated programme of action by the United Nations system for the improvement of the 

working environment, and meetings for that purpose had taken place between WHO, UNEP, ILO, 

IAEA, UNDP, UNIDO, FAO, and EСE. Further discussions would take place towards the end of 

1980. 

Dr WILLIAMS (Nigeria) said that, until recently, occupational health had been a neglected 
field in the health programmes of developing countries. The increasing importance of such 

programmes was a consequence of the accelerating tempo of industrialization and awareness of 
the fact that industrial development had its drawbacks as well as its advantages. 

His Government was anxious to raise living standards and improve the quality of life 
of the people of Nigeria and was firmly committed to transforming the life of the population 
through accelerated industrial development and the green revolution. Both the private aid 
the public sector were involved in the effort. The Government had also provided generous 
incentives to attract foreign capital and know -how. 

Rapid development had led to an increased incidence of work -related diseases aid injury. 
Hazardous industries had sprung up in asbestos, lead, mining and other fields and there was 
evidence that Nigerian workers had been exposed to an unacceptable level of risk to health. 
Following a survey of the asbestos industry, which had disclosed that some employees had 
suffered lung damage, his Government had sought and obtained the assistance of WHO for a short - 
term consultant to visit Nigeria and formulate a code of practice for the industry. WHO 
should produce more such codes of practice to cover industries common in the developing 
countries, as for example textiles, plastics, and mining. 

Nigeria had adopted a multidisciplinary approach to its occupational health problems. 
It proposed to offer incentives to employers to provide adequate facilities for health 
supervision of their employees complementing the Government's efforts. Many progressive 
companies were already taking such action, recognizing that a healthy worker was a more 
productive worker. An effective occupational health programme was being developed to reduce 
the health hazards to which agricultural workers were exposed as a consequence of the 
modernization and mechanization of agriculture, which still provided a livelihood for over 
70% of Nigerians. All large -scale agricultural projects would in future have health 
components. Monitoring of the industrial environment to ensure that workers were not exposed 
to unacceptable levels of toxic chemicals and noxious physical agents was carried out 
regularly. Manpower constraints, however, confined that activity to metropolitan Lagos, 
which contained over 40% of all the country's industries. Medical screening of workers in 
hazardous industries was being intensified. 

Regular training courses for nurses in occupational health were being given, and steps 
were being taken to include occupational health in the curriculum of training schools for 
nurses. Industrial first -aid courses were organized on a regular basis by the Ministry of 

Health for first -aid workers attached to industry, and spot checks were made to ensure that 
first -aid boxes contained the necessary drugs and materials. A programme of health education 
in industry had also been launched. Legislation on occupational health was being reviewed and 
would be brought up to date. It had not been easy to secure the cooperation of industry in 
reporting work -related diseases and injuries. Forms for regular statistical returns had 
been sent to all industries, but the response had been unsatisfactory. 

He warned about the danger posed by the incipient tendency in some advanced countries to 
export polluting industries to the developing countries in order to avoid their own stringent 
pollution standards. Many developing countries did not possess the technical capacity to 

control such industries and some indeed waived all pollution control regulations because of 
illusory economic benefits. WHO had an important role to play in preventing such a 

happening and in protecting workers from the possibly adverse effects of the thousands of 
new chemical products being introduced by industry. 
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Responsibilities and efforts in the field of occupational health were obviously duplicated 
in WHO and ILO. There was an urgent need to define more clearly the respective functions of 
the two Organizations. 

Professor DORON (Israel) attached great importance to coordination of the roles and 
activities of WHO, II0, and other agencies operating in the occupational health field. 
A clear definition of their respective responsibilities was needed. 

The occupational health services network in Israel was an integral part of the workers' 
health insurance system, which covered the vast majority of the population. The service 
was basically a preventive one functioning at the place of work; and it was closely 
related to and coordinated with the primary health care system and the specialist services. 
It worked for the benefit of the workers health and did not represent employers, employees, 
or the Government. It therefore enjoyed the confidence of both employers aid employees to 
a greater degree than did other service patterns. 

The definitions under "special objectives and target by the year 2000 ", in section B, 
paragraph 1.2 of the report, required further elaboration. There was a danger of duplication 
in connexion with the third sub -objective in paragraph 1.3(1) - the development of occupational 
health services in workplaces and at the national level, particularly for underserved working 
populations. A case in point would be when curative health care units were located in places 
of work when at the same time primary care units were developed for the same population within 
the communities to which the workers and their families belonged. 

Occupational health services should basically be preventive and be closely coordinated 
or fully integrated with the primary health care structure and other parts of the health 
service. Such coordination would be consistent with the first of the four sub -objectives 
in paragraph 1.3. 

Occupational health research and the development of appropriate technology required 
significant resources. In his country 1% of the tax collected from employers for the 

financing of the health insurance system was allocated to occupational health and safety 

research. The employers' tax covered more than 50% of the budget of the health insurance 
system. It was of particular importance to develop occupational health institutes that 
would integrate research, manpower training, and services for the early detection of health 
impairment owing to occupational hazards. 

Dr OSMAN (Sudan) said that the success of development projects in developing countries 
depended on the delivery of a well -balanced and coherent package of services to the working 
population, whose members were the keystone of development. From that point of view the 
contents of the Director -General's report were valid, but action was still required to 
implement his recommendations. In relation to the important programme for occupational health 

services for underserved workers,who were essentially agricultural workers and workers in small 

industries, the first regional expert meeting on occupational health in the African Region 
had stated that the question of workers' health in the Region was not limited to the 

privileged sector in which workers in firms using advanced technology already obtained 
coverage corresponding to the risks they ran, but included the entire active population of 

the country. Agricultural workers handled pesticides and dangerous agricultural chemicals 
and even were exposed to ionizing radiations. They constituted about 80% of the working 
population in the developing countries and provided the food for neighbouring oil- producing 
countries. Some developing countries spent millions of dollars on imported pesticides and 

other agricultural chemicals, and they might well be required to spend several times as much 
before the year 2000 on allaying the sinister effects of those products. The practical 

solution to the health problems of the underserved lay in the proper training of primary health 
care workers in elementary occupational health practice. Legislation, where it existed, 

could offer little, and in any case there was an acute shortage of trained staff to enforce 

it. Other programme areas, while important, could be considered after the question of 

alleviating the complex health problems of the underserved sector had been tackled. Such 

other areas included industrial hygiene and the early detection of health impairment. 

There was also a need for research and research training in workers' health as well as 
for the establishment of priorities. The appropriate mechanism for seeking extrabudgetary 

resources, to which operative paragraph 5(3) of resolution WHА32.14 referred, might include a 

voluntary fund for workers' health, to be used in particular for solving the problems of the 

underserved. In that connexion he inquired what action had been taken to implement that 

paragraph. 
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On the question of coordination with other agencies, the report referred to a 1954 memo - 

randum of understanding between WHO and ILO on technical cooperation. He asked about the 

contents of that memorandum and about the constraints that might prevent it from being brought 

up to date. 

Member States should endorse the programme of action on workers' health set out in 

document А33/12. Accordingly, his delegation, together with those of Bahrain, Brazil, 

German Democratic Republic, Ghana, Greece, Oman, Qatar, Somalia, United Arab Emirates and 

United States of America, proposed, for the consideration of the Committee, a draft resolution 

to cover the whole extent of the programme, and reading as follows: 

The Thirty -third World Health Assembly, 
Having examined the summary of the programme of action on workers' health, contained 

in the Director -General's report on this subject; 
Confirming the importance and validity of resolution WHA32.14 which views with much 

concern the magnitude of health problems suffered by the underserved working populations, 
mainly workers in agriculture, small industries and construction who constitute the 
majority of working populations throughout the world; 

Stressing the particular obligations of all those responsible in the government, 
the economy and other sectors of society for the establishment and maintenance of safe 
working conditions and thus for meeting the requirements of workers' health protection; 

Convinced that there is a growing need for a new perspective integrating occupational 
health in the primary health care of underserved working populations, particularly in 

the developing countries; 
Recalling that, for setting and implementing strategies for health for all by the 

year 2000, it is necessary to promote occupational health services and to strengthen 
institutions, training and research in this field; 

Noting that the response to the call for voluntary contributions to this field has so 
far been limited; 

1. ENDORSES the programme of action on workers' health summarized in the progress 
report and requests the Director -General to implement it; 

2. URGES Member States to pay special attention to the provision of health care to 
working populations, particularly underserved workers, and to contribute financially 
to WHO's programme of action in this field; 

3. INVITES industries, voluntary agencies, nongovernmental organizations and individuals 
to contribute, both in funds and in kind, to WHO's work in this field; 

4. REQUESTS the Director -General: 
(a) to implement in decisive steps the programme of action on workers' health, taking 
into account the proposals for the Organization's future activities made during the 
discussions; 

(b) to approach governments and other potential donors to seek extrabudgetary funds 
for the implementation of this programme and to designate a Special Account for 
Workers' Health in the Voluntary Fund for Health Promotion; 
(c) to continue his dialogue with ILO and other United Nations agencies with a 
view to developing mechanisms of coordination and strengthening cooperation in this 
field; 

(d) to submit progress reports to future Health Assemblies on the implementation of 
this programme of action. 

He thought that the two draft resolutions should be amalgamated. 

Dr DOLGOR (Mongolia) said that the report on the workers' health programme represented a 
new and important initiative on the part of the Organization. He noted that the programme 
had already prescribed the respective areas of activity of WHO, UNDP and ILO and hoped that 
overlap could accordingly be avoided. 

The topic of workers' health differed from those of the Organization's other work in that 
it related to industry and its complex processes. His delegation accordingly felt that 
Member States should not ask too much of the programme at its current stage. The proposed 
programme of action aid, in particular, the four sub -objectives specified in paragraph 1.3 of 
section B all merited attention. 
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In Mongolia workers' health care was integrated into the government health structure. 

Occupational health clinics were responsible for developing preventive measures as well as 
for improving the work environment. Polyclinics and sanatoria in the industrial areas 

treated workers whose health had become impaired. 

His delegation supported the draft resolution submitted by the Algerian and other 
delegations and wished to become a co- sponsor. The draft resolution was appropriate to the 

current state of development and required no further strengthening. 

The meeting rose at 17h25. 



FIFTEENTH MEETING 

Thursday, 22 May 1980, at 9h00 

Chairman: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. SECOND REPORT OF COMMITTEE A (Document А33/50) 

Mr VOHRA (India), Rapporteur, read out the draft second report of the Committee. 

Dr NZHIE (United Republic of Cameroon) regretted that he had not been present when the 

resolution on tuberculosis control had been adopted. He accepted the resolution, but he 

would have liked to see a clear expression in it of WHO interest in BCG vaccination. 

Although health for all by the year 2000 had to be based on prevention of disease, the 

importance of BCG vaccination did not appear in the measures recommended. Instead, emphasis 

had been placed on bactericidal and other drugs that were becoming more and more expensive. 

The resolution did not contain a recommendation inviting the Organization to intensify or 

implement BCG vaccination programmes, yet the Organization had recommended, in African 

countries at least, the implementation of expanded vaccination programmes. BCG vaccination 

had been carried out in African countries, sometimes by mass campaigns, and had given very 

good results. If it was not too late, he wished to propose an amendment to make it clear 

that the Director -General must ensure that such programmes were undertaken. 

The CHAIRMAN said that unfortunately the item had closed, that 

the statement by the delegate of the United Republic of Cameroon would appear in the summary 

records. 

The report was adopted (see document WHA33 /1980 /REС/2). 

2. WORKERS HEALTH PROGRAMME (PROGRESS REPORT): Item 28 of the Agenda 

(Document WHА32/1979/REС/1, resolution WHАЗ2.14, para. 5; Document А33/12) (continued) 

Mr DE GIVRY (International Labour Organisation) said that ILO fully supported the 

workers' health programme, which it considered to be closely linked with its own activities 

to promote workers' health. The programme has been submitted in draft form to ILO, which 

had been able to communicate its views to the WHO Secretariat; the gesture seemed to him 

entirely in the spirit of the resolution WHO had adopted the previous year. ILO considered 

that its collaboration with WHO in workers' health had considerably intensified during the 

previous 12 months. WHO had at times collaborated on ILO projects. For example, the 

International Labour Conference in June would take up the amendment of the list of 

occupational diseases annexed to Convention No. 121 of 1964, which dealt with benefits 

in the event of accidents at work and occupational diseases; the submission had been prepared 

by a meeting of experts organized in cooperation with WHO, which had drafted one of the 

working papers. Preparatory meetings had been organized for two joint seminars, one in Norway 

on education and training policies in occupational hygiene, the other in Finland on 

occupational cancer. A third example was the international programme launched in 1976 by ILO 

for the improvement of working conditions and the working environment, the first objective of 

which was respect for the life and health of workers. In March 1980, at the request of the 

Government of Cyprus, a multidisciplinary mission under his leadership had visited that country, 

and WHO's Regional Office for the Eastern Mediterranean had placed a consultant in industrial 

hygiene at the mission's disposal. 
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On other occasions ILO had collaborated closely in activities undertaken by WHO; for 
example, at the request of the Regional Office for Europe one of his colleagues had 
participated in the working group in Stockholm on occupational medicine and industrial hygiene. 
ILO had also replied affirmatively to the Director -General's request to cooperate on the 
international programme on chemical safety, and a memorandum of understanding had been signed 
by WHO, ILO, and UNEP. In the previous week a meeting in Geneva for trades union organiza- 
tions, convened jointly by UNEF and ILO, had noted that the international programme on 
chemical safety had been started and had called on their organizations to take a greater 
interest in WHO's activities in the field of environmental protection in general. 

At times WHO and ILO worked together with another body: the clearest example was the 
one mentioned by the report - the joint programming undertaken under the auspices of UNEP, 
which had led to a meeting in October 1979 in Vienna where a certain number of objectives and 
strategies had been accepted by the participating bodies. Those objectives and strategies 
had been formally endorsed by ILO and UNEP. Another example was the seminar on the improve- 
ment of working conditions and environment for rural workers in Africa held at Cotonou in 
December 1979, which had been organized jointly by the Organisation commune africaine et 
mauricienne (OCAM), ILO, and WHO. Finally, within the framework of UNDP every effort was 
being made to provide for joint programmes; one in Singapore for which WHO had the chief 
responsibility, another in Jordan where ILO was principally responsible. 

Those examples referred to activities undertaken since 1979. Not a week passed without 
officials of WHO and ILO meeting to consult on projects under their responsibility. The 
item regarded by ILO as most important was the joint preparation of programmes and activities 
aimed at promoting workers' health and enhancing existing mechanisms for coordination and 
cooperation. ILO had been pleased to be consulted on projects in WHO's proposed programme 
and budget for 1982 -1983, and was at present preparing its own proposals for the same period, 
which would be submitted to WHO before going to the Director-General of ILO. 

In conclusion, he expressed pleasure at seeing in the draft resolution submitted by the 
Bahraini and other delegations a proposal for continuing the dialogue with ILO and other 
United Nations agencies in order to draw up methods of coordination and strengthen cooperation 
in workers' health. ILO would ensure that its activities in that field were planned and 
implemented in close collaboration with WHO, in accordance with United Nations General Assembly 
resolution 3458, adopted in November 1979, on health as an integral part of development. 
That resolution had called upon the specialized agencies of the United Nations to support the 
efforts of WHO by appropriate measures in their respective areas of competence. ILO would do 
everything in its power to support WHO's objectives to ensure health for all by the year 2000. 

Professor DOGRAMACI (Turkey) supported the progress report. There was, however, one 
sector that had not received sufficient coverage in it: that of workers in the younger age - 
group. About a year before an excellent paper had been produced by ILO on child labour. 
Many children of school age or even younger were employed under very unfavourable conditions 
in industry, in cafés and restaurants, and in agriculture. Sometimes they were called 
apprentices, but that was merely a cover for employing cheap labour. 

He therefore proposed two amendments to the draft resolution submitted by the Bahraini 
and other delegations: to add in the second preambular paragraph, after the words "agriculture, 
small industries and construction ", the words "as well as child labour "; and to amend 
operative paragraph 2 to read, ", particularly underserved workers and child labour, ". 

Dr GALS (Hungary) agreed with the report's proposals.. He drew particular attention to 

the section stating that internationally recommended health -based occupational exposure 

limits should be defined so as to ensure safety and prevent adverse effects on the health 
and life of the workers. Important as it was to ensure the health of the worker throughout 

his life, it was equally important to pay attention to his descendants. Many chemical 

substances were known to have mutagenic effects when introduced into the organism; some 

found their way into and had a toxic effect on the placenta or embryo. Levels of agents that 
had an adverse effect on the health of the worker had to be defined so as to ensure that 

they also met the needs of future generations. 

The report referred to various institutions or services differing according to the type 

of economic development. It should be possible to work out types of medical institutions 
that satisfied the needs of both developing and developed countries. 

He supported the draft resolution proposed by the Bahraini and other delegations and 
asked to be included among its sponsors. 
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Dr CHIRIBOGA (United States of America) was impressed by the consistency with which the 
workers' health programme identified itself with the goal of health for all by the year 2000. 

It covered many areas, all relevant; it set out goals to be reached; and it listed the 

agencies that could help to arrive at those goals and the mechanisms whereby programmes and 

budget proposals could be harmonized. 

His country's National Institute for Occupational Safety and Health (NIOSH) had been 

cooperating closely with WHO. In 1977 it had contributed US$ 20 000 for a study of the 

combined effects of chemical and physical exposure at work; in 1978 -1980 it had made a 

grant of $ 300 000 to the programme on internationally recommended health -based occupational 

exposure limits; and in 1978 -1980 it had made another grant of $ 40 000 for the study of 

respiratory diseases attributable to dust occurring among groups of workers in underserved 

agricultural areas. Another grant of $ 150 000 was planned for wide coverage of the present 

programme of action. NIOSH had also placed training centres at WHO's disposal and was 

exploring the possibility of expanding cooperation to include other areas of interest such 

as the monitoring of occupational health and technology, the early detection of occupational • 

diseases and those caused by accidents, and the establishment of internationally recommended 

occupational exposure limits. There were other areas not mentioned in the report in which 
the Institute could cooperate. It could assist in organizing, with the help of everyone 

concerned, collation of data on occupational health and safety research brought up to date 

every year, which would be useful for governments in keeping their plans up to date and avoid 
unnecessary overlapping. It could help to develop international epidemiological programmes 
from the standpoint of both training and the exchange of scientific experts. The lack of 

that type of staff throughout the world was well known. It could also assist in 

establishing occupational health as part of primary health care. His country would be happy 
to share its experience with other countries. 

Dr COELHO (Portugal) was pleased that the health of migrant workers was included in the 
medium -term programme as an objective. It was therefore with some surprise that he had 
noted the absence of any mention of the subject in the progress report. The great mass of 
workers living in chronic high -risk conditions justified special consideration because of 
the complexity and specific nature of their health problems. A programme having as its 
objective the protection and promotion of the health of workers needed to pay heed to the 
deterioration of the health of migrant workers occurring for many different but interrelated 
reasons. Consequently their health problems should be treated in the light of their special 
situation. 

He therefore proposed the addition to the draft resolution proposed by the Bahraini and 
other delegations of the words "as well as migrant workers" in the second preambular paragraph, 
after the words "small industries and construction ". With the delegate of Turkey's 
amendment it would read: ". . . construction as well as child labour and migrant 
workers . . . ". 

The health of future generations was not mentioned either in the medium -term 
programme or in the progress report. The unborn added an entirely different dimension to 
the problem, since they formed a capital that must not be forgotten or undervalued. 

Dr SIККEL (Netherlands) emphasized the important role of ILO in workers' health and the 
need for close cooperation between WHO and ILO in developing occupational health services and 
appropriate health technology and research, and in training personnel. A revision of the 
1954 memorandum of understanding between WHO and ILO would enhance collaboration between the 
two Organizations. 

In striving towards the goal of health for all by the year 2000 full attention should be 
given to the important social health problem of child labour. 

Dr SANКARAN (India) said that the development and promotion of workers' health care, 
including services and institutions, and of appropriate occupational health technologies by the 
year 2000 were laudable aims. However, the problems in many developing countries were multi - 
sectoral and transcended the field of health. The living conditions of workers in developing 
countries were deplorably poor and unhygienic. The economic value of workers was not 
apparent to employers in countries where unemployment was rife and employers did not have strong 
incentives to protect the workers' health; the effect on workers' efficiency and wellbeing 
was therefore deleterious. In all developing countries employers, both public and private, 
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should be constrained to establish health services and adequate structures and places of work 
in line with the recommendations of ILO Convention No. 121. Where health services had been 
provided they should be suitably modified to conform to those recommendations. 

Equality of women workers was still not assured in all Member States. Even today they 
were given less remuneration than men, and their rights as mothers were not adequately protected; 
in developing countries women quite frequently had to carry children while working. 

Child labour laws were still not strictly implemented. Because there was one more mouth 

to feed the child frequently became a wage- earner in the family and performed tasks under sub- 

human conditions. National labour health legislation was therefore absolutely necessary. 

In implementing workers' health measures the ministries of health, education, social 

welfare, and labour all had a part to play. At present there were not enough trained personnel 

to perform the task of routine surveillance of occupational environments where specific health 

hazards existed and where surveillance of workers could easily detect harmful exposure. A 

change in the social outlook and the economic structures of countries was needed before the 

health of workers was achieved. There was always a conflict between the aims of economic 

growth and the aims of human welfare, resulting not infrequently in the subjugation of the 

latter to the former. 
Noting the importance of occupational hazards, the Government of India had set up two 

major institutions that had done good work on asbestosis, chemical hazards, the mining and 

mica industries, stone polishing, green tobacco poisoning, the toxicology of pesticides both 

in agricultural use and in use for vector control, the cotton and jute ginning and weaving 

industries, and the hazards of modernization of agriculture resulting in mutilating accidents. 

Another centre for dealing with the health hazards of heavy industry was also being contemplated 

for the near future, with help from UNDP. 

Dr VIOLAKI- PARASKEVA (Greece) said that, in setting strategies for health for all by the 

year 2000, it was necessary to promote occupational health services and strengthen institutions, 

training, and research in that field. Workers formed the largest part of the population and 

were the productive sector of the community, and the great importance of occupational health 

in developing general health services programmes should be understood by health planners and 

administrators at all levels. Many sectors were concerned with the subject, the result being 

an insufficient and fragmented coverage of the working population and the aggravation of 

general health problems by hazardous working conditions. There was a danger of the development 

of independent, mainly curative medical care programmes for workers in large industries under 

the umbrella of social security systems, or of groups of medical services absorbing large 

numbers of health personnel and far removed from prevention, the opportunity thus being lost 

to use the workplace as a centre for public health education and family health programmes. 

Another danger was that of splitting off workers' health care from general health care 

and particularly family health care. It was important to keep workers' health care within 

general health care; otherwise the connexion between a happy and healthy worker and a happy 

and health family tended to disappear. A third danger was that of failure to meet the goal of 

health for all by the year 2000. 

For those reasons the governing bodies of the organizations concerned, including WHO, had 

to give the matter high priority. In implementing its new programme on workers' health WHO 

should develop guidelines on the role of national health services in occupational health, with 

particular emphasis on underserved populations, on mechanisms for the coordination of workers' 

health services with other social and economic sectors, making use of what was now being 

developed at the international level by WHO, ILO, UNEP, and UNIDO and on the primary health care 

approach to specific working groups such as agricultural workers and workers in small 

industries. 
There was a severe shortage of regular funds allocated to the programme. WHO should 

increase the allocation to permit implementation of the programme of action and seek external 

funds. A special account should be created for workers' health in the Voluntary Fund for 

Health Promotion. She understood that some voluntary funds had already been contributed to 

the programme. 
The two draft resolutions should be amalgamated. 

Dr JESUDASON (Sri Lanka), said that it was essential that workers health and preventive 

measures against accidents and illness should be given due emphasis, since insufficient 

attention resulted in a loss of man -hours and affected a country's economy. In industrialized 

countries the question of workers' health received adequate consideration and satisfactory health 

measures existed. But industrial development in developing countries had brought physical and 
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chemical hazards in workplaces and it was important to ensure adequate manpower for 

occupational health since it had not been receiving sufficient attention. Industrialists 

should study the problem of medical surveillance of workers exposed to hazardous working 

conditions. Industrial health was a recent problem in developing countries and should be 

developed concurrently with industrialization. 

He stressed the importance of epidemiology in occupational health since it would lead 

to information on the causes of injuries, disease, and other health problems, thus ensuring 

that measures could be taken to deal with them. For example, one of the causes of blindness 

was injury to the eyes, which could be prevented by using correct appliances. In the aim of 

health for all by the year 2000 workers' health played an important role, particularly in 

developing countries where labour -intensive measures were used 

He endorsed the draft resolution submitted by the Bahraini and other delegations. 

Dr ROSDAHL (Denmark), speaking on behalf of the Nordic countries, supported the approach 

outlined in the progress report. However, the Nordic countries wished to underline certain 

aspects that they considered to be important. The main objective in the promotion of industrial 

health, difficult though it was to achieve, should be to establish, as far as possible, a 

working environment free from health hazards. For that purpose the industrial health services 

should work as closely as possible with the general health services. Health and safety 

measures for workplaces should be formulated jointly by the labour unions and management 

involved both at the central and local level, with the help of technical experts and the agency 

responsible for workers' health and safety. The concept of health and safety at work should 

also include the physical, mental, and social aspects of the WHO definition of health. That 

view of workers' health applied in the Nordic countries, but it might be equally relevant in 

other countries. 

The Nordic countries endorsed WHO's activities in the field. ILO had also performed 

valuable work. The two Organizations should intensify their collaboration both formally and 

informally, to avoid duplication and improve the formulation of industrial health programmes. 

They should also undertake joint work on methodological problems, the coordination of 
international surveys, international guidelines for health -based occupational exposure limits 

and biological monitoring, the classification of specific work -related diseases, and the 
publication of international statistics on the incidence and development of work -related 
diseases in different branches of industry. 

He supported the draft resolution submitted by the Bahraini and other delegations. The 

words "where applicable" or "where it exists" should be added to the delegate of Turkey's 
amendment concerning child labour. 

Dr SANCHEZ MURIAS (Spain) said that workers' health should be considered not 
only in the light of its specific tasks but also, and above all, as part of general health 
care, particularly of people exposed to special risks. The Spanish Parliament had recently 
adopted guidelines for the integration arid coordination of the different health services, thus 
strengthening action to safeguard workers' health. 

Referring to the progress report, he underlined the importance of epidemiological work and 
the need to strengthen it with measures for the early detection of reversible adverse effects. 
Such work was needed to obtain objective information enabling criteria on exposure limits for 

potentially toxic substances to be evaluated. 

Like the delegate of Portugal, he was concerned about migrant workers, whose introduction 
to an unfamiliar socioeconomic context made it necessary to adapt health measures to their 
particular characteristics and traditions. They should receive mention in the draft resolution. 

WHO should concentrate on the measures he had mentioned and endeavour to reach rapid 
agreement with ILO on collaboration and the joint definition of objectives so as to avoid 
duplication and to make better use of the limited resources available. The delegate of Greece 
had mentioned setting up a fund and he supported that proposal. 

Dr BARKER (New Zealand) said that the progress report underlined the need for WHO's 
continued coordination with ILO and UNEP and for the development of health care for workers 
in areas that were currently underserved. Since the latter group included agricultural 
workers, New Zealand took a particular interest in it. The general health of agricultural 
workers in his country was satisfactory and any inadequacies in the distribution of health 
services were being corrected. New Zealand was especially concerned about occupational 
health hazards related to agriculture, which had been dealt with in a practical and effective 
manner by placing emphasis on the need for care with pesticides and on the investigation aid 
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control of zoonoses. In relation to the latter, work had been undertaken to control 
leptospirosis and brucellosis; the development of a leptospiral vaccine for the treatment 
of cattle might stem the limited but significant spread of the disease among farm -workers. 
At present important trials were being carried out in association with the Ministry of 

Agriculture. With regard to brucellosis, a consultant had recently assisted the Department 
of Health in an attempt to bring rational diagnosis and investigation to an area that had 
become emotionally charged because of the unfounded fear of workers about the after -effects 
of the disease. 

Another group of concern in New Zealand was workers in the forestry and fishing industries; 
the specific problems associated with their work had been the subject of considerable 
study and effective control. In forestry, for example, apart from the obvious health hazards 
associated with the work itself and with exposure to agricultural chemicals and contact 
dermatitis, another area of effective investigation and preventive action had been vibration 
disease, associated with timber logging. Several years of research in that field had 

resulted in effective measures. In the fishing industry one area of practical concern was 
health services for workers who might be a considerable distance from land for weeks at a 

time in some of the most stormy seas in the world. Effective radio consultation and helicopter 
evacuation for serious injury or illness had been developed to assist both national and USSR, 
Japanese, and Korean workers fishing near New Zealand waters. 

He hoped that WHO would continue its endeavours so that the primary agricultural nations 

of the world could learn from each other's experience. 

Dr ROGOWSKI (Poland) said that the development and promotion of workers' health care 
programmes should be carried out in close coordination with general health services at all 
levels, primary and general health care being promoted in specialized occupational health 
institutions. Poland's rapid industrial development after the Second World War and the 
increasing number of workers in various branches of industry had led to the development of 
a special network of inpatient and outpatient institutions and to a long -term development 
programme for occupational health. At present over 75% of industrial workers were cared 
for under that network. In the beginning the programme had aimed principally at the develop- 
ment of occupational health technology and occupational health services, particularly in the 
field of first aid, prevention, and case -finding. Subsequently the scope of the services 
had been broadened to include general health care of the workers and rehabilitation. 
Increased attention was being paid to groups requiring special protection, for example pregnant 
women, teenagers, young adults, and the handicapped. In Poland factories employing more than 
500 workers had outpatient facilities providing health care. At the end of 1979 over 2500 
such facilities existed, manned by over 8500 doctors and providing 9 doctor -hours per 1000 
employees daily. Workers in smaller plants were cared for under the primary health care 
network. If occupational disease was suspected workers could be referred to specialized 
occupational health facilities. 

He strongly supported the formulation of international recommendations on health -based 
limits for occupational exposure to health hazards as a first step towards the development or 
amendment of national standards. 

There appeared to be general agreement that community participation played an important 
role in primary health care. Poland's experience had shown that workers' participation was 
of value in occupational health. Participation by workers, trade unions, and political 
bodies helped to identify and to reduce occupational hazards. Health education enabled 
workers to be informed about the occupational hazards and ways and means of avoiding them or 
of preventing their harmful effects. 

To ensure early detection of health impairment attributable to occupational hazards 
Poland carried out check -ups on all workers, of whom 20% had some pathological change in their 

health not necessarily owing to occupational hazards and 25% required medical attention. The 

incidence of occupational disease in 1979 was 22.5 per 100 000 inhabitants. 

When developing occupational health services attention should be paid to rehabilitation 

services, which should include a certain number of protected workplaces where convalescent or 
partially handicapped workers could work under less demanding conditions. 

His delegation wished to co- sponsor the draft resolution submitted by the Algerian and 
other delegations. It could also accept the draft resolution submitted by the Bahraini aid 
other delegations provided that the words after "'underserved workers "' in operative paragraph 

2 were deleted. 
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Dr BEAUSOLEIL (Ghana) said that one of the reasons why occupational health services were 

rudimentary in many developing countries was the conflict existing between health services and 

labour departments. The latter considered that they held the mandate for workers' health, 

while the former considered that, because of their special training, the mandate should be 
theirs. The result was that little or nothing was done. It was nevertheless encouraging 

to note that efforts were being made to develop active cooperation at the global level and 
he hoped that it would be further intensified so as to strengthen the development of 

occupational health programmes at the country level. 

With regard to health manpower development, in developing countries a great deal depended 

on the training and utilization of intermediate level health services personnel. They often 

had to work alone with minimal direct supervision, and experience had shown that ordinary 

textbooks were not of much use to them. Special manuals were needed so that, when problems 
arose in the field and nobody was available for consultation, they would be able to consult 
the manuals and arrive at their own conclusions as to the action to be taken. He hoped that 
consideration would be given to the development of appropriate manuals; it would, for example, 

be useful to have manuals on occupational hygiene and on the early detection of health impair- 
ment attributable to occupational hazards. 

Dr BRAGA (Brazil) said that Brazil had been one of the co- sponsors of resolution WHA32.14 

and it supported WHO's programme on measures to improve workers' health in general and as well 

as collaboration between WHO, ILO and UNEP. He emphasized the necessity of linking the 

financing of industrial or agricultural projects to improvements in conditions of work. That 

policy had been adopted by one of the Brazilian states and the results obtained had been most 

encouraging, not only in the protection of agricultural workers against the indiscriminate use 

of pesticides and chemical products but also in achieving improvement in living conditions 

and the environment. 

With regard to programmes to improve workers' health, Brazil had made efforts to intensify 

work hygiene programmes and to extend social security in rural areas. Special programmes 

dealt with the new situation resulting from the development of alternative sources of energy 

such as the production of alcohol from sugar cane and the exploitation of the coal recently 

discovered in the south of the country. 

The extension of rural and industrial activities called for special measures to reduce 

specific risks, such as lung disease. For that reason his delegation had co- sponsored the 

draft resolution submitted by the Bahrainiand other delegations. Operative paragraph 2 (2) 

of the draft resolution submitted by the Algerian and other delegations should be incorporated 

in it. 

Dr KLIVAROVA (Czechoslovakia) said that the progress report rightly devoted attention to 

workers whose employment involved risks to their health. Medical care for workers comprised 
primary health care, specialized health care, and prevention, detection, and treatment of 

occupational disease. Care must be provided at workplaces by professional health workers, 

and specific environmental health measures must be adopted by industry, which necessitated 

legislation and scientific research. In Czechoslovakia there were a number of experts in the 

field within the framework of the general national health system and they provided primary 

health care at factories, specialized clinics in the regions, and other major health facilities. 
Health monitoring was carried out at regional and local level, important questions being 

referred to research institutes. Specialists were trained in postgraduate institutions. 

Health and safety for workers were dealt with by a number of institutions, and the Bureau for 

Health safety monitored workers' health. When the Bureau had been set up an agreement had 
been reached with the Ministry of Health on the distribution of work and on cooperation. At 
factories health monitoring was the responsibility of trade unions, which were equal partners 
in commissions for health and safety at work with representatives from the management and from 
the medical services. Experience in Czechoslovakia could be utilized by WHO in technical 
cooperation, both for training personnel arid for providing advice on the complex problems 
related to the adverse effects of working conditions on industrial and agricultural workers. 

Czechoslovakia had co- sponsored the draft resolution submitted by the Algerian and other 
delegations, but she considered it desirable to amalgamate it with the draft resolution 
submitted by the Bahraini and other delegations. 

Dr ADHAMI (Albania) said that occupational health problems had become increasingly 

important in Albania because of rapid economic and social development, and his Government 

therefore attached great importance to the question. The number of health workers in 
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industrial and agricultural enterprises had increased, and the laboratories for hygiene 
and environmental protection had been improved. The personnel dealing with occupational 
health problems received adequate training. Since the entire health service was 
directed towards prevention, occupational health was oriented likewise. In that 
context measures had been adopted to combat health hazards such as dust and toxic substances 
to institute more rational methods of work, and to improve working conditions. Such 
measures were carried out by the technical services of the ministries concerned. The 
prevention of pollution was guaranteed by law and factories were equipped with filters. 
Furthermore, measures had been taken to neutralize the effect of toxic substances both 
outside and inside factories. Another method of protecting workers' health was the 
adoption of maximum limits for the levels of dust and other toxic substances in workplaces 
and urban centres. Workers were already protected from the effects of pesticides and 
there were other safety measures for agriculture. Occupational health problems were dealt 
with by doctors within the industries themselves, the Ministry of Health's Institute of 
Hygiene and Epidemiology participating in protection together with local bodies dealing 
with hygiene and epidemiology. The latter dealt with the early diagnosis of professional 
diseases and injury and had carried out a series of studies. Workers in industrial 
enterprises had a medical check -up every 3 to 6 months or annually according to the nature 
of their work. Workers in any sector particularly at risk received additional annual leave 
and had a shorter working day. In the programme of measures for the prevention of 
occupational disease emphasis was placed on the health education of workers. 

Dr KHALIAF (Egypt) said that 60% of the Egyptian population worked in agriculture and 
were therefore exposed to the dangers of pesticides. For that reason he endorsed the 
statements made at the fourteenth meeting by the delegates of Nigeria aid Sudan. 
Cooperation between international agencies was needed, but problems also arose regarding 
cooperation between the various agencies in a country. In Egypt six different administrative 
and technical governmental agencies were involved in occupational health and the need for 
coordination was felt. Many industries had highly developed health care services for their 
workers, but workers' families did not benefit from them. He therefore considered that 
independent institutions should be discouraged and the integration of occupational health 
within the general health services be promoted. Emphasis was laid on safety measures at 
workplaces, so that the environment and the community outside, where the worker and his 
family lived,were ignored. Ways of encouraging cooperation between industry and the 
community should be sought. 

Dr HUYOFF (German Democratic Republic) stressed workers' health as a basic component 
both of the Sixth General Programme of Work and of the strategy of WHO and noted its great 
effect on development. Productivity in agriculture and industry depended to a large extent 
on the health of workers, as had been pointed out in the Technical Discussions at the current 
Health Assembly. The programme of action on workers' health was an encouraging response to 

resolution WHA32.14. 
The draft resolution submitted by his own, the Bahraini and other delegations laid 

emphasis on three aspects: support at all levels for the implementation of the programme 
of action, i.e., the medium -term programme on workers' health; review of the problems faced 
by the developing countries; and suitable measures to increase responsibility for occupational 
health through a multisectoral approach. To improve it he proposed that subparagraphs (2) and 

(3) of operative paragraph 2 of the draft resolution submitted by the Algerian and other 
delegations should be combined by deleting the semi -colon after "industrialization" and the 

words "to make comprehensive use of" at the beginning of subparagraph (3) and inserting the 

words "by using" at the beginning of subparagraph (3), and that the new subparagraph should 
become subparagraph (b) of operative paragraph (4) of the draft resolution his own, the 

Bahraini and other delegations had submitted, the subsequent subparagraphs being renumbered 
accordingly. He also supported the proposal made by the delegate of Poland to delete the 

words following "underserved workers" in operative paragraph 2 of the draft resolution. 

Dr FERGANY (Oman) joined previous speakers in drawing attention to the importance of the 

working environment to developing countries, in particular. 
The member designated by the Government of Oman would be suggesting to the Executive Board 

that the Director -General develop guidelines for the role of ministries of health in protecting 
the working environment so as to help countries that had no workers' health legislation to draw 

up the necessary regulations. A specific paragraph to that effect should be incorporated into 
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the draft resolution submitted by the Bahraini and other delegations. Workers were usually 

dependent on several ministries, societies, and unions; ministries of health must therefore 

play an important coordinating role, developing suitable preventive and other methods and 

stimulating appropriate legislation. Health education was also essential. 

Professor GIANNICO (Italy) shared the Director -General's opinion on the need to encourage 

the further advancement of action programmes on the promotion of workers' health. The 

authorities and workers and employers themselves had become more sensitive to that need. 

The coordination and, if possible, the integration of occupational health with general 

health services should be encouraged. The subject was a delicate one, but the value of specialized 

staff cooperating with family doctors was obvious and should be studied further for the 

guidance of health authorities. Integration would enable the individual to be cared for within 

the whole context of his family and his place of work. Workers themselves favoured a stable 

relationship with a single doctor who treated them as whole individuals, not as the subjects 

of a number of medical specialties. 
In occupational hygiene, the situation was different. Assessment, of the physical and 

chemical risks in certain sectors of employment required the specialized services of 

laboratories suitably equipped and possessing adequate technology. It did not appear possible 

that such specialized services could be completely integrated with basic health care services, 

but they must work in close cooperation with them. The Health Assembly was perhaps not the 

most suitable forum for a detailed study of the subject, but his delegation considered it of 

primary interest to draw attention to the need for clear policy guidelines. 

It did not seem to have been sufficiently stressed in the progress report that too little 

importance had so far been accorded to the part to be played in occupational health by the 

worker himself. All were agreed that he must be made aware of his own responsibility for his 

health. For that purpose workers would have to be informed about the system of production 

and the risks involved in their particular work, especially in the chemical industry. They 

must therefore receive appropriate health education, which was the essential preliminary to 

prevention. 
His delegation supported the draft resolution submitted by the Bahraini and other dele- 

gations. 

Dr S. HASAN (Pakistan) said that the delegate of Portugal had already made the proposal 

he had had in mind. His delegation too would like to see a reference to migrant workers in 

connexion with the phrase "underserved working populations" in the second preambular paragraph 

and in operative paragraph 2 of the draft resolution submitted by the Bahraini and other 

delegations. 

Mr EL lANA (Libyan Arab Jamahiriya) said that workers' health had been fully incorporated 

into his country's health services since the 1969 Revolution. Since the production structure 

had been taken over by the workers in 1978 increasing attention had been paid to workers' 

health and to that of their families, and they were now in control of their own health 
services. As a result, production had doubled. 

His delegation felt grave concern at the rise in some countries in the number of women 

and children in employment not compatible with their physical constitution or age, which was 

leading to increasing health problems. It hoped that WHO would give more attention to that 

matter. 

Dr LEPARSКIJ (Union of Soviet Socialist Republics) said that his delegation attached great 

importance to the question of workers' health. There had been a lively discussion on the 

subject at the Thirty - second World Health Assembly, and the morning's discussion showed how 
important was its inclusion in the agenda of the present Health Assembly. The workers' health 
programme was generally in line with the goals set in resolution WHАЭ2.14. While it paid 
great attention to the problems of workers' health in developing countries, it did not take 

account of or paid insufficient attention to the significance of those problems in industria- 
lized countries. 

The progress report presented the programme in a somewhat summary fashion, although it 

was a long -term programme outlining basic approaches in occupational health for the attainment 
of health for all by the year 2000. His delegation felt that it was hard to expect serious 

comment from the Health Assembly at the present moment on the programme or the recommendations 
for implementing it. The programme as presented could be taken only as a basis, as was 

shown by the statements of the many delegates who had made specific proposals for inclusion 
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in the programme, for example that by Hungary on the need to study the possible genetic 
effects on future generations of various harmful factors at work. WHO should therefore develop 
the programme in detail and circulate it to Member States for further study and possible 
additions. Appropriate institutions in the countries concerned should also be given an 
opportunity to study the programme so as to be able to make recommendations. Given its great 
experience in the field of workers' health, his country was prepared to play an active part 
in developing the programme. 

Dr MUREMYANGANGO (Rwanda) said that in his country between 80% and 90% of the population, 
including women and children, worked in agriculture, and their health was often undermined by 
malnutrition aid infection. He therefore welcomed the progress report, in particular the 

section on the evaluation of workers' health problems, needs, and resources. In that 
connexion he stressed the need for prevention and protection. 

For the developing countries it was important that WHO, ILO, FAO, and other United Nations 
bodies should study the transfer of technology, especially as regards workers health and food 

production, and thus contribute to the attainment of health for all by the year 2000. They 
could thus play a determining role in making health an integral part of the New International 
Economic Order. 

His delegation supported the draft resolution submitted by the Bahraini and other delega- 
tions and would like to become a co- sponsor. 

Dr TAVIL (Papua New Guinea) pointed out that health services for workers were not 

always provided because employers were not prepared to lower profit margins and allot more 

funds to them. 

-The status of the agricultural labourer was not very different from that of a subsistence 
farmer and when his job was lost or his contract expired he was reduced to poverty. WHO, in 

consultation with ILO, should work towards improvement of the economic status of the agricul- 
tural worker and thereby improve his health. 

Dr DEWAN (Bangladesh) said that in his country some facilities for workers' health 

existed, such as health centres and dispensaries, and there was a medical health allowance for 

workers in factories. But there were many underserved workers in cottage industries, small 

private enterprises, agriculture, and personal service for whom there was no legal provision. 

His delegation therefore appreciated the attention focused on the underserved worker. The 

problem might be tackled in one of two ways: governments might compel employers of underserved 
workers to provide some kind of basic health care; alternatively, governments might them- 

selves set up a special health programme for such workers. Whatever method was chosen, 

additional funds would be needed and WHO, other organizations, and the affluent countries 
should help poor nations such as his own. 

Dr EL BATAWI (Office of Occupational Health) said that the programme of action was the 

result of consultations with many of the participants at the Health Assembly as well as with 
countries. A copy of the complete programme of action on workers' health (document OСН/80.2), 
of which document А33/12 was a summary, was available to delegates. 

Regarding questions about programme matters and suggestions about implementation of the 

programme of action, there had been a request by many delegations that WHO should develop codes 
of practice and guidelines on a number of matters such as the export of hazardous substances 
or hazardous industries from highly industrialized countries to developing countries. That 

was one of the goals of the programme of action. In fact, at a meeting in Vienna, at the 

invitation of UNIDO in which UNDP, ILO, FAO, UNEP, and WHO had participated, it had been 
decided to develop a code ensuring that the construction of new plants was based on hygienic 
controls from the beginning. 

There had been requests for guidelines on the role of health services in occupational 
health or in workers' health, a matter that was also of special concern to WHO. It was now 
being realized that workers' health problems should not be excluded from health problems as 
a whole, though certain groups needed special attention. That philosophy was relatively 
new and departments of health and national health services were becoming alive to it. 

There was therefore a definite need for the development of such guidelines. In order to 
pursue the question WHO had collected information from 45 countries or so where occupational 
health formed an integral part of the public health services. It was found that health 
authorities had a definite responsibility towards the underserved working populations, such 
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as those working in subsistence agriculture and small industries, itinerant workers on road 

construction, migrant workers, and child workers, all of whom usually lacked health protection 

either because of the limited economic resources of the enterprise or lack of knowledge about 

control measures. Ministries of health were also able to train personnel, to develop 

criteria and standards, and to carry out surveillance of workplaces. 
The delegate of Mongolia had suggested that an occupational health programme in WHO was 

an innovation, but since its inception WHO had included occupational health in the programmes 

approved at all Assemblies. It was probably the new orientation that had occurred during the 

last few years which had made the subject appear to be relatively new. 
Many participants had mentioned the employment of the young and children in hazardous 

occupations. There was no doubt that there was indeed a serious problem. In developing 

countries a large number of young children were to be found working in small industries and 
home industry. Cases of lead poisoning among children had even been reported in the 

United Kingdom; and respiratory diseases resulting from vegetable dusts had disabled people 

at the relatively young age of 17. 

Some delegates had mentioned the delayed effects, the effects on offspring, and the 

teratogenic and mutagenic effects of various chemicals used in industry. That subject was 
referred to in the complete programme of action and action was being taken. 

As regards migrant workers, WHO had already started several activities jointly with ILO 

and on its own. An international symposium on the safety and health of migrant workers had 
been held in Yugoslavia in 1977, and in 1975 a joint ILO/WHO committee on the occupational 
health of migrant workers had met.1 The Secretariat would be pleased to supply information 
on other activities concerned with migrant workers. 

The study of epidemiology in occupational health practice was badly needed everywhere. 
The delegate of Poland had rightly drawn attention to the need for cross -utilization of workers 
in occupational health. 

WHO was increasingly coordinating its programmes with those of ILO, and it intended that 
their approaches should be complementary. When it was found that a certain activity was 
shared between the two Organizations the activity was carried out jointly. It was probably at 
the country level that more coordination would have to be developed so as to avoid confusion 
between ministries of health and ministries of labour in relation to their responsibilities for 
occupational health. Training and research were being looked into by both Organizations. 

Finally, questions had been asked about funds and resources for workers' health programmes. 
He was happy to learn from the delegate of the United States that funds would be provided for 
occupational health. He believed there would also be additional contributions under UNDP; 
several country projects were being implemented with UNDP and UNEP assistance. 

The CHAIRMAN noted that there was considerable support for the draft resolution submitted 
by the Bahraini and other delegations, with the addition of operative paragraphs 2(2) and 
(3) combined, from the draft resolution proposed by the Algerian and other delegations. She 
therefore invited the Committee to consider the Bahraini draft, thus amended. 

Dr SMITH (Nigeria) said that, as his country strongly supported action on workers' health, 
which it did not think was receiving the priority it deserved, his delegation wished to 
become co- sponsor of the draft resolution. He asked for clarification of the reference to a 
Special Account for Workers' Health in operative paragraph 4(b). 

The DEPUTY DIRECTOR - GENERAL said that the funds received would in any event be credited 
to the Voluntary Fund for Health Promotion (Special Account for Miscellaneous Designated 
Contributions), and could then only be used for the purpose designated. Should the voluntary 
funds received be such that a special account was warranted, such an account could be opened 
at a later date, but at present it would be preferable to avoid the proliferation of special 
accounts. He therefore considered that the recommendation in operative paragraph 4(b) that 
an account should be so designated was unnecessary. At the present time special accounts only 
existed for major programmes for which large contributions were expected. 

1 Safety and health of migrant workers 
31 October - 4 November 1977 (proceedings), 
(Occupational Safety and Health Series, No. 
health, Geneva, International Labour Office 
No. 34). 

- international symposium, Cavtat -Dubrovnik, 
Geneva, International Labour Office, 1979 
41); Migrant workers - occupational safety and 

, 1977 (Occupational Safety and Health Series, 
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At the CHAIRMAN'S request, Mrs BRUGGEMANN (Secretary) read out the proposed amendments. 

In connexion with the second preambular paragraph, she suggested that, for reasons of accuracy, 

the enumeration be confined to elements already included in resolution WHA32.14. That was the 

case with the problem of migrant workers, but not with child labour. If the Committee agreed, 

the case of migrant workers would be included in the second preambular paragraph, as suggested, 

while a short new preambular paragraph, immediately following, would read: "Aware of the 

growing health problems related to child labour, where applicable ". 

Dr EL GADDAL (Sudan) agreed to the insertion of references to child labour and to the 

proposed additions to operative paragraph 4, since they were addressed to developing countries. 
He thought, however, that operative paragraph 2 should otherwise be left in its original 
wording; since the phrase the delegate of Poland wished deleted was an appeal to the world to 
play an active part in the programme. 

In relation to the Special Account for Workers' Health, referred to in the original 

operative paragraph 4(b), there had already been contributions from Bahrain, Qatar, Saudi Arabia, 

and the United States of America. The reference to it should be retained. 

Dr ROGOWSKI (Poland) supported the amendments proposed by the delegate of the German 

Democratic Republic and asked to co- sponsor the draft resolution. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that the draft 

resolution, as amended, should be circulated to delegates before it was voted on since it 

would be of importance to the work of the Organization for years to come and should be seen 

as a whole. 

He was concerned about the proposal in the new operative paragraph 4(d) for guidelines 

about the role of ministries of health, since in the United Kingdom the Department of Employment 

was responsible for workers' health and had a provision for the trade unions to have a voice 

in consultations. His delegation would want to be directly involved in any discussions on 

such guidelines. 

Dr ROSDAHL (Denmark) agreed with the delegate of the United Kingdom about guidelines. 

It was not the responsibility of WHO to issue guidelines on the roles of ministries of health 

of Member States. 

Professor SENAULT (France) agreed with the delegate of the United Kingdom that the amended 

text of the draft resolution should be circulated in its entirety to delegations before they 

voted on it. 

In his country, too, workers' health was the responsibility of the Ministry of Labour, 

working in collaboration with the social security authorities. It was inconceivable that his 

Government would transfer that responsibility. 

The CHAIRMAN thought that the draft resolution did not need to specify any particular 

ministry. 
She said the draft resolution, as amended, would be circulated before a vote was taken 

on it. 

(For continuation, see summary record of the sixteenth meeting, section 2.) 

3. MALARIA CONTROL STRATEGY (PROGRESS REPORT): Item 29 of the Agenda (Resolution WHA31.45, 

para. 4(10); Document ЕВ65 /1980 /REC /1, decision (9); Documents А33/13 and 

А33 /INF.DOC. /1) 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that malaria control 

continued to be of great importance to the work of WHO because of the worldwide nature of the 

problem and the adverse effects of failure on socioeconomic development and because its present 

magnitude and potential threat directly affected the attainment of the goal of health for all 

by the year 2000. 

In accordance with the instructions of the Health Assembly in resolution WHA31.45, 

the Executive Board had considered the progress report by the Director -General on malaria 

control strategy. Though the data provided showed a downward trend in the incidence of malaria 
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in 1977 and 1978, that was not true for all regions; some data appeared incomplete and there 

was a considerable amount of under -reporting. The present situation was serious, as the risk 

of malaria continued to be moderate or high in most of the 89 countries where the disease was 

prevalent; and recrudescence in epidemic form continued to be possible in places where it 

had been eradicated or reduced. 

Malaria control programmes had made only slight advances. Difficulties included: the 

lack of political will in some countries to tackle malaria control with the requisite prompt- 

ness; numerous operational and financial problems; resistance of Plasmodium falciparum to 

4- aminoquinolines and of vectors to insecticides in use; insufficient qualified staff; and 

the continuing inadequacy of research, especially epidemiological studies to determine the 

exact local situation with a view to redirecting the programme where necessary. 

The Board had also considered the question of increasing the financial ana technical 

resources devoted to malaria control and agreed that joint commitment by governments, WHO, 

and other international agencies was necessary. It was also necessary to step up programmes 

to train personnel and to extend training to all health personnel and make it more intensive 

for staff of the specialized services. Particular attention had to be devoted to research, 

which must be primarily epidemiological but should include the development of new insecticides 

and antímalarials. The Board had also expressed interest in the development of a vaccine but 

thought such a step forward would not be possible in the near future; even if it were, it 

would not on its own be sufficient to interrupt transmission in some areas. 

The Board had agreed with the Director -General's proposal to submit full information on 

the malaria situation later in 1980 to the Programme Committee, so that it would be able to 

give directives on WHO's function in implementing the strategy. The Director -General had also 

been requested to update the progress report before submitting it to the present session of the 

Health Assembly. 

Dr LEPES (Director, Malaria Action Programme) said that detailed information on various 

stages of the strategy could be found in the documents before them and in two other background 

papers, a summary of scientific progress in the field of malaria published during the last 
five years (document MAP /80.1 /VBC /80.2) and monitoring of drug sensitivity of P. falciparum 
(document MAР/80.2), copies of which were available on request. 

The decline in reported cases of malaria noted between 1977 and 1978 (Table I of 

document А33/13) had apparently continued into 1979. He agreed that reporting was not 

complete; for example, in Africa, not all cases reported were microscopically confirmed, as 

they had been in the other regions of WHO. The figures for the African Region had therefore 
not been added to the totals given in Table I. 

In some countries in Asia and the Americas the resurgence had not been contained and the 
global epidemiological situation was therefore still a cause of serious concern. In 91 countries 
and territories the risk of acquiring malaria infection was still moderate to high. 

In implementation of resolution WHA31.45 the Director- General had established the 

malaria action programme defined as a cooperative effort of Member States affected or 

threatened by malaria with WHO and international aid bilateral agencies. Regional programmes 

and a medium -term programme on malaria control had been prepared. In accordance with the 
malaria control strategy presented to the Thirty -first World Health Assembly, and as part of 

efforts for the attainment of health for all by the year 2000 malaria control was to be 

included in primary health care in countries with a moderate to high risk of malaria 
infection. Member States with endemic malaria were to undertake four kinds of activities: 

control of epidemics and prevention of increases in malaria transmission; preparation of a 

long -term malaria control or eradication programme; training, and research. In view of the 
resistance of vectors to insecticides and parasites to drugs and other features of the very 
intensive rate of transmission, a reorientation of antimalaría activities was necessary, so 

that control methods and timing of their application suited the epidemiological features of 
each area. 

The needs in applied research and trained personnel for the purpose had led the Director - 
General to provide additional funds for the development of a training programme for Asia, 

including the establishment of a permanent secretariat in Kuala Lumpur. Similar steps were 
being taken in the Americas, and it was intended to do the same in Africa. A number of 
courses had been held by WHO in 1978 and 1979 on testing P. falciparum sensitivity to anti- 

malarial drugs, malaria serology, epidemiology, and research methodology. 
The Organization had stimulated research on malaria, financed mainly from the Special 

Programme for Research and Training in Tropical Diseases but partly from other sources as 

well. 
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Malaria research had to be seen as a global effort, but though it was important to 
utilize new technology and approaches the proper selection of the right method and the right 
tool for a given epidemiological situation was of equal importance, for which purpose increased 
efforts in applied field research by Member States were urgently needed. 

Coordination with other agencies was continuing. One activity was an international 
training programme on the environmentally sound control of malaria, prepared in conjunction 
with UNEP and the Government of the USSR. WHO was also cooperating with SIDA on the 
P. falciparum containment programme in India, and with USAID on training, research, and the 
implementation of malaria control. 

Dr SMITH (Nigeria) said that the report showed that there had been little progress in the 

worldwide control of malaria during the past decade. The disease was still highly prevalent 
in tropical Africa and in south -east Asia and was likely to remain so for many years, at 

least until the basic health facilities were sufficient in numbers and coverage. It would 
still constitute a moderate or major health problem in the year 2000. 

Though the results of research into the possibility of developing a malaria vaccine were 
eagerly awaited, it was important for WHO to continue to cooperate with countries in the most 
affected areas in the use of available methods of controlling malaria and to develop regional 
centres for the production of antimalarial drugs. At the same time, malaria control activities 
would have to be given renewed stimulus, the use of antimalarial drugs being combined with the 

spraying of insecticides and with environmental control. Antimalarial drugs should be given 
particularly to high -risk groups such as children under the age of ten, pregnant women, and 

plantation workers. If the programme was to obtain optimum results, the community would have 
to be actively involved in it. WHO should support proposals for updating the epidemiological 
picture of the situation in African countries wherever it was convinced that there were 
adequately trained teams to do the work. Where there were not enough, WHO should strengthen 
their capability. Malaria mapping should include determination of the sensitivity of local 
P. falciparum to chloroquine. Team training programmes should be intensified, and malaria 

control should be given prominence in the training of health personnel under the primary 
health care programmes. Of the recommendations contained in paragraph 73 of document 
А33/13, (1) to (3) should be adopted for the African Region without delay, while (4) should 

be adopted only after a viable primary health care programme had been developed throughout 
the Region. 

Dr EL GADDAL (Sudan) said that, owing to his country's limited financial resources, it 

was unable to implement a malaria control programme throughout its territory. Instead it was 

applying appropriate control measures in economically productive areas, as part of efforts 

to control a number of water -associated diseases, among them diarrhoeal diseases and schisto- 

somiasis, which were on the increase and had resulted in increased mortality, severe morbidity, 

and a reported decrease in agricultural productivity. One new project for the prevention and 

control of malaria, schistosomiasis, and diarrhoeal diseases, the Blue Nile health project, 

was designed to offset an increased incidence of the diseases in new irrigation schemes. 

A joint ten -year project of the Sudan and WHO, it represented a comprehensive approach to the 

utilization of proven methods of environmental management; engineering methods of reducing 

or eliminating mosquito and snail habitats; biological control of vectors, including the 

use of larvivorous and herbivorous fish; the provision of community water supplies and 

sanitation; chemotherapy; the use of pesticides, despite the increase in their cost and 

in mosquito resistance; and community participation and health education. The total budget 
for the whole 10 years amounted to US$ 154 million, of which there was an international 
component of $ 65 million from other countries, international organizations, and bilateral 
agencies. A meeting of donors had been held in February 1980, attended by representatives 
of a number of countries and organizations, including the Director - General and the 
Regional Director for the Eastern Mediterranean. From 1981 onwards project facilities would 
be freely available to other countries for the training of health and irrigation workers in 

combating water -associated diseases. 

Professor DORAMАCI (Turkey) said that his country had been mistakenly optimistic about the 
prospects for controlling malaria. Measures of control had begun as long ago as 1926 and 
by 1970 the number of cases had fallen to 1263. That promising situation had not lasted 
long, however, for by 1977 there were 120 000 cases. In 1977 the Government had declared 
malaria a national emergency and, mobilizing all its resources and working in close collabo- 
ration with WHO, in particular the Regional Office for Europe, it had reduced the incidence 
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of malaria to same 88 000 in 1978 and 29 000 in 1979. Provisional figures for the first 

three months of 1980 indicated some 2500 cases, half the number for the same period in 1979. 

The lesson to be drawn was not to be lulled into a false sense of optimism. 

The principal malaria vector in north Africa was apparently still responsive to DDT; 

in Turkey, however, the vectors were DDT -resistant and far more expensive insecticides had 

to be used. He wondered what would happen if in a few years' time the tolerance of vectors 

to malathion and other insecticides were to increase and resistance to develop. It was 

a race against time for malaria to be eradicated, even in countries where eradication might 
still be possible. 

One reason for Turkey's allocation of high priority to the campaign against malaria 

was because of its migrant workers; both within and outside Turkey. Turkey's endeavour 
to control and eradicate malaria was thus of crucial importance to Europe as a whole. It 

therefore invited neighbouring countries, where malaria continued to be a problem, to 

coordinate their efforts with those of Turkey. 
His delegation called on WHO to give high priority to the malaria campaign, particularly 

where national policy was to eradicate the disease, and to use an adequate portion of its 

limited resources for the purpose. 

The meeting rose at 12h45. 
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Chairman: Dr E. G. BEAUSOLEIL (Ghana) 
later: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. MALARIA CONTROL STRATEGY (PROGRESS REPORT): Item 29 of the Agenda (Resolution WHA31.45; 
Document EB65/1980/REС/1, decision (9); Documents А33/13 and А33 /INF.DOC. /1) (continued) 

Dr AL- DAВВAGH (Saudi Arabia) said that a number of countries faced difficulties in 
financing malaria control programmes because of other priorities. His delegation considered 
that the epidemiology of malaria and its harmful economic and social impact called for greater 
efforts to control the disease. Vector and parasite resistance must be given serious 
consideration. There should be training to ensure that locally trained manpower would be 
capable of implementing malaria control programmes. A number of developing countries were 
faced with difficulties resulting from shortages of antimalarial drugs and their high cost. 
Consideration should be given to the possibility of local manufacture of low -cost drugs in 
selected countries in each region. He hoped that WHO would investigate possibilities for 
developing an antimalaria vaccine. 

Dr MARINOV (Bulgaria) congratulated the Director -General for his comprehensive report. 
Bulgaria had recently hosted an international travelling seminar on the use of larvivorous 
fish (held in September 1979, with the participation of 14 countries) and a coordinating 
meeting within the framework of the intercountry project on malaria control sponsored by UNDP 
(held in Sofia in March 1980). At both meetings the point had been reiterated that, 
notwithstanding progress made in some countries, the epidemiological situation was still a 
matter of serious concern. In that connexion, he drew attention to the figures of imported 
malaria cases reported in Europe between 1971 and 1978, contained in Table V of the report. 
Those figures indicated a clear upward trend. In Bulgaria, where malaria had been eradicated, 
the number of imported cases had grown slowly but steadily during the last 10 years. 

He stressed the urgent need for promoting and implementing a strong and efficient system 
of vigilance in all countries which faced the danger of malaria resurgence. 

Dr REZAI (Iran) said that his country had had slightly more than 23 000 cases of malaria 
in 1979. Twenty -three years earlier, one million cases had been reported, and probably twice 
as many had in fact existed. Iran had at that time signed a tripartite agreement with WHO and 
UNICEF and had initiated a 10 -year programme for the eradication of malaria. 

Serious problems of a technical and managerial nature had arisen; about a year after the 
initiation of the programme, vector resistance to insecticides had been observed and further 
difficulties had arisen as a result of population movement, unsuitable housing patterns, the 

difficulty of communications in rural areas, and the customs and habits of the population. 

Nevertheless, as a result of a nationwide effort which had lasted for 23 years and an 
expenditure of more than US$ 500 million, Iran had managed to bring malaria under control and to 
reduce the incidence of the disease to one- fortieth of its former level. The strategy 

followed had however encountered severe setbacks; malaria transmission had been renewed in 
areas in the consolidation phase, and countermeasures had had to be reinstated at high cost. 
His country's strategy was based mainly on the use of pesticides which had to be applied 
annually and sometimes three times during a single year. Vectors were becoming increasingly 
resistant to those compounds, the number of such compounds was limited, and it appeared that 
there was little hope that newer or effective, inexpensive and safe compounds would become 

available in the near future. 

- 186 - 



COMMITTEE A: SIXTEENTH MEETING 187 

The situation was alarming and merited the serious attention of WHO. In the south -eastern 

provinces of Iran, with a population of one million, the end of the line of compounds available 

for residual spraying was close. If resistance to propoxur developed before malaria transmission 

had been interrupted completely, only one compound - fenitrothion - would remain. Owing to its 

high toxicity risk, fenitrothion had proved difficult to use in the climatic and social 
conditions of southern Iran. The situation was grave, since the consequences of running out of 

effective residual pesticides would be catastrophic. Experience during the past 23 years had 

shown that, as long as malaria transmission existed in one part of the country, it was 

virtually impossible, in the absence of effective insecticides, to stop its extension to other 
areas, with the consequential return to high endemo- epidemicity. 

A similar situation presumably existed in other countries, and he was concerned to know 
what action WHO contemplated as a long -term strategy. He inquired whether WHO could provide 

guidance tоиember States i� their long -term planning and reorientation of national programmes. 

Action taken and contemplated in Iran had involved the division of the country into 
zones where measures suitable to local conditions had been applied. That step had followed 

the realization that the application of blanket spraying of entire malarious areas of the 

country had led to different results in different areas; the disease pattern, vector behaviour 
and human socio- cultural factors had had to be taken into consideration. If it had not been 

for the technical problems involved, especially those related to vectors, Iran would have 
achieved virtual freedom from malaria by the present time. 

The movement of population and the importation of malaria cases across frontiers 

represented another main problem. Results had nevertheless been satisfactory. In 1979, out 

of a population of 34.6 million under malaria risk, 9.6 million (27 %) had been under active 
protection with attack measures, and 25 million (73%) in the consolidation phase. 

The cost of the programme had been high and the current burden on the health budget could 
not be maintained unless the malaria services were reduced or started to render additional 
services in other health areas. A combination of the two alternatives had been adopted. First, 
residual spraying had been reduced by 60% in the case of DDT and by over 80% in the case of 
malathion. Mass drug administration and active case -detection had been reduced. The malaria 
service had been administratively integrated with the department of communicable disease 
control in 1973, and measures were currently being taken to integrate field staff and 
activities. 

The integration effort had been facilitated by the launching in 1977 of a programme for 

the development of rural health services. Health and Welfare Houses were being established 

in rural areas throughout the country, each covering 1500 to 2000 inhabitants. Each Health 

and Welfare House, with a staff of one Behvarz and one Behdashtiar (health aid) would deliver 

both preventive and curative health services, and implementation of the malaria programme would 
be a major activity. 

The current active malaria eradication programme would be continued in the southern 

infected areas until transmission had been interrupted and the areas could then be turned 

over to the Health and Welfare Houses. It was hoped that judicious use of the residual 

insecticides would interrupt malaria transmission in all areas where active transmission 

continued to exist. 

The question which remained to be answered was what would happen if vector resistance 

preceded the completion of the Health and Welfare House programme or if the latter was not 

adequate to keep the malaria situation under control in all areas. Possibly more should be 

done where endemicity had been persistent to reduce the potential for transmission. He would 

appreciate the suggestions of the Secretariat on the matter. 

His Government was considering appropriating a portion of the national malaria service 

budget to introduce measures to reduce malaria potential in the Health and Welfare House areas. 

Such measures would include anti -mosquito operations, such as the use of larvivorous fish and 

engineering methods for mosquito elimination. Close cooperation would be maintained with the 
ministries of agriculture and public works in that connexion. 

Dr LEPARSKIJ (Union of Soviet Socialist Republics) said that his delegation fully shared 
the concern expressed by the Director -General in his report regarding the seriousness of the 

malaria situation, and supported the activities of WHO aimed at the development of a new 
strategy to combat the disease. His delegation had noted with satisfaction that the report 

had given extensive coverage to the programme in different countries and regions. WHO had 
been correct in reviewing the different types of research undertaken in the field of malaria, 

including epidemiological studies, as an integral part of the malaria control campaign at the 
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country level. His delegation also approved the linkage between the malaria control 
programme and the Special Programme for Research and Training in Tropical Diseases. Notwith- 
standing the first promising steps taken by the Special Programme, however, the prospects for 
new vaccines and methods to combat the disease were not clear. He stressed the need for a 
broader use of the results of practical research with a view to determining the optimum 
possible combination of means available to combat the disease. The task of the Secretariat 
should be to recommend to national programmes the optimum combinations for the conditions 
prevailing in regions and countries and in different areas within each country. The training 
of staff and medical personnel represented an important element for the successful 
implementation of the proposed strategy for malaria control. Particular attention should be 
paid to increasing the number of national centres for training staff arid to improving the 
quality of their work. He stressed that the development of primary health care, consistent 
with the recommendations of the International Conference on Primary Health Care was an 
absolute prerequisite for the success of the strategy. The Director -General's report did 
not, he felt, emphasize that point sufficiently. His delegation would have welcomed more 
extensive data on that aspect. 

Dr TUN LIN (Burma) said that his delegation welcomed the Director -General's report and the 
information contained in document A33 /INF.DOC/1. 

Malaria had been identified as the most important public health problem of Burma, where 
efforts were in progress to reduce the morbidity and mortality due to that disease. The malaria 
control programme included regular residual spraying, case - finding and management, passive 
case -detection, as well as inpatient suppressive treatment for clinically suspected malaria 
and chemoprophylaxis for vulnerable groups. Bio- environmental measures had been introduced. 
Technical and operational measures were however hampered by lack of transport and insufficient 
staff. 

Burma was also confronted by the problem of vector resistance to insecticide and the 
resistance of Plasmodium falciparum to chloroquine. Further efforts were therefore required 
from WHO to encourage research for the development of control methods. The report indicated 
that in vitro testing of P. falciparum and simultaneous investigation of P. falciparum in 
relation to enzyme synthesis were being conducted and that the results of such research would 
be made available to Member States on request. His delegation considered that such information 
should be sent to Member States as soon as possible, and without awaiting requests. 

His delegation welcomed the establishment of a permanent secretariat on training in 
Kuala Lumpur as a coordinating body for the malaria training programme for Asia. It 
considered that WHO should observe the principle of equitable geographical representation for 
Member States in the appointment of expert personnel. 

In paragraph 33 of document ЕВ65 /22 mention had been made of consultations with USAID on 
the development of the training programme for Asia, the Americas arid, later, Africa. He 
congratulated the Director -General for that initiative, and suggested that WHO should 
encourage more bilateral and international aid for malaria control. 

In the area of the dissemination of information, guidelines on new approaches should be 
made available as soon as possible so that new strategies could be applied in order to reach 
the goal of health for all by the year 2000. Burma would continue its collaboration with 
WHO regarding malaria control. 

Dr GALS (Hungary) expressed the agreement of his delegation with the Director -General's 
report and the strategy outlined therein. 

The Hungarian People's Republic had been free of malaria during the past 30 years. It 

would nevertheless continue to support WHO and the malaria -endemic developing countries in 
the fight against the disease. 

All citizens returning to Hungary from malaria -endemic areas, or foreign students coming 
to study in Hungary, were subject to compulsory check -ups, including the taking of thick and 
thin blood films. Citizens travelling to malaria - endemic areas were supplied with 
chemoprophylactics. The "Alkaloids" factory in Hungary produced more than 400 tons of 
chloroquine annually, representing 30 -357 of world demand. The Hungarian Tropical Health 
Service had been developed into the Hungarian Tropical Health Institute which functioned as 

a department of the postgraduate medical school, with a 92 -bed clinical unit. 
Future plans for malaria control included: research and manufacture of rew antimalarials, 

such as Debechin,and drug combinations; comparative clinical, pharmacological and 
pharmacokinetical examinations to monitor the effectiveness and side effects of currently 
used and new antimalarials - an activity that could be coordinated with WHO's Special 
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Programme for Research and Training in Tropical Diseases; chloroquine toxicity tests with 

special attention to retinopathy; increased emphasis on basic and postgraduate training in 

tropical medicine and malaria for both Hungarian and guest students and doctors; cooperation 

with the WHO malaria action programme, including the possible organization of special courses. 

Dr JESUDASON (Sri Lanka) said that in his country approximately 6.7 million people out 

of a total population of 14.5 million were exposed to malaria, mainly in the dry and 

intermediate zones where paddy cultivation took place for the production of rice, which was 

the staple diet of the people. 

Since 1977 malathion had been used, as the vector had developed resistance to DDT. 

The use of larvivorous fish for biological control had been introduced, and larvicides were 

being experimented with in selected areas. Stress had also been laid on the training of 

nationals in malariology. The ministries of irrigation, agriculture, education, treasury, 

planning aid labour assisted in antimalarial activities. 
The importation and use of malathion by all ministries except the ministry of health 

had been banned in order to avoid the indiscriminate use and abuse of that insecticide, 

which might have opened up the possibility of resistance developing. In the river diversion 

programme for irrigation purposes, irrigation channels had been constructed in such a way 

as to avoid the pooling of water, bearing in mind that Anopheles culicifacies bred in 

stagnant water. Furthermore the channels were flushed weekly by opening the sluice gates. 

Studies had indicated that the release of a certain volume of water for half an hour at a 

time destroyed the mosquito larvae to a distance of five to six miles down the channel, as 

the larvae could only survive in stagnant water. 

Such measures, in combination with chemoprophylaxis and chemotherapy, the use of 

malathion and health education, had led to a substantial reduction in the number of cases 

of malaria. 

i 

Dr SANCHEZ MURIAS (Spain) thanked the Director -General for his progress report on 

malaria control strategy, which was a matter of grave concern to the Spanish health 

authorities. The problem was important both to malaria -endemic countries and to others. 

Malaria had ceased to be endemic in Spain in 1961 and subsequently there had been no 

indigenous cases. But there was continuing concern for a number of reasons. Spain remained 

vulnerable because of the Anopheles population and because of the millions of visitors from 
countries with areas where malaria was endemic. The fact that the framework of the 

antimalaría campaign had disappeared at almost the same time as the endemic disease itself 

was a matter of special concern; the danger of resurgence was real and required attention. 

Moreover, the attitude of the general public and of the health authorities to malaria was 
over - optimistic, and doctors tended to regard it as of historic or exotic interest rather 

than as a current menace. Action was accordingly being planned on tropical parasitology 
and, in particular, on preventing the resurgence of malaria. 

His country had welcomed the initiative of the Italian Government in convening a meeting 

on malaria surveillance for countries of the Western Mediterranean Basin at Erice (Italy) in 1979. 

Spain, because of its geographical position, was a natural entry point into Europe 

diseases which, like malaria, were endemic in countries to the south of the Iberian peninsula. 

Such bilateral or multilateral meetings were extremely useful, and his country intended to 

pursue the contacts made. His Government was ready to cooperate with others and, in 

particular, with its neighbours, in a common strategy to avoid the resurgence of malaria. 

His delegation accordingly welcomed the Director -General's efforts and warmly supported the 
report. 

Dr MORКAS (Iraq) said that malaria had clearly not yet been eradicated. The control 
of vectors represented the only way in which the parasites which produced the disease could 
be eliminated. The movement of the disease from one country to another must be controlled. 
To that end, coordination was essential. Notwithstanding all the efforts that had been 
made, the measures applied still suffered from shortcomings. Further control methods were 
required, and the background and climate of individual countries had to be taken into 
consideration. 

There was a regional malaria training centre in Iraq which also served other countries 
in the region. His Government provided assistance to the centre, and he wished to thank 
WHO for its technical and financial support. 
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Dr FIELD (United Kingdom of Great Britain and Northern Ireland) expressed grave concern 
at the unsatisfactory epidemiological situation, and strongly supported the Director -General's 
programme. 

He reiterated his recognition of the threat posed by malaria to the socioeconomic 
development of many countries. His Government had furnished technical cooperation, both 
in cash and in kind, to many affected countries, frequently through consortium arrangements. 
Increased resources were not in themselves sufficient. It was vitally important that, 
collectively, those resources should be applied efficiently, and that technologies currently 
available should be used to the full immediately, within the constraints imposed by vector 
and parasite resistance in specific areas. It would be a mistake to defer proper action 
in any area in the hope that a more convenient tool might become available at some future date. 

His delegation strongly supported the recognition of malaria as the major tropical 

parasitic disease of socioeconomic importance in the Special Programme for Research and 
Training in Tropical Diseases, and wished to re- emphasize that point in endorsing the 
Executive Board's request to its Programme Committee to examine the matter in greater 
depth and to report back to the Board at its meeting in January 1981. 

Professor AVRAMIDIS (Greece) said that, in the light of epidemiological developments, 
the malarial control campaign was a matter of great importance. The situation had assumed 

alarming proportions in view of the resistance of P. falciparum to 4- aminoquinolines and 'of 

Anopheles vectors to insecticides, bearing in mind that 1259.8 million people lived in areas 

where the disease continued to exist. Moreover, the rapid aevelopment of transport and 

population movements from one continent to another had increased the chances of a resurgence 

of the disease; in Greece, 195 malaria cases had entered the country from abroad between 1975 

and 1979. The immediate implementation of a systematic programme by all countries was 

essential if the disease was to be eradicated. 

His delegation would like to be informed how soon mefloquine would be available for use 

as an antimalarial against parasite strains resistant to chloroquine. 

Dr ADHAMI (Albania) said that while, in some countries, the antimalaria campaign had 

languished in recent years, Albania had strengthened measures to prevent the resurgence of 

the disease. Before its liberation, Albania had had the highest malaria -endemicity in Europe. 

Immediately following the liberation, antimalaria campaigns had been organized at the national 

level; in 1958 those had been transformed into a malaria eradication programme which had 

succeeded in eliminating the disease by 1966. Since 1967 the only cases of malaria reported in 

Albania had been cases of P. malariae resulting either from blood transfusion or infection 

contracted before the disease had been eliminated, or had been imported. 

During the last two decades, virtually all lagoons and swamps had been drained. Such 

action had reduced the Anopheles population and restricted the distribution of A. sacharovi. 

However, rice paddies, canals, etc., were breeding places for Anopheles. 

A. maculipennis had shown resistance to dieldrin and DDT - the result of the use of 

agricultural pesticides. 

His Government had adopted the following measures. Persons departing for malaria -endemic 

areas were given written instructions on how to protect themselves against infection 
and were 

provided with prophylactic drugs. On their return, they were subjected to a blood test and to 

eight consecutive weekly doses of chloroquine and primaquine. Foreigners arriving from malaria - 

endemic areas were given the same treatment. Positive cases were hospitalized and given 

radical treatment. Blood tests in all suspected cases of malaria were obligatory, as well as 

in cases of fevers of unknown origin. Towns and areas where cases of imported malaria existed 

were protected against mosquitos by anti- larval measures. 

Following the eradication of malaria, the epidemiologists, laboratory technicians and 

inspectors who had been involved in the campaign had been transferred to district epidemiology 

centres. Surveillance personnel were given periodic refresher courses. 

Entomological surveillance was carried out in high receptivity areas and developments in 

regard to Anopheles sensitivity to insecticides were monitored. The ministry of public health 

had reserve powers to cope with any situation that might arise. 

Cooperation between countries could be very helpful in preventing the resurgence of 

malaria. 

Dr MULLER (Netherlands), referring to the Director -General's report, said that the malaria 

data presented by the regions showed that the global epidemiological situation was still 
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serious. However, it was difficult to compare the control and training activities of the 

different regions, and future reports would benefit from a more comprehensive and more uniform 
presentation. For example, it was stated that an additional $ 10 million per year was needed 
in the African Region for the purchase of chloroquine, but it was not clear whether the 
annual distribution of 1000 million tablets of chloroquine was satisfactory, or why similar 
support was not needed in other regions. 

He was impressed by the training and research projects listed in the information 
document A33 /2NF.DOC./1, Annexes 1 and 2, which he understood did not include activities 
under the Special Programme for Research and Training in Tropical Diseases. He wondered what 
criteria were used in determining whether an antimalaria activity qualified for assistance from 
the regular budget or from the Special Programme. The objectives of the two programmes would 
seem to overlap. Future reports should indicate all WHO activities in the field of malaria 
control, research and training. 

The objectives of the programme were realistic. Eradication was no longer a key word, 
although the concept had not been entirely abandoned. Antimalaria programmes were long -term 

programmes requiring a strong political commitment and a well - trained and well -disciplined 

malaria unit in ministries of health in affected countries. 

The Director -General's report contained a plea for community participation with treat- 

ment through the primary health care system as part of an integrated approach to disease 

control. While he supported that approach, he urged caution. The extent to which a 

horizontal approach was effective depended on local circumstances, especially the level of 

efficiency of health services and the level of malaria endemicity. If the concept of a 

vertical approach to malaria control was entirely abandoned in hypеrendemic areas, control 

might suffer serious setbacks. Health workers in malaria control required special training 

and supervision, and a high degree of discipline. 

Professor TEJEIRO (Cuba) said that resolution WHA31.45 concerning malaria control strategy 

clearly stated that it would be impossible to prevent the dramatic recrudescence of malaria 

unless firm national commitments were made to combat the disease. Further, the Director - 

General's report to the Executive Board at its sixty -fifth session showed that the experience 

and technology acquired over the last 20 years would in itself be insufficient to prevent the 
reintroduction of malaria. There were two different concepts: the need to extend research 

into all aspects of the disease and its control; aid the need to enhance technical cooperation 
and training programmes, with WHO support. Member States should be urged to take appropriate 
political decisions within the framework of the new strategy and taking advantage of 
experience already acquired (in that respect the many WHO publications on malaria would be 

useful). The epidemiological and' socioeconomic situation in each country should be taken into 

consideration. 
In Latin America, malaria had not been eradicated by 1970 as had been hoped, and Anopheles 

resistance to insecticides and Plasmodium resistance to drugs had continued to grow. 

Contributory factors had included poor community participation and weak public health structures 

which last factor had become clear during international seminars on malaria eradication pro- 

grammes held in Brazil in 1964 and in Mexico in 1965, and many years were to go by before the 

Declaration of Alma -Ata put matters straight by stating that primary health care was the key 

to the approach to health in the community. Such an approach could prove vital in the fight 

against malaria. There was a danger of programmes being too rigid. They should be flexible 

enough to take account of different local and national characteristics. He was pleased to 

note a growing awareness of that in the documents provided. 

Satisfactory national health services were an essential prerequisite for the successful 

implementation of strategies. In Cuba, the last case of malaria had been recorded 13 years 

previously. However, some imported cases had since been reported. 

Dr SANКARAN (India) welcomed the documentation provided, and drew attention to the 

useful remarks made by the Director -General to the Executive Board at its sixty -fifth session 

(document ЕВ65/1980/REС/2, page 232). The number of malaria cases reported in India in 1979 

had shown a decrease of 40% compared with 1978, and he hoped the trend would continue in 1980. 

Inputs into malaria control in India represented 25% of the health and family welfare budget, 
indicating the importance placed on the programme by the Indian Government. He thanked the 
various agencies that had given assistance, particularly SIDA, which had funded much of the 
P.falciparum containment programme. 
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A recent development that had given rise to concern was the identification of several 
cases of P.cynamolgi (monkey malaria) in one state, with the probability of man -to -man 
transmission. Research teams were working to confirm those findings. The vector was probably 
A.sundaicus. If that were to prove correct, there would be a serious zoonotic problem. 

Insecticides were becoming more expensive and more difficult to obtain and resistant 
vector strains were developing throughout the world. Malaria research should therefore 
concentrate on vector biology. India had embarked on an ambitious research programme that 
included vector cytogenetics, DDT and ICI resistance, gene- enzyme systems in A. stephensi and 
A. culicifacies, vector ecology and epidemiology, and maintenance of cultures of P. falciparum, 
P. malariae and P. vivax for immunological studies. For biological control using bacterial 
agents, Bacillus sphaericus, B. alvei and B. brevis were being cultured aid added to peat. 
They had been maintained in that form for six months without loss of virulence. The peat was 
being placed in paddy fields in certain areas in an experimental attempt to destroy the vector. 
Seventeen species of fungi, including 0oelomomyces,were being investigated as possible biological 
control agents. A Metarrhizium had recently been isolated which killed larvae within a 

primarily water -borne ecosystem. Another aquatic fungal agent, Lagenidium, pathogenic to 

Aedes aegypti, was being tried in paddy fields. Work was also being undertaken with nematodes 
and fish such as Aplocheilus blochii which had certain advantages over Gambusia. Trials with 
traditional drugs were being undertaken to determine their potential. He requested the 
Director-General to make available information on traditional medicines for malaria other than 
those already reported by collaborating centres. 

Mr ALDEN (United States of America) welcomed the Director -General's thorough assessment 
of the world malaria situation and the information provided on WHO activities and the current 

costs of malaria control commodities. 
WHO should play a leading role in establishing realistic control programmes consistent 

with the options outlined in section IV of the Director- General's report. Given the present 

economic climate, it was particularly important to tailor the goals of programmes to the 

prevailing epidemiology, effective technical options, available funding and degree of national 

commitment. Antimalarial drugs should be used among high risk groups, especially in areas 

such as the sub -Sahara in Africa; the distribution of drugs could be used as the first stage 

in extending primary care coverage to areas not at present reached by health services. 

In one sub -Sahara African country the ministry of health in cooperation with a university 

department of community medicine, was implementing a community -based malaria chemoprophylaxis 

and chemotherapy project. WHO should collaborate with interested countries in similar activities 
in order to expand knowledge of and experience in extending malaria programmes at mínimum 
cost and within the country's technological and financial capabilities. The Director -General's 

report (paragraph 9) described the serious financial difficulties being faced by countries; 

malaria control required long -term financing, and he was therefore concerned at the annual 

competition for scarce resources between malaria and other priority health programmes. In areas 
where malaria was identified as a serious public health problem, control programmes should be 

recognized as an important component of primary health care. 
He supported WHO's efforts to encourage regional training that would accelerate the 

development of national expertise. The United States would continue technical cooperation 
activities with WHO and with developed and developing countries through USAID and the Department 
of Health and Human Services' Center for Disease Control. An example was the recent preparation 
of a malaria control strategy for Africa, in cooperation with countries concerned, the WHO 
Regional Office for Africa, and WHO headquarters. 

Dr CAI Shengga (China) said that prior to liberation the number of cases of malaria in 
China had exceeded 30 million. The number had since dropped dramatically, and malaria was now 
under control in the previously ravaged southern provinces. In more than 600 counties 
incidence was now less than five per 10 000 inhabitants. China hoped to achieve virtual 
eradication of malaria by 1990 in most of the previously affected areas. In order to save 
time he would submit a report in writing to the Secretariat, giving details of the malaria 
situation in China. 

Professor TUCHINDA (Thailand) had found the documents provided both comprehensive and 
informative. There had been a resurgence of malaria in Thailand in recent years owing to 

three major constraints on the antimalaria programme: administrative constraints, including 
insufficient funds and material resources, shortage of qualified personnel and delays in 
reporting; operational constraints, including population movements, inadequate safety for 
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malaria workers in some areas, and a high rate of refusal to accept indoor spraying; 

and technological problems with both parasite and vector. Widespread resistance of 

P. falciparum to chloroquine precluded its use. The efficacy of residual spraying had 

been reduced by the tendency of A. balabacensis and A. minimus to bite and rest out of doors. 

Serious efforts were being made to counteract the constraints. An applied field research 

section had been formed in the Malaria Division in 1978 following the consensus reached 

at a regional seminar and a regional workshop held in India in 1977 and 1978 respectively. 

Dr PARADE (France) noted that 1980 marked the centenary of the discovery of the parasite 

causing malaria by Alphonse Laveran, a winner of the Nobel Prize for Medicine. France took 

great interest in the control of malaria, which was still a terrible scourge. The epidemio- 

logical situation was most disturbing, particularly in the African Region. His delegation 

approved and supported the new WHO strategy and the efforts of Member States to implement 

appropriate national and regional programmes to reduce mortality and morbidity, particularly 

in vulnerable age groups. 
French staff were active in the field, particularly in Africa, in primary health care, 

epidemiological surveillance, vector control and environmental health programmes. Through 

the overseas Pasteur Institutes, ORSTOM (the French office for scientific and technical 

research overseas), OCCGE (the Organization for Coordination and Cooperation in the Control 

of Major Endemic Diseases) and OCEAC (the Organization for Coordination in the Control of 

Endemic Diseases in Central Africa), French scientists and technicians were participating in 

malaria research programmes - particularly with regard to immunological aspects, new methods 

of chemotherapy, and new vector control measures, 
His delegation welcomed the stress placed in the Director -General's report on training, and 

on the need to develop national skills at all levels in the control of malaria and other 
tropical diseases. The dissemination of technical information to national health services was 
of great importance. He therefore welcomed proposals to update existing manuals and to prepare 
new publications concerning the reorientation of national and regional malaria control pro- 
grammes. Malaria control should remain a priority of WHO. 

Mr NGUYEN VAN TRONC (Viet Nam) said that several reasons had been advanced for the failure 
of antimalaria programmes in developing countries. Experience in Viet Nam had shown that there 
were six main problems, and once they had been resolved positive results could be expected. 
(1) Antimalaria programmes should be under the direction of both central government and local 
authorities, with comprehensive intersectoral participation; the health services should be 
responsible for formulating strategy and for the technical management of programmes. 
(2) Community participation through various mass movements including the Red Cross, was a 
prerequisite for the success of programmes; the masses would be willing to participate if they 
understood programme objectives. (3) Programmes should be integrated with day -to -day primary 
health care activities. (4) Due attention should be given to curative treatment; the 
Plasmodium index in Viet Nam was currently 40 -50 per 10 000 inhabitants. General practitioners 
should be urged to take blood smears for all patients with febrile conditions and trained to 
diagnose clinical malaria, to interpret results of laboratory tests, and to treat the various 
forms of malaria. (5) Bilateral or multilateral international cooperation was essential, 
particularly among the countries of a given region. (6) Political emergencies, war and 
threats of war interrupted malaria eradication campaigns. The invasion of the six border 
provinces of northern Viet Nam in February 1979 had been followed by an increase in the 
Plasmodium index throughout the area. 

Progress made in resolving the six main problems had been considerable. In the north, 
malaria currently existed only in small foci; it was present in 393 dispersed communes. Some 
five million inhabitants had been protected by DDT spraying, and 754 000 people had received 
prophylaxis. Of 1 047 360 smears examined, 3687, or 0.35 %, had been positive, compared with 
0.43% in 1978. In the south, 6.5 million people had been protected by DDT spraying, and 
6 million had received prophylaxis or therapy. Spraying had covered hyperendemic and meso- 
endemic areas in the interior. With 37 095 of the 722 039 slides examined proving positive, 
the Plasmodium index was 5.10% compared with 10% in 1976 and 5.58% in 1978. 

Malaria control activities were a priority in the prevention and control of social diseases 
in Viet Nam. Despite numerous difficulties, experts and material were being shared with 
Democratic Kampuchea and the Lao People's Democratic Republic. 

Specific problems that remained to be solved included: resistance of P. falciparum to 
chloroquine, particularly in the south; exophily in A. balabacensis; resistance to DDT in 
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the secondary vectors A. vagus, A. hyrcanus and A. subpictus; and the protection of popu- 

lations under the threat of war in the border regions. He hoped that Viet Nam's cooperation 

with WHO and with other countries in his Region would be continued and extended. 

Dr Quamina (Trinidad and Tobago) took the Chair. 

Dr DEWAN (Bangladesh) said his country had one of the highest levels of malaria prevalence. 
Some 50 years ago all the people of Bangladesh suffered from malaria at least once in a life- 

time, and many died. He himself had suffered from it every year from 1935 -1945. With 

international cooperation, including that of WHO, a vertical malaria eradication project had 
been started in 1960, and by 1970 malaria had been under control. However, during the 

liberation war of 1971 control measures had lapsed, and subsequently refugees from Bangladesh 
had re- entered the country from India and that led to an upsurge in malaria. Malaria control 
projects had since been incorporated in the Bangladesh integrated health programme. However, 

new cases of malaria were again continually appearing, particularly in the hilly areas on the 
borders with India and Burma, but also on the plains. The problem had been studied by national 
and international authorities. The latter, with the active participation of WHO, had recom- 

mended steps to be taken by the Bangladesh Government in research, training, surveillance and 

administrative control. Bangladesh was a poor country, and difficultieshadbeen encountered in 
implementing these recommendations, especially regarding the provision of adequate amounts of 

DDT and other chemicals to control vectors, adequate amounts of antimalarials, and transport and 

spraying equipment. Health workers were carrying out surveillance and collecting blood smears from 

affected areas, and undertaking other control measures as soon as cases were reported. Joint 
measures were being undertaken with India and Burma. Unfortunately, malaria was not the only 
problem in Bangladesh, and the country would require substantial international aid to assist 

in combating the disease. Several countries had already requested and been supplied with 
details of the country's needs. He thanked all those countries and organizations that had 

already extended their help to his country. 

Dr ODDO (Italy) said that he had two general comments to make. The first was that the 

data given in the report showed that the world malaria situation was 

beginning to stabilize. For Africa, however, the information was still fragmentary and gave 

only a very incomplete picture of the true position. The second comment related to the 

successes achieved in Mauritius and Réunion. He did not wish to underestimate those results, 

but his delegation considered that a structured and coordinated regional programme having 

short -, medium- and long -term objectives was lacking for the remainder of Africa. The absence 

of such a programme had led the Thirty- second World Health Assembly to adopt resolution 

WHA32.35, which called on the Director -General to undertake certain activities aimed at 

strengthening WHO's functional structure, especially at the regional level. It had also 

requested that higher priority should be given to malaria control in future programme budgets. 

He would like to know what it was intended to do in pursuance of that resolution, and 

particularly in the African Region, which was the source of practically all cases of malaria 

imported into Italy during the past five years. The Member States of the European Region, and 

particularly those which had suffered from malaria in the past, could not hide their concern 

at the continuing increase in imported cases, most of which were due to P. falciparum. Vast 

receptive areas existed in some of those countries, whose vulnerability was steadily growing 

with the sharp increase in population movements both to and from endemic malaria zones; those 

factors could lead to a resurgence of local malaria transmission and the re- establishment of 

endemicity. 
In view of that situation, the European countries had realized the importance of the 

problem and of measures to prevent the reintroduction of the disease into formerly malarious 

areas of Europe, and the need to establish a surveillance system for tropical diseases in 

general and malaria in particular. Those questions had been discussed at three intercountry 

meetings, thanks to close cooperation between the countries concerned and the WHO Regional 

Office for Europe. It had been concluded at those meetings that the world would have to live 

with malaria for a number of years yet, and that the countries where it was endemic were 

handicapped mainly by the lack of resources, expertise and manpower. For that reason, the 

industrialized and the developing countries should cooperate in research, 
the training of 

personnel, and the implementation of appropriate control programmes. 

The Italian Government was therefore convening a conference, which would be held 

in Cagliari in October for the countries of the European Region and the main 
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bilateral assistance agencies. In the meantime, it had financed the production of a film on 

malaria control, and was organizing international training courses on malaria and other 

tropical parasitic diseases. 

Dr BOOTH (Australia) said that malaria had been eradicated from the Australian mainland 

in 1962; a WHO evaluation team had visited the country in early 1980 with a view to declaring 

Australia malaria -free. Some parasite activity had been occasionally seen in the Torres 

Strait islands; on the mainland, however, only imported cases had been recorded. 

After a dramatic resurgence of the disease over the decade, there had recently been a 

falling off; the world situation, however, was at a point of delicate balance. There were 

no grounds for optimism. It was not only that statistics might be inaccurate, but also that 

reporting of new cases might not reflect the true prevalence of the disease. The increasing 

reports of chloroquine- resistant P. falciparum should also be borne in mind. 

There had been an increase in new cases of malaria in some countries in the Western 

Pacific Region, but a decrease in others. That was clearly a matter of interest to the 

Australian Government, which had contributed financially to the Special Programme for Research 

'nd Trainiig.in Tropical Diseases and assisted certain countries' control programmes through 

its Commonwealth Institute of Health, The number of cases of malaria entering Australia had 

increased from 255 in 1975 to a provisional figure of 443 in 1979, but P. falciparum cases 

had increased disproportionately over that period; some had shown chloroquine resistance. 

The proportion of cases entering Australia from countries that had recorded a decrease in 

new cases was, however, the same as that for countries recording an increase. It was necessary 

to determine, therefore, whether the prevalence of the disease in the Region, as distinct 

from the new case incidence, was actually falling. 

Australia therefore endorsed the suggestion that, wherever malariogenic potential existed, 

there was a danger of epidemic resurgence. For that reason, it supported the programmes for 

continuing and upgrading training, consultant services, supplies and equipment, and information 

exchange. Malariology knowledge and skills were needed in non- malarious countries, and 

especially in receptive countries in which the disease had been eradicated. 

There was a need for innovative research programmes. Human and other resources, however, 
were the essential factor in progress towards the ultimate elimination of malaria. 

Dr JONES (Guyana) said that, in the 1960x, Guyana had managed to interrupt transmission, 

but malaria had subsequently returned. Guyana's problems were similar to those of other 
developing countries. The resurgence had been due to financial constraints which had limited 
supplies of insecticides and drugs, and impeded communication. Chloroquine- resistant 
P. falciparum cases had occurred in one of the affected areas, and population movements 
increased the danger of malaria spreading. Economic development measures might create routes 
by which malaria could spread rapidly to the densely populated areas of the country. 

All staff, and particularly those in the malarious areas, needed training, and greater 
use of primary health care was essential. He agreed with the delegate of the Netherlands: 

changes must be introduced with great caution. 

Entomological research was urgently needed, and should involve field workers, since that 

would stimulate greater interest and participation; without that, the programme would not 
make progress. 

In Guyana, the behaviour of A. darlingi, the traditional vector, appeared to have changed. 
No insecticide resistance had been found, but transmission was still continuing. There should 
be greater emphasis on epidemiology; that would lead to a more effective use of the resources. 

Dr BRAGA (Brazil) said that, in Brazil, certain problems with regard to malaria had 
recently appeared as a result of the opening up of new areas to agriculture and settlement, 
e.g. in the Amazon region. In those areas many cases of chloroquine -resistant P. falciparum 
malaria had occurred. A. darlingi was an important vector of the disease in Brazil, probably 
because the settlers' dwellings were of very simple construction, and practically without 
walls on which residual insecticides could be deposited. He was sure that, eventually, malaria 
would be eliminated from those areas or be brought under control. Some 11 million people 
currently lived in the regions concerned, which had an area of about 3.5 million square kilo- 
metres. He was sure that, with the collaboration of WHO, Brazil would be able to deal with 
the situation. 

Dr FERREIRA (Mozambique) endorsed the remarks made by other delegates on the Director - 
General's report. Mozambique had adopted a malaria control strategy that took account of the 
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limited resources available and was adapted to the health care system that was being estab- 
lished. The objectives were modest: to decrease general mortality due to malaria, to decrease 
both morbidity and mortality among groups at risk, controllable groups, and groups of major 
economic interest, and to decrease transmission among those groups. The methods used comprised 
chemoprophylaxis for the three groups mentioned, treatment of all confirmed or suspected cases, 
and promotion of simple environmental health measures. Some field investigations had also 
been started, including the comparison of different chemoprophylactic regimes, assessment of 

the effectiveness of combined chemoprophylaxis and vector control, and the search for 

chloroquine- resistant P. falciparum. Periodic measurements of prevalence rate had also been 
made as a means of assessing the effectiveness of the strategy at the national level. 

From the experience gained, her delegation believed that a malaria control programme 
could not be developed in the absence of a health infrastructure. Malaria control activities 
must be an integral part of primary health care, and would be successful only if the partici- 
pation of the population groups concerned could be guaranteed. Account must be taken, in 

the malaria control strategy, of regional variations, and epidemiological and operational 

research in the field was necessary in order to select the best methods for each situation. 

Malaria control measures were expensive, even at the modest level chosen in Mozambique; 

programme costs would be increased by a factor of four or five if they were introduced on 

a large scale. Such a large -scale programme could be carried out only with massive inter- 

national cooperation, until such time as the economic development of the country would enable 

it to bear the entire costs. 

WHO had major responsibilities in developing malaria control in the developing countries, 

and should therefore continue its efforts in connexion with the training of staff and promoting 

research on malaria in the endemic countries. There was a particular need for training of 

malariologists and entomologists in the African Region; for research on biological methods of 

vector control, so as to replace chemical methods, since the latter were continually increasing 

in cost, and the vector was capable of developing resistance to them; and for more experts 

to assist in country or intercountry malaria control programmes. 

In comparison with other technologically less complicated programmes - such as the 

Expanded Programme on Immunization - the number of intercountry teams involved in the malaria 

programme was insufficient. One of those teams was based in Maputo, but its leader had been 

absent since September 1978. She would like to know the number of countries that each team 

was supposed to cover. National activities were not receiving regular support. The necessary 

resources should be sought so that the number of teams could be increased; they would then 

be able to provide effective support for malaria control activities in the countries of the 

African Region. 

Dr BEAUSOLEIL (Ghana) said that he had hoped to receive answers to specific questions as 

to the activities in progress in the African Region. However, since the regional offices, 

and particularly the Regional Office for Africa, were not adequately represented, he would 

simply ask cue Secretariat to provide information on what headquarters and the Regional Office 

for Africa were doing to overcome African inertia. 

Dr LEPES (Director, Malaria Action Programme) said that he would begin by replying to a 

number of technical questions. The new drug mefloquine that had been mentioned had been known 

for a considerable number of years. Testing would require a further two years for completion. 

It was not WHO's responsibility, however, to say when it would be available on the market. 

The extract of Artemisia annua L., used in traditional Chinese medicine, had also been tested 

over a number of years, and some information on it was available. Much of the technical 

information requested by delegates would be found in document MAP /80.1. 

Where WHO, in cooperation with UNIDO, could help was in assisting countries in connexion 

with the synthesis or formulation of antimalarial drugs. That, however, would depend on the 

decision of the government concerned. He could give no assurance that drugs produced in 

countries would be cheaper than those imported from abroad. A number of the larger developing 

countries, such as Brazil, India and Nigeria, would be able to undertake drug synthesis or 

formulation; both Brazil and India, in fact, had already started to do so. 

The old question of simian malaria had been raised. Human parasites did not enter apes 

or monkeys, so there was no need to worry about zoonoses. Individual infections had occurred 

in the past, but they did not constitute a danger. 

He could readily agree with the statements that had been made about activities in 

countries. It was clear that there was a need for increased training of personnel, more 

research institutions and increased budgetary allocations. 



COMMITTEE A: SIXTEENTH MEETING 197 

It had already been stated that, in some hyperendemic and holoendemic areas, transmission 

could not be interrupted with the available technology. That technology, nevertheless, could 

reduce the malaria burden in many countries if it was intelligently and rationally selected. 

It was for that reason that the Director -General had emphasized the need for a flexible 

epidemiological approach. Progress was also being made in the search for new tools in the 

struggle against malaria, and particularly for new and better drugs. 
No particular emphasis had been placed, in the document, on primary health care, but 

reference had been made the previous year to the inclusion in a number of countries of malaria 
control activities in primary health care. At the Seventh Asian Malaria Conference, to be 

held in the present year, one- quarter of the time would be allocated to discussing how best 
malaria control could be integrated into the primary health care system. 

The delegate of the Netherlands had asked for information on research and training in 
relation to the regular budget and other sources of funds. Document A33 /INF.D0C./1 was not 
intended to be comprehensive, and merely listed the various projects and training activities. 
Training had been specially concerned with the problem of the resistance of P. falciparum to 

drugs. 

The figure of $ 10 million for antimalarial drugs for the African Region was based on the 
estimate that that Region would require 1000 million tablets of chloroquine annually for use 
in primary health care for reducing and preventing malaria mortality, shortening the duration 
of the disease, and reducing morbidity as much as possible. The figure related purely to the 

purchase of antimalarial drugs. The amount required for training activities was $ 3 million. 
With regard to the question of preventing the reintroduction of malaria into Europe 

and the Americas, the vigilance shown in those regions was of great importance. 
The Regional Director for Africa had reported to the Executive Board on WHO's activities 

in that Region. Intercountry teams existed, and WHO was cooperating with Member States in 
developing programmes to deal with specific problems. Since the beginning of 1980 plans 
had been drawn up by two countries: the Comoros had a nine -year programme, but it was not 
clear where the financial resources for implementing it would come from; Angola had also 
drawn up a plan, funds for which would be provided by SIDA. Intercountry teams had cooperated 
with some 11 or 12 countries during the past year. In general, activities in Africa would 
increase in line with resolution WHA32.35. That should lead to an improvement in the situation 
there. WHO had also cooperated with USAID; the latter had taken the initiative of organizing 
a meeting in Washington in December 1979, at which certain criteria had been laid down; on 
the basis of those criteria, two teams had visited a number of African countries and collected 
information. Another meeting had been held in March of the present year, at which the 
strategies for African countries had been discussed and laid down. 

Technical tools and methods had been discussed, but he again stressed that, in spite of 
deficiencies in those tools aid technical problems, what was essential was that the national 
will should be expressed through political support for long -term malaria control activities. 
Malaria control must be an integral part of health programmes, primary health care must include 
malaria control, and community participation must be secured. 

The CHAIRMAN suggested that, to sum up the discussion, a decision be formulated for 
submission to the Health Assembly. 

Mr VOHRA (India), Rapporteur, read out the following draft decision which he suggested 
should be transmitted to the Health Assembly: 

Decision: The Thirty -third World Health Assembly reviewed the progress report by the 
Director-General on malaria control strategy and noted that the Executive Board would 
undertake a more detailed study on the implementation of the strategy. 

It was so agreed. 
1 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
decision (16). 
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2. WORKERS' HEALTH PROGRAMME (PROGRESS REPORT): Item 28 of the A еndа (Document 
WHА32 /1979 /REC /1, resolution WHА32.14, para. 5; Document А33 /12 (continued from 
the fifteenth meeting, section 2) 

The CHAIRMAN invited the Committee to consider the following draft resolution which 
included the amendments that had been proposed at the previous meeting: 

The Thirty -third World Health Assembly, 
Having examined the summary of the programme of action on workers' health, contained 

in the Director -General's report on this subject; 

Confirming the importance and validity of resolution WHА32.14 which views with much 
concern the magnitude of health problems suffered by the underserved working popu- 
lations, mainly workers in agriculture, small industries and construction, and 

migrant workers, who constitute the majority of working populations throughout the world; 
Aware of the growing health problems related to child labour, where applicable; 

Stressing the particular obligations of all those responsible in the government, the 

economy and other sectors of society for the establishment and maintenance of safe working 
conditions and thus for meeting the requirements of workers' health protection; 

Convinced that there is a growing need for a new perspective integrating occupational 

health in the primary health care of underserved working populations, particularly in 

the developing countries; 

Recalling that, for setting and implementing strategies for health for all by the 

year 2000, it is necessary to promote occupational health services and to strengthen 

institutions, training and research in this field; 

Noting that the response to the call for voluntary contributions to this field has 

so far been limited; 

1. ENDORSES the programme of action on workers' health summarized in the progress 

report and requests the Director -General to implement it; 

2. URGES Member States to pay special attention to the provision of health care to 

working populations, particularly underserved workers, including migrant workers and 

working children, where applicable, and to contribute financially to WHO's programme of 

action in this field; 

3. INVITES industries, voluntary agencies, nongovernmental organizations and individuals 

to contribute, both in funds and in kind, to WHO's work in this field; 

4. REQUESTS the Director -General: 

(a) to implement in decisive steps the programme of action on workers' health, 

taking into account the proposals for the Organization's future activities made 

during the discussions; 
(b) to support the developing countries in ensuring safe working conditions aid 

effective protective measures for workers health in agriculture and in industrial 

enterprises which already exist or which will be set up in the process of 

industrialization by using the experience gained in this field by developing 

countries and by designating more WHO collaborating centres for occupational health 

in these countries: 

(c) to approach governments and other potential donors to seek extrabudgetary 

funds for the Voluntary Fund for Health Promotion to be used for implementing this 

programme; 

(d) to continue his dialogue with ILO and other United Nations agencies with a 

view to developing mechanisms of coordination and strengthening cooperation in this 

field; 

(e) to develop guidelines concerning the role of ministries of health, where 

applicable, in the field of workers' health, occupational health and control of the 

working environment; 
(f) to submit progress reports to future Health Assemblies on the implementation 

of this programme of action. 



COMMITTEE A: SIXTEENTH MEETING 199 

Second preambular paragraph 

Mr ARGUEDAS (Bolivia), emphasizing the importance of explicitly including miners in the 

draft resolution, proposed that miners be mentioned in particular before "migrant workers" 

in the fourth line of the paragraph. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that it might 

be more appropriate to insert the word "mining" between "agriculture" and "small industries" 

in the third line. 

Mrs BRUGGEMANN (Secretary) said that the second preambular paragraph confirmed only the 

issues dealt with in resolution WHA32.14. Since the Committee had agreed at the previous 

meeting to introduce a separate paragraph on child labour, namely the third preambular para- 

graph, it might be best to insert the reference to mining in that paragraph after child labour. 

A corresponding insertion would also be made, if the Committee agreed, in operative paragraph 2. 

It was so agreed. 

Third preambular paragraph 

Professor SENAULT (France) said that, as a matter of drafting affecting the French text 

only, the first line of the third preambular paragraph should read "... que pose l'utilisation 

des enfants comme main d'oeuvre ". 

Operative paragraph 2 

Dr HUYOFF (German Democratic Republic) maintained his proposal to delete the word 

"financially" in the penultimate line, in order to avoid restricting the ways in which Member 

States might contribute to the programme. 

Dr ROGOWSKI (Poland) maintained his support for that amendment. 

Dr OSMAN (Sudan) opposed that deletion in view of the great importance of obtaining 

financial support. 

Professor DOÚ�RAMACI (Turkey), supported by Dr OSMAN (Sudan), proposed that the phrase 

read: "to contribute financially and in all other ways... ". 

Dr HUYOFF (German Democratic Republic) accepted that proposal as a compromise. 

Dr BOOTH (Australia) proposed the words "financially aid otherwise ". 

Dr ROGOWSKI (Poland) proposed "and/or", instead of "and". 

It was agreed that the penultimate line should be amended to read: "...to contribute 

financially and/or otherwise to WHO's programme ...". 

Operative paragraph 4(a) 

Dr OSMAN (Sudan) proposed that the following words should be added at the end of the 

paragraph: "and to allocate necessary funds in the regular budget for this purpose ". 

The amendment was adopted. 

Operative paragraph 4(b) 

Dr OSMAN (Sudan) proposed that in the fourth line the word "gained" should be replaced by 

the word "available "; and that the words "both industrialized and" should be inserted before 

the word "developing ". He also proposed that in the last line the words "these countries" 

should be replaced by the words "the developing countries ". 
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Mr ARGUEDAS (Bolivia) proposed that the words "in mining and" should be inserted before 
"in industrial" in the second line. 

The amendments were adopted. 

Operative paragraph 4(e) 

Dr ROSDAHL (Denmark) said that, while he understood the reasons for the amendments 
proposed by the delegate of Oman at the previous meeting, he still felt that it would be 
inappropriate to request the Director -General to develop guidelines on the role of ministries 
of health. He therefore proposed that the paragraph should be redrafted to read: "to study 
the various models of the role of ministries of health in the field of occupational health and 
control of the working environment and to cooperate with Member States, upon request, by 

submitting guiding principles based on the different models for use by requesting countries ". 

Professor SENAULT (France) said that he appreciated the reasons for the amendment 
proposed by the delegate of Oman. However, in the light of his statement at the preceding 
meeting and the reservations expressed by the United Kingdom delegate, he proposed that the 
beginning of the paragraph should be redrafted on the following lines: "to develop, where 
applicable, guidelines concerning the role of the ministries concerned in the field of workers' 

health . . .". That would leave the way open for adaptation in particular circumstances. 

Dr OSMAN (Sudan) proposed the following version on behalf of the delegate of Oman, who 
had unfortunately been called away on urgent business: "to develop guidelines concerning the 
role of various governmental bodies, including health ministries, in the field of occupational 
health and control of the working environment, in close cooperation with ILO and other United 
Nations agencies." 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that the 

delegates of Denmark and Sudan (on behalf of the delegate of Oman) should combine their 
amendments, since they had so much in common. 

The CHAIRMAN suggested that a small working group, composed of the delegates of Denmark, 

France, Sudan and the United Kingdom, with the help of a member of the Secretariat, should 

produce a combined text. 

It was so agreed. 

Dr COHEN (Director, Programme Promotion (Director -General's Office)) reported that the 

group had agreed on the following text by consensus: "to study, in cooperation with ILO and 
other United Nations agencies concerned, different examples of the role of various ministries 
in the field of occupational health and control of the working environment, and to cooperate 
with Member States upon request by offering guiding principles based on these studies." 

The amendment was adopted. 

The draft resolution, as amended, was approved.1 

3. FOLLOW -UP OF WHO/UNICEF MEETING ON INFANT AND YOUNG CHILD FEEDING: Item 23 of the Agenda 
(Document А33/6 and Add.l) (continued from the eighth meeting, section 1) 

The CHAIRMAN drew the Committee's attention to the following draft resolution which had 
been prepared by the drafting group and thanked the group for their assiduity: 

The Thirty -third World Health Assembly, 

Recalling resolutions WHA27.43 and WНАЗ1.47 which in particular reaffirmed that 

breastfeeding is ideal for the harmonious physical and psychosocial development of the 

child, that urgent action is called for by governments and the Director -General in order 

1 
Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA33.31. 
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to intensify activities for the promotion of breastfeeding and development of actions 

related to the preparation and use of weaning foods based on local products, and that 

there is an urgent need for countries to review sales promotion activities on baby foods 

and to introduce appropriate remedial measures, including advertisement codes and 

legislation, as well as to take appropriate supportive social measures for mothers 

working away from their homes during the lactation period; 

Recalling further resolutions WHA31.55 and WHA32.42 which emphasized maternal and 

child health as an essential component of primary health care, vital to the attainment 
of health for all by the year 2000; 

Recognizing that there is a close interrelationship between infant and young child 
feeding and social and economic development, and that urgent action by governments is 

required to promote the health and nutrition of infants, young children and mothers, 

inter alia through education, training and information in this field; 

Noting that a joint WHO/UNICEF Meeting on Infant and Young Child Feeding was held 
from 9 to 12 October 1979, and was attended by representatives of governments, the 

United Nations system and technical agencies, nongovernmental organizations active in 

the area, the infant -food industry and other scientists working in this field; 

1. ENDORSES in their entirety the statement and recommendations made by the joint 
WHO/UNICEF Meeting, namely on the encouragement and support of breastfeeding; the 

promotion and support of appropriate weaning practices; the strengthening of education, 
training aid information; the promotion of the health and social status of women in 
relation to infant and young child feeding; and the appropriate marketing and distri- 
bution of breastmilk substitutes. This statement and these recommendations also make 
clear the responsibility in this field incumbent on the health services, health personnel, 
national authorities, women's and other nongovernmental organizations, the United Nations 
agencies and the infant -food industry, and stress the importance for countries to have a 
coherent food and nutrition policy and the need for pregnant aid lactating women to be 

adequately nourished; the joint Meeting also recommended that "There should be an 

international code of marketing of infant formula and other products used as breastmilk 
substitutes. This should be supported by both exporting and importing countries and 
observed by all manufacturers. WHO and UNICEF are requested to organize the process for 
its preparation, with the involvement of all concerned parties, in order to reach a 
conclusion as soon as possible "; 

2. RECOGNIZES the important work already carried out by the World Health Organization 
and UNICEF with a view to implementing these recommendations and the preparatory work 
done on the formulation of a draft international code of marketing of breastmilk 
substitutes; 

3. URGES countries which have not already done so to review and implement resolutions 
WHA27.43 and WHA32.42; 

4. URGES women's organizations to organize extensive information dissemination 
campaigns in support of breastfeeding and healthy habits; 

5. REQUESTS the Director -General: 

(1) to cooperate with Member States on request in supervising or arranging for 
the supervision of the quality of infant foods during their production in the 
country concerned,.as well as during their importation and marketing; 
(2) to promote aid support the exchange of information on laws, regulations, and 
other measures concerning marketing of breastmilk substitutes; • 

6. FURTHER REQUESTS the Director -General to intensify his activities for promoting the 
application of the recommendations of the joint WHO/UNICEF Meeting and, in particular: 

(1) to continue efforts to promote breastfeeding as well as sound supplementary 
feeding and weaning practices as a prerequisite to healthy child growth and 
development; 

(2) to intensify coordination with other international and bilateral agencies for 
the mobilization of the necessary resources for the promotion and support of 
activities related to the preparation of weaning foods based on local products in 
countries in need of such support and to collate and disseminate information on 
methods of supplementary feeding and weaning practices successfully used in • 

different cultural settings; 
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(3) to intensify activities in the field of health education, training and 
information on infant and young child feeding, in particular through the preparation 
of training aid other manuals for primary health care workers in different regions 
and countries; 

(4) to prepare an international code'of marketing of breastmilk substitutes in 
close consultation with Member States and with all other parties concerned including 
such scientific and other experts whose collaboration may be deemed appropriate, 
bearing in mind that: 

(a) the marketing of breastmilk substitutes and weaning foods must be 
viewed within the framework of the problems of infant and young child feeding 
as a whole; 

(b) the aim of the code should be to contribute to the provision of safe 

and adequate nutrition for infants and young children, and in particular to 

promote breastfeeding and ensure, on the basis of adequate information, the 
proper use of breastmilk substitutes, if necessary; 

(c) the code should be based on existing knowledge of infant nutrition; 
(d) the code should be governed inter alia by the following principles: 

(i) the production, storage and distribution, as well as advertising, 

of infant feeding products should be subject to national legislation or 

regulations, or other measures as appropriate to the country concerned; 

(ii) relevant information on infant feeding should be provided by the 

health care system of the country in which the product is consumed; 

(iii) products should meet international standards of quality and 

presentation, in particular those developed by the Codex Alimentarius 

Commission, and their labels should clearly inform the public of the 

superiority of breastfeeding; 

(e) to submit the code to the Executive Board for consideration at its 

sixty - seventh session and for forwarding with its recommendations to the 

Thirty- fourth World Health Assembly, together with proposals regarding its 

promotion and implementation, either as a regulation in the sense of 

Articles 21 and 22 of the Constitution of the World Health Organization or as 

a recommendation in the sense of Article 23, outlining the legal and other 

implications of each choice; 

(5) to review the existing legislation in different countries for enabling and 

supporting breastfeeding, especially by working mothers, and to strengthen the 

Organization's capacity to cooperate on the request of Member States in developing 

such legislation; 

(6) to submit to the Thirty- fourth World Health Assembly, in 1981, and thereafter 

in even years, a report on the steps taken by WHO to promote breastfeeding and to 

improve infant and young child feeding, together with an evaluation of the effect 

of all measures taken by WHO and its Member States. 

Dr SHWE TIN (Burma), Chairman of the drafting group, introduced the draft resolution, 

saying that the drafting group had reviewed all the many amendments submitted. It had become 

clear to the group during its four meetings that it had to deal, not only with questions of 

drafting, but also with questions of principle. Fortunately a consensus had been achieved. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) noted that the (e) in 

subparagraph 6 (4) should be replaced by the word "and" in order to link the words following 

it to the main body of paragraph 6 (4). 

Dr BRYANT (United States of America) introduced the following two proposed amendments 

to the draft resolution: 

(1) in subparagraph 6 (4), the deletion of the words "in close consultation with 

Member States and" and their replacement by the words "by convening a working group of 

all interested Member States, and by consulting "; 

and 

(2) in subparagraph 6 (4)(e), the deletion of the words "and for forwarding with 

recommendations" and their replacement by the words "and, as appropriate and necessary, 
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to the working group of Member States for further review before presentation "; also the 

insertion, after the word "Assembly," of a semi -colon and the words "the code should be 

submitted ". 

He explained that it was with the greatest reluctance that his delegation had submitted 

the amendments before the Committee. His delegation had participated in the hard work of the 

drafting group which had prepared the text and he apologized to its members, and particularly 

to the original sponsor aid the Chairman of the group for reverting to the matter after the 

completion of their work. His Government, however, wished to express its concern regarding 

one particular aspect. 

The purpose of the United States amendments was to provide clearly and explicitly for 

a role to be played by the governments of Member States in the preparation of the draft code. 

The text as presented provided for "consultation" with Member States and for review by the 

Executive Board and the Health Assembly. His Government believed that that was not explicit 

enough and wished to make it clear that when governments were asked to adopt a formal agreement 

of the nature of an international code, that agreement should be discussed and negotiated in 

detail by the governments themselves. That was the practice regarding the preparation of 

codes in the United Nations Economic and Social Council, UNCTAD, ILO and other parts of the 

United Nations system. The proposal did not imply any lack of respect for, or of confidence in, 

the WHO Secretariat but simply called attention to the need to maintain an orderly and common 

system of preparation for all codes. Indeed, the experience of the drafting group had made 

clear the need for a mechanism in which frank exchanges of views and adjustments of wording 
were possible. 

In the first amendment the intention was to make it explicit that a consultative meeting 

with Member States would be held prior to the referral of the draft code to the Executive 

Board. His delegation was open to suggestion from the Secretariat as to another form of 
words to express that intention. The intention behind the second amendment was to make 
explicit the possibility that the Director -General or the Executive Board might wish to seek 

further consultations with Member States between the meeting of the Executive Board and the 
World Health Assembly. There was no intention to encroach on the prerogatives or authority 

of the Executive Board, but simply to make clear that the governments of Member States 
might, if appropriate and necessary, be called into consultation by the Director -General and 
the Executive Board. Again, he was willing to accept another formulation to express that 

thought. 

The amendments would not exclude the government of any Member State. In particular, it 

was desirable that the consultative groups should include representatives of as many developing 

countries as possible. Indeed, he had noted with regret that the drafting group which had 
prepared the draft resolution had included very few representatives from developing countries. 
That was especially unfortunate since the problem of infant malnutrition the draft resolution 
dealt with arose primarily in developing countries. It was, he thought, the intent of all 
delegations present and of the Secretariat that the developing countries should participate 
in the negotiation of the code. 

He stressed that his proposed amendments were not intended to slow down the development 
of the code, since the timetable would remain the same. In that connexion, it would be 
appreciated if the Secretariat could restate the steps for consulting with governments that it 
intended to pursue in the coming year. 

In conclusion, he reiterated his Government's strong support for improved approaches to 

the problems of infant malnutrition and breastfeeding, as well as to the problems of improper 

marketing practices for breastmilk substitutes. The concern expressed in the amendment 

related only to the process by which a draft code was prepared. 

Dr MORK (Norway) stressed the many hours of hard work that had gone into the preparation 
of the draft resolution before the Committee. He moved the closure of the debate in accordance 
with Rule 63 of the Rules of Procedure. 

Professor DOGRAMACI (Turkey) speaking against closure, said that a continuation of the 

debate would perhaps make the United States amendments more understandable. 

The motion for closure was adopted by 51 votes to 1, with 13 abstentions 
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The CHAIRMAN invited the Committee to vote on the two United States amendments. 

The first United States amendment was rejected by 42 votes to 11, with 13 abstentions. 

The second United States amendment was rejected by 43 votes to 8, with 13 abstentions. 

The CHAIRMAN then invited the Committee to vote on the draft resolution prepared by the 
drafting group. 

The draft resolution was approved by 66 votes to none, with 2 abstentions.1 

Dr BRYANT (United States of America) said that although his delegation had joined the 

consensus on the issue before the Committee, it was seriously concerned over the mechanism 
that had been created for the further elaboration of a draft code. In particular, his 
Government did not wish the present decision to be considered as a precedent for the drafting 
of codes of conduct in other organizations of the United Nations system, where intergovernmental 
groups were the accepted way of carrying out such business. His delegation had joined the 

consensus because it understood that the process to be pursued by WHO in developing the code 
would permit the fullest possible consultation with governments concerning its provisions, 

including the opportunity for discussion and negotiation between interested governments. The 
earlier statement by Dr Tejada -de- Rivero, Assistant Director -General, that in the course of the 

process the Director -General would, as always, be guided by the counsel provided by all 

interested governments was greatly appreciated. 

Dr LAW (Canada) associated herself with the reservations expressed by the delegate of the 

United States of America. 

4. THIRD REPORT OF COMMITTEE A (Document А33/52) 

Mr VOHRA (India), Rapporteur, read out the draft third report of the Committee. 

The report was adopted (see document WHA33/1980/REС/2). 

5. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 18h00. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA33.32. 



COMMITTEE В 

FIRST MEETING 

Thursday, 8 May 1980, at 12h00 

Chairman: Dr E. M. SAMBA (Gambia) 

1. ELECTION OF VICE - CHAIRMEN AND RAPPORTEUR (RULE 36): Item 33 of the Agenda (Document 

A33/35) 

The CHAIRMAN drew attention to the third report of the Committee on Nominations, in 

which Mr D. J. de Geer (Netherlands) and Mr B. C. Perera (Sri Lanka) were nominated for the 

offices of Vice -Chairmen of Committee B and Mrs T. Raivio (Finland) for that of Rapporteur. 

Decision: Committee B elected the following officers: Vice -Chairmen: Mr D. J. de Geer 
Netherlands) and Mr B. C. Perera (Sri Lanka); Rapporteur: Mrs T. Raivio (Finland). 

2. ORGANIZATION OF WORK 

The CHAIRMAN, in accordance with resolution WHАЗ1.9, paragraph 1(2), reminded the 

Committee of the role of the Executive Board in the work of the Organization and of that of 
its representatives in the Health Assembly. 

He drew attention to the Rules of Procedure governing the work of the Health Assembly 
and to the terms of reference of Committee B, which were contained in paragraph 1(2) of 

resolution WHA31.1. 

He proposed that the Committee should normally meet from 9h30 to 12h30 and from 14h30 to 
17h30. 

It was so agreed. 

Dr CHRISТENSEN (Secretary) drew attention to the main documents serving as background to 
the Committee's work. 

The meeting rose at 12h30. 
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SECOND MEETING 

Tuesday, 13 May 1980, at 9h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 34 of the Agenda 

Mr FURTH (Assistant Director -General), introducing the item as a whole, was pleased to 
report that, despite continuing unfavourable trends in currency exchange rates and galloping 
inflation in many of its Member States, 1979 had been one of the best financial years ever 
experienced by WHO. 

Drawing the Committee's attention to the table in the Financial Report (document А33/17) 
entitled "Highlights of the 1979 financial operations" (page 3), which confirmed the very 
satisfactory results achieved during the year, he indicated that the rate of collection of 
contributions for the regular budget had improved year by year since 1976, reaching 98% iп 
1979 - the highest rate achieved since the inception of the Organization. Conversely, the 
income deficit at year -end had been declining steadily since 1976, falling to about 
US$ 2.2 million in 1979, which was significantly lower than the corresponding figures for the 
preceding three years. As a consequence, the balance of the Working Capital Fund had been 
much higher at the end of 1979 (approximately US$ 7.6 million) than at the end of 1978 
(approximately US$ 4.2 million), not to speak of 1977 or 1976, when the Working Capital Fund 
had been entirely depleted at year-end and it had been necessary to borrow considerable sums 
from other internal WHO funds to cover fully the year -end income deficits. Moreover, as was 

indicated in paragraph 6 of the Introduction (page 4), for the first time since 1976, when the 
internal borrowing facility had been established by the World Health Assembly, it had not been 

necessary to resort to that facility at any time during the year, since the balance of the 

Working Capital Fund had been sufficient throughout the year to cover temporary shortfalls in 

the collection of assessed contributions. 
The "Highlights" table on page 3 also showed that the total obligations incurred during 

the year 1979 under all sources of funds had amounted to just over US$ 375 million, which 
included some US$ 135.5 million (approximately 36.2 %) in respect of obligations incurred 
under sources of funds other than the WHO regular budget, РАНО and 'ARC. That percentage was 
considerably higher than in recent years (33% and 30.3% in 1978 and 1977, respectively) and 
confirmed the success of sustained efforts to increase both resources and obligations under 
sources of funds other than the regular budget. The increase of obligations incurred under 

extrabudgetary funds was even more startling when the regular budget was compared with the 

entire integrated international health programme: as was shown on page 46 of the Financial 

Report, obligations incurred under the regular budget in 1979 had, for the first time in the 

Organization's history, represented less than half of the total obligations incurred during 

the year in question. 

In relation to the increase in the use of extrabudgetary funds, he drew the Committee's 

particular attention to two facts revealed in the table on page 3: first, the resumption in 

1979 - after an interruption in 1978 - of the trend of considerable annual increases in 

obligations incurred under the Voluntary Fund for Health Promotion; and secondly, as shown 

under "United Nations Development Programme ", an indication of a reversal in the trend of 

diminishing utilization of UNDP resources which had begun in 1976 as a result of the UNDP's 

financial crisis at that time. The table also reflected considerable increases in 1979 in 

obligations incurred in the Trust Fund for the Special Programme for Research and Training in 

Tropical Diseases, the Onchocerciasis Control Programme, and the United Nations Fund for 

Population Activities, the obligations under the last -named Fund having increased dramatically 

and surpassed those under the UNDP for the first time, by the amount of US$ 1.1 million. 

- 206 - 
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Finally, the table indicated that US$ 12.8 million of casual income had been earned in 

1979, which was the largest amount of casual income ever recorded by the Organization in any 

one year. The details on casual income on pages 36-37 showed that in 1979 interest income 

alone had amounted to approximately US$ 7.8 million. Such a high figure - again the highest 

for any one year - reflected the Organization's ability to take maximum advantage of the 

unusually high interest rates which had prevailed in 1979 by making short -term deposits of all 

cash not immediately required for operations. 

The major utilization of casual income in 1979 was succinctly explained in paragraph 8 of 

the Introduction. It would be noted that almost US$ 11 million of casual income had been 
used in 1979, as authorized by resolution WHA32.2, to meet the unforeseen additional costs of 

implementing the approved programme budget resulting from fluctuations in the rate of exchange 
between the United States dollar and the Swiss franc. Had the Director -General not been 

authorized to use casual income for this purpose, he would undoubtedly have had to propose to 

the Thirty- second World Health Assembly a very large supplementary budget for 1979. It 

should also be noted that an additional US$ 2 million of casual income would have been 
required to meet the costs of such currency fluctuations if the Director -General had not 
found it possible to effect economies in operations in certain sectors at headquarters. 

In view of the interest often shown by members of the Committee in the cost of 

administrative support services as a proportion of all obligations incurred, he drew attention 
to paragraph 11 of the Introduction, which indicated that the total cost in 1979 of the 

administrative support programmes, both at headquarters and in the regions, represented only 

about 13.3% of all obligations incurred under the regular budget and other sources of funds, 

excluding РАНО and ‚ARC. Considering the ever -increasing requirements in the administrative 

support area, resulting from the steady growth in activities financed from sources of funds 

other than the regular budget, he believed that the 13.3% figure for administrative support 

costs should be considered very low; it would have been much higher had it not been for the 

determined efforts of the Director -General to hold such costs to the absolute minimum. 
Concerning the format and general contents of the report he noted that, while there had 

been a few minor alterations in the body of the report which mainly reflected recommendations 
of an inter- agency working party on harmonization of financial reporting within the United 
Nations system, the major change was the addition of a fairly voluminous Appendix, containing 

details of income and expenditure under all extrabudgetary funds available for programme 

purposes. It was directly related to the Director -General's proposal, endorsed by the 

Executive Board and to be considered by the Committee under item 36, to replace the annual 

review by the Executive Board of the Voluntary Fund for Health Promotion by an annual review 

by the Health Assembly of all extrabudgetary funds. He drew the Committee's particular 

attention to the summary (page 76) giving information on 1979 income and expenditure under all 

extrabudgetary funds. The summary of contributions by year to the Voluntary Fund for Health 

Promotion on page 77 might suggest that the trend of increasing annual contributions to the 
Voluntary Fund had come to an end in 1979, since the amount received in that year had been 

lower than in the previous four years. That was somewhat misleading, however, since the 

1979 figure would have been considerably greater - possibly by more than US$ 20 million - if 

amounts shown in the past as having been contributed to the Voluntary Fund had not instead 

been shown, in 1979, as income to the Trust Fund for the Special Programme for Research 
and Training in Tropical Diseases and the newly established Sasakаwa Health Trust Fund. 

He also mentioned that, as in past years, detailed information on project costs by source 

of funds for country, intercountry, global and interregional activities derived from the 

audited accounts was available in computer printout format to any delegate on request. 

In conclusion, he referred the Committee to the Reports of the External Auditor on 
pages 8 -15 and 66 of document АЭЭ/17. They were somewhat more complete and detailed than 

last year's reports, probably because the External Auditor, who had been appointed only during 
the course of the financial year 1978, had now had the opportunity to start implementing the 
programme of examination of systems in operation at the regional offices. His reports 

contained some criticisms, suggestions and recommendations relating in particular to operations 

in the regions, which would be seriously considered and followed up by the Director -General 

and the Regional Directors. 

Sir Douglas HENLEY (External Auditor), speaking at the invitation of the CHAIRMAN, said 

that the primary object of his audit was to ensure that the main statements in the Financial 
Report fairly reflected the state of the Organization's finances at the end of the budgetary 
period and the manner in which funds had been allocated and used. There were no formal 
shortcomings in those respects that required him to qualify the reports and certificates 
signed by him and included in document А33 /17. 
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It was also his duty to draw attention to any cases in which the Financial Regulations 
or other rules laid down by the Organization had not been observed or in which improper 
claims or payments had been made. He had done so in paragraph 6 of his report. The 

specific problems referred to there, however, did not indicate any serious general shortcomings 
although the Organization had undertaken further investigations. 

In carrying out the straightforward financial examination of accounts, the main concern 
had been to consider the general efficiency of the accounting and reporting systems. Most 
of those were computerized, a feature that involved considerable problems; but he was pleased 
to report that progress had been made in the past year. Examination of that important 
technical aspect of the Organization's accounting was a continuous task for the External 

Auditor. 
He welcomed the report of the Committee of the Executive Board to Consider Certain 

Financial Matters prior to the Thirty -third World Health Assembly (document А33 /37), which had 
made a very helpful contribution (especially in paragraphs 5 -9) to the understanding and 
assessment of the Organization's financial management and efficiency by examining the Financial 
Report and his own Report and by giving its views on their respective significance. 

Paragraphs 1 -12 of his Report dealt with financial matters; the latter part of his Report 

(paragraphs 13 -33) contained his main findings on broader matters of management. Following 
on from the work begun by his predecessor, his examinations had mainly concentrated in 1979 on 

the African and Eastern Mediterranean Regional Offices. He hoped soon to be able to carry 
out similar examinations in the other regional offices. 

The Committee of the Executive Board had expressed some concern with his comments 

(in paragraphs 13 -17 of his Report) on the procurement of a computer system for the African 
Regional Office - a matter quite distinct from the computerization of accounting to which he 

had just referred. It would be readily recognized that the planning and implementation of 

such a system involved complex problems, which were not unique to that Office. He had none 

the less thought it necessary to draw attention in his Report to the considerable time 

elapsing in this particular instance between the initial investment made in that equipment 

and the benefits expected from it. In connexion with the section of his Report entitled 

"Year -end obligations and local procurement" (paragraphs 18 -20), he noted that two distinct 

kinds of problem could arise when funds had to be committed late in a financial year: it was 

necessary to ensure that the regulations governing commitments and contracts were complied 

with, and it was necessary to ensure that hurried obligation of funds against a deadline 

did not lead to uneconomic purchasing or to the purchase of inessentials. A further problem 

(mentioned in paragraphs 21 -23 of his Report) was the reporting and evaluation of fellowships. 

Fellowships were an important means of channelling some of the Organization's funds for the 

eventual promotion of health and it was necessary to ensure that reasonably effective means of 

assessing their outcome were established. In that respect, the arrangements in one Region 

examined left something to be desired, and the Committee of the Executive Board shared his 

concern with the problem. 

His Report also dealt with two other issues to which the Organization would no doubt 
wish to give attention. First, the planning of such a project as the Centre for Educational 
Technology in the Health Services (Cairo) needed to be improved and an assessment should be 
made of the ways in which the Government concerned could cooperate usefully with the 
Organization to ensure that the investment led to results within a reasonable time. The 

second issue was that of salary subsidy payments to nominated national staff in the Eastern 
Mediterranean Region; it was not easy to determine whether the Organization's funds were 
achieving the intended results. 

In closing, he wished to stress the close and valuable cooperation established with the 

Organization's Internal Audit section. He had also worked with the Finance branches of the 

Organization and would continue to do so in fulfilment of their main objective and duty, namely 

to improve the overall financial management of the Organization. 

Financial report on the accounts of WHO for 1979, report of the External Auditor, and comments 

thereon of the Committee of the Executive Board to Consider Certain Financial Matters prior to 
the Health Assembly: Item 34.1 of the Agenda (Article 18 (f) of the Constitution; Financial 

Regulations 11.5 and 12.9; Resolution EB65.R16; Documents А33/17 and А33/37) 

Dr ABDULHADI (representative of the Executive Board) introduced the first report of the 

Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Thirty -third World Health Assembly (document А33/37), which had met on 5 and 6 May 1980 to 



COMMITTEE B: SECOND MEETING 209 

review the Financial Report for 1979 and the Report of the External Auditor thereon, as 

provided for in resolution EB65.R16. The report summarized the Executive Board Committee's 

deliberations on the main items it had considered; in response to a number of comments and 

questions by its members, the Director -General had provided material additional to that con- 

tained in the documentation. In the last paragraph of its report the Committee proposed for 

adoption by the Health Assembly a draft resolution accepting the Director -General's Financial 

Report and the Report of the External Auditor for the financial year 1979. 

Mr WIRTH (Federal Republic of Germany) said that the carefully prepared documentation 

submitted by the Secretariat showed that the financial position of the Organization was in good 

shape. Since there would be no debate on the budget at the current Health Assembly, it might 

be wise to devote more time to the External Auditor's Report, which was more comprehensive and 

detailed than in the past. It also included more observations regarding the efficiency of 

financial procedures and of administration in general - a welcome development which his 

delegation hoped would be continued in future. 

The Report referred to the ongoing financial and budgetary control problems experienced 

at one of the regional offices - difficulties which had arisen repeatedly since 1975. The 

fraudulent claims made by staff members against the Staff Health Insurance Fund constituted an 

additional irregularity within the same regional office. The External Auditor and the 

Director -General might wish to explain whether such recurring problems were due to a shortage 

of qualified staff, to organizational failings, to inadequate supervision, or to other factors. 

In any case, serious and comprehensive measures should be taken to prevent any further 

recurrence. 

Pending the effective operation of the fellowship evaluation system the difficulties 

relating to fellowships should be taken up by the Executive Board and regional committees, as 

proposed by the Committee of the Executive Board. 

He would welcome information on the reasons for the salary subsidy payments mentioned in 
the External Auditor's Report, on their legal basis in the Staff Regulations, and on the 

practice in other organizations of the United Nations system. 

Dr MOCUMBI (Mozambique),referring to the situation obtaining in the African Region with 
regard to year -end obligations and local procurement, said that the obligation of funds in 

1978 in respect of "front -line" states had been made bearing in mind that certain countries 
had found themselves in quite exceptional circumstances, as had been recognized in resolutions 
AFRO/RC/27/82 and AFRO/RC/27/R4. The area concerned, and his country in particular, had been 
suffering from the consequences of a war of aggression in which, in addition to the losses in 
human lives, many vital health supplies, equipment and installations had been destroyed. The 
Regional Director was to be congratulated on the measures he had taken to overcome the diffi- 
culties at a time when it had not been possible to engage in local procurement. 

The organizations of the United Nations system should adapt their financial machinery 
to local realities; they should display flexibility and avoid unnecessary bureaucracy. He 
agreed with the External Auditor that basic problems could not be solved by the hasty obligation 
of funds at the last minute with a proviso that they had to be spent in only three months. 
It was therefore necessary to revise the methods that applied to countries such as Mozambique, 
whose budget was too small to meet the needs of its present health programmes. The efforts 
made by the Regional Office for Africa were greatly appreciated, and he hoped that they would 
be continued. 

It was distressing to note that every year large sums of money that might have been used 
for constructive health projects were spent merely on making up dollar -exchange losses. A 
thorough analysis should be made of the problem and adequate measures taken to overcome it. 
Decisions taken on other items of the agenda, such as the periodicity of Health Assemblies and 
the study of the Organization's structure in the light of its functions, could make a useful 
contribution towards improving the Organization's finances. 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) noted that the item 

provided an important opportunity to consider, with the assistance of the External Auditor, 
whether the Organization was giving value for money. The Assistant Director -General had 
presented a very acceptable picture of the Organization's financial position in 1979. In 
that connexion he welcomed the inclusion in the Introduction to the Financial Report of a 

section dealing with the estimated real increase in expenditures under the regular budget; 

the figure of 2% given there confirmed that the Organization had been able to fulfil its 
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programmes. Indeed, there had probably been some increase in productivity as a result of 

the use of computers and word -processors and of an improvement in the general efficiency of 

staff. 

It was, however, very difficult to assess whether the programmes had achieved what they 
had been intended to do. The statement on page 19 of document А33/17 showed that comparatively 
small changes had been made between the appropriation heads, although there had been some 
slippage, possibly in research. Incidentally, space might be saved by incorporating Table VI 
on page 60 in that statement. Another interesting feature of the real -terms figure was that 
it supported the confidence of governments in the Organization's budgetary process and in the 

amount allocated to cover cost increases. The real -terms calculation was, of course, very 
approximate, and the Organization might see whether it could be refined. 

Referring to the Assistant Director -General's statement, he shared the view that the use 

of casual income as a buffer to cover currency fluctuations had worked very well. It was to 

be hoped that in 1980 -81 the trend would be reversed and that some money would be paid into 

casual income; under the relevant resolution the Director -General would have to pay in the 

whole of any sum up to $ 15 million during the biennium and might be required to pay more. 

However, although currency fluctuations in terms of the Swiss franc were taken care of, the 

arrangements were not so good for other currencies; in 1979, for instance, the European Region 

had had to postpone some of its programmes and had probably had no increase in real terms 

because of currency fluctuations. 
The Committee of the Executive Board had noted in its report (document А33/37) that the 

cost of administrative support services amounted to 13.3% of the total programmes administered 

by WHO. Other costs were, in fact, also involved; for example, administrative costs at 

headquarters did not include the cost of committee support or certain supervisory services and 

technical activities. By comparison, the 14% figure applied by UNDP, which included both 

administrative and technical support, represented only about half the true WHO figure. 
With respect to the External Auditor's Report, the Mozambican delegate's explanation of 

some of the difficulties encountered with regard to project implementation in the African 

Region had been useful. There was no intention of criticizing the ability of the African 

Regional Office to manage financial affairs, but it would be helpful if increased assistance 

could be rendered it to enable it to maintain the standards which the Organization was 

entitled to expect. The External Auditor had suggested the desirability of introducing 

internationally recruited General Service staff in the Finance section. That suggestion was 

very sound; indeed, the Staff Regulations made it clear that the paramount consideration in 

the appointment of staff was the need to secure the highest standard of efficiency, competence 

and integrity. 

The United Kingdom received a large number of WHO fellows and would welcome a wider look 

at the value of the fellowships and at the way they were used. An amendment in respect of 

fellowships to the draft resolution was probably unnecessary, but the Director -General might 

give an assurance that he would place the matter before the Executive Board and the regional 

committees. 
The table on page 30 of document А33/17 appeared to show a change in investment policy 

insofar as US$ 49 million were shown in securities as against some $ 13 million and$ 11 million 

in the immediately preceding years. Such a change could not have been made with the aim of 

achieving capital gains because the value of the securities was evidently less than the price 

paid for them. He therefore assumed that investment policy was designed to secure as high a 

rate of interest as possible, subject to the safety of the investments made. 

The apparent satisfaction regarding the state of the Organization's affairs might be due 

to the fact that members were not asking the right sort of questions because they did not have 

the most pertinent information. The Director -General, in shaping the financial report, might 

include more analysis of expenditure on such items as staff costs and fellowships. The table 

analysing the use of casual income to counter currency fluctuations could conveniently be 

dropped. The appendix was longer than the report itself and needed slimming. 

Finally, it was possible that the External Auditor might not be present at the following 

Health Assembly. However, it was to be hoped that in the years when no accounts had to be 

considered, advantage would be taken of the opportunity to enable the External Auditor to 

submit more of his valuable comments on value - for -money matters. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that he was glad to note that the 

Organization's financial position was fairly sound and that the level of the Working Capital 

Fund was fully adequate to meet the requirements of the programme budget. However, the fact 

that inflation had swallowed up $ 13 000 000 could not be overlooked; only $ 2 000 000 had 

been saved, while $ 11 000 000 had been taken from casual income. 
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Resolution WHA29.48 had called for a reduction of administrative expenditure, but no such 

reduction had taken place in 1979, owing to a further increase in programme activities 

financed out of extrabudgetary funds. The suggestions in document А33/37 in respect of 

administrative expenditure on such activities enjoyed his delegation's support and should be 

strictly followed. 

The External Auditor had successfully performed his duties insofar as visits to regional 

offices and the development of a computerized system of information on administrative and 
financial questions were concerned. It was gratifying to note that his report contained more 

critical observations and recommendations than in previous years. However, more concrete 
explanations regarding the evaluation of efficiency would be an improvement and would help to 

identify and to remove shortcomings in the Organization's financial policies and practices in 

good time. 

In paragraph 7 of its report the Committee of the Executive Board had rightly noted the 
need for reporting and evaluation of fellowships to be considered by the Executive Board and 
the regional committees. The question arose whether the draft resolution contained in 
document А33/37 should be expanded in consequence. It might, for instance, be advisable for 
the Chairman to consider, in consultation with the Director -General and without specifying any 
particular period of time, whether a further final paragraph should be added, requesting the 
Director -General to submit a report on the fellowship programme, with particular emphasis on its 
evaluation. 

Finally, a clarification as to whether the material prepared by the internal auditors was 
placed at the disposal of the External Auditor or only at that of the Director -General would 
be appreciated. 

Mr LO (Senegal) was gratified to see that the collection rate of budgetary contributions 
was the highest ever achieved by the Organization. He noted, however, that the accounts 
still included losses due to fluctuations between budgetary and accounting rates of exchange. 
Rather than cover those losses by drawing on casual income, he suggested the possible creation 
of a special account based on an average exchange rate. That would be more in keeping with 
orthodox accounting practice than the use of casual income, which might one day show a 
deficit. 

Referring to the Sasakawa Health Trust Fund, founded by the Japan Shipbuilding Industry 
Foundation, which had contributed significantly to WHO programme activities, he asked whether 
more details could be given regarding the allocation of the funds made available. 

Dr RINCHINDORJ (Mongolia) joined other speakers in drawing attention to the adverse 
effect of inflationary fluctuations in exchange rates. A solution might perhaps be found 
on the lines recommended in resolution WHA29.48. 

Dr BROYELLE (France) thanked the Secretariat and the External Auditor. While appreciating 
that the conditions prevailing in some of the African countries justified a flexible attitude, 
she wished that due account be taken of the remarks made by the External Auditor. On the 
other hand, she would like to have further information on the salary subsidy payments paid in 
the Eastern Mediterranean Region, such as the type of national staff concerned and their 
functions, any connexion there might be with national Programme Coordinators, and the criteria 
applied in the selection of persons who received subsidies. 

With respect to Table III of document А33/17 (pages 48 -49) she asked why no figures were 
entered under programme 2.3.4 and what the distinction between programmes 5.1.3, 5.1.10 and 
5.1.11, which appeared in the 1979 programme budget under the general heading "Communicable 
disease control ", as they all related to parasitic diseases and malaria. 

Mr BOYER (United States of America), commending in particular the work of the Committee 
of the Executive Board in highlighting problems in the Financial Report and in the External 
Auditor's Report, suggested that the Board might consider having the Committee meet more often, 
in order to add weight to the review of the financial issues facing the Organization. He 
also paid tribute to the External Auditor for providing in his Report frank information one 
the fraudulent claims made against the Organization by staff members in one of the regions and 
various other financial problems in that area, on problems relating to the use of a new 
computer, the operation of a regional centre, and the reporting on fellowships. Careful 
attention to those reports should enable Member countries to tighten up controls on financial 
and administrative operations, thus producing a more effective use of WHO resources. 
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Noting with satisfaction the achievement of internal savings of about US$ 2 million 
by the Organization, which had partially offset losses due to exchange rate fluctuations, 
he hoped that efforts would be continued to achieve further savings in the future. He looked 
forward in 1982 to the possibility of applying the funds accumulated in the casual income 
account to the 1982 -1983 programme, so as to reduce assessments on Member governments. It 
would be helpful to have confirmation of that from the Secretariat, together with an indication 
of the extent of the reduction that might be expected. 

He welcomed also the inflow of extrabudgetary resources into the Organization and hoped 
that the administrative costs of extrabudgetary funds would continue to be kept low. 

Dr MAFIAMBA (United Republic of Cameroon) said that the provision of full information on 
the handling of the regular budget and extrabudgetary funds was very welcome, since it enabled 
countries to see how much they had contributed and how it had been spent. He thanked the 
External Auditor for the clarity of his Report. The External Auditor's comments in connexion 
with the African Regional Office should ensure that unconventional methods of incurring 
expenditure were avoided in the future, and that governments received full value for their 
money. That they were not receiving full value was illustrated by the matter of the 
procurement of a computer for the African Regional Office. Could not the Secretariat have 
taken steps to ensure that the computer was operational from the time of its installation? 

WHO fellowships were an important means of improving health services in the African 
Region. It would be timely to carry out a review and evaluation of the fellowships granted 
over the past ten years, in order to see how far they had achieved their aims. Such a 
review would also show to what extent countries in the Region really accepted the transfer 
of technology from the host country to the recipient country. There seemed to be some 
resistance to initiating outsiders in the intricacies of research training. In that 
connexion, it appeared necessary to reinforce the health manpower unit in the African Regional 
Office. 

Mr MBOUMBA (Gabon) noted with satisfaction the sound financial situation of the 

Organization in spite of difficulties. He paid particular tribute in that connexion to the 

work of the Regional Director in meeting the wide range of difficulties which had arisen in 
Africa. 

In view of the importance of WHO fellowships in the African Region, he would have liked 
to see a continuous evaluation of their effectiveness and of their relevance to WHO programmes 
and, if possible, an increase in the amounts awarded for fellowships, which were at present 
sometimes insufficient. 

Dr DIALLO (Upper Volta) was not entirely happy about the phrase contained in paragraph 18 
of the Report of the External Auditor in relation to the African RegionalOffice: "it seemed 
doubtful whether the actions taken made the best use of available funds or were within the 
Financial Regulations ". It should not be retained in a report which was the subject of the 
draft resolution in paragraph 10 of document А33/37, which proposed that the Financial Report 
and the Report of the External Auditor should be accepted. Before their acceptance, the 

doubt should be cleared up and the word "amended" should be inserted before "report of the 

External Auditor" in the operative paragraph of the draft resolution. There was always a gap 
between the requirements of the accountant and those of the field health worker. The former 
wanted compliance with every detail of the regulations, while the latter was more concerned to 

bring his activities to a successful conclusion. The conditions obtaining in Africa were in any 
case such that it was not always possible to refer to Geneva before taking action. 

Dr FERNANDES (Angola) said that the problem of exchange rate fluctuations was a serious 

one, which could not be finally solved by use of the casual income account. 

In regard to the comments of the External Auditor on the African Regional Office, it 

was important to remember the particular conditions obtaining in Africa, where for example 

his country, one of the so- called "front- line" States, was exposed to constant threats from 

the racist regime in South Africa. His country was fully satisfied with the flexibility 

conferred by resolutions AFRVRC27/R2 and R4 and with the measures taken by the Regional 

Director. He would not be able to subscribe to the draft resolution in document А33/37, 
unless the wording of the report was amended to read that the actions taken had made the best 

possible use of the funds. 

He referred in conclusion to the provision of WHO fellowships. In his country the need 

was particularly great in view of the virtually complete absence of trained cadres. 
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Mr NYGREN (Sweden) welcomed the provision of full information on extrabudgetary 

activities, à practice that could with advantage be emulated by other agencies. The well - 

documented tables would, however, have been even more valuable if accompanied by analytical 

notes 

The thoroughness of the External Auditor's audit was much appreciated. His delegation 

considered that it was valuable both for WHO and for Member States to have a full and detailed 

account of the difficulties encountered by the majority of international organizations. 

Mr SALIM (Comoros) said that a technical document such as that before the Committee 

required detailed study and it would have been helpful to have had it available a few weeks 

before the date of the Assembly. In view of the difficulty of ensuring that those who were 

granted WHO fellowships returned to their own countries on conclusion of the fellowships, he 

welcomed the practice of posting such fellows for training in African institutions. 

Mr VERGNE SABOIA (Brazil) supported the suggestion by the United States delegate that 

consideration might be given in the future to using any accumulation of surplus funds, set 

aside to cover exchange rate fluctuations and inflationary trends, to reduce Members' 

contributions. 

Dr QUENUM (Regional Director for Africa) stressed that the African Region was an 

extremely complex one; among its 44 Member States, more than 25 came within the category of 

least developed countries, and most of those seriously affected by the economic crisis were in 

Africa. The Region also suffered from communications problems, and from the difficulties 

caused by the existence of a number of banking systems. Thus, many of the observations in 

the Report merely reflected an inherently complex situation. Within the context of that 

situation, he and his staff were doing the best they could. 

He assured the Committee that the computer that had been mentioned was already operating 

successfully. However, the installation of computers, even in the most developed countries, 

inevitably gave rise to certain problems, and in the case of his region there had been 

difficulties both with power supplies and with the availability of maintenance staff. The 

Regional Office was in no way relaxing its efforts; however great the efforts made, there 

would always be some elements in such a complex programme that were beyond its control. 

One member of the Committee had referred to the evaluation of fellowships. Such 

evaluation was in fact a continuous process within the larger context of the development of 

health personnel, and Member States were periodically brought up -to -date in regard to that 

evaluation. The programme had produced excellent results; a number of those who had l 

been trained on WHO fellowships were now in charge of programmes in their own countries, and 

there could be no better illustration than that of WHO's success in helping developing 

countries achieve self -sufficiency. 

WHO was doing its utmost to fulfil its responsibilities to the international community in 

the African Region. 

Dr TAВA (Regional Director for the Eastern Mediterranean) referred to the question which 
had been asked concerning salary subsidy payments to national staff in his Region. Such 

payments were an important element in the Organization's collaborative programme and were 
normally included in the budget under the heading of local costs. They comprised not only 

supplementary payment of salary but also per diem supplements and grants. They provided 
one of the most effective ways in which the collaborative programme was implemented because 

they offered opportunities for making better and more effective use of national staff in joint 

activities. One criterion for the payment of a salary subsidy was that the programme should 
be one in which WHO was actively collaborating; another was that the payment should be made 
to key national elements, mainly field workers who were involved full time in WHO- assisted 

programmes. The full -time aspect was important, because it made it possible to retain staff 
such as university professors in the national service by compensating them for the possible 
loss of their other activities. Such individuals were not, of course, WHO staff members, but 
were government personnel working within WHO- assisted programmes. 

As to the relationship of such workers with WHO Programme Coordinators, the coordinators 
helped in supervising the work done and evaluating the selection of workers by the government. 
The coordinators also advised on when payments should be discontinued. He stressed that 
payment was not continuous; it was made on an ad hoc basis in selected projects and only during 
the time in which the workers were effectively collaborating with WHO. There were at present 
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three countries in the Eastern Mediterranean Region that were more particularly involved but it 

was likely that the involvement of those countries would gradually be reduced, and similar 
arrangements entered into with new countries. The system, when properly used, offered a 
valuable opportunity not only for collaboration with countries, but also for making economies, 
because by payment of a small local subsidy it was often possible to avoid recruiting a full - 
time WHO staff member, who would cost considerably more. 

Concerning the WHO fellowships programme, that was, of course, a very important means of 
collaboration with countries, and it was under constant evaluation. The Regional Committee 
reviewed the fellowship programme yearly with a view to streamlining it and rectifying any 
shortcomings; there was in addition a meeting between national staff and their WHO colleagues 
every two years for the same purpose. He fully supported any attempt to strengthen and 
streamline the evaluation of such an important programme. 

Dr ABDULHADI (representative of the Executive Board) thanked the Committee for its 

appreciation of the Board's work. On the question of fellowships, an appropriate method 

would need to be found which would make it possible to follow up the proposal made by the 
Committee of the Executive Board. 

Mr FURTH (Assistant Director- General), replying to questions raised, said that the 

Regional Director for Africa had already implicitly replied to the question of the delegate 
from the Federal Republic of Germany as to whether the administrative problems in the Regional 
Office for Africa were due to staffing. They were indeed, and they involved both the number 

and the qualifications of staff. The Regional Director had been taking, and was continuing to 

take, steps to overcome these problems. As regards the legal basis for salary subsidies, that 

was set out in resolution WHA21.47, referred t in paragraph 31 of the External Auditor's Report, 

which had endorsed a report of the Director -General outlining ways in which WHO assistance 

was to be made more flexible in order to meet the evolving needs of developing countries. 

One of those ways, as described in the report, was the provision of grants to cover all or 

part of the salaries of staff appointed by national administrations, notably for key teaching 
posts in medical schools. Another way was by participation in local costs which were normally 

borne by the government - for example, partial payment of salaries of national staff (in 

malaria eradication programmes) or subsistence allowances for national staff working or 

attending training courses in remote areas. Though the use of those forms of assistance had 

so far been limited, the Director -General's report had suggested that it opened the way for 

possibly wider application. Under the regular budget for 1979, salary subsidieshad amounted to 
some US$ 607 000, or less than 0.3% of the total regular budget. In 1979 only three regions 

(Africa, South -East Asia, and the Eastern Mediterranean) had made use of the facility. 

Several speakers had asked that the problem of exchange rate fluctuations be studied. 

He pointed out that that problem had in fact been under continuing study throughout the 

United Nations system for the past seven or eight years. The report of the Director - General 

on the effects of currency instability on the budgets of organizations in the United Nations 

system, contained in document ЕВ65/1980/REС/1 (Annex 12), showed that all possible approaches 

had been examined. Members of the Committee should realize that if there was a currency 

depreciation, the funds appropriated in that currency would not go as far as originally 

intended, and there would have to be some way of making up the difference. WHO was fortunate 

in that it had casual income available for that purpose, which provided a relatively painless 

way of covering the shortfall; in many other organizations of the United Nations system the 

shortfall had to be met by additional assessments on Member States. The proposal by the 

delegate of Senegal that a special account or line in the budget be introduced to cover 

currency fluctuations had already been examined thoroughly by the Director- General. The 

existing arrangement incorporated the idea of earmarking special funds for the purpose, 

except that it was done outside the budget, so that the budget would not have to be increased 

when the account had to be replenished. 

The United Kingdom delegate had made a number of useful suggestions regarding the tables 

which would be seriously considered in the preparation of the next Financial Report. It 

was true that the calculations of the estimated real increase in expenditure under the 

regular budget were only approximate, and he would try to see that they were refined for the 

next report. The administrative support costs referred to in paragraph 11 of the 

Introduction had been compared with the 14% reimbursement that the Organization received 

from UNDP for programme support costs, but he did not think the comparison was a valid one. 

UNDP reimbursed in fact only part of the administrative and technical support costs; the 

real costs of such support had been shown to be much higher. Moreover, the UNDP reimbursement 
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did not include the basic support costs, but only the additional support costs required to 

implement projects over and above regular budget programmes and projects. He agreed that the 

indicated figure of 13.37 was difficult to evaluate as it stood, without comparable figures 

from other organizations. It should be borne in mind, however, that WHO was unique because 

it was so decentralized; it had six different regional budgets and six different regional 

administrations. More centralized organizations, such as FAO or ILO, might well have lower 

administrative support costs. The nature of WHO's technical operations was also much more 

specialized than that of some other organizations, involving, for example, in the supply sector 

large numbers of purchases of medical and pharmaceutical substances requiring far more support 

staff than would, for instance, the purchase of large quantities of fertilizer. 

On the question of fellowships, the Director -General would be prepared to submit an 

evaluation report on the Organization's fellowship activities to a future session of the 

Executive Board if the Committee wished him to do so. 

In reply to the question from the United Kingdom, there had been no change of investment 

policy since the previous year. Securities showed a large increase as compared with deposits 

because more use had been made of certificates of deposit, which were really deposits, with 

the same rates of interest, and which should perhaps not have been classified as securities. 

The slight loss in market value which was shown in the table did not apply to these 

certificates of deposit; market value applied only to debentures and floating rate notes. 

He agreed with the United Kingdom delegate that the report should have contained an analysis 

of objects of expenditure. The next report would contain two tables, one showing 

expenditure by object of expenditure under the regular budget, both in absolute figures and 

in percentages, and the other showing the same information under all or other sources of 

funds. 

The table on page 62 of the report showing charges against the casual income account in 

respect of additional costs due to currency fluctuations had been included because some 

delegates to the Health Assembly had specifically asked for it. He would be reluctant to 

abolish it, because the Panel of External Auditors had also specifically suggested that such 
a table be included. 

Some speakers had expressed regret at the continuing growth of administrative support 

costs. However, experience had shown that the unsatisfactory results obtained in some WHO 
programmes and technical cooperation projects were often due to the lack of proper 
administrative management and budgetary, financial, personnel or logistic support at 

international, national and local levels. The Joint Inspection Unit had recognized that 

support costs were just as essential to the success of a project as costs which were now 
charged directly to projects' budgets. He hoped, therefore, that it would not be long 

before the derogatory connotations which seemed to be associated with administrative support 

costs were forgotten and that administrative support would come to be regarded as a necessary 
and respectable part of the process of programme and project planning, implementation and 
evaluation. 

Internal audit reports were made available to the External Auditor, and not only to the 

Director -General. In reply to the question on the Sasakawa Health Trust Fund, the breakdown 
of resources under that Fund, according to an agreement reached with the depositor, was as 

follows: US$ 1.1 million for the leprosy programme, $ 1.2 million for projects in the 

Western Pacific Region, some $ 500 000 for the Smallpox Eradication Programme, $ 400 000 
for the Special Programme for Research and Training in Tropical Diseases, and $ 300 000 for 

the Programme for the Prevention of Blindness. He added that WHO had received considerable 

sums in the last few years from the same source. 

In reply to the question raised by the delegate of France, Table III on pages 48 -49 
of the Report contained no figures on the Director -General's and Regional Directors' 
Development Programme (2.3.4) because the total funds under that heading were by definition 
unprogrammed and had to be transferred to other programmes before obligations could be 

incurred. Pages 60 -61 of the Report indicated how those funds had been spent in 1979. 

Programmes 5.1.10 and 5.1.11 had been included in error in Table III and should in fact have 
been consolidated in programme 5.1.3. 

He shared the hope expressed by the United States delegate that there would be enough 
casual income available at the end of the year to help reduce assessments for 1982 -1983, but 
he could not predict how much would be available for that purpose because so much depended on 
currency fluctuations and other factors. 
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The delegate of Comoros had asked that the Financial Report be sent to Member States 
earlier than at present. That problem was a perennial one; it took the Organization at 
least two months to close the accounts at the end of the financial period, and it therefore 
had great difficulty in sending out the report before mid -April. He did not see any 

solution to the problem unless the Assembly could be held a few weeks later. 

The meeting rose at 12h40. 



THIRD MEETING 

Tuesday, 13 May 1980, at 14h30 

Chairman: Mr B. C. PERERA (Sri Lanka) 

later: Dr E. M. SAMBA (Gambia) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 34 of the Agenda (continued) 

Financial report on the accounts of WHO for 1979, report of the External Auditor, and 

comments thereon of the Committee of the Executive Board to Consider Certain Financial 

Matters prior to the Health Assembly: Item 34.1 of the Agenda (Article 18(f) o.f the 

Constitution; Financial Regulations 11.5 and 12.9; Resolution EB65.R16; Documents А33/17 

and А33/37) (continued) 

Sir Douglas HENLEY (External Auditor) said that the Committee's discussion on financial 

affairs and the audit of the Organization had been of great value and encouragement to him 

and his staff. A number of delegations had welcomed the kind of extended audit which he 
and his staff were attempting to carry out. He assured them that the approach to an 

"effectiveness" audit would be continued in a constructive spirit. It was, of course, the 

function of WHO and its Member States to decide upon the specific objectives to be pursued; 

but it was for the External Auditor to ensure that, at all levels of the Organization, 
effective systems were developed for evaluating what had been done. 

With regard to the presentation of the accounts, the question of providing adequate 
information while observing the need for the greatest possible clarity was being discussed 
with Mr Furth, Assistant Director -General. The reports of the Internal Audit service, 
which - as Mr Furth had confirmed - were made available to the External Auditor, had been of 
great value. That collaboration would continue. 

He had noted the observations made by the delegate of Upper Volta and other delegates 
concerning year -end spending and whether certain transactions were in conformity with the 
Financial Regulations. As stated in his report, he could not be sure whether certain 
commitments entered into at the end of the year fell within those Regulations. While he 
did not take an over -rigid and legalistic approach to matters, the External Auditor was 
obliged to look closely into any cases that appeared doubtful. 

He assured tue two regional directors who had spoken that he fully appreciated the 
complexity of the problems facing the regional offices, and that he would adopt the same 
audit approach in other parts of the Organization. He had duly noted the remarks made by 
the Regional Director for the Eastern Mediterranean on salary subsidies in that Region, and 
on fellowships evaluation. 

The CHAIRMAN invited the Committee to approve the draft resolution contained in 
document А33/37 (paragraph 10) in the light of the External Auditor's comments and on the 
understanding that the Director -General would submit a report on the evaluation of fellow- 
ships to a future session of the Executive Board. 

Dr GALAHOV (Union of Soviet Socialist Republics) recalled his informal suggestion at 
the previous meeting regarding the evaluation of fellowhips, and asked whether the draft 
resolution should not be amended in consequence. 

Dr DIALLO (Upper Volta) reiterated his suggestion that in the operative paragraph of the 
draft resolution the word "amended" should appear before "report of the External Auditor ". 
Otherwise, the paragraph of that report which questioned the use of resources in the African 
Region should simply be deleted. 

Dr FERNANDES (Angola) supported the delegate of Upper Volta. 

- 217 - 
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Dr DLAMINI (Swaziland) said that he too would have preferred some amendment of 
the proposed draft resolution. As the delegate of the Federal Republic of Germany had 
noted, certain situations in some of the regions had been recurring since 1975; the time 
had come for the complexity of the situation, as described by the Regional Director for Africa, 
to be reflected in the External Auditor's Report. The report as it stood might give the 
impression that such situations were simply being allowed to continue. 

The CHAIRMAN suggested that, since the question of fellowships evaluation would be 
subsequently considered by the Executive Board, the Committee could approve the draft 
resolution as it stood, on the understanding that the comments made by the various 
delegations on that subject and on the External Auditor's Report would be reflected in the 
summary records. 

The draft resolution was approved.1 

Status of collection of annual contributions and of advances to the Working Capital Fund: 
Item 34.2 of the Agenda (Documents А33/32 and А33/32 Add.l) 

Mr FURTH (Assistant Director -General) introduced documents А33/32 (Director -General's 
report on the status of collection of annual contributions and of advances to the Working 
Capital Fund) and А33/32 Add.l (correspondence exchanged with Nicaragua regarding its 
contributions). 

On 30 April 1980, the total collection of contributions in respect of the effective 
working budget for 1980 had amounted to $ 73 096 144, representing 33.98% of the assessments 
on the Members concerned. The comparable percentages of collections for 1978 and 1979 had 
been 39.9770 and 27.07% respectively. The rate of collection for the current year was there- 
fore well above that for the previous year, and the Director -General expressed his thanks, 
particularly to those Members whose contributions had been made on time and in full. 

During the first days of May, payments totalling $ 19 783 586 (9.19 %) had been received 
from 15 Members, raising the percentage of contributions collected from 33.98% at 30 April 
1980 to 43.17% at 13 May 1980. Angola, Japan, Mongolia and Mozambique had paid the 1980 
instalment of their contributions in full. Partial payments had been received from Albania, 
Bolivia, Botswana, Comoros, Cuba, Greece, Guyana, Israel, Liberia, Samoa, and Upper Volta. 

Since 30 April, Greece and Japan had paid their additional advances to the Working 
Capital Fund, and payments totalling $ 271 243 in respect of arrears of contributions had 
been received from the Central African Republic, Comoros, Guyana, Haiti, Turkey, and Upper 
Volta. In addition, two remittances, of $ 28 535 and $ 36 760 respectively, had been 
received from the Dominican Republic in payment of some of its arrears, together with a 

specific proposal for settlement of such arrears. The Committee would be considering that 
matter under agenda subitem 34.3. 

In reply to an observation by Mr MB01IMBA (Gabon), he noted that a transfer of funds to 

WHO had been made by Gabon. Unfortunately - owing no doubt to delays in the transaction - 

he did not yet have a record of that payment. 

Dr Samba (Gambia) took the Chair. 

The CHAIRMAN drew the Committee's attention to the draft resolution contained in para- 
graph 5 of document А33/32, indicating that the date left blank in operative paragraph 1 

should be 13 May 1980. 

The draft resolution was approved.2 

Mr PASQUIER (Nicaragua) said that, as would be apparent from document А33/32 Add.l, 
the Government of Nicaragua had asked for special treatment with regard to the payment of 
arrears. He asked for clarification of his country's position under Article 7 of the 
Constitution. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.5. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.6. 
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Mr FURTH (Assistant Director- General) noted that the Government of Nicaragua had, in a 

letter to the Director -General, proposed to make annual payments, beginning after the 1980- 

1981 biennium, of 10% of the total arrears, plus the current annual contribution. If 

Nicaragua did so for the next ten years, it would never find itself in the situation covered 
by Article 7 - in other words, it would not risk losing the right to vote.. There would 

therefore be no need to make a special arrangement of the kind made in the past in respect of 

certain countries far in arrears and unable to make payments sufficiently large to remove 

themselves from the list of countries to which Article 7 could be applied. Only if Nicaragua 
failed to pay, by May 1982, the remainder of the outstanding contribution for 1979 plus 

US$ 1 ($ 17 871), would it be appropriate to submit proposals for consideration by the Health 
Assembly in 1982. 

Members in arrears in the payment of their contributions to an extent which may invoke 

Article 7 of the Constitution: Item 34.3 of the Agenda (Resolution EB65.R16; Documents 
А33/38 and А33/38 Add.l) 

Dr ABDULHADI (Chairman of the Committee of the Executive Board to Consider Certain 
Financial Matters prior to the Health Assembly) introduced the Committee's second report 
(document А33/38). 

With regard to paragraph 2 of the report, he said that at the time of the Committee's 
meeting on 5 May 1980, two of the four countries in arrears to an extent that might invoke 
the provisions of Article 7 had made further contributions, but the sums were insufficient to 
remove them from the Committee's consideration. The Committee had reviewed the action taken 
by the Director -General in his attempt to arrange settlement of these four countries' arrears 

It had noted that the Dominican Republic had paid a further amount in December 1979, and that 
the other three countries had received credits resulting from a recomputation of their 
advances to the Working Capital Fund. 

The Committee had requested the Director -General to send telegrams to the Members 
concerned urging them to regularize their situation. After considering all the available 
information, it had decided to recommend that the Health Assembly should allow all four 

Members further time for regularization, but that meanwhile they should retain their voting 
rights at the Thirty -third World Health Assembly. 

In conclusion, he drew attention to the draft resolution in paragraph 6 of document 
А33/38. He understood however that the Director -General had additional information to present 
concerning the arrears of the Dominican Republic. 

Mr FURTH (Assistant Director -General) said that the additional information was 
contained in document А33/38 Add.l, in which it was stated that since 5 May 1980 (date of the 

meeting of the Committee of the Executive Board to Consider Certain Financial Matters prior 
to the Thirty -third World Health Assembly) two remittances, of $ 28 535 and $ 36 760 
respectively, had been received from the Dominican Republic, together with a communication 
dated 2 May 1980 which was contained in the Annex to document А33/38 Add.l. It indicated 

that the first remittance was to cover part of the cumulative arrears for the years 1973 -1977; 

and the second, the contribution for 1979. It was further stated that the Dominican Republic 
intended each year to pay the contribution, along with 10% of the arrears, until 
they had been completely liquidated. 

Should the Health Assembly agree with that proposal, the arrangements in resolution 
WHA25.6 for the settlement of the earlier arrears of the Dominican Republic would need to be 

cancelled. It would furthermore be necessary to set aside the provisions of Financial 
Regulation 5.8 to permit the payments of contributions by the Dominican Republic for the 
financial period 1980 -1981 and future financial periods to be credited to the financial 

period concerned. Of the remittances received, which totalled $ 65 295, it would be necessary 
to credit the first $ 10 to the Working Capital Fund in liquidation of the additional advance 
of the Dominican Republic to the Working Capital Fund, as assessed in resolution WHА32.10, 
and the balance in the manner indicated in the communication from the Dominican Republic. 

If the Health Assembly were to accept the arrangements proposed by the Dominican 
Republic it would be necessary to modify the resolution proposed by the Committee of the 
Executive Board to Consider Certain Financial Matters prior to the Thirty -third World Health 
Assembly. A draft resolution embodying the essential wording of the resolution proposed by 
the Committee appeared in paragraph 4 of document А33/38 Add.l. 
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Mr WIRTH (Federal Republic of Germany) expressed appreciation of the efforts being 
made by the Dominican Republic to liquidate its arrears. He asked whether the arrangements 
now being proposed were more advantageous to WHO or less so; and whether they were in line 
with former arrangements or constituted a new procedure. 

Dr DLAMINI (Swaziland) asked whether the sum involved was equal to the country's 
contributions for two years or more. Was the Committee in fact faced with a choice of 

whether or not to suspend the Dominican Republic's voting privileges? 

Mr FURTH (Assistant Director -General), replying to the delegate of the Federal Republic of 

Germany, confirmed that the proposal for a special arrangement was perfectly in line with 

previous arrangements made in respect of other countries in the past. The question of 

whether the procedure was advantageous to the Organization or otherwise did not arise. The 

annual arrangement proposed by the Dominican Republic would only affect the possible application 

to that country of Article 7, and although the proposed arrangement might suit that Member, 

it was not of particular advantage or disadvantage to the Organization. 

In reply to the delegate of Swaziland, he said that the total arrears owing by the 

Dominican Republic - amounting to $ 322 114, from which the recent payment made should be 

deducted - were far in excess of two years' contributions. 

Dr KPOSSA (Central African Republic) said that it was gratifying to hear that the number 

of countries in arrears with their contributions as at April 1980 was lower than in the 

previous year, thus showing that a real political will existed; and that special arrangements 

were being made to facilitate matters for a number of countries, including his own. In spite 

of the immense difficulties facing the Central African Republic, his Government was determined 
to do its utmost to meet its financial commitments in the international field. 

The Central African Republic deeply appreciated the attitude taken by WHO, of which it 

felt itself a part. All efforts were being made to put the national finances in order and to 

liquidate any arrears to international bodies from which his country had received aid, even 

though that assistance had unfortunately benefited only a small minority of the population. 

The draft resolution was approved.1 

Dr HERNÁNDEZ (Dominican Republic) expressed his delegation's deep appreciation to WHO for 
the understanding attitude it had shown in respect of the arrears of contributions. The 
present Government of the Dominican Republic fully recognized its obligations; but the fact 

that the previous Government had allowed such arrears to accumulate, coupled with natural 
disasters, had made it impossible fully to meet those obligations earlier. He assured the 

Committee that the undertaking contained in the communication from the Minister of Health of 

the Dominican Republic would be scrupulously observed. 

2. FINANCIAL REPORTS AND EXTRABUDGETARY RESOURCES: Item 36 of the Agenda 

(Document ЕВ65 /1980 /REC /1, resolution ЕВ65.R3 and Annex 1) 

The CHAIRMAN drew attention to the Director -General's report on financial reports and 

extrabudgetary resources, submitted to the Executive Board at its sixty -fifth session and 

appearing as Annex 1 of document ЕВ65/1980/REС/1; and also to the summary records of the 

deliberations of the Executive Board on the matter, contained in document ЕВ65/1980/REС/2, 
pages 219 -222. The Board had, in its resolution ЕВ65.R3, recommended a draft resolution for 

adoption by the Health Assembly. 

Dr BARAKAMFITIYE (representative of the Executive Board), introducing the item, said that 

the Director -General had made two proposals to the sixty -fifth session of the Executive Board 
in relation to WHO's finances. First, he had suggested that the audited interim financial 

accounts, which at present had to be submitted at the end of the first year of the financial 

biennium, should be replaced by an non- audited descriptive interim financial report. Secondly, 

he had proposed that both the interim report and the final report for the biennium should 

contain more detailed information on all extrabudgetary resources relating to WHO programmes. 

1 Transmitted to the Health Assembly in the Committee's first report aid adopted as 

resolution WHA33.7. 
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The value of submitting audited accounts at the end of the first year of a financial 

biennium, as was at present required under the Financial Regulations, had been questioned by a 

number of United Nations organizations on various grounds. In the first place, a comparison 

between receipts and commitments halfway through a biennium could lead to incorrect conclusions. 

Furthermore, the work entailed in presenting audited interim accounts ran counter to the 

streamlining aim of biennial programme budgeting and the cutting down of non- essential 

expenditure on administration, as required by resolution WHA29.48. The interim financial 

report at the end of the first year of the biennium, as now proposed, would be mainly 

descriptive, with a minimum of tabular material. It would contain all the necessary 

information on budget utilization and such major items as the repercussions of the US dollar 

Swiss franc exchange rate; data on the receipt of contributions; and relevant information 

on all extrabudgetary resources. A full, audited financial report, comprising audited 

accounts and supporting tables, would be submitted at the end of the biennium. That procedure 
would call for certain amendments to WHO's Financial Regulations, as set out in the Appendix 
to Annex 1 of document ЕВ65/1980/REС/1. 

He understood that the External Auditor was in full agreement with the proposal. 

Furthermore, the abolition of audited interim accounts at the end of the first year of the 
biennium would not lead to any relaxation in the financial discipline of WHO: systematic 
internal and external audit activities would be maintained, with the External Auditor 
continuing to report to the Director -General on their results. Moreover, should the External 
Auditor consider that the situation called for the submission of a separate report to the 

Health Assembly at the end of the first year, he would make such a report under the authority 
granted him by the Financial Regulations. In any event, the External Auditor would continue 
to submit his report, covering the two years of the financial period, at the end of each 
biennium. 

With regard to the second proposal, it would be recalled that the Director -General, under 
the provisions of resolution WHA26.24 (adopted in 1973), at present reported annually to the 

Executive Board, at its session following the Health Assembly, on contributions to the 

Voluntary Fund for Health Promotion. Since 1973, however, WHO activities financed by extra - 
budgetary funds, including the Voluntary Fund, had significantly increased. Not only had 
expenditure under the Voluntary Fund increased between 1973 and 1979 from $ 9 million to 
$ 39 million, but expenditure met by other extrabudgetary funds had, over that same period, 
risen from $ 28 million to $ 96 million. The view had been expressed at the sixty- fourth 
session of the Executive Board that the annual report on the Voluntary Fund submitted by the 
Director -General to the Board should be expanded to include data on all extrabudgetary 
resources, and the Director -General had expressed his readiness to provide such supplementary 
information. 

The Director -General had, however, stressed the fact that hitherto those reports had led 
to little thorough discussion, possibly in view of the brevity of the Board's session 
following the Health Assembly, and he had accordingly suggested that an annual expanded report 
on all available extrabudgetary resources for programme activities should be included in the 
interim financial report at the end of the first year of the biennium (to be reviewed by both 
the Board and the Assembly) as well as in the final financial report at the end of the two - 
year period. The Executive Board had endorsed the proposal, which would give the Health 
Assembly as well as a committee of the Board an opportunity of studying the position of all 
extrabudgetary resources, and thus meet the original intent of resolution WНA26.24. 

Mr SEAВOURN (United Kingdom of Great Britain and Northern Ireland) said that, as his 
comments at the previous meeting had indicated, his delegation was anxious that there should 
be a real financial survey of WHO's resources. If he understood the proposals correctly, 
Member States would be provided with a descriptive report by the Director -General, with a 
few tables, at the end of the first year of the biennium, and with reports from the External 
Auditor at his discretion. On the other hand, it appeared that details of extrabudgetary 
resources would be provided on an annual basis. 

Dr GALAHOV (Union of Soviet Socialist Republics) said that, while the arguments put 
forward in the Executive Board had been convincing, his delegation was aware of the real 
danger involved in reducing the volume of information relating to the Organization's financial 
accounts. Whether such a reduction was acceptable or not would only become apparent when the 
first interim financial report was considered. He emphasized the need for the interim report 
to contain sufficient numerical data to permit an objective appraisal of WHO's real financial 
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situation. Paragraph 1(7) of the draft resolution recommended by the Board in resolution 
EB65.R12 was relevant, relating as it did to an increase in the Health Assembly's monitoring 
and control function. 

Dr SANKARAN (India) asked whether the amendments proposed to the Financial Regulations 
were consonant with the Constitution as it stood, or whether amendments to the Constitution 
would be required. He also asked when the interim financial report would be submitted - at 

the time the programme budget was considered or in the alternate year? 

Mr BOYER (United States of America) supported both recommendations of the Executive Board, 
which it had made after an extensive review of the matter. The proposal relating to interim 
financial accounts was intended to bring WHO procedure into line with that followed in other 
international bodies. The recommendation regarding data on extrabudgetary funds would if 

adopted provide the Health Assembly itself - and not merely the Board - with a greater measure 
of information. It was thus to be welcomed. 

Dr BARAKAMFITIYE (representative of the Executive Board), referring to the concern 
expressed by the Soviet delegate, said that it was the wish of the Director -General and the 
Executive Board to present the Health Assembly with as complete a picture as possible of WHO's 
finances, in keeping with the procedure followed in other United Nations bodies. The 

proposal relating to extrabudgetary resources was intended to ensure that the Board and the 

Health Assembly were both able to review annually the availability and utilization of all the 

extrabudgetary resources of the Organization. 

Mr FURTH (Assistant Director -General) confirmed that Mr Seabourn's understanding of the 

proposal was correct. The interim financial report would be mainly descriptive, somewhat on 

the lines of the Director -General's introduction to the report that the Committee had seen 

that morning; attached to it would be a limited number of tables in which the Director - General 

would give some information on, for example, the collection of contributions and advances to 

the Working Capital Fund. Another table would give information on casual income; this would 

become necessary because the interim report would only be presented in an odd - numbered year, 

i.e., the year in which the Assembly examined the programme budget for the following biennium 

and had to decide on how much casual income should be appropriated to help reduce assessments. 

He assured Dr Galahov that sufficient data would indeed be presented to enable the 

Health Assembly to see WHO's true financial situation. There was most certainly no intent on 

the part of the Secretariat to conceal anything from the Assembly. On the contrary, it was 

felt that a descriptive report bringing out the highlights of the financial situation in the 

middle of the financial period would be of great help to the Assembly. The interim report 

would be shorter and more understandable than the existing report - which, incidentally, had 

been criticized for being too complex and lengthy. At the same time any points which really 

should be drawn to the Assembly's attention would be mentioned. 

Mr Seabourn was also correct in saying that the External Auditor would be able to make a 

report in an odd - numbered year whenever he felt it to be necessary. He would no longer have 

to give an audit certificate to the accounts - but, even under the existing Financial 

Regulations, much of the financial information could be given only at the end of the financial 

period. The interim report would therefore necessarily be briefer. He wished WHO to take 

full advantage of the concept of biennial budgeting, pointing out that to treat each year as 

though it were a financial period in itself was counterproductive. 

Replying to the question of the delegate of India, he assured him that the matter had 

been thoroughly investigated and it had been established that no change in the Constitution 

was required. 

Regarding annual reporting on extrabudgetary resources, about which Mr Seabourn had 

seemed doubtful, he recalled that Dr Galahov had raised the same question at the sixty -fifth 

session of the Executive Board. There were several reasons for maintaining annual reporting 

on such funds. To begin with, the figures given in the biennial programme budget for 

extrabudgetary resources were as a rule no more than forecasts. The tendency had been to 

underestimate such amounts, owing to the conservative view taken of prospects of receiving 

extrabudgetary funds. Hence there might be some advantage in having an annual check on the 

amounts actually received and how they were spent. Secondly, the use of extrabudgetary 

resources, unlike that of regular budget funds, was not limited to a particular budgetary 

year or period, and substantial sums might be obtained towards the end of a year, which 

would be available to be spent in the following year or years as required. Thirdly, many 



COMMITTEE B: THIRD MEETING 223 

donors of extrabudgetary funds asked for periodic financial statements, and the annual 

reports on extrabudgetary funds would serve that purpose. Finally, he drew attention to the 

extreme usefulness of such statements in mobilizing additional funds: prospective donors were 

very interested in seeing what amounts the various countries, foundations,or individuals had 

donated and were thereby encouraged to make contributions. 

Dr GALAHOV (Union of Soviet Socialist Republics) thanked Mr Furth for his clear and 
comprehensive explanation. 

He in no way questioned the objectivity of the financial report, but he believed that 

it should contain all the requisite data to permit also an objective evaluation. 

The draft resolution proposed by the Executive Board in resolution EB65.R3 was approved.1 

3. ASSESSMENT OF NEW MEMBERS AND ASSOCIATE MEMBERS: Item 37 of the Agenda 

Assessment of the Seychelles (Document A33/18) 

Mr FURTH (Assistant Director- General) introduced document А33/18 relating to the assess- 

ment of the Seychelles which, as a Member of the United Nations, had acceded to membership of 
the World Health Organization under the provisions of Article 4 of the Constitution by 
depositing with the Secretary- Gепеrаl of the United Nations a formal instrument of 

acceptance of the WHO Constitution on 11 September 1979. It had accordingly become 
necessary for the Health Assembly to establish the assessment of the Seychelles in WHO. 
That assessment had been fixed at the minimum rate of 0.01% in, the United Nations scale. 
The Health Assembly might therefore wish also to fix the assessment of the Seychelles for 1979 

and future financial periods at the minimum, as recommended in document А33/18. 
In considering the assessment of the Seychelles for its year of admission, the Health 

Assembly would no doubt wish to take into consideration resolution WHA22.6, which provided 
that new Members be assessed in accordance with the practice followed by the United Nations 
in assessing new Members for their year of admission. If that were done, the 1979 assess- 
ment of the Seychelles, which had become a Member of WHO on 11 September 1979, would be 
reduced to one -ninth of 0.01 %. Should the Committee be in agreement with the Director - 
General's proposal, it might wish to recommend the adoption of the draft resolution contained• 
in paragraph 5 of document А33/18. He drew attention to the final words of operative 
paragraph (1) of the draft resolution, in which the word "years" should be amended to read 
"financial periods ". 

The draft resolution was approved, with that amendment.2 

Assessment of Equatorial Guinea (Document А33/39) 

Mr FURTH (Assistant Director -General) introduced document А33/39, dealing with the 

assessment of Equatorial Guinea which, as a Member of the United Nations, had acceded to 

membership of the World Health Organization under the provisions of Article 4 of the 

Constitution by depositing with the Secretary -General of the United Nations a formal 

instrument of acceptance of the WHO Constitution on 5 May 1980. Accordingly, it had become 

necessary for the Assembly to establish the assessment of that State in WHO. The assessment 

of Equatorial Guinea had been fixed at the minimum rate of 0.01% in the United Nations scale 

of assessments and the Health Assembly might therefore also wish to fix the assessment of 

Equatorial Guinea for 1980 -1981 and future financial periods at the minimum. 

The Health Assembly would no doubt take into consideration resolution WHA22.6, which 

provided that new Members should be assessed in accordance with the practice followed by the 

United Nations in assessing new Members for their year of admission. If that were done, the 

1980 assessment of Equatorial Guinea would be reduced to one -third of 0.01 %. Should the 

Committee be in agreement with the Director -General's assessment proposal for Equatorial 

Guinea, it might wish to recommend the adoption of the draft resolution contained in para- 

graph 4 of document А33/39. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.8. 

2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.9. 
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The draft resolution was approved. 

Assessment of San Marino (Document A33/40) 

Mr FURTH (Assistant Director-General) introduced document А33/40 dealing with the 

assessment of San Marino, which had been admitted to membership of the World Health 
Organization in accordance with the provisions of Article 6 of the Constitution on 6 May 1980, 
subject to its depositing a formal instrument of acceptance of the WHO Constitution with the 
secretary-General of the United Nations. Accordingly, it was necessary for the Health 
Assembly to establish its assessment in WHO. The assessment of San Marino, which parti- 
cipated in certain United Nations activities, had been fixed by the United Nations General 
Assembly at the minimum rate of 0.01% in the United Nations scale of assessments, and the 
Health Assembly might also wish to fix the assessment of San Marino for 1980 -1981 and future 
financial periods at the minimum. 

The Health Assembly would no doubt take into consideration resolution WHA22.6, which 
provided that new Members should be assessed in accordance with the practice followed by the 
United Nations in assessing new Members for their year of admission. If that were done, the 
1980 assessment rate of San Marino, which had been admitted to membership of the World 
Health Organization on 6 May 1980, would be reduced to one -third of 0.01 %. Should the 
Committee be in agreement with the Director -General's assessment proposal for San Marino, it 

might wish to recommend the adoption of the draft resolution contained in paragraph 4 of 
document А33/40. 

1 

The draft resolution was approved.2 

Assessment of Zimbabwe (Document А33/41) 

Mr FURTH (Assistant Director -General) introduced document А33/41, paragraphs 1 to 3 

of which dealt with the assessment of Zimbabwe, which, under the name of Southern Rhodesia, 
had been an Associate Member of WHO since 1950 and had been admitted to membership of WHO 
on 6 May 1980, subject to its depositing a formal instrument of acceptance of the WHO 
Constitution with the Secretary General of the United Nations. 

Pending the establishment of the rate of assessment for that State by the United Nations 
Committee on Contributions, on the basis of which the definitive assessment could be fixed 

by the Health Assembly, the Director -General recommended that the Assembly should establish 
a provisional rate of 0.01% for Zimbabwe for 1980 -1981 and future financial periods. 

In considering the assessment of Zimbabwe for 1980, its year of admission, the Health 
Assembly would wish to take into consideration resolution WHA22.6, which provided that new 
Members should be assessed in accordance with the practice followed by the United Nations. 
If that were done, the provisional assessment - which would remain in force until a 
definitive assessment rate could be established - would be set at 0.01% for Zimbabwe for 
1980 -1981 and future financial periods, the 1980 assessment rate being reduced to one -third 
of 0.01 %. 

Paragraphs 4 to 12 of the documents related to the unpaid contributions of Southern 
Rhodesia, which had been an Associate Member of WHO since 16 May 1950. Following the 
illegal declaration of independence in November 1965, the Government of the United Kingdom 
had withdrawn the authority of the representatives of Southern Rhodesia appointed by the 
former Government to represent Southern Rhodesia at WHO. In a subsequent communication 
dated 22 May 1969, the United Kingdom had informed the Director -General that: "the illegal 

declaration of independence in 1965 has had the consequence that the associate membership 
is in suspense so far as Southeм Rhodesia's enjoyment of it is concerned. Financial 

transactions between the Organization and the regime (including the payment of contributions) 

have been suspended until the return of legality in Southern Rhodesia." 

1 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.10. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA33.11. 

Reproduced in document WHA33 /1980/REС/1, Annex 1. 
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In the light of those communications and considering that Southern Rhodesia had ceased 

paying its contributions in the course of 1967 and, furthermore, that payment of such 

contributions could not be expected to be received, the Twenty- fourth World Health Assembly 

in 1971 had decided (resolution WHA24.14) "that in 1972 and future years the amount of the 

aпnuall assessed contribution of Southern Rhodesia to the regular budget of the Organization 
/houl/ be placed in the appropriation section for Undistributed Reserve of the annual 

Appropriation Resolution ". Accordingly, whereas the unpaid contributions for the period 

1967 to 1971 were included in the budget surpluses for those years and as such formed part 

of the non -cash portion of the Assembly Suspense Account, the assessments for the period 

1972 to 1981 had been included in the appropriation section entitled "Undistributed Reserve" 
of the appropriation resolutions adopted annually by the Health Assembly from 1971 to 1979. 

Since the amounts regularly appropriated for the Undistributed Reserve were part of the 

total budgets of WHO against which no obligations could be incurred, they were budgetary 

non -cash surpluses. As such, at the end of the financial year or period, they were also 

included in the non -cash portion of the Assembly Suspense Account. Consequently, the 

assessed contributions of Southern Rhodesia for the period 1967 -1979, amounting to $ 194 720 

formed part of the non -cash portion of the Assembly Suspense Account, whereas the contribution 
for the current financial period 1980 -1981, in the amount of $43 300,was a component of 
section 10 (Undistributed Reserve) of the Appropriation Resolution (WHA32.28) for the 

financial period 1980 -1981, which was to be included in the non -cash portion of the Assembly 
Suspense Account at the end of the financial period. 

The Director -General proposed that the contributions recorded as being due by Southern 
Rhodesia for the period 1967 to 1981, in the amount of $ 238 020,should be cancelled, aid 

that the paid -up advance by Southern Rhodesia to the Working Capital Fund amounting to $510 
should be transferred in the Organization's books in favour of Zimbabwe. If that proposal 
met with the approval of the Committee, it might wish to adopt the draft resolution contained 
in paragraph 12 of document А33/41. The deletion of Southern Rhodesia from the Undistributed 
Reserve also required an amendment to the Appropriation Resolution for the financial period 
1980 -1981, and the Director - General proposed that such an amendment should be considered 
under agenda item 38 (Amendment to the scale of assessments to be applied to the second 
year of the financial period 1980 -1981), which involved a further modification of the 
Appropriation Resolution. 

Mr KPOFFON (Benin) considered that since there was no juridical continuity between 
Southern Rhodesia and Zimbabwe, the draft resolution should be reformulated to indicate the 
complete rupture. 

Mr FURTH (Assistant Director -General) explained that it would be possible to have one 
resolution covering the provisional assessment of Zimbabwe and another resolution cancelling 
the arrears of Southern Rhodesia. The transfer to Zimbabwe of Southern Rhodesia's paid -up 
advance to the Working Capital Fund could figure in either resolution, as the Health Assembly 
preferred. 

Mr KPOFFON (Benin) was of the view that the Assembly should adopt the same sort of resolu- 
tion for Zimbabwe as it had just done for the Seychelles, Equatorial Guinea and San Marino. 
As regards the arrears of contributions of Southern Rhodesia, the United Kingdom might indicate 
to what extent it continued to assume responsibility. 

Mr SEAВOURN (United Kingdom of Great Britain and Northern Ireland) supported the 
Director -General's proposal to cancel the arrears of Southern Rhodesia and make a fresh start 
with Zimbabwe. His own Government could not accept liability for past contributions of 
Southern Rhodesia. 

The CHAIRMAN suggested that the Rapporteur should prepare two separate draft resolutions, 
which could be considered the following day. 

It was so agreed. 
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The CHAIRMAN suggested that in consequence the Committee should postpone consideration 
of item 38 until item 37 had been completed. 

It was so agreed. (For continuation, see summary record of the fourth meeting, section 1.) 

4. REAL ESTATE FUND: Item 39 of the Agenda (Document ЕВ65/1980/REС/1, resolution EB65.R15 
and Annex 7) 

The CHAIRMAN drew the Committee's attention to the relevant documentation. 

Dr ABDULHADI (representative of the Executive Board) said that the Board had discussed 
the report now before the Committee as Annex 7 to document ЕВ65 /1980 /REС /1. It was divided 
into three main parts, the first dealing with current projects, i.e., those undertaken between 
June 1974 and May 1980; the second containing the list of estimated requirements under the 
Real Estate Fund for the period June 1980 - May 1981; the third containing the recommendations 
of the Director -General. 

The Board had noted that the projects for the period ending 31 May 1980 had either been 
satisfactorily completed or were currently progressing according to plan. As regards the pro- 

posals for June 1980 - May 1981, it heard explanations on the various projects and the manner 
in which they were to be financed. The Board suggested that a study should be made of short - 

term and long -term requirements for building at headquarters and in the regional offices, 
which should be submitted to it at its sixty - seventh session. 

The Board's recommendations would be found in resolution EB65.R15. 

Dr GALAHOV (Union of Soviet Socialist Republics), referring to paragraph 11 of Annex 7, 

said that, if the shortage of parking space at headquarters was the result of an increase in 

meetings, it should be possible to plan those meetings so as to reduce requirements. 

As shown by the Director -General's report, current and planned expenditure under the Real 

Estate Fund amounted to a significant sum. The Health Assembly had regularly transferred 

casual income to finance such expenditure. But it should not be forgotten that casual income 

was also required to help finance the regular budget, i.e., to reduce assessments on Members. 

The cost of construction and maintenance work was continually rising; it was therefore essen- 

tial to evaluate requirements very carefully and to seek the most economical way of meeting 

them - always bearing in mind the provisions of resolution WHA29.48. 

Dr FERNANDES (Angola), referring to paragraph 10 of Annex 7, said that it would appear 

from the discussions at the Executive Board that the loss of the 18 offices was the result of 

a commitment vis -à -vis the Canton of Geneva, the terms of which had not been made entirely 

clear. Any similar commitment should be reviewed, so that the necessary measures could be 

taken. 

Mr BOYER (United States of America), while realizing that certain building requirements 

had traditionally been financed from casual income, said that his delegation would have pre- 

ferred to see the Real Estate Fund financed by the regular budget. He agreed with the delegate 

of the USSR that, when casual income was utilized for expenditure of this type, the Health 

Assembly should be very sure that the expenditure was necessary. Referring to the proposals 

for the Regional Office for the Western Pacific in paragraphs 7 to 9, he asked why that Office, 

where building work to the value of more than$ 400 000 had just been completed, now needed a 

further$ 1.4 million for new construction. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the project submitted 

for financing under the Real Estate Fund did not relate to a new construction but to an addi- 

tional two floors in the existing building that were required because of increased programme 

activities in the Region. Moreover, because of increasing pressure on the general services 

at the Regional Office, it had been thought desirable to provide extra storage space for 

supplies, so that WHO would not have to continue renting warehouse facilities in Manila City. 

Professor VANNUGLI (Italy) considered that an attempt should be made to obtain compensation 

from the Canton of Geneva for the demolition of a part of building "V ". He would not wish to 

see a conflict with the cantonal authorities - but the cost involved was not negligible. 
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Mr FURTH (Assistant Director -General) apologized for the misleading wording of para- 

graph 11. It would be more accurate to say that the shortage of parking space had been "felt ", 
rather than "created ", mainly as a result of the increase in the number of meetings and 
related activities. 

With regard to compensation for the demolition of part of building "V ", he explained that, 
shortly after the completion of the main building in 1966 and with no additional land of its 
own then available, WHO had had to obtain additional office accommodation; the Canton of 

Geneva had been gracious enough to make available, on a temporary basis, an adjoining piece of 
land on which it authorized the erection of a temporary building. That arrangement, initially 
concluded for an expected period of about five years, had in fact lasted for fourteen years; 
but now the Canton was obliged, in connexion with a plan of long standing, to reclaim a small 
part of that land for its road construction project. A little over one -fifth of the temporary 
building had to be demolished. Inasmuch as the temporary nature of the building had been made 
clear from the outset, there was no question of compensation; in fact the Organization should 
consider itself fortunate in having been able to enjoy the use of land which it did not own 
for much longer than had been originally envisaged. 

The CHAIRMAN suggested that the Rapporteur should prepare a draft resolution to take into 
account the views expressed by the Committee. 

It was so agreed. (For continuation, see summary record of the fourth meeting, 

section 3.) 

The meeting rose at 17h25. 



FOURTH MEETING 

Wednesday, 14 May 1980, at 14h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. ASSESSMENT OF NEW MEMBERS AND ASSOCIATE MEMBERS: Item 37 of the Agenda (continued from 
the third meeting, section 3) 

Assessment of Zimbabwe (Document А33/41) (continued) 

The CHAIRMAN invited the Committee to consider the following draft resolution: 

The Thirty -third World Health Assembly, 
Having considered the report of the Director -General on the unpaid contributions of 

Southern Rhodesia relating to the period 1967 -1981; 
Recalling that associate membership of Southern Rhodesia had been suspended 

since 1965; 

Considering that the unpaid contributions of Southern Rhodesia for the period 
1967 to 1979 form part of the non -cash portion of the Assembly Suspense Account and that 
the unpaid contribution for the current financial period 1980 -1981 is to be included 
therein at the end of the financial period; 

1. DECIDES that the paid -up advance of Southern Rhodesia to the Working Capital Fund, 

amounting to US$ 510, shall be transferred in the Organization's books in favour of 
Zimbabwe; 

2. AUTHORIZES the Director -General to adjust the accounts of the Organization by 
cancelling the contributions recorded as being due by Southern Rhodesia for the 
period 1967 to 1981, amounting to US$ 238 020. 

The draft resolution was approved.' 

The CHAIRMAN invited the Committee to consider the following draft resolution: 

The Thirty -third World Health Assembly, 
Noting that Zimbabwe was admitted to membership in the Organization on 6 May 1980; 
Recalling that the Twenty- second World Health Assembly in resolution WHA22.6 

decided that from 1968 new Members shall be assessed in accordance with the practice 
followed by the United Nations in assessing new Members for their year of admission; 

DECIDES: 

(1) that Zimbabwe shall be assessed for 1980 -1981 and future financial periods at 
a rate to be fixed by the Health Assembly as and when an assessment rate for 
this country has been established by the United Nations Committee on Contributions; 
(2) that Zimbabwe shall be assessed at the provisional rate of 0.01% for 1980 -1981 
and future financial periods, to be adjusted to the definitive assessment rate when 
established by the Health Assembly; 
(3) that the assessment to be applied to 1980 shall be reduced to one -third of 0.01 %. 

The draft resolution was approved.2 

1 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.12. 
2 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.13. 

- 228 - 
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2. AMENDMENT TO THE SCALE OF ASSESSMENTS TO BE APPLIED TO THE SECOND YEAR OF THE FINANCIAL 

PERIOD 1980 -1981: Item 38 of the Agenda (Document ЕB65 /1980 /REC /1, resolution EВ65.R5 

and Annex 2; Document A33/WP /2) 

The CHAIRMAN said that the Committee had before it, in document ЕВ65/1980/REС/1, Annex 2 

(part III), a report by the Director - General on the matter which had been submitted to the 

Executive Board at its sixty -fifth session. The Board had made a recommendation to the 

Health Assembly in resolution ЕB65.R5. 
He also drew the Committee's attention to document А33 /WP /2. 

Dr ABDULHADI (representative of the Executive Board) said that the Board had considered 
the item on the basis of the Director -General's report, which drew attention to resolution 346 
of the United Nations General Assembly adopting a revised scale of assessments for the United 
Nations for the years 1980, 1981 and 1982. 

Pursuant to resolutions WHA8.5 and WHA24.12, the latest United Nations scale of assessment 
was used as a basis for the WHO scale. The Thirty - second World Health Assembly, in 
resolution WHA32.8, had adopted a scale of assessments for the financial period 1980 -1981 based 
on what was at the time the latest United Nations scale, namely that for 1978 -1979. However, 
following General Assembly resolution 346, the latest scale was now that for 1980 -1982. 
Financial Regulation 5.3 stated that the Health Assembly could, in the first year of a 

financial period, decide to amend the scale of assessments to be applied to the second year 
of the financial period. The Director -General had therefore informed the Executive Board 
that the WHO scale of assessments could be changed either in the second year of the financial 
period 1980 -1981 or at the beginning of the 1982 -1983 period. A summary of the Board's 
discussions could be found in document ЕВ65 /198O/RЕС /2 (pages 199 -200). 

The Executive Board had adopted resolution EB65.R5, recommending that the Thirty -third 
World Health Assembly should amend the scale of assessments to be applied to 1981. 

Mr FURTH (Assistant Director -General), introducing document A33/WP/2, said that it 

contained in paragraph 3 a revised text of the resolution recommended by the Executive Board 
Assembly. The revised text reflected all 

changes that were required following the present Committee's recommendation that the 

assessments of Equatorial Guinea, San Marino, the Seychelles, and Zimbabwe should be fixed 
at the minimum rate of 0.01% - definitively for the first three, and provisionally for the 
latter - and its recommendation that the assessment of Southern Rhodesia for 1980 -1981 should 
be cancelled, thus deleting it from the Undistributed Reserve for that financial period. 

The amendments to the text of the draft resolution were as follows: 
(1) The two new preambular paragraphs immediately preceding the operative part of the 

resolution had been introduced to take account of the accession to membership of 

Equatorial Guinea, San Marino, the Seychelles, and Zimbabwe; moreover the assessment 
of Southern Rhodesia had been deleted from the Undistributed Reserve. 
(2) In operative paragraph 1, the assessment of Southern Rhodesia of 0.01% had been 
deleted and replaced by the assessment of Zimbabwe, which was also 0.01 %; however, the 
addition of the assessments of 0.01% each for Equatorial Guinea, San Marino, and the 

Seychelles had had the effect of reducing the assessments of the following Members: 
France - from 6.16% to 6.15 %; 

USSR - from. 10.92% to 10.91 %; and 

United Kingdom of Great Britain and Northern Ireland - from 4.39% to 4.38%. 
(3) Finally, since the deletion of the assessment of Southern Rhodesia from the 
Undistributed Reserve in the budget for 1980 -1981 had the effect of further reducing the 
total budget for that financial period, it had been necessary to change the amount 
shown in subparagraphs 3(1), 3(2) and 3(3) of the resolution from $199 300 to $243 100. 

Mr BERWAERTS (Belgium) said that his delegation would not oppose the amendment of the 
WHO scale of assessments; his country had in fact voted for the new United Nations scale at 
the General Assembly. He recalled however that at the Thirty -second World Health Assembly, 
Belgium had been in favour of a biennial budget in which the larger part of the assessment 
was paid the second year of the biennium, e.g., 48% of the contribution in the first year, 
52% in the second. The Health Assembly however had decided that contributions for the 
biennial period should be paid in two equal parts. 



230 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

The 1980 health budget presented to the Belgian Parliament had been considerably higher 
than that for 1979, but had been approved on the grounds that the increase was exceptional, 
being a result of WHO's changeover to biennial budgeting,and that the 1981 figure would be the 

same as for 1980. If the new scale of assessment were adopted, however, the health budget 
for 1981 would be 14% above the 1980 figure and might be difficult to defend in Parliament. 
Belgium therefore might find it impossible to pay its contribution at the beginning of 1981. 

Mr TANIGUCHI (Japan) thought that, since the Thirty -second World Health Assembly had 
already adopted a scale of assessments for the biennium 1980 -1981, the best procedure would 
be to postpone the adoption of an amended scale of assessments until the 1982 -1983 biennium. 

Dr BOOTH (Australia) said that Australia's assessment under resolution 346 of the 
United Nations General Assembly had been miscalculated. If WHO adopted a corresponding 
scale of assessments, Australia would seek to have that assessment amended. He would 

therefore prefer to see the introduction of the new scale deferred until 1982. However, he 

would not vote against the draft resolution. 

Mr AВВASSI TEHRANI (Iran) said that Iran's contribution as proposed and ratified had been 

based on incorrect figures submitted by the pre- revolutionary régime. Economic difficulties 

and natural disasters after the revolution had reduced Iran's economic activities to a level 

such that the country could not meet the proposed - but incorrectly based - United Nations 

rate. The Iranian Government was therefore requesting a general review of its assessment. 

Mr NAVARRO (Spain) said that, while his delegation was not opposed to the United Nations 
scale of assessments being used as a basis for those of the specialized agencies, it seemed 
unduly hasty for WHO to modify assessments that had been approved only one year earlier. He 
agreed with the delegate of Japan that the application of the new scale should be deferred 
until 1982. 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) thought that to 

postpone the change until 1982 would make matters even more difficult for countries, since 

their assessment might by then be even higher. The Thirty -second World Health Assembly, 

in resolution WHA32.29, had decided that the regular programme budget for 1982 -1983 should 

provide for a real increase of up to 4% for the biennium. Since there would be cost 

increases in addition to the real increase, the total increase might well be 10% over the 

previous biennium. 

He agreed with the delegate of Belgium that the decision to divide biennial contributions 

into two equal parts should be reconsidered; a final decision could be taken at the time 

the appropriation resolution was adopted. 

Dr GALAHOV (Union of Soviet Socialist Republics) gave his support to the draft 

resolution in resolution ЕB65.R5 as amended by document A33/WP/2. The preamble to the draft 

resolution proposed by the Executive Board gave all the arguments in favour of making the 

change in the scale of assessments in 1981. WHO had always kept to the principle that its 

scale of assessments should correspond to the most recent United Nations scale. Moreover, 

the proposed change was fully in accordance with Financial Regulation 5.3. 

Dr NSOLO (Nigeria) asked what was the basis for the assessment in the United Nations 

scale. 

Mr VOHRA (India) said that in document EВ65/1980 /REC /1, Annex 2, page 56, India's 

previous assessment for 1980 -1981 was 0.67%, and India had paid $1 450 475 at the beginning 

of 1980. Its assessment on the amended scale was 0.59 %, corresponding to $1 276 110. He 

asked what the adjustment for future years would be. 

Mr CRON (Netherlands) said that his delegation would not oppose the application of the 

United Nations scale of assessments to WHO. However, the Netherlands delegation to the 1979 

session of the United Nations General Assembly had abstained in the vote on the scale of 

assessments, since it doubted whether the 15% increase in the assessment of the Netherlands 

was justified. Those doubts persisted. 
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Dr BROYELLE (France) said that the new scale of assessments would greatly increase the 

assessments of certain countries, including France. It would be difficult to introduce the 

change in the second year of the present biennium, but her delegation would support the draft 
resolution since it was based on a decision taken at United Nations level. 

Mr IONESCU- CAZANA 
scale of assessments. 

Financial Regulations, 
the application of the 

(Romania) expressed his delegation's strong support of the proposed new 

He furthermore drew attention to Article V, paragraph 5.3, of the 

contained in WHO Basic Documents, which, in his opinion, should warrant 

new scale as from the second year of the present biennium. 

Mr FURTH (Assistant Director -General), replying to the delegate of India, said that that 
country had paid its 1980 contribution but not its 1981 contribution; there should be no 

problem for India in paying a lower contribution in 1981. 

With regard to the suggestion by Belgium and the United Kingdom that the Health Assembly 

should reconsider how Members' contributions based on the scale of assessments should be 
divided between the two years of the biennium, he said that this question was not linked with 
the matter of whether the Health Assembly could or should revise the scale of assessments to 

be applied to the second year of the financial period. For instance, had the Health Assembly 
decided that only 40% of Members' present assessments should be paid in the first year of the 

biennium and 60% in the second year, and were it then to decide to apply the revised United 
Nations scale of assessments to the second year, Belgium would have the same problem it had 

at present, since its contribution for the second year would still be larger than originally 
foreseen. 

In reply to the Nigerian delegate, he said that the only information available was in 

the report of the United Nations Committee on Contributions; no formula was specified but 
factors such as per capita national income, foreign exchange reserves, balance of trade, 

balance of payments, population, and so on were taken into account. 

The CHAIRMAN invited the Committee to consider the draft resolution contained in 
document А33/WР/2, paragraph Э. 

The' draft resolution was approved by 79 votes to 1, with seven abstentions.1 

Mr ABBASSI TEHRANI (Iran) said that his delegation had voted against the draft 
resolution because of its dissatisfaction with Iran's assessment. 

3. REAL ESTATE FUND: Item 39 of the Agenda (Document ЕB65 /1980 /REС /1, resolution ЕВ65.R15 
and Annex 7) (continued from the third meeting, section 4) 

The CHAIRMAN invited the Committee to consider the following draft resolution: 

The Thirty -third World Health Assembly, 
Having considered resolution EB65.RI5 and the report of the Director -General on 

the status of projects financed from the Real Estate Fund and the estimated requirements 
of the Fund for the period 1 June 1980 to 31 May 1981; 

Recognizing that certain estimates in that report must necessarily remain 
provisional because of the continuing fluctuation in exchange rates; 

Noting in particular that it is now necessary to undertake a further extension 
to the building of the Regional Office for the Western Pacific; 

1. AUTHORIZES the financing from the Real Estate Fund of the projects 
the Director -General's report at the following estimated costs: 

Extension of the Regional Office for the Western Pacific 
Demolition of part of building "V" at headquarters and 

construction of a new outer wall 
Construction of an additional car parking area atheadquarters 

envisaged in 

Us$ 

1 367 000 

115 000 

85 000 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA33.14. 
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2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US$ 1 290 000. 

The draft resolution was approved.1 

4. PERIODICITY OF HEALTH ASSEMBLIES: Item 41 of the Agenda (Resolution WHA32.26; 
Document ЕB65 /1980 /RED /l, decision (4) and Annex 8) 

The CHAIRMAN drew attention to the relevant documentation. 

Dr BARAKAMFITIYE (representative of the Executive Board) recalled that the Thirty- second 
World Health Assembly, in resolution WHA32.26, had requested the Director-General "to consider 
carefully the problem of the periodicity of Health Assemblies, taking into account the need 
for increased participation by Member States in the life of their Organization and the 
budgetary implications of the various alternatives; and include the possibility of rescheduling 
the work of the Assembly to permit . . the plenary meeting to be completed within the first 
week of the Assembly ". Document ЕВ65/1980/RЕС/1, Annex 8, section III, summarized the 
advantages and disadvantages of biennial Health Assemblies, and section IV outlined further 
implications. The Executive Board had considered the question of biennial Health Assemblies 
on the basis of the data contained in the Director-General's report; and its decision on the 
subject appeared in document ЕВ65/1980`RЕС/1, page 23, decision (4). 

Professor DOGRAMACI (Turkey) said that, in his delegation's view, the advantages of 
biennial Assemblies outweighed the disadvantages. 

Referring to paragraphs 27 to 29 of Annex 8, he said that new members of the Executive 
Board could be designated provisionally, pending approval the subsequent year if biennial 
Assemblies came into force during the interim period. The Constitution could perhaps be 
amended to increase the number of Board members to 32, each serving for four years instead 
of three - in other words, a total of two terms. Each year eight members would be replaced, 
and at each Health Assembly the new members for the following year would be elected. The 
procedure would greatly simplify matters and effect a saving in Secretariat time and in money. 

Mr DASS (Trinidad and Tobago) said that his delegation was in favour of biennial 
Assemblies. In the present world financial and economic situation, any measure that would 
effect savings without in any way diminishing the viability of WHO in its aim of securing 
health for all by the year 2000 was worthy of support. Biennial Assemblies would mean a 
valuable saving not only in foreign exchange but also in the time of experts whose services 
at home were already at a premium. 

Dr DLAMINI (Swaziland) said that his delegation also was in favour of biennial Health 
Assemblies, for the reasons expressed by previous speakers. There would still be annual 
regional meetings, at which Member States could collaborate and exchange ideas and information 
with a view to achieving the goal of health for all by the year 2000. Moreover, now that 
decisions on the programme budget were taken biennially, an annual session of the Assembly 
seemed unnecessary. Biennial sessions would not only ease the burden of expenses for the 
participating countries: there would also be a saving to WHO of several million dollars, which 
could be used for the benefit of the poorer countries. 

Dr MTERA (United Republic of Tanzania) agreed that biennial Health Assemblies would result 
in considerable savings for Member States, and that would be particularly appreciated by the 
poorer countries, whose delegations often had difficulty in obtaining the requisite foreign 
exchange to enable them to attend the Assembly. The wider time -span would allow more time to 
be spent on practical tasks, including activities aimed at "Health for all by the year 2000 ", 
and more attention could be concentrated on the annual regional meetings. 

Dr FERREIRA (Mozambique) said that to change the periodicity of Health Assemblies would 
be to alter their democratic nature. It was important to meet every year in order to examine 
policies, evaluate activities and programmes, and exchange experience - matters which transcended 
the saving of time and money. Since the year 2000 was only 20 years away, WHO's capacity for 
supervision and evaluation, and with it the role and activities of the regional committees, 
must be constantly strengthened. 

1 
Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA33.15. 
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She congratulated the Director -General on the measures aimed at making WHO a genuine organ 

of its Member States. Mozambique intended to continue playing an active part in increasing 

WHO's effectiveness. Biennial Assemblies would certainly reduce that effectiveness. Her 

delegation was therefore in favour of an annual Assembly - the duration of which, however, 

should be reduced to two weeks. 

Dr NSOLO (Nigeria) noted that the matter of the periodicity of Health Assemblies had been 

raised five times since 1948. 

The arguments for and against biennial Assemblies were amply set forth in section III of the 

Director -General's report (document ЕВ65/1980/REС/1, Annex 8). His own delegation thought 

that biennial Assemblies would be preferable to annual Assemblies, and would be in line with 

the periodicity of the general conferences of other specialized agencies, such as FAO and 

UNESСO; they would also make for clearer evaluation of policy and implementation of decisions. 

The legal and constitutional issues mentioned in paragraphs 23 -25 and 27 of the 

Director -General's report could be referred to the Legal Adviser. 

Mrs BAZLEY (New Zealand) said that her delegation supported the holding of biennial 

Assemblies, for several reasons. 

First, there was the question of time. The preparation, conducting, and follow -up of an 

annual Health Assembly must take many expert health professionals away from their mainstream 

work. Moreover, the majority of Members of WHO were small countries with limited manpower 

resources: for senior health professionals to be away from their national responsibilities 

for four weeks annually (Assembly time and travel) was a significant intrusion on the working 

year. It had been suggested that, to cover the accumulated business, Health Assemblies would 

need to be longer if held biennially. But one way of saving time would be for the statements 

at present delivered in plenary to be submitted in advance in written form and then incorporated 

into the Assembly records. Moreover the raison d'étre of such statements would greatly 

decrease with the adoption of strategies for the attainment of health for all by the year 2000. 

For ministers of health to meet annually in Geneva was claimed to be a great stimulus; but with 

the greater regional committee responsibility envisaged if Assemblies were biennial, ministers 

could put greater emphasis on the regional meetings, where their work, problems, and national 

development were likely to be of greater common interest and relevance. Biennial Assemblies 

would also allow Member States a more appropriate interval to adapt, adopt, and implement the 

decisions made. 
Secondly, from the financial viewpoint, a saving of more than $2 million could be made. 

Since many programmes in the budget required only $1 million for their funding, that figure 

was not insignificant. Further, it was an underestimate: it took no account of the invisible 

costs in Secretariat time, or of the measurable costs to Member States for travel and subsis- 

tence of delegates over and above the costs for a single delegate that were borne by WHO. 

Increased regional activity might indeed absorb some of the savings, but the net economy would 

still be substantial. 
Thirdly, there was the question of decentralization. Resolution WHA30.48 had given sub- 

stance to a shift of emphasis to the regions and to Member States, particularly in the 

developing world. If staff and funds were decentralized, it was logical that administration 

and meetings should be too. Increased emphasis on regional activities would bring with it a 

greater participation of Member States as a matter of simple logistics. Such emphasis on the 

regions reflected the strategies proposed for attaining health for all by the year 2000. 

Concern had been properly voiced that decentralization might give greater responsibility and 

power to the Executive Board, which in turn might mean that the Board's functions and membership 

would have to be reexamined. Any change made might with advantage recognize the numbers of 

population served in the various regions. The adoption of biennial budgeting provided a jus- 

tification for biennial Assemblies, and the Executive Board would simply have a regulatory role 

in the alternate, non -budget years. 

Fourthly, "Health for all by the year 2000" meant health for people; and since the people 

lived in Member States, the strategies to attain that objective must be applied peripherally. 

Certainly they would need to be supported centrally, as regards both finance and policy, but 

their full deployment must be peripheral. It followed that discussion, debate, and sharing 

of experience must be as close as practicable to where the action was. The strategies would 

require regular, accurate information that would allow monitoring of achievement; and accurate 

information on health activity throughout the world would more than compensate for the somewhat 

anecdotal information to be derived from the speeches delivered in plenary at annual Health 

Assemblies. 
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Mr MUSIELAК (Poland) said that at the Second World Health Assembly the Polish delegation 
had strongly advocated annual Health Assemblies, which were even more needed at the present 
time when important strategies and mechanisms were being developed. His delegation could 
not agree that annual Health Assemblies became mere routine meetings: the increased sense 
of purpose that they inspired, and the opportunity for discussing changes in approach more 
than outweighed the question of cost, which should be kept in proper perspective. Indeed 
any savings made would bear no comparison with the loss of some US$ 30 000 000 that had been 
incurred the previous year as a result of inflationary pressures. 

The new strategies envisaged, including the goal of health for all by the year 2000, 
called for increased participation by all Member States. Health Assemblies created valuable 
opportunities for cooperation and were of particular value to those countries most in need of 
WHO's assistance. The practice hitherto followed should be continued, with minor adjustments 
where necessary. 

Mr IONESCU- СAZANA (Romania) said that his delegation also considered that annual Health 
Assemblies should be continued for the time being, particularly in view of the magnitude of the 
task of achieving health for all by the year 2000. He could not see, between the Health 
Assembly's functions and the functions of the Executive Board or the regional committees, any 
overlapping that would justify the holding of Health Assemblies biennially. 

Professor LISICYN (Union of Soviet Socialist Republics) said that it was apparent from the study 
made by the Executive Board that the main advantages accruing from biennial Health Assemblies 
would be the savings in time and money. The other arguments put forward were either somewhat 

controversial or would not result in any very significant advantage. On the other hand, the 

holding of biennial sessions would undoubtedly weaken contacts between delegations, and would 

moreover render the Health Assembly less able to consider questions in depth, a point of 

particular importance at a time when WHO must review progress towards achieving the aim of 

health for all by the year 2000, better primary health care, and more active participation in 

establishing a new international economic order. The increasing participation in the general 

discussion at the plenary sessions showed that more time rather than less was required for 

considering the vital issues facing WHO. The Health Assembly was the creative organ of WHO, 

and could not be replaced by any other body, including the Executive Board, which after all 

did not consist of national delegates. 

His delegation accordingly supported the continuance of annual Health Assemblies, and was 

opposed to a change in periodicity at a time when the scope of the Organization's action was 

expanding. The golden rule followed in WHO hitherto had been to refrain from action calling 

for modification of the Constitution or a change in the structure of the Organization. 

Moreover, other organizations within the United Nations system had considered this question and 

had ín mаnу casesdecided that their governing bodies should continue to meet annually. His 

delegation was not opposing the suggestion on principle, but solely from the point of view of 

whether such a measure was rational and effective. Certainly, proposals were needed on ways 

to improve programme activities and strengthen the regionalization process. It was imperative 

that the Health Assembly itself should have the opportunity of discussing the global strategy; 

only then could questions of administrative structure be decided. 

All in all, there did not appear to be any weighty reasons for reconsidering the question 

of periodicity. He agreed that this was a chronic problem; his view was that it certainly 

did not warrant immediate surgery or drastic action, but that further study was required in 

order to establish a careful diagnosis and prescribe the most suitable treatment. 

Ms FREEMAN (Australia) said that her delegation strongly supported the view that the 

Health Assembly should meet biennially. It was fully aware of the discussions on the subject 

that had taken place in the Health Assembly itself, in the Executive Board, and in the regional 

committees. It had particularly noted the concern expressed by a number of developing 

countries from different regions, in particular the Western Pacific, at the health manpower 

and money absorbed by the long journey to Geneva, and would urge the Health Assembly to adopt 

an understanding attitude towards that problem. 

Her delegation's support for biennial Assemblies was based on a number of reasons. In the 

first place they would be in harmony with the biennial examination of the Organization's pro- 

gramme budget. Secondly, the trend towards decentralization within the Organization meant that 

the regions would take on greater responsibility - indeed, they should give consideration to ways 
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in which they could strengthen their role; the Executive Board should also reconsider its 

functions. Thirdly, the work carried out by Member States in collaboration with WHO at 
national level could be strengthened by a greater flow of information; for instance, there 

could be more participation by technical headquarters personnel at regional committee level. 
The argument had been put forward that it would not be appropriate to introduce such a 

change at a time when the Organization was expanding its activities, particularly in 
connexion with the achievement of health for all by the year 2000. It should however be borne 
in mind that the change could not take place until 1988 at the earliest, so that there would be 
an opportunity for an annual review of progress made towards that goal at least until 1988. 
Sinсe Article 73 of the Constitution required six months'notice of any proposed amendment to 
the Constitution, the only action which the present Health Assembly could take would be to 

request the Director -General to circulate to the Member States for their consideration the 
text of the amendments that would be required to the Constitution for the introduction of 
biennial Health Assemblies; following which it could recommend that the Thirty- fourth World 
Health Assembly take a decision thereon under the provisions of Articles 73 and 60 of the 

Constitution. The time had come to take such action. 

Dr BROYELLE (France) said that the fact that the periodicity of Health Assemblies had been 
raised several times in the past, and that the Health Assembly had always decided to maintain 
the status quo, was no reason for not giving fresh consideration to the matter. The 
adoption of biennial programme budgeting was a relevant new factor. The fact that it was 
relatively difficult to make alterations in the programme budget in the year in which its 
examination was not on the agenda did tend to detract somewhat from the importance of those 
intervening sessions. Moreover the savings of both time and money involved could not be 
lightly disregarded. 

Her delegation was consequently in favour of holding biennial Health Assemblies. It was 
fully aware of the possible disadvantages in relation to the supervision of WHO's programme, 
but it felt that such supervision could be safeguarded by maintaining annual regional 
committees, which with the trend towards decentralization were called upon to play an 
increasingly important role. 

Mr BOYER (United States of America) said that his delegation also supported the move 
towards biennial Health Assemblies. Naturally, the biennial review of the programme budget 
was time - consuming, but he felt that the other work of the Health Assembly could be adjusted 
or postponed to accommodate that review. The savings to countries in both time and money, as 

well as savings in the work of headquarters staff, would be very appreciable. 
Reference had been made to the possibility of holding shorter annual sessions, but that 

would not result in any real savings, since both travel and documentation costs would remain 
high. The effectiveness of WHO action would not suffer from the holding of biennial Health 
Assemblies, and the role of the Executive Board could be adapted as necessary. WHO's sister 
organizations, FAO and UNESCO, operated effectively on the basis of biennial sessions of their 
governing bodies. A decision by the Committee on biennial Assemblies would in no way conflict 
with its consideration of agenda item 11 (Study of the Organization's structures in the light 
of its functions). He would not deny the value of annual sessions, particularly as regards 
contacts between delegates; but, on balance, those minor benefits did not justify an annual 
Assembly. As the Australian delegation had pointed out, the present Health Assembly could 
not take a vote on the issue now; but it could request the circulation of amendments to the 
Constitution to be voted on at the Thirty- fourth World Health Assembly. Even if biennial 
Assemblies could not be instituted before 1988, the first step should be taken now. 

Mr VOHRA (India) expressed surprise that the periodicity of Health Assemblies was being 
considered separately and not in conjunction with the restructuring of WHO, as would have 
appeared logical. The intensive exercises on restructuring that had taken place over the 
past two years had pointed to the need for urgent changes in the Organization to make it more 
responsive to the needs of the poorer countries. Discussions at the regional committees had 
indicated the desirability of initiating action in those committees, which would then 

be considered by the Executive Board and the Health Assembly in turn; the result would be 
that less time would be spent on detail at the Health Assembly itself. He would, however, 

strike a note of caution and emphasize that the Health Assembly, as the supreme politicial 
body, should be responsible for important decisions. 
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The most important of such decisions in recent years had been related to the programmes 
for primary health care and for attaining health for all by the year 2000; these had been 

linked with the need to make the United Nations economic bodies and other international 
forums more responsive to the aims of multisectoral coordination, especially in the economic 
and social sectors, including health. For that reason alone he felt that the Health 
Assembly should continue to meet annually for at least some years to come. The need was 
for more interaction between the developed and less developed parts of the world; for more 
intersectoral cooperation; and for more transfer of technology - all matters of the highest 
political concern. They could not be brought to fruition if decisions had to be postponed 
for two years. 

Examples had been give of other agencies that had decided to hold biennial sessions. 
The governing bodies of those agencies had their own reasons for taking such action in the 
light of their own ethos, motivation, and priorities. In no way were they precedents to be 

deferred to. 

The argument based on savings of cost and time did not appear to him to be convincing, 
since the two or three million dollars saved would surely not significantly improve WHO's 
input into the country health programming system. Nor could it be maintained that country 
health funding was responsible for maintaining the world's health ministries. WHO's input 

was catalytic, and in no way meant to take over national responsibilities. Accordingly, 
he hoped that the Assembly would not be swayed by arguments based on cost. As to the 

question of time, two or three weeks spent on urgent matters was time well spent. The kind 

of international political commitment that would place health in the forefront in a new 
world order would not be attained by introducing biennial Assemblies. On the negative side, 
it had been pointed out that a decision at the present stage would not take effect for another 
seven or eight years. It would therefore be best to await the restructured Organization and 
see how it worked in practice. 

Lastly, the present constitutional structure of the Executive Board was not such as to 

enable it to take over the Assembly's functions in the years in which the Assembly did not 
meet, especially where political problems were concerned. To alter that situation would 
in itself require more money. The choice lay between a biennial Assembly and the attainment 
of health for all by the year 2000: it was not possible, in his delegation's view, to have 
both. 

Dr GUERRERO (Colombia) said that, in pronouncing itself in favour of biennial Assemblies, 
his delegation was influenced by the argument that they would represent a saving in staff 

members' and delegates' time, and also in money. Moreover, it considered that only a limited 
number of changes requiring discussion would be likely to occur in the year when there was 
no Assembly. 

Mr QUTUB (Saudi Arabia) said that in his delegation's view the benefits which would 
admittedly accrue from a changeover to biennial Assemblies would be outweighed by the loss 

in contacts, mutual understanding, and cooperation which were so important a feature of the 

present arrangements. His delegation's preference was for a continuance of annual Assemblies, 
but it did not exclude the possibility of changes such as the introduction of a shorter 

session, e.g., two weeks instead of three. 

Mr XU Shouren_(China) said that his delegation was in favour of changing to biennial 

Assemblies, and was in agreement with the reasons already presented by previous speakers. 

He was convinced that a two -year period between meetings would give Member countries more 

time to prepare the material they wished to present, thus enhancing the quality of Assembly 
debates. He was also convinced of the desirability of shifting resources at present devoted 

to the Health Assembly, so that they could be used instead to further the objectives of the 

Alma -Ata Conference. 

Dr CALVOSA (Costa Rica) stated his delegation's preference for the adoption of 

biennial Assemblies, for reasons already given by many previous speakers. 

One consequence of the adoption of biennial Assemblies would be to reinforce the 

regional committees, whose role was seen to be increasingly important. Another consequence 
would be the need to restructure the Executive Board, whose members might become government 
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representatives instead of serving as at present in a personal capacity. As the Australian 

delegate had noted, changes would also be required in the Constitution. In view of all 

these consequential issues, even if a definite decision to make the change could not be 

taken immediately, the Health Assembly should at least initiate the study without which the 

changeover could not take place. 

Dr LEBENTRAU (German Democratic Republic) said that, after thorough consideration of 

the Executive Board document, his delegation had arrived at the view that existing arrangements 

should be continued. 

First, echoing the view of the delegates of Mozambique, Poland and the USSR, he stressed 

the Assembly's function as the supreme organ of WHO, the main forum for the discussion of 
strategy and tactics. He had noted with interest the Director -General's reference at the 

close of the morning's plenary meeting to the increasing trust placed by delegates in the 

Organization's aims. That, to his mind, came about because the Health Assembly was there 

to set goals. Chief among them were primary health care and the attainment of health for 
all by the year 2000, which it was part of the Assembly's function to follow up from year 

to year. 

Secondly, even under existing arrangements there was very little time for the increasing 

numbers of would -be speakers at Assembly meetings. The previous day's debate on the 

certification of smallpox eradication had been a case in point. If the interval between 
meetings were two years instead of one, that situation could only worsen, with major questions 
being treated superficially but not in depth. The figures spoke for themselves: over 150 

delegations, represented by very nearly 800 delegates, almost 100 of them ministers of 

public health. He saw the Health Assembly as a school, in which delegates learned from each 
other and in which the need to exchange views and information was paramount. 

Thirdly, the mere fact that delegates were gathered together in the Health Assembly 
implied a vital interest in the strengthening of peace throughout the world, an interest in 
directing every effort towards the promotion and improvement of the process of détente. 
Finally, he was sceptical of arguments for change based on possible savings, as he considered 
that what really should be discussed was how best to rationalize WHO's action and increase its 
effectiveness. 

Mr TANIGUCHI (Japan) said that his delegation was inclined to support a changeover to 
biennial assemblies. The effective use of limited resources had to be weighed against the 
decreased opportunities for delegates to meet and exchange views. His delegation believed that 
the adoption of biennial Assemblies must be accompanied by an examination of the need to 
restructure the Executive Board, which might entail both increasing its size and altering the 
method of selecting its members. Secondly, it must be accompanied by a strengthening of the 
ties between the Board and the regional committees, within a framework which would enable 
Member States to put forward their views quite explicitly. 

Dr TAPA (Tonga), recalling that the Executive Board had failed to reach agreement on the 
matter even after protracted discussions, said that it was clear that a final decision would 
not be reached at the present Health Assembly. His delegation wholeheartedly endorsed the 
reasons put forward in support of a changeover, and it had additional reasons of its own to 
advance. They arose from the special problems and disadvantages of a small developing island 
nation in the South Pacific, very poor in natural resources, lacking health facilities, and 
remote from Geneva - and even from Manila where the Regional Office was situated. Any savings 
in time and money which could be utilized in his country would hasten the day when health for 
all could be attained. 

Dr SHRAIM (Jordan) said that, setting side -by -side the opposing ideas on the periodicity 
of the Health Assembly, his delegation felt that the Organization's objectives could best be 
served by maintaining a system of annual Assemblies. 

Mr CORNELL (Sweden), speaking on behalf of the five Nordic countries, stressed the need 
to see the periodicity of Assembly sessions as part of a whole: it touched on every important 
aspect of the Organization's structure and could not be dealt with in isolation - aspects 
such as the membership and functions of the Executive Board, the regionalization of the 
Organization and the decentralization of work, particularly with reference to the attainment 
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of health for all by the year 2000. It followed that the structure of the Health Assembly 
should be adjusted to accommodate the interests of all its Members. Resolution EB65.R12 of the 
Executive Board gave an indication of the role which could be played by the various parts of 
the Organization and the need to strengthen them. What was not immediately apparent, however, 
was which part should be strengthened most. 

He stressed the need to strike a proper balance between centralized and decentralized 

activities and to consider most carefully details of emphasis. As to the proposal to increase 
even further the monitoring and control function of the Health Assembly, he noted that the 

Assembly already was the supreme decision -making body. It should, in the Nordic countries' 

view, continue to carry the main responsibility for basic policy decisions, including programme 

budgeting and general programme guidance for the Organization's activities. 

A strong and efficient Executive Board was a precondition for the successful implementation 

of the Organization's global strategy, but that did not preclude measures to make the Health 

Assembly more efficient. The Board should be responsible for giving effect to the policies 

and decisions of the Assembly to an even greater extent than at present, and regional committees 

should also take increased responsibility in relation to the developing countries. He could not 

agree that a changeover to biennial Assemblies would of necessity weaken the prospects for the 

global strategy, but he was aware of the concern felt by some delegations if the change were 

seen as an isolated matter. It was vital therefore that any decision that might be taken 
should be linked to a consideration of the role of the Executive Board and the regional 
committees, as well as of other bodies in the Organization, e.g., the Committee on Nominations 

and the General Committee. 
On balance, the advantages of making the change seemed to outweigh the disadvantages, at 

least in some respects. He conceded that some of those advantages might also be achieved by 

a reform of the system of annual Assemblies. The example of other agencies merited attention. 

He would support any proposal that gave due weight to all the points he had mentioned. 

The meeting rose at 17h40. 
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Chairman: Dr E. M. SAMBA (Gambia) 

1. FIRST REPORT OF COMMITTEE B (Document А33/46) 

Mrs RAIVIO (Finland), Rapporteur, read out the draft first report of the Committee. 

The reportwasadopted (see document WHA/1980/REС/2). 

2. PERIODICITY OF HEALTH ASSEMBLIES: Item 41 of the Agenda (Resolution WHA32.26; Document 
ЕВ65/1980/REС/1, decision (4) and Annex 8) (continued) 

Mrs LUETTGEN (Cuba) expressed her delegation's wish to see the existing arrangements for 
annual Assemblies maintained. WHO was passing through a crucial phase of expansion and 
development, which made a change at the present time inopportune. 

Any savings made by holding the Assembly biennially would be cancelled out by the fact 
that it would then have to be longer. Moreover, its directing and coordinating role would be 
weakened. The developing countries in particular should be careful not to let a false idea 
of economy undermine the advantages they obtained from attendance at the Health Assembly. 

Mr VERGNE SABOIA (Brazil) said that his delegation was in favour of a change to biennial 
Assemblies, since it considered that international organizations should streamline their 
administrative and other expenditure. However there had been expressions of legitimate concern 
on the part of countries opposing the change, on the grounds that it would limit their access 
to information and hinder their participation in WHO's work. If the periodicity of the Health 
Assembly were changed, parallel measures must be taken to respond to that concern aid to 

guarantee full participation to all Member States. 

Mr MORRISSEY (Canada) said that his delegation, having considered the relevant documen- 
tation very seriously and studied the various implications of introducing biennial Assemblies, 
had come to the conclusion that the advantages far outweighed the disadvantages. The subject 
should however be viewed in the wider context of the Organization's structures. Restricting 
his comments for the time being to the question of periodicity, he said that biennial Assemblies 
would be conducive to rationalization of the Organization's work, and would be more compatible 
with the existing cycle of biennial programme budgeting. They would at the same time consti- 
tute a step towards harmonization within the United Nations system since they would be in line 

with the pattern established by other specialized agencies. 

In considering the savings that would accrue both in terms of resources and money, all the 
elements that entered into the preparation and holding of the Health Assembly both at national 
and headquarters level should be taken into account. If that were done, it was impossible to 

avoid the conclusion that scarce resources could better be devoted to other pressing activities, 
including country health programming and development. 

It was time for the Health Assembly to take a decision. As a first step, it could be 
asked to consider immediately the adoption of the principle of biennial Assemblies while at the 

same time requesting that the necessary amendments to the Constitution be submitted to the 

Thirty- fourth Assembly in 1981, together with a plan for the implementation of the proposed 
changes. 
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Dr HAAS (Austria) said that his delegation, having on numerous occasions followed dis- 
cussions on changing the periodicity of Assembly sessions, had concluded that biennial 
Assemblies were desirable. It took the view that scarce resources should be used where they 
were most needed, namely in the service of WHO objectives, and should be devoted to the poorest 
and most afflicted populations, for whom outside help was vital. 

He wished to stress, however, that there were evident advantages for small countries in 

attending Health Assemblies annually, as a means of playing a fuller part in the Organization's 
work and keeping a closer check on it. For the great majority of WHO Member countries, the 
Executive Board was a restricted forum, owing to the present composition of that body and the 
distribution of seats. That was a pressing reason for dealing with the periodicity of Health 
Assemblies in conjunction with the issue of the functions and membership of the Executive Board. 
His delegation advocated a considerable increase in the size of the Board, even if such an 
increase took some time to achieve. In that connexion, he drew delegates' attention to 

Table 2 in document ЕВ65 /1980 /REС /1, Annex 9, and more particularly to the figures given for 
the governing body of ILO, which were incomplete: of the 56 members mentioned, 28 were 

government appointees, i.e., titular members with voting rights, but there were also 18 deputy 

members, equally government appointees, who were not entitled to vote but could speak freely 

on all items of the agenda. Moreover, discussions had been held for several years on the 
possibility of increasing the size of the ILO governing body, but no mention was made of that 
aspect in the document. It should not be too difficult to maintain closer contact with an 
organization situated so close to WHO. If Members were to be properly informed, there should 

be more detailed and accurate comparisons. Even so, what emerged clearly from Annex 9 was that 

other specialized agencies had more representative executive bodies than WHO. 
As an immediate measure, his delegation proposed that Rule 3 of the Rules of Procedure of 

the Executive Board should be amended to widen the possibilities of active participation by Member 
countries of WHO that did not have a national on the Board. A comparison of Rules Э and 4 of 

the Rules of Procedure revealed that such Member countries were less favourably treated than 
were the representatives of the United Nations and of other• intergovernmental organizations with 
which WHO had a working relationship. 

Miss BETTON (Jamaica) said that her delegation was in favour of biennial Health Assemblies; 

but any decision should be taken in the context of the recommendations emerging from the review 

of WHO's structure in the light of its functions, since the proposed change would be an integral 

part of that restructuring. The Director -General's report and subsequent discussions in the 

present Health Assembly had shown that the change, if implemented, would require decisions to 

ensure effective implementation of the policies and programmes of WHO, including those of its 

regional bodies. It would also be important to promote decentralization by taking measures 

to strengthen the role of the regional committees, in particular by intensifying their 

activities and rationalizing the work of WHO. A key factor would be the role of the Executive 

Board, which would also need to be strengthened. The other issues discussed - such as saving 

in time and money, the introduction of biennial budgeting, and the need for participation at 

the global level - must all be taken into account. 

Dr RIDINGS (Samoa) supported the introduction of biennial Health Assemblies on the grounds 

of economy. The cost of two delegates from Samoa attending the present Assembly was equivalent 

to the salary of a senior medical officer for a whole year. The plea by the delegate of India 

to wait a few more years before making the change was unnecessary, for a decision to move 

towards a biennial Assembly taken now, in 1980, could probably not be fully implemented until 

1988; moreover the matter had come up for discussion several times in the course of the last 

thirty years. 

To retain an annual Assembly indicated a lack of trust in WHO's ability to manage its 

affairs with a biennial meeting, and was in strong contrast to the repeated expressions of 

confidence made in the discussions in plenary of WHO's structure in the light of its functions. 

He agreed with those delegates who had pointed out that the periodicity of Assemblies was 

closely linked with that question: the change to a biennial Health Assembly would be a first 

and crucial step in rationalizing WHO's work. The advantages of biennial Assemblies could 

not be said to be minimal; in particular, increased participation at the regional level 

would be very valuable to his own country. 

Dr RINCHINDORJ (Mongolia) considered that, at a time when WHO was committed to attaining 

health for all by the year 2000, the Health Assembly must meet frequently to exchange views, and 

to evaluate what had been accomplished at national, regional and international level; a change 

to biennial Assemblies would adversely affect that very important objective. Also, an annual 
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Health Assembly enabled Member States to keep abreast of international health matters - and 

health was an area where rapid changes occurred. The matter needed further careful study. 

Meanwhile his delegation would prefer to retain an annual Assembly. 

Dr AL SHABANDAR (Iraq) was also in favour of retaining the present system of annual 

Assemblies, since it enabled all Member States of WHO to take part in the elaboration of WHO's 

strategies and the evaluation of its policies and programmes, and gave 
them an opportunity 

of discussing new health care problems as they arose. 

Mr LO (Senegal) said that the justification for the presence of delegates at the 

present meeting, and for their daily activities at both national and international level, was 

the health of their populations. If countries could solve that problem by themselves they would 

not need international cooperation - and WHO was primarily an organ to arrange such cooperation 

to help Members carry out their task, exchange points of view, and work together for the 

wellbeing of mankind. Frequent meetings were essential in a period when development activities 

were proceeding apace; and biennial Assemblies would only jeopardize the attaining of health 

for all by the year 2000. The present annual Assembly lasted over three weeks, but the large 

number of outstanding questions that would have to be settled by a biennial Assembly would 

entail a lengthening of its duration. Special sessions could of course be held, but there would 

be the risk of such special sessions becoming the rule rather than the exception; also, the 

improvised nature of a special session might make it difficult for all Members to attend it - 

particularly those who had difficulty finding the time to attend annual sessions. Any savings 

made by the introduction of biennial Assemblies would be at the expense of health development in 

the developing countries. Moreover savings realized in countries by not sending delegates to 

meetings on health problems would hardly ever benefit the health sector; they might, on the 

contrary, be used to send delegates to purely political meetings. Member States satisfied 

with their present health status might expect less from WHO - might even be less concerned 

with the concept of health for all by the year 2000 - and they could well be tempted to space 

out WHO's Assemblies. But for the others, those Assemblies were an occasion to evaluate 

programmes, policies and strategies. It would be inconsistent for health authorities to ask 

their governments to spend more on health and then in effect show what might be considered a 

lack of interest in basic health problems. Economies in time and money could not in themselves 

justify the abandonment of annual Assemblies. There were other ways of making economies. WHO's 

work could be rationalized without giving up its annual Assembly, which was closely linked with 

the development of health activities. Nor was it necessary to follow the biennial pattern of 

other specialized agencies: in the United Nations family, WHO should retain its own specific 

vocation. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) thought that the 

advantages of biennial Assemblies outweighed the disadvantages and he therefore supported the 

Australian proposal to put the necessary legal changes in hand. Other issues, such as the size 

of the Executive Board and the possible extension of the term of office of its members, should 

be referred back to the Board for consideration. 

Since a system of biennial Assemblies could not be fully operative for eight years, it 

might be advisable during that period to have an interim system whereby the Health Assembly 
met for its present duration in one year and for only one week in the next. At the one -week 

Assemblies countries could report on their health situation not in the plenary session 

but by written statements submitted in advance; the Assembly could then consist of the two 

committees, with relatively small plenary sessions to hear their reports. Such a procedure 

would require no change in the Constitution. 

Professor VANNUGLI (Italy) said that his delegation was in favour of biennial Health 

Assemblies for the reasons expressed by previous speakers and, in particular, because the savings 
would be not only in money but also in experts' time, which could be devoted to work in the 
field. 

However, since a major change would be involved, no precipitate action should be taken. 

The changeover would take about eight years to accomplish, and would involve the amendment of 

the Constitution pursuant to Rules 119 and 120 of the Rules of Procedure. The Director -General 
should be asked to bring the requisite amendments to the attention of Member States and during 
the intervening period any necessary changes in form or structure could be examined. The 
suggestion made by the delegate of the United Kingdom - one which would not necessitate 
immediate constitutional changes - deserved consideration. 
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Mr SOÓS (Hungary) said that it was difficult, if not impossible, to introduce any new 
element into the present debate. His delegation fully endorsed the observations made by the 
Indian delegation in favour of retaining annual Health Assemblies. Only recently had WHO's 
policy -making organs begun to be reorganized, and an optimum balance had yet to be found between 
centralized and decentralized programmes. For the first time, too, WHO had begun work on 
a global objective that required consultation and coordination at all levels: in the critical 
years ahead, WHO's collective wisdom would be needed constantly for the guidance of national 
health authorities and the Secretariat if the objective of health for all by the year 2000 
was to be attained. The Hungarian delegation therefore reiterated its support for the 
retention of annual Health Assemblies. 

Mr FERAA (Morocco) said that his delegation was in favour of annual Health Assemblies; 
but it agreed that the question of periodicity required very careful consideration in 
conjunction with the efforts to rationalize WHO's structures and procedures. WHO differed 
from other specialized agencies in a number of ways: in particular, it had set for itself 
the major goal of health for all by the year 2000, and it was still in the stage of 
formulating a philosophy particularly as regards the structural changes and decentralization 
required to attain that goal. Annual Health Assemblies also seemed to offer a good 
opportunity for reorientation of medium -term programmes. 

It was difficult to speak of possible savings until detailed studies had been carried out - 

in particular, cost -benefit studies on the whole question of decentralization and the 
development of the regional offices, including the role to be played by Member States 
themselves. The impact at the country level should also be carefully studied. 

The Health Assembly was also a unique forum for the exchange of information and 
experience required for TCDC, and the annual Assembly should be retained. However, measures 
to limit the length of sessions and achieve greater efficiency in other ways could well be 
considered and submitted to a subsequent Assembly. 

Dr MAFIAMBA (United Republic of Cameroon) said that the past few years had seen profound 

changes in WHO, and more changes were planned. Moreover, the volume of work had considerably 

increased, making it even more difficult for delegations to arrive at an overall appraisal of 

activities. The introduction of biennial sessions would mean that the opportunity for 

scrutiny of activities would be curtailed and that, furthermore, greater powers would devolve 

on the Executive Board, which as it stood was not composed of government representatives. 

Biennial Health Assemblies might appear to offer economies in terms of time and money, but 

the debate had shown that such a change could give rise to a number of problems, not the 

least of them political. He would therefore urge that the matter, with all its constitutional 

aspects, should be further reflected upon aid a definitive decision postponed until the 

Thirty- fourth World Health Assembly. 

Mr PHILADELPHIA (Guyana) endorsed the remarks of the delegate of Jamaica in support of 

biennial Health Assemblies. His own country attached great importance to Health Assemblies, 

and had hitherto always attended them annually in spite of the difficulties, including foreign 

exchange difficulties, facing a small country. 

Professor VON MANGER- KOENIG (Federal Republic of Germany) believed that all the advantages 

and disadvantages of both annual and biennial Health Assemblies had been well stated and duly 

weighed. The reasons put forward in favour of biennial Health Assemblies seemed less convincing 

on closer scrutiny. Biennial Assemblies would mean that the important constitutional function 

of the Health Assembly in determining the Organization's policy would be in suspense for a year; 

that could hardly be in keeping with the need for a common health policy, for establishing 

which the Health Assembly was the main forum. Biennial Health Assemblies would also mean that 

the reports submitted by the Executive Board and the Director -General were reviewed only every 

two years; thus there would be no control or guidance for the Board during that intervening 

period. In addition, there could be delays in implementing recommendations adopted by the 

United Nations. It was true that the regional committees would meet annually, but there were 

many problems which involved more than a single region. 

He was in favour of continuing to hold Health Assemblies every year. Nevertheless there 

was a real need for the introduction of structural changes to make those annual sessions more 

effective. There was, for instance, room for streamlining the general discussion, which 

tended to consist in the reading of prepared statements; and the duration of the Assembly 

could profitably be reduced from three weeks to two. 
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Mr ALWI (Malaysia) said that his delegation shared the view that the periodicity 

of Health Assemblies should be considered not in isolation but in conjunction with the study 
on the structure and functions of WHO. Attention would have to be given to the role of the 

Executive Board, and to the possibility of entrusting a greater measure of responsibility 
to the regional committees. He would be inclined to support a change to biennial Health 
Assemblies, if that question were taken together with the issues to which he had referred. 

(For continuation, see summary record of the seventh meeting, section 2.) 

The meeting rose at 17h30. 



SIXTH MEETING 

Friday, 16 May 1980 at 9h30 

Chairman: Dr E. M. SAMBA (Gambia) 

TRANSFER OF THE REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN: Item 42 of the Agenda 

(Document WHA32/1979/REС/1, decision (19); Document ЕВ64/1979/REС/1, decision (1); 

Document ЕB65/1980/REС/1, decision (10); Document EВ65/1980/REС/2; Documents А33/19, 

А33/19 Add.1 and 2, А33/42, A33/INF.DOC./7, 9, 10, 11 and 13) 

The CHAIRMAN recalled that in May 1979 the Thirty- second World Health Assembly, in 

decision (19), had decided to request the Executive Board to undertake a study on the question 
of the transfer of the Regional Office for the Eastern Mediterranean, and to report its 
findings to the Thirty -third World Health Assembly. The Board had set up a working group for 

that purpose, which had reported back to the Board at its sixty -fifth session in January 1980. 
The Board had decided to transmit the report of that Group (document ЕВ65/19 Rev.1 and Add.l, 
annexed to document А33 19), together with the summary records of the Board's deliberations 
(document ЕВ65/1980/REС 2, pp. 254 -258), to the Health Assembly for its consideration and 
decision. The Committee also had before it document А33/42, a memorandum submitted by the 
delegation of Egypt; documents A33/INF.DOC./7,9,10 and 11, submitted by the delegations of 

Saudi Arabia and Egypt and by the Director- General;1 and three draft resolutions circulated 
as conference papers. 

Dr GALEGO PIMENTEL (representative of the Executive Board) said that the question of the 

transfer of the Regional Office for the Eastern Mediterranean had its origin in a request 
made by Sub -Committee A of the Regional Committee, meeting in special session in May 1979; 
that request had been forwarded to the Thirty- second World Health Assembly, which had asked 
the Executive Board to study the effects of its implementation. The Board had entrusted the 

study to a Working Group composed of members from all the regions, and the Group's report,2 
endorsed by the Board at its sixty -fifth session, was now before the Health Assembly for 

consideration. 
The report dealt first with the legal and administrative implications of a decision to 

move the Office from its present location, regardless of what new location was chosen. It 

then covered questions relating to the choice of a new location. A total of 10 countries of 
the Region had offered to act as hosts to the Regional Office should a transfer be decided on, 
and all those countries had been visited by members of the Group to enable them to ascertain 
what facilities were offered by the governments concerned and what were the local conditions 
under which the Office would operate. The information obtained was set out in as objective 

a manner as possible in a comparative table contained in Annex 4 to the Group's report; 

the table covered such matters as office space, communications, transportation, staffing, 
logistic support, conferences, and privileges and immunities. The most essential points, 

namely the type of premises offered and the local availability of suitably qualified general 

service staff, were summarized in the body of the report. 

The main part of the report (document EB65/19 Rev.1) covered nine of the 10 potential 

host countries. The findings with regard to the tenth country were contained in a 

supplementary report (document EB65/19 Add.l), to which was attached in Annex 2 a table giving 

information on the estimated costs of a transfer to any one of the 10 host countries under 

1 See document WНА33/1980 /REС/1, Annex 2, parts 4, 5, 6 and 7. 

2 
See document WHАЭЭ/1980 /REС/1, Annex 2, part 1. 
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consideration. All figures in that table were based on the United Nations system's rates of 

post adjustment and on local salaries applicable in the countries concerned as of January 1980. 

The Executive Board, when considering the question in that month, had permitted 

representatives of potential new host countries to participate without vote in its 

deliberations. It was gratifying that all those who had spoken had commended the study for 

its thoroughness and objectivity. Some additional details supplied by certain representatives 

concerning the facilities offered by their countries had been incorporated in the revised 

version of the report. 

There had been a general consensus in the Board that a decision on a change of location 

of the Regional Office could only be taken by the Health Assembly itself. The Board had 

therefore deliberately refrained from making any recommendation, and had decided to transmit 

the Working Group's report to the Assembly. 

Dr TАВА (Regional Director for the Eastern Mediterranean) said that a special session of 

the Regional Committee to discuss the question of the transfer of the Regional Office from 

Alexandria had been called in accordance with Rule 6 of the Committee's Rules of Procedure 

following a request by a number of countries. Sub -Committee A of that Committee had met in 

Geneva on 9 May 1980, and had considered the Working Group's report in detail. It had been 

the view of some delegates that, in line with the decision of principle already taken the 

previous year, and following the study made by the Group, it was time for the Regional 

Committee to determine a suitable alternative location for the Regional Office, and submit 

it to the Health Assembly for consideration. Since a number of Arab countries had offered 

to act as host, the Arab group, in order to facilitate the Sub -Committee's work, had agreed 

to suggest a single candidate, namely Jordan. However, that did not mean that potential host 

countries from the non -Arab countries of the Region were excluded, and thus offers from Cyprus, 

Iran and Pakistan had also been discussed. Following that discussion, the representatives of 

Iran and Pakistan had withdrawn their candidatures and Cyprus, as it had not been represented, 

could not be consulted. However, it had later indicated informally that it would have no 

objection to the view of the majority. 
The delegate of Egypt had stated that he considered that the request for transfer would 

undermine both international and regional collaboration in the health field. He had urged 

that temporary political crises should not be allowed to interfere with WHO's essentially 

technical and humanitarian work. He saw the proposal for transfer as a purely political 

solution to a problem which ought to be capable of discussion and settlement through dialogue 
and on an amicable basis, and had stressed that the WHO Constitution and Agreements should be 

respected. However, another delegate had observed that the Regional Office could not carry 

out its work effectively in a country with which certain other countries had broken off 

diplomatic relations. Following further discussion, a draft resolution had been adopted by 19 votes 

to 1 to the effect that the Regional Office should be transferred to Amman, Jordan, as early 

as possible aid that the full cost of the transfer, including the recurring annual costs for 

a period of five years, would be met by voluntary contributions from Member States of the 
Region. 

Sub -Committee B had met on 14 May 1980. At that meeting, the Israeli delegate had 

informed the Regional Director that he opposed the proposed transfer, and a resolution to 
that effect had been passed. 

Dr GEZAIRY (Saudi Arabia) recalled that decision (19) had been adopted by the 

Thirty - second World Health Assembly in response to a request from countries of the Eastern 

Mediterranean Region for the Regional Office to be transferred from Alexandria on the grounds 
that the new political stance adopted by the host State had made it impossible for the Office 
to carry out its activities. On 9 May 1980, Sub -Committee A of the Regional Committee had 
considered the study carried out by the Executive Board Working Group on the subject, and had 
then adopted a resolution deciding on the transfer of the Office from Alexandria to Amman. 
In so doing, it had taken into consideration the need to ensure effective technical cooperation 
between the countries of the Region in order to enable them to attain the objective of health 
for all by the year 2000. 

Many countries of the Region had expressed their willingness to act as host to the 

Regional Office, and Amman had eventually been chosen by the majority decision of 20 out of 
the 21 Member countries. Account had been taken of the need not to overburden the 
Organization's budget by additional costs, and thus the countries concerned had agreed to 
meet not only the cost of the transfer but also any recurring additional costs for the next 
five years. 
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With regard to the legal implications of the proposed transfer, the Organization's 
Legal Adviser had indicated that the Regional Committee was entitled to adopt such a 
resolution, though from a procedural point of view it would need to be referred to the Health 
Assembly for eventual approval. 

The countries of the Region, in adopting the resolution in the Sub -Committee, had acted 
in the best interests of the peoples of the Region by ensuring that they would be able to 
derive maximum benefit from the services provided by their Regional Office. Moreover, 
they had acted in accordance with the Constitution of the Organization, which provided in 
Article 50(a) that one of the functions of the Regional Committee was to formulate policies 
governing matters of an exclusively regional character. The resolution was also in accord 
with WHO's new orientation towards greater decentralization and towards the giving of 
increased responsibilities to the regions. Although some had feared that the process of 
transfer would hamper some of the Office's activities, he pointed out that those activities 
had already been adversely affected by the decision of many countries to boycott the 
Regional Office, and if the Office remained in its present location its work would eventually 
be completely paralysed. 

It had been claimed that the decision taken had been politically motivated, but as he 
saw it, it had been a purely practical solution to a problem that had arisen as a result of 
certain political actions taken by the host country. To insist on retaining the Office in 
its present location would in fact amount to a political gesture since it would be in 
opposition to the legitimate desires of the overwhelming majority of Member States of the 
Region. To oppose such desires would be contrary to democratic principles, which were based 
on respect for the wishes of the majority. He stressed that the countries of the Region were 
united in their determination to see the Office transferred, and that their decision in that 
respect was irrevocable. Should it be decided to retain the Office in its present 
location, the countries concerned would consider it as non -existent and refuse to cooperate 
with it. That situation would be an unfortunate one, since it might lead some Arab countries 
to reconsider their relations with the Region and with the Organization as a whole. 

Speaking on behalf of all countries which had endorsed the resolution in Sub -Committee A, 
and on behalf of the Council of Arab Ministers of Health, he hoped that the Committee would 
approve the following draft resolution, which was proposed by the delegations of Algeria, 
Bahrain, Democratic Yemen, Iran, Iraq, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya, 
Mauritania, Morocco, Oman, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia, 
United Arab Emirates and Yemen: 

The Thirty -third World Health Assembly, 
Recalling the decision of the Thirty- second World Health Assembly concerning the 

wish of the majority of Members of the Eastern Mediterranean Region to transfer the 
Regional Office from Alexandria, Arab Republic of Egypt, to another Member State in 

the Region; 

Having reviewed the detailed and objective information provided in the report of 
the Working Group established by the Executive Board; 

Taking into consideration the decision of Sub -Committee A of the Eastern 
Mediterranean Region at its special session contained in its report and resolution 
EM/RC- SSA2/R.1; 

Considering that nineteen out of twenty Member countries attending the said 
special session decided to transfer the Regional Office for the Eastern Mediterranean 
to Amman, Jordan; 

Bearing in mind that this matter is surely of a regional nature and concerns 

essentially the Member countries of the Region; 

DECIDES: 

(1) to transfer the Regional Office for the Eastern Mediterranean from 

Alexandria to Amman, Jordan, as soon as possible; 

(2) to cover through voluntary contributions from the Member States of the 

Eastern Mediterranean Region the full cost of the transfer of the Regional Office 

to Amman, and the increased recurring annual costs for a period of five years. 

Mr EL- SHAFEI (Egypt) recalled that despite the objection of a number of delegations, 

including his own, the question of the transfer of the Regional Office for the Eastern 

Mediterranean, had been included in the agenda of the Thirty-second World Health Assembly. 
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During the discussion in Committee B, strong considerations of principle had been raised 

against the Office's possible relocation. It had been emphasized that the request was based 
on purely political considerations and on transitory political differences. Delegations had 
reminded the Committee that the only criteria for selecting Egypt as the site for the Regional 

Office 30 years before had been technical considerations and the availability of the necessary 
facilities. That had been the case for all other WHO regional headquarters, and the Interim 
Commission, studying various possible locations for the original WHO headquarters, in view of the 
essentially technical purpose of WHO's work, had felt bound to exclude all political 
considerations. It had further been stated that the question of relocation was of great 
importance for the future of the Organization and should not be considered on the basis of 
reasons alien to its Constitution, if the integrity of WHO was to be maintained. International 
cooperation in public health was a permanent necessity based on a complex network of 
international agreements, common programmes of work and technical assistance; those were 
basic principles of the WHO Constitution and should not be unnecessarily upset in a humanitarian 
and technical body. The attempt to transfer the Office would also create a dangerous precedent 
in disrupting the regional arrangements of WHO and other specialized agencies. 

It had also been reiterated that the Regional Office was functioning efficiently, with 
meetings being held at all levels and programmes continuing without interruption. The delegate 

of Saudi Arabia had then stressed that the request for a transfer had not been based on any 
suggestion that Egypt had failed to meet its commitments as host country. In reply to the 

Saudi Arabian delegate at the present meeting, who had suggested that it was the essentially 
practical reason that Member States were no longer able to cooperate with the Office which had 
prompted the request for a transfer, Mr El- Shafei quoted a number of examples of meetings and 
training courses that had taken place in Alexandria during the past year with participants 
from countries throughout the Region. He could therefore hardly believe that the reasons 
put forward for a transfer of the Office were of a purely practical nature. 

The many legal, administrative, technical and financial implications of a transfer were 
outlined in the report of the Working Group of the Executive Board, which had been requested 
by the Health Assembly to undertake a study on the effects of the implementation of a decision 
to transfer the Regional Office and to report its findings to the Health Assembly. The study, 
carried out by representatives of all six regions, had shown that the legal implications 
of denouncing the existing Host Agreement concluded between WHO and the Government of Egypt 
in March 1951 and the question of the applicability of Section 37 of that Agreement were still 
far from being resolved. Section 37, whose purpose was to protect both WHO and the Host 
country, provided that the Agreement could be revised at the request of either party. In that 
event the two parties should consult each other concerning the modifications to be made in its 
provisions. If the negotiations did not result in an understanding within one year, the 
Agreement could be denounced by either party giving two year's notice. Section 37 corresponded 
to Article 29 of the Headquarters Agreement concluded in 1948 -1949 between WHO and the Swiss 
Government, an Agreement which in turn had been based on the Agreement of 11 March 1946 between 
the Swiss Federal Council and the International Labour Organisation concerning the legal status 
of the ILO in Switzerland. The Working Group had specified that the host agreements for the 
other regional offices of the Organization similarly incorporated the clause first introduced 
by WHO in its Headquarters Agreement and that consequently the clause would have to be 
interpreted in the same manner for the Headquarters Agreement and all the host agreements for 
regional offices. 

The Working Group had further stated, in part IV, sections 4.2 and 4.3, of its report, 
that "the preparatory work for the two headquarters agreements (ILO and WHO) does not shed 

any direct light on the meaning of the renegotiation and denunciation clause here under 
consideration "; that "There is no specific comment on Section 37 in the preparatory work on 
the Host Agreement concluded by WHO with Egypt in March 1951 after approval by the Third 
World Health Assembly "; that "contrary to the Headquarters Agreement with Switzerland, 
which does not specify the location of the WHO headquarters, the Agreement with Egypt mentioned 
expressly, in Section 1 (v) the location of the Regional Office in Alexandria"; and that 
"In the absence of any indication in the preparatory work of Section 37 of the Host Agreement 
which could help in its interpretation, subsequent practice with regard to the application of 
this and other analogous agreements would be particularly important. However, no case has ever 
occurred in WHO or in ILO in which the renegotiation and denunciation clauses of the respective 
headquarters and host agreements have had to be put to a practical test ". 

In view of the above, the Group had come to the conclusion that "it was not in a position 
to decide whether or not Section 37 of the Agreement with Egypt was applicable. The final 
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position of the Organization on the possible discrepancies of views would. have to be decided 
upon by the Health Assembly. Should the opinion of the Assembly not be agreeable to the 
Government of Egypt, it would be possible to have the question submitted to arbitration under 
Section 34 of the Host Agreement; the International Court of Justice could also possibly be 
requested to provide an advisory opinion under Article 76 of the WHO Constitution ". 

Mr El- Shafei shared the Working Group's view that any decision to transfer the Regional 
Office would have major and - in his opinion - adverse repercussions on the Office's activities 
for quite some time, in terms of efficiency first of all. Work would be disrupted during the 
interim period, the valuable experience acquired by general service staff over the past 30 
years could not be replaced in a short time, and there was a lack of qualified secretarial and 
clerical personnel with the required linguistic skills in most countries of the Region. The 
Office currently employed high- quality international and local staff, the team spirit was 
excellent and its work was most efficient. The financial and operational implications of a 

transfer had not yet been precisely determined, but the report indicated that the increased 
costs of a new location for the first year alone would range from a minimum of US$ 1 361 000 
to a maximum of US$ 4 493 000. The members of the Working Group had not been able during 
their short visits to examine in depth all the requirements for the establishment of a 

regional office in the potential host countries. 

An objective analysis of those,facts indicated the following. First, there were no 
technical or operational grounds that could justify a transfer of the Regional Office in 
Alexandria. Secondly, the legal issues emanating from the Host Agreement still required 
in -depth study before the Health Assembly could take a final decision. As stated in section 5.2 
of the Director -General's report entitled "Outline of a possible study on the feasibility of 
relocating WHO headquarters" (document ЕВ65 /1980 /REС /1, Annex 10), any feasibility study would 
have to "consider the legal interpretation of the terms of existing agreements, the nature of 
consultations to be undertaken between WHO and the present host country Government, and the 

question of whether and when to give advance notice ". Thirdly, according to Rule 13 of the 
Rules of Procedure, the Health Assembly was not in a position to take a decision on a 

possible transfer, since the precise technical and financial implications of such a decision 
were not known. Fourthly, such a political move would disrupt the programmes and activities 
of the Office, increase the costs to be borne by Member States, and deal a heavy blow to the 

spirit of cooperation. 

There was thus no justifiable reason for introducing political considerations to disrupt 
regional technical cooperation and cause irreparable damage to the basic purposes and principles 
of the Organization. Article 1 of the Constitution defined the objective of WHO as "the 
attainment by all peoples of the highest possible level of health ". That objective could only 
be achieved through cooperation, compassion and understanding, and not through friction and 
enmity. He therefore urged all Member States to work together to achieve that target. 

The draft resolution introduced by the delegate of Saudi Arabia implied that there was a 

dispute between one State and 19 others, rather than а conflict between two different points 
of view. The undeniable political differences in the Region were regrettable, but they were 
of a temporary nature. In any case, they were essentially concerned with relations among 
Arab States and should not be superimposed on the work of specialized agencies. 

The Saudi Arabian delegate had said that the reasons for moving the Regional Office from 
Alexandria were not political. He could not agree with that view, since not a single complaint 
had been made that the host Government had acted in violation of the Host Agreement or had in 
any way impeded the work of the Regional Office. Neither could he agree that the matter was 
a purely regional one. The mere fact that it had been discussed at the Thirty- second World 
Health Assembly and was again being discussed at the present Assembly indicated that that was 
not so. 

As far as the procedures for deciding upon the relocation of a regional office were con- 

cerned, Article 44 of the Constitution seemed rather incomplete and might need to be 

reconsidered, in as much as it contained no provision relating to relocation and did not specify 
what kind of majority would be required. In his delegation's opinion, relocation should be 
decided by consensus among all the Member States of each region, so as to avoid situations 

like that now being faced. 

In the final operative paragraph of the draft resolution introduced by the Saudi Arabian 

delegate, reference was made to voluntary contributions to meet the full cost of the transfer 
of the Regional Office to Amman. That matter would appear to be governed by Article VII, 
paragraph 7.2, of the Financial Regulations, which stated that gifts or bequests, whether or 
not in cash, might be provisionally accepted by the Director -General, subject to the provisions 
of Article 57 of the Constitution. Article 57 of the Constitution stated that the Health 
Assembly or the Board acting oп behalf of the Health Assembly might accept and administer gifts 
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and bequests made to the Organization provided that the conditions attached to such gifts or 

bequests were acceptable to the Health Assembly or the Board and were consistent with the 

objective and policies of the Organization. The question arose as to whether voluntary con- 

tributions to cover the cost of the transfer to Amman and the increased recurring annual costs 

for a period of five years were consistent with the objective and policies of the Organization, 
and whether they could not be more advantageously used for other ends. The Organization was, 
of course, in need of funds for many beneficial purposes; voluntary contributions were welcome, 
but not for the purpose of relocating an existing office which was functioning perfectly. 
Furthermore, it was unclear who was going to cover the increased recurring annual costs after 
the five -year period had expired. He wondered whether Members would be willing to increase 
their contributions to the Organization after five years in order to cover the additional costs 
involved. 

He went on to introduce the following draft resolution: 

The Thirty -third World Health Assembly, 
Recalling its decision at its thirty - second session to request the Executive Board to 

study the effects of the implementation of a decision of the World Health Assembly to 

transfer the Regional Office for the Eastern Mediterranean from Alexandria, Arab Republic 
of Egypt, to another State in the Region and to take the necessary steps for its imple- 
mentation; 

Taking note of the study transmitted by the Executive Board to the Health Assembly on 
this question for its consideration and decision; 

Considering that the members of the Working Group established by the Executive Board 
were not in a position, during their relatively short visits to the potential host 
countries, to examine in depth all the requirements of the establishment of the Regional 
Office in the countries concerned; 

Considering further that the legal aspects of the question have not been resolved and 
that the Working Group was not in a position to decide whether or not Section 37 of the 
Agreement with Egypt is applicable; 

Mindful of Rule 13 of its Rules of Procedure, which states that "the Director -General 
shall report to the Health Assembly on the technical, administrative and financial impli- 
cations of all agenda items submitted to the Health Assembly before they are considered by 
the Health Assembly in plenary meeting. No proposal shall be considered in the absence 
of such a report unless the Health Assembly decides otherwise in case of urgency "; 

DECIDES to request the Executive Board at its forthcoming session to continue its 
study of all aspects of the question and report its findings to the Thirty- fourth World 
Health Assembly. 

He said that it would have been easy for his delegation to submit a draft resolution 
rejecting outright the idea of a transfer of the Regional Office. However, it had not done 
so because it realized that there was another point of view to be taken into account. His 
delegation had therefore adopted a spirit of conciliation and cooperation and hoped that 
Members would understand that a broad range of issues had to be settled, as the Board's study 
had revealed. In any case, no hasty decision should be taken. His delegation remained open 
to other ideas and wished to preserve cooperation in the Region, without any ultimatums. 

It had been asserted that there was no political motivation in the move to transfer the 
Regional Office from Alexandria and that only practical considerations were involved. Yet 
in March 1980 the Council of Arab Ministers of Health, meeting in Tunis, had called for the 
exclusion of Egypt from meetings of the Regional Committee. A similar decision had also been 
adopted by the Council of Ministers, the political organ of the same States. Any decision 
to prevent a Member from attending meetings of a body established by the Organization would 
pose a serious problem for the Health Assembly since, inter alia, the question of the 
constitutionality of such a decision would arise. 

He noted that a third draft resolution circulated to the Committee, sponsored by the 
delegation of the United States of America, was concerned solely with the legal issues and was 
in keeping with the view that the Health Assembly should proceed cautiously in the matter. 
It was therefore not in conflict with the Egyptian draft resolution. 
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Mr HELMAN (United States of America) introduced the following draft resolution: 

The Thirty -third World Health Assembly, 
Having regard to proposals which have been made to remove from Alexandria the 

Regional Office for the Eastern Mediterranean of the World Health Organization, 
Taking note of the differing views which have been expressed in the World Health 

Assembly on the question of whether the World Health Organization may transfer the 
Regional Office without regard to the provisions of Section 37 of the Agreement 
between the World Health Organization and Egypt of 25 March 1951, 

Noting further that the Working Group of the Executive Board has been unable to 

make a judgement or a recommendation on the applicability of Section 37 of this 

Agreement, 

DECIDES, prior to taking any decision on removal of the Regional Office, and 

pursuant to Article 76 of the Constitution of the World Health Organization and 

Article X of the Agreement between the United Nations and the World Health Organization 
approved by the General Assembly of the United Nations on 15 November 1947, to submit 
to the International Court of Justice for its Advisory Opinion the following questions: 

(1) Are the negotiation and notice provisions of Section 37 of the Agreement of 
25 March 1951 between the World Health Organization and Egypt applicable in the 

event that either party to the Agreement wishes to have the Regional Office 
transferred from the territory of Egypt? 

(2) If so, what would be the legal responsibilities of both the World Health 

Organization and Egypt, with regard to the Regional Office in Alexandria, during 

the two -year period between notice and termination of the Agreement? 

Over the past few years, the United States Government had followed with close attention 

the discussions in WHO regarding the possibility and advisability of transferring the Regional 

Office for the Eastern Mediterranean from Egypt to another country. Considerable study had 

been made of that emotive issue, which remained complex in its administrative, financial and 

legal aspects. 

At the present stage his delegation saw no advantage in going into the political 

background of the question, which was well known to all Members. Instead, it would be best 

to assume good faith on the part of all and a general interest in assuring the satisfactory 

functioning of WHO health programmes in the Eastern Mediterranean Region - programmes which 

his Government supported and wished to see continued with his country's cooperation. 

Accordingly, it behoved all Members to demonstrate restraint, to avoid threats regarding 

consequences, and to look carefully at the range of issues involved. Against the sense of 

urgency expressed by governments of the Region - which his Government did not share - there 

had to be set the administrative, financial and legal questions of concern to the Organization 

as a whole and to each of its Member States. Against the views of the countries of the 

Region - views which were entitled to great weight - there had to be placed the views and 

interests of the Organization as a whole and of its Members, all of which had a stake in the 

administration and effective functioning of all elements of WHO and in the precedent which 

a move from Egypt would set. 

His delegation would go further and would argue that at least the legal issues involved 

went beyond WHO and related to the obligations and duties of international institutions to 

their Member States, and in particular to those Member States which acted as hosts to 

international institutions and their constituent units. 

The report of the Executive Board answered some of the administrative and financial 

questions involved in a transfer of the Regional Office. There were, however, other issues 

which still required further careful study. Among them the legal question should be of 

greatest concern to States Members of WHO. For that reason, his delegation had submitted a 

draft resolution which defined with precision the legal issues involved and which requested 

the International Court of Justice to rule on them. It focused on the key legal question of 

whether the removal of the regional headquarters from Alexandria would be tantamount to 

denunciation by WHO of its Agreement with Egypt of 25 March 1951, Section 37 of which provided 

that the Agreement might be denounced by either party giving two years' notice. 
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Egypt maintained that, if WHO was to deprive the Agreement of its object and purpose by 
removing the Regional Office from Alexandria, then the Organization must give two years' 
notice of what would amount to denunciation. Other Members apparently maintained that 
Section 37 of the Agreement applied only to negotiation over revision of the Agreement and 
failure to reach agreement by such negotiation, and that it did not apply to a decision by 
the Health Assembly to move the Regional Office. Thus there was clearly a genuine and 
important legal difference on which the Organization should have authoritative and impartial 
advice before it took a decision on whether or not to remove the Regional Office from Egypt. 
The United States delegation contended that the best way to obtain such advice was to request 
from the International Court of Justice an advisory opinion on the questions cited in its 
draft resolution. In a world where all too often legality, international law and international 
standards were flouted, it was essential that WHO, being dedicated to human welfare, should 
insist that its actions should be above reproach and in full accordance with international 
law. After all, if an international organization violated its agreements with a Member 
State, what could be left of the fabric of international law on which all governments so 
profoundly depended? How secure could be the headquarters and regional offices of WHO 
and of other international institutions if WHO opened itself to the accusation, plausible on 
its face, that it had arbitrarily violated a headquarters agreement with a Member State? 

His delegation's draft resolution was directed against no one. The Regional Office and 
its programmes continued to function. At all events threats should be avoided, and in the 
meantime WHO should insist that its actions should be legally, administratively arid 

financially beyond reproach. Adoption of the draft resolution would enable the Organization 
to assure itself that it was proceeding properly aid in full accordance with international law. 
It would also establish a standard of integrity in relations between an organization and its 
Member States, as well as a precedent for the conduct of other international institutions and 
their constituent members which would be a credit to WHO. 

Dr NSOLO (Nigeria) believed that the transfer of a purely technical institution from one 
country to another for political reasons would create a dangerous precedent. It would more- 
over be an expensive arid wasteful move, which would adversely affect the services which the 
Organization was called on to provide. His delegation could not therefore support the 
proposed transfer of the Eastern Mediterranean Regional Office from Alexandria. He believed 
the problem to have arisen as a result of a passing political crisis; the present proposal, 
which was of a permanent nature and also appeared to be a punitive measure, could, if adopted, 
seriously strain relations and leave lasting scars. 

Dr MALHAS (Jordan) said that the question before the Committee was quite simple and had 
been clearly set out by the Regional Director. The Region could only operate effectively on 
the basis of mutual cooperation between its Member countries. Twenty out of 21 Member 
countries in the Region wished to see the Regional Office transferred from Alexandria to Amman. 
The legal aspects concerning the Agreement on Privileges and Immunities and the formal 
Agreement between the host country and the Organization were of secondary importance compared 
with the expressed will of the Member countries in the Region arid could certainly be settled in 
a manner satisfactory to the majority. 

The financial aspect had already been covered by the willingness of the Member countries 
to meet certain items of expenditure, especially recurring expenditure. The World Health 
Assembly was in his view committed to a particular course of action by the expressed view of 
the majority of countries in the Region. 

The necessary capacity to receive the Regional Office would shortly be available in Amman. 
Valuable experience had already been gained during three regional meetings held in Amman during 
1979 and a further meeting was to be held there shortly. His country was ready and willing to 

act as host to the Regional Office, and would provide all necessary facilities, privileges and 
immunities in the same way as Egypt under the 1951 Agreement. Although his words should not 
be construed as a threat, his country would be unable to cooperate with the Regional Office in 
the future if it remained in Alexandria. It would also be bound to look closely at its links 

with the Regional Office and the Organization, if the Health Assembly refused to respect the 
wishes of the majority. 

Mr CORDERO DI MONTEZEMOLO (Italy), speaking on behalf of the Member States of the European 
Economic Community, said that the removal of the Regional Office from Alexandria involved a 

whole range of problems at different levels, the magnitude of which should not be underestimated 
but which could nevertheless be solved if there were urgent and valid grounds for doing so. In 

the event, however, the Regional Office in its present location was staffed by highly qualified 
and experienced personnel arid had operated during the past 30 years without any complaint 
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against it. There were a number of legal implications of the change to be considered, which 
the Working Group had merely listed without going into details. The financial consequences of 
the move, as set out in the report, were striking indeed. The table in Annex 2 of the 

document ЕВ65/19 Add.l showed the estimated costs to vary between US$ 1 million and US$ 4 

million, excluding the loss on the capital expenditure incurred at Alexandria over the 

years. Even if those expenses were to be met by voluntary contributions, they could hardly be 
regarded as priority items, compared with the implementation of health programmes. 

A further aspect to be considered was the effect of the move on the work of the Regional 
Office. The report by the Director -General on the study of WHO's structures in the light of 

its functions (document А33/2) had emphasized the increasingly important role of regional 
offices. None of the documents submitted to the Health Assembly contained any reference to 

special circumstances applicable to the Regional Office for the Eastern Mediterranean alone, 
which had apparently worked effectively throughout 1979, like all the other regional offices, 
and Member countries in the Region had continued to derive benefit from its activities. The 
moment when the Organization was faced with extremely demanding commitments and when the 

programme for health for all by the year 2000 required the concentration of all technical and 

financial resources in order to achieve positive results hardly seemed the best time to inter- 

rupt the functioning of one of the regional offices for an indeterminate period. He could not 

share the views of those who wished to exchange the reality of a virtually fault -free operation 

for the hope of a satisfactory adaptation in another place. 
His Government had given careful consideration to all the political aspects, while 

regretting, like many delegates at the previous World Health Assembly aid members of the 
Executive Board, that the Assembly should be required to consider a question so far divorced 

from the important and fundamental problems with which the Organization was faced. He 

believed strongly that any decision should be deferred. His Government would support any 
draft resolution in favour of deferment, to permit further and more far -reaching consideration 

to be given to the legal and administrative aspects of the question. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that, in the view of his 
delegation, the transfer of a regional office from one country to another - in the same way as 

changes in the boundaries of regions, the transfer of countries from one region to another, the 

setting up of subregions etc. - was largely a matter for Member countries in the region, both 

in the present and any future cases. It was evident from the report of Sub -Committee A of the 

special session of the Regional Committee that 19 out of 20 countries in the Region had been in 

favour of transferring the Regional Office from Egypt to Jordan. He pointed out that for 

many years the so- called Sub -Committee B had not met nor submitted any resolutions to the 

Executive Board or Health Assembly; the resolution submitted by that Sub -Committee could 

hardly therefore be regarded as a proper resolution. The Health Assembly had always followed 
the recommendations of the Regional Committee on matters of regional concern and there appeared 

to be no reason for departing from that principle in the present case, which had already been 

considered at great length by the Executive Board. 

It had been objected that the proposal to transfer the Regional Office was the result of 
a political decision. The real political decision, however, would be for the World Health 
Assembly to refuse to accede to the recommendation of the great majority of members of the 

Regional Committee. Once the decision of principle had been made, any financial, legal, 

administrative, personnel and other details could be settled later. His delegation had no 

objection to the proposal to transfer the Regional Office from Alexandria and would support 
the draft resolution introduced by the delegate of Saudi Arabia. 

The meeting rose at 11h15. 



SEVENTH MEETING 

Friday, 16 May 1980, at 14h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. TRANSFER OF THE REGIONAL OFFICE FOR THE EASTERN MEDITERRANEAN: Item 42 of the Agenda 
(Document WHA32/1979/REС/1, decision (19); Document ЕВ64/1979/REС/1, decision (1); 
Document ЕВ65/1980/REС/1, decision (10); Document ЕВ65/1980/REС /2; Documents АЗ3/19, 
А33/19 Add.1 and 2, А33/42, AЗ3/INF.DOC./7, 9, 10, 11 and 13) (continued) 

Dr LOEMBE (Congo) said that the draft resolution submitted by the majority of the Arab 
delegations raised an extremely delicate problem. In view of the wording of the third 

preambular paragraph, which referred only to the decision of Sub -Committee A of the 
Eastern Mediterranean Region, the present Committee should consider carefully whether the 

proposed transfer was not intended as a punitive measure, the reasons for which were not 
explicitly stated in the resolution. At the previous meeting, the delegate of Saudi Arabia, 
recalling the history of that decision, had emphasized that the transfer should be viewed 
essentially as a practical rather than political step, and had informed the Committee that, 

in the event of its reacting negatively to the draft resolution, the Regional Office for the 

Eastern Mediterranean would, to all intents and purposes, cease to exist. 
The situation was accordingly a dangerous one. It would constitute a regrettable 

precedent if, at the instigation of a number of delegations, the site of a regional office 
that fulfilled all the requisite conditions were to be changed, and complex legal questions 
would undoubtedly be raised. He stressed the immense tasks facing the Organization at the 
present time, among them the attainment of health for all by the year 2000 and the contribution 
to be made by the health sector to the New International Economic Order, all of them 
calling for financial sacrifice and the development of new strategies. In that context, the 
problem of the transfer of the Regional Office for the Eastern Mediterranean was embarrassing 
in its political implications, and the report established by the Working Group of the 
Executive Board did not point to any objective and clear -cut decision. 

Cooperation between countries was essential for exchanges of appropriate technology, and 
such cooperation presupposed certain psychological conditions and political will. The 
current difficulties, arising out of a situation not basically related to health considerations, 
could, it was hoped, be regarded as temporary. Time might well bring about a reconciliation 
in the area, and health workers were better placed than most to work in that direction. It 
accordingly seemed to his delegation preferable to refrain from taking a vote on the draft 
resolution and to request the competent legal authorities for complementary advice on the 
question of the transfer. Should the draft resolution be voted upon, his delegation would 
vote against it. 

Mr AL- DABBAGH (Kuwait) recognized that the transfer of the Regional Office for the 
Eastern Mediterranean was an extremely important question and one involving potential 
complications. All the countries comprising Sub -Committee A, with the exception of Egypt, 
had come to the conclusion that for the Regional Office to remain at its present site would 
delay and even impede the implementation of regional programmes, with regrettable consequences 
for health action in the area. 

For delegations to support the retention of the Regional Office in Alexandria would not 
only harm the work in the Region but would also damage relations with certain Member States. 
That observation was in no way intended as a threat; but frankness required that the possible 
consequences should be put clearly. The transfer of the Office to Amman would have no effect 
on headquarters or on the other regions but would, on the contrary, result in increased 
efficiency. The Member States of the Eastern Mediterranean Region were sufficiently mature 
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to decide on the best location for the Regional Office, and he earnestly hoped that their 
proposal would receive support. Since the reasons motivating the sponsors of the draft 
resolution were to them absolutely fundamental, they would be unable to extend their 
cooperation to the present Regional Office. Accordingly, to oppose the transfer would harm 
the progress of health in the Region and be contrary to humanitarian interests. 

Any legal considerations were subsidiary to the question of principle, namely the right 
of the Member States concerned, in the interests of efficiency, to transfer the Regional 
Office where they saw fit; and any attempt to delay a decision would only serve to aggravate 
the problem. 

Mr ABBASSI TEHRANI (Iran) did not think that the Constitution of WHO could deny the right 
of countries to choose the site of their Regional Office, and agreement on that site had been 
reached by Sub -Committee A unanimously, with the exception of one Member State. Many 
delegations at the present Health Assembly had commended the process of decentralization. 
The issue under discussion was essentially a regional matter, and should not therefore be 

open to dispute. 

His delegation fully supported the draft resolution submitted by the majority of Arab 
delegations. 

Dr HUSAIN (Iraq) recalled that the views of Member States in the Region had been clearly 
expressed at the Council of Arab Health Ministers, meeting in Tunis in March 1980, which had 
decided to boycott all contacts with the Regional Office in Alexandria. It was therefore 

incorrect to say, as the delegates of Egypt and Italy•had stated, that the Regional Office was 
functioning as usual. 

He emphasized that the matter was after all a purely regional one. It seemed to him 
that the Health Assembly had no choice other than to confirm the decision taken by those health 
ministers. The point had been made in the present debate that the request for the transfer 
was of a political, rather than a technical nature. It should be borne in mind, however, 

that all delegations reflected the views of their respective governments and thus all decisions 

had political resonance of some sort - for instance, the Italian delegation had put the view 
of all the EEC countries. 

If the draft resolution were to be rejected, the Regional Office would remain a regional 

office in name only; and indeed the Arab countries might have to reconsider their relationship 

to WHO as a whole. That comment should not be interpreted as a threat, but the attitude 

taken by the Arab countries had to reflect their own interests, and they were unable to give 

their approval to any attempt at procrastination. The United States delegation had called 

for arbitration or for reference to legal opinion. He felt that that delegation should 

accept the proposal of the Arab countries, since they were in agreement on the choice of a 

site. The legal arguments did not seem to him entirely relevant, as the Agreement between • 

WHO and the Government of Egypt had been intended to define the relationship aid the amenities 

provided, rather than to relate to the actual selection of the site. 

Mrs LUETTGEN (Cuba) stated that her delegation was of the opinion that a decision on the 

matter could best be taken by the countries concerned. The majority of them had arrived at 

a consensus, and had furthermore indicated their readiness to meet the additional financial 

burden themselves, by means of voluntary contributions. Her delegation would accordingly 

vote in favour of the draft resolution submitted by the Arab delegations. 

Mr O'BRIEN (New Zealand) said that his delegation stood firm on principle that the 

regional headquarters of WHO, or indeed the headquarters of any part of the United Nations 

system, should not be subject to an uncertain future for reasons which were essentially 

political in character, no matter how deeply held the convictions inspiring the differences. 

The issue under discussion had implications going far deeper than the single issue of the 

Regional Office for the Eastern Mediterranean: it impinged potentially on the position of 

other WHO regional offices, and on the headquarters of other specialized agencies or parts of 

the total United Nations system. There should be no illusions on that score. 

The lucid report presented by the Working Group did not, however, make any recommendations. 

That placed a particular responsibility on the Health Assembly to address itself to the issue 

calmly and carefully, and all factors should be weighed with due consideration before a 

decision was taken. Among those factors, his delegation believed that information on the 

full legal implications was central to a proper understanding by the Health Assembly, and it 

believed that those implications should be further explored in the most appropriate manner. 

The Committee now had before it two specific proposals as to how that could best be done. 
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Dr LAW (Canada) said that the Canadian Government had always made it abundantly clear 

before the organs of all specialized agencies that it did not accept the insertion of 

political considerations into their deliberations and decisions, since the United Nations 

system - if it were to be responsive to the expectations of Member States - had to be 

functional and efficient, each component of the system adhering strictly to its mandate. 

To act otherwise could only result in growing dissatisfaction on the part of Member States, 

and of the world community, with a system on which so many hopes had been founded. That 

was particularly true in respect of WHO. Countries could not, and should not, accept the 

diversion of WHO's limited resources into non- productive debates and activities when so much 

remained to be done towards raising health conditions throughout the world to desirable 

levels 

Her delegation believed that the present discussion clearly fell within that category of 

unproductive debate, and it could not escape the conclusion that the reasons behind the 

request for transfer of the Regional Office were political. Such political considerations 

were all the more unfortunate at a time when initiatives were being taken to bring about 

peace in an area where an overall settlement was so earnestly desired. It was evident that 

the proposal under consideration had a number of major legal and administrative implications, 

which had not been fully thought through, although this was essential for continuing 
good management in WHO. Moreover, since political situations were by definition fluid and 
subject to rapid and dramatic changes, it was desirable not to create a dangerous precedent 

by proceeding in the present instance with undue haste. In other words, the Health Assembly 

should proceed as it normally would in the event of a proposal being submitted, for ordinary 

substantive or administrative reasons, for the change of location of a regional office, and 

should therefore ensure that all pertinent data were available before going further. 
On that basis, the Canadian delegation believed that a convincing case had not yet been 

made to the Health Assembly that would justify the transfer of the Regional Office for the 

Eastern Mediterranean on purely functional grounds, and it considered that the Health Assembly 
should postpone any decision until such time as a case had been correctly advanced. It 

therefore supported all efforts to obtain the information needed by the Health Asembl_y, and 
would specifically support the draft resolutions put forward by the delegations of the United 
States and of Egypt, which outlined the prerequisites for any decision by the Health Assembly. 

Mr AL- MUHAIRI (United Arab Emirates) expressed his country's deep faith in the role of 

WHO and in its Constitution. But he was convinced that the question of the site of the 

Regional Office for the Eastern Mediterranean concerned basically the countries within the 
Region and that their wishes in the matter should not be disregarded. Those countries saw 

the decision as a matter of principle, in which they could not go back on their convictions. 

If the objective of WHO in the Region was to serve its Member States, to accept their decision 

would be the only course, since otherwise the work of the Regional Office would be paralysed. 
It would be illogical to impose such a situation upon the countries concerned. The draft 

resolution submitted by 20 Arab delegations should accordingly be approved. 

Dr MALHAS (Jordan) considered that no speaker had as yet presented a valid case for not 
transferring the Regional Office. There had merely been one delay after another: if the 

subject continued to be handled in that way, the discussion would still be at the same stage 

in the year 2000. All the relevant procedural matters had been dealt with. His delegation 

would now like to hear the opinion of the Director -General and the Legal Adviser. 

Dr FARAH (Tunisia) said that his delegation supported all that had been said by previous 

speakers in favour of the transfer of the Regional Office, and most particularly the 

statement of the delegate of Saudi Arabia. 

One point that he wished to emphasize, however, was that the Organization had reached 

an important turning- point, marked by efforts to rationalize its work and to adapt its 

structures so that it could carry out its role more effectively. Stress had been laid, as 

part of the plan for restructuring, on the importance of decentralizing certain activities 

and devolving responsibility on the regional organizations. The effect, it was hoped, would 
be to give the various regions closer control of their own affairs in the interests of their 

area. Those logical and rational efforts had been rightly applauded, but such approval was 
incompatible with the opposition that some countries were now expressing to a resolution 
supported by almost all the Member countries of one region. The implication was that 
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countries in a region were free to adopt resolutions as they wished, always providing those 
resolutions did not appear to inflict any harm on the Organization as an entity, either from 
the financial standpoint or so far as general harmony was concerned. 

The financial aspects had been clarified by the delegate of Saudi Arabia. As for general 
harmony, the Organization had accustomed its Members to accommodating regional wishes; there 
were at least two examples in which the Organization had done so rather than jeopardize its 
structural harmony. He had no wish to preach a rigid and paralysing orthodoxy. All the 
Member countries of the Eastern Mediterranean Region, barring one, were agreed in proposing 
an excellent solution, a solution which he urged the meeting not to reject. Such a rejection 
might in itself have the most unfortunate repercussions on the harmony of the Organization. 

Mr SOÓS (Hungary) said that, after hearing the discussion and having regard to the health 
programme of the Eastern Mediterranean Region, his delegation had reached the conclusion that 
the relocation of the Regional Office was basically a regional matter and not politically 
motivated. On the contrary, the draft resolution submitted by the majority of Arab 
delegations showed that the Arab countries desired to restore and promote true technical 
cooperation among the overwhelming majority of countries in that Region. Any motion designed 
to block that resolution would constitute a serious obstacle to the efficient functioning of 
the Regional Office and would have far -reaching and dangerous consequences for the Organization. 

Dr RIFAI (Syrian Arab Republic) said he had no desire to repeat what had already been 
said but only to make his country's position quite clear. His country was fully committed 
to support of the resolution to transfer the Regional Office to Amman, and to all the measures 
entailed by such a transfer. Likewise it was committed to any measures that might become 
necessary should the Organization refuse the request. A change that was in the interests 
of the Member countries in one Region could not conflict with the interests of other countries 
or be in contradiction with the WHO Constitution. He was amazed that countries which prided 
themselves on their respect for democratic rights, i.e., a respect for the desires of the 
majority, should close their eyes to certain basic principles and counter the aspirations of 
the majority when that majority was striving to exercise its responsibilities towards the 
attainment by their countries of health for all by the year 2000. 

His delegation was fully aware of the new direction being taken by the Organization, in 
particular its restructuring with special reference to decentralization and the reinforcement 
of the regional offices. How could that new thrust be compatible with the paralysis of a 

regional office, which is what would ensue if the Health Assembly rejected the request for 
transfer, thereby depriving the region in question of its ability to perform its health task? 
The Syrian delegation interpreted the decision of the Thirty- second World Health Assembly, 
which had led to the setting -up by the Executive Board of a Working Group to investigate the 
implications of the transfer, as an approval in principle and a tacit agreement to that 
transfer. This made the delays all the harder to understand. It was quite clear that the 
implementation of any resolution must be effected in accordance with all the legal norms. 

His final question was addressed to Member States in the European Region aid the Region 
of the Americas. Would they not expect their wishes to be respected if they sought to 
transfer a regional office from one country to another? To his mind there could be no doubt 
about the answer, nor any room for further delay in the matter under consideration. 

Mr BOUAH (Ivory Coast) said that he would not go back to the report of the Working Group 
but would merely draw the Committee's attention to the complications which would result from 

a precipitate decision in favour of transferring the Regional Office, especially from the 

legal, financial, and staffing standpoint. Against that, his delegation set the undesira- 

bility of going against the clearly expressed wish of the majority of States in the Region. 

However, he wished to point out that there was no way of ensuring that five years hence, 

after a period in which Member States in the Region would bear any additional expenditure, 

other Member States might not after all be called upon to defray the cost of the new office. 

Accordingly, his delegation favoured an in -depth study that would take account of all aspects 

of the problem, so that the Health Assembly could make a decision at a later date in full 

possession of the facts. 

If a vote were taken at the present juncture, his delegation would vote against the 

transfer. 
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Mr LO (Senegal) said that, in the present politico -legal imbroglio, which threatened to 

divert the Organization from its true aims, two main elements could be distinguished: (1) the 

de facto situation in which a majority of Members of the Region refused to use the services of 

their Regional Office and called for its transfer; (2) the refusal of the host country to 

have imposed upon it a decision it considered politically motivated. It should be noted that 
the legal position of the Alexandria Office was based on the Host Agreement between WHO and 
Egypt signed in 1951. Any move to abrogate that agreement should be initiated by one of the 

contracting parties, and to his knowledge no such move had been made either by Egypt or WHO. 
Moreover the only grounds for such a request on the part of WHO would be some technical 
shortcoming on the part of the other contracting party. 

The Health Assembly had quite rightly submitted the question to the Executive Board for 
study. The Board's Working Group had made an honest and comprehensive survey of all aspects, 
staffing, accommodation, communications, logistic support, conferences, privileges and 
immunities. Despite the value of its report, the Health Assembly had advanced no further 
since the previous year and still lacked all the elements needed for an objective decision 
that would not create an unfortunate precedent. 

His delegation respected the legitimate desire of the majority of the Member States of a 

region to transfer their regional headquarters if cooperation with the host country ceased to 

be possible, even temporarily. His country's position vis -h -vis the Arab States was not in 
doubt. Senegal had supported the Palestinian cause, had provided a site for the opening 
of the first PLO office in Africa south of the Sahara, and organized an annual Palestinian 

Day. But it could not admit an institutional change based on other than technical reasons. 
While it would refrain from any action that would deepen the rift between brother Arab 
countries, it could not accept any action which in the short or long term hindered the good 
functioning of the Organization. 

Of all the proposals made, the most constructive seemed to be the proposal to submit the 

matter to the International Court of Justice for an advisory opinion. The governments 
represented at the present meeting were sovereign States and as such were entitled to give 
their opinions. His delegation respected the opinions of others, but if a resolution 
proposing the transfer of the Regional Office for the Eastern Mediterranean had to be voted 

it. 

Professor JAKOVLJEVIC (Yugoslavia) said that the siting of the Regional Office was a 
matter primarily for the region concerned. The solution proposed in the resolution submitted 
by the majority of Arab States appeared to him to be the most realistic one and he would 
support it. 

Mr ABOU ASSI (Lebanon) said that his delegation wished to add its voice to those that had 
spoken in favour of transferring the Regional Office from Alexandria. The majority of Arab 
countries had broken off relations with Egypt for reasons which they alone were qualified 
to assess. Hence the desire of those countries, with the near unanimity of the members of 
the Regional Committee, to transfer the site of their Regional Office derived from a very real 
concern, namely the impossibility of continuing their participation in the health programmes 
of the Region on a functional and practical level. Any opposition to that transfer appeared 
to his delegation to be the result of essentially political considerations. 

Mr AL- ATTiYAH (Qatar) said that the resolution presented by the majority of Arab States 
was in the interests of the Eastern Mediterranean Region. If the Region were unable to 

play its part in the Organization and were prevented from contributing to its programmes as 
it wished because the Regional Office could not provide the services it had been set up to 

provide, the aim of health for all by the year 2000 would be jeopardized. 
There was no justification for a prolonged debate, since not to agree to the transfer 

was tantamount to affirming that the Regional Office for the Eastern Mediterranean had no 
raison d'étre. Those countries which had complained of a political decision were failing 
to respect the views of the majority: if they themselves were similarly placed, they would 
submit a similar proposal. The legal points raised in opposition to the transfer were 
matters which could be left in abeyance and settled by legal advice. That being so, the 
Committee should approve the resolution submitted by the majority of Arab delegations. 
He reminded members that WHO would have no financial burden to bear, since Member States of 
the Region had themselves agreed to assume financial responsibility for the next five years. 



258 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

Dr AL- ASBAHI (Yemen) regarded the issue as so clear that there was no need to put 

forward any additional arguments. The trusteeship attitude of certain countries was some- 

what irksome; he urged Members instead to consider the equity of the cause of those proposing 
the transfer. The decision to request a transfer had not been taken arbitrarily but was 

based on a deep conviction of the need to make the Regional Office once more function normally. 
It was corroborated by the Working Group, which had visited several countries in the Region. 

No one had the right to take a decision on the Region's behalf, or to decide what was or 
was not in its interest; nor should States outside the Region attempt to impose their own 

policies. He appealed to the Committee for a speedy approval of the resolution, to conserve 

and protect the interests of the Region; and he supported the request of the delegate of 

Jordan for the opinion of the Director -General and the Legal Adviser. 

Professor HALTER (Belgium), speaking on a point of order, said that an entire day's meeting 

had once more been devoted to a debate which to his mind was basically political. He had no 

intention of entering into the substance of the matter, but he must express his surprise at 

hearing a number of Members state that they had received no proof that the Regional Office 

should not be transferred from Alexandria. Before requesting the closure of debate, he 

would recall that the Regional Office had functioned in Alexandria for thirty years: if 

anything needed to be demonstrated, it was surely that there was a real need to transfer it. 

He moved that the Committee proceed to a vote on the item. 

At the request of the CHAIRMAN, Dr CHRISTENSEN (Secretary) read out Rule 63 of the 

Rules of Procedure. 

The CHAIRMAN reminded the meeting that, under that Rule, permission to speak against 
closure could be accorded to not more than two speakers, after which the motion would be 
immediately put to the vote. 

Dr GEZAIRY (Saudi Arabia) asked for the Director - General and the Legal Adviser to give 

their views before the vote was taken. 

The CHAIRMAN replied that, once the closure of debate had been moved, nobody - and 

accordingly neither the Director -General nor the Legal Adviser - could speak until after a 

vote had been taken on the motion, with the exception of two speakers against the motion for 
closure. 

Dr GEZAIRY (Saudi Arabia) opposed the closure of debate. 

Dr AL SHABANDAR (Iraq) also opposed the closure, considering that all present would wish 

to hear the views of the Director - General and the Legal Adviser before a vote was taken. 

The motion to close the debate was carried by 49 votes to 41, with 19 abstentions. 

The CHAIRMAN said that there were three draft resolutions before the Committee (see 

summary records of the sixth meeting). Under Rule 68 of its Rules of Procedure, the Health 

Assembly should first vote on the proposal deemed by the Chairman to be furthest removed in 

substance from the proposal first presented, then on the proposal next removed therefrom, and 

so on. The draft resolution furthest removed from the proposal first presented (i.e., the 

draft resolution submitted by 20 Arab States) was the draft resolution submitted by the 

United States of America and proposing that an advisory opinion be requested from the 

International Court of Justice. It would therefore be voted on first. 

The draft resolution submitted by the United States delegation was approved by 47 votes 

to 43, with 20 abstentions.1 

The CHAIRMAN invited the Committee to vote on the draft resolution proposed by the 
delegation of Egypt. 

Mr EL- SHAFEI (Egypt), speaking on a point of order, said that the implications of the 

resolution just approved would seem to call for a statement by the Director -General. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WHA33.16. 
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In the understanding of the Egyptian delegation, the adoption of that resolution by the 
Health Assembly would make the request for an advisory opinion of the International Court of 
Justice operational immediately. His delegation would not insist on its own draft resolution 
being put to the vote, but it would like to request that the study mentioned in the operative 
part of that resolution should continue, since the advisory opinion would deal with only one 
aspect of the issue, namely the provisions of Section 37 of the host agreement. In reserving 
the right to a continuation of that study, the Egyptian delegation also reserved the right to 
raise the matter again at the Thirty- fourth World Health Assembly. 

The CHAIRMAN asked the Egyptian delegate if his statement meant that Egypt was with- 
drawing its draft resolution. 

Mr EL- SHAFEI (Egypt) replied in the affirmative. 

The CHAIRMAN said that the withdrawal of the draft resolution submitted by the delegation 
of Egypt meant that no vote would be taken either on that resolution or on the draft resolution 
submitted by 20 Arab countries. 

Mr HELMAN (United States of America), speaking on a point of order, quoted the introductory 
paragraph in the operative part of the resolution just approved. The construction he placed 
upon that statement was that the Committee had already decided not to move to the question of 
whether the Regional Office should be removed from Alexandria or not. 

Dr GEZAIRY (Saudi Arabia), on a point of order, said that the Committee should proceed 
to a vote on the draft resolution submitted by 20 Arab States. Despite the statement 
of the United States delegation, the resolution just approved was not an amendment to that 
draft resolution, but a separate resolution relating to Article 76 of the Constitution. 

He expressed surprise that the members of the Committee supporting the closure of 
debate had not asked for legal advice in the Committee, although they had since approved a 
resolution asking for a legal opinion from the International Court of Justice. He considered 
that the Chairman should have acceded to the request certain delegations 
Director -General and the Legal Adviser should be asked to speak. 

The CHAIRMAN repeated that, once the closure of debate had been moved, neither the 
Director -General nor the Legal Adviser could intervene. 

With regard to the voting procedure, he said that the draft resolution submitted by the 
United States delegation (and since approved) read: "DECIDES, prior to taking any decision 
on removal of the Regional Office... "; whereas the draft resolution submitted by 20 Arab 
States was worded: "DECIDES...to transfer the Regional Office... ". The first draft 
resolution baying been accepted, it followed that a decision to transfer the Regional Office 
could not be put to the vote before the prior conditions required by the first resolution 
had been fulfilled. 

2. PERIODICITY OF HEALTH ASSEMBLIES: Item 41 of the Agenda (Resolution WНA32.26; Document 
EВ65 /1980 /REС /1, decision (4) and Annex 8) (continued from the fifth meeting, section 2) 

Dr DIALLO (Upper Volta) said that the debate in the plenary meeting on the structure 
and functions of WHO had to some extent modified his impressions of the present discussions. 
He had felt there was some resistance to change, due either to conservatism or to a lack of 
confidence in the Organization's policy organs, and some doubt as to the radical changes 
needed to carry through the health revolution. Even after some 30 years of discussion, WHO 
still seemed resistant to change, but in the view of the African countries, there were three 
very sound reasons for it. First, the plethora of meetings, their length, and their cost in 
time and money. Second, such meetings had often to be attended for long periods by technical 
health workers already scarce in the countries concerned. Third, the change to biennial 
Assemblies was in conformity with the principles of WHO's future line of action as reflected 
in resolution WHA29.48. A change in the periodicity of Health Assemblies would make a break 
with a past in which WHO's action had not always been effective. The reasons for and against 
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the change remained the same. He therefore thought that the discussion could be closed, 
since the matter would certainly be voted on in plenary, along with the issues relating to 
WHO's structure and functions. 

Dr LEBENTRAU (German Democratic Republic) said that among the proposals put forward were 
an increase in the number of Executive Board members and a new system of convening the 
Health Assemblies. In that connexion, his delegation submitted the following draft resolution, 
sponsored also by Angola, Czechoslovakia, Ethiopia, Hungary, India, Mexico, Mongolia and 
Romania: 

The Thirty -third World Health Assembly, 
Having considered the question of the periodicity of World Health Assemblies and, in 

particular, the outcome of the discussion on this question at the sixty -fifth session of 
the WHO Executive Board in January 1980; 

Taking into consideration the results of study and settlement of the question of the 
periodicity of Assemblies at previous Assembly sessions and in the Executive Board, and 
recalling in particular resolutions WHA6.57 and WНА12.38, in which it was decided not to 
alter the periodicity of World Health Assemblies; 

Emphasizing that settlement of matters concerning the periodicity of Assemblies and 
the study and review of the structure of WHO are indissolubly linked; 

1. RESOLVES that at the present stage, when the Organization has undertaken the framing 
and implementation of strategies for "Health for all by the year 2000" and the 
transformation of its structures in the light of new functions, it would be inexpedient 
to change the periodicity and duration of World Health Assemblies; 

2. INVITES the Director -General and the Executive Board to continue to study the 
periodicity and duration of Assembly sessions, taking into account the whole complex of 
problems facing the Organization and particularly decisions on the structural 
reorganization of WHO in the light of its new functions; 

3. DECIDES to take up consideration of this question again at a future World Health 
Assembly. 

Dr ALFA CISd (Niger) noted that the speakers on the periodicity of Health Assemblies had 
naturally based their remarks on their own countries' preoccupations as Member States of WHO. 

Speaking of the experience of Niger he said that the cost per person, to his delegation, of a 

visit to Geneva was almost Sw.fr. 4000 for an air ticket, roughly Sw.fr. 3600 for the three - 

week stay in a hotel, and some Sw.fr. 3000 in travel and subsistence allowances - a total of 

Sw.fr. 10 600 all told. The advantages to be gained from attendance at Health Assemblies 
were, of course, proportional to the number of persons participating - and, for a country 

such as his own, the cost of full participation was relatively steep. It was even more so 

when the difficulties arising from the consequent absence from home of expert health personnel 
were also taken into account, a matter which the delegations from the developed countries 
might find hard to understand. 

Those who had argued against biennial Health Assemblies had said that, even if a decision 
of principle was taken at the present session, the changeover would take eight years to effect. 

Surely that was not necessarily so. But in any case, at least a decision would have been 
taken. It had also been said that chronic diseases required no immediate surgery: that did 

not mean that proper treatment should not be prescribed. The argument had been put forward 

that the Assembly was the supreme deliberative body for health; but its Members were 

sovereign States and it was in their countries that the Assembly's decisions had to be put 

into effect, among populations that were often impatient. 

A longer duration of sessions had been advocated, with a view to enabling the documentation 
to be studied in greater detail, but that would surely be a disadvantage for the developing 

countries in their efforts to achieve health for all by the year 2000. On the other hand, to 

reduce the duration would be unrealistic in view of the tasks to be accomplished at each 
Assembly. In either case, it was important to remember that time was money. Even if it 

proved necessary to take a backward step, it should be in order to take a leap forward rather 
than to seek salvation in flight. 

Dr EL SARRAJ (Sudan) said that it was essential to retain annual Health Assemblies if WHO, 

in its restructured form, was to fulfil the immense task of achieving health for all by the 
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year 2000, Health Assemblies provided a valuable opportunity for cooperation and exchange of 

experience at global level; an example of the fruits of such cooperation was the total 

eradication of smallpox, which should prompt WHO and its Member States to further similar 

efforts. 

His delegation endorsed the arguments put forward by the Indian delegation in favour of 

annual Health Assemblies. 

Dr CHILEMBA (Malawi) said that the periodicity of Health Assemblies directly affected 

his country's ability to fulfil its obligations to WHO effectively. His delegation supported 

those previous speakers who had advocated a change to biennial Assemblies. The change was 

bound to bring with it some disadvantages, but they could surely be overcome given the right 

spirit. 

Mr TAWFIK (Kuwait) said that, in his delegation's view, annual Assemblies should be 
retained, since they provided an opportunity for exchange of experience, at global level, on 

matters of the utmost importance for world health. 

Dr ALUOCH (Kenya) said that his delegation was in favour of biennial Health Assemblies: 
having studied the Director -General's report carefully, he felt that the advantages of 

biennial sessions would outweigh the disadvantages. Earlier speakers had argued that the 
savings that would accrue from biennial Assemblies were more apparent than real - but the 

savings to his own delegation would certainly be substantial. Moreover, the time saved could 
be put to greater use in practical work to achieve health for all by the year 2000. 

WHO's effectiveness would not be lessened as a result of biennial Assemblies if its 

activities were carefully studied in the light of its new structure; and the frequency of 
exchanges of ideas could surely be maintained by contacts at the regional level. 

The meeting rose at 17h30. 



EIGHTH MEETING 

Saturday, 17 May 1980, at 9h00 

Chairman: Dr B. C. PERERA (Sri Lanka) 
later: Dr E. M. SAMBA (Gambia) 

1. PERIODICITY OF HEALTH ASSEMBLIES : Item 41 of the Agenda (Resolution WHA3236; Document 
ЕВ65/1980/REС/1, decision (4) and Annex 8) (continued) 

The CHAIRMAN said that the Committee had before it two draft resolutions: one 

submitted at the previous meeting by the German Democratic Republic aid now co- sponsored by 

Angola, Czechoslovakia, Ethiopia, Hungary, India, Iraq, Jordan, Libyan Arab Jamahiriya, 

Mexico, Mongolia, Poland, Romania,and Saudi Arabia; and a second, submitted by Australia, 

Austria, Canada, China, Costa Rica, France, Gambia, Ghana, Guyana, Italy, Kenya, New Zealand, 

Nigeria, Papua New Guinea, Samoa, Swaziland, Trinidad and Tobago, United Republic of 

Tanzania, United States of America, and Zambia. The latter read as follows: 

The Thirty -third World Health Assembly, 

Having considered the Director -General's report on the study of WHO's structures 

in the light of its functions, prepared in response to resolution WHA31.27, and in 

particular the Director -General's report on the periodicity of Health Assemblies, and 

resolution ЕВ65.R12; 
Having also considered the Executive Board's review of the periodicity of Health 

Assemblies, in response to resolution WHA32.26; 

Having in mind the need to preserve and strengthen the influence of the Member 

States in the Organization; 

Recognizing that the principle of biennial programming and budgeting has been 

implemented in WHO; 
Understanding that a change from annual to biennial Health Assemblies would 

necessitate changing the text of Articles 13, 14, 15 and 16 of the Constitution as set 

out in the Director -General's report; 

Considering that action by the Health Assembly to amend the Constitution under 

Article 73 is not possible until the Members have had at least six months in advance of 

the Health Assembly to consider the text of any proposed amendment to the Constitution; 

1. URGES Member States to give careful attention over the coming year to the 

necessary constitutional changes as set out in the Director -General's report; 

2. REQUESTS the regional committees to consider the implications for their work of 

biennial Health Assemblies and report these to the Executive Board at its sixty - seventh 

session; 

3. REQUESTS the Executive Board to examine the consequences of the introduction of 

biennial Health Assemblies for the work and functioning of all bodies of the Organization, 

in particular the Executive Board and the regional committees, with the aim of 

strengthening these, and to make appropriate recommendations to the Thirty- fourth World 

Health Assembly; 

4. RECOMMENDS that the Thirty -fourth World Health Assembly in 1981, under Articles 73 

and 60 of the Constitution, consider amending the texts of Articles 13, 14, 15 and 16 of 

the Constitution, in order to permit the change from annual to biennial Health Assemblies; 

5. REQUESTS the Director -General, within the provisions of Article 73 of the 

Constitution, to transmit this resolution, as well as the text of the proposed 

constitutional amendments, to Member States for their consideration. 

- 262 - 
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Dr CLAVERO (Spain) was in favour of annual meetings of the Health Assembly. 

The Assembly, the supreme policy -making organ of the Organization and open to all Member 

States, could exercise its function only when in session and could not delegate it to the 

Executive Board, which consisted of a limited number of designated members. Only the 

Assembly, with its universal membership, could muster world solidarity on health matters 

among all Member States. The functions of direction, coordination and technical cooperation 

between developed and developing countries could only be discharged by a strong Assembly, 

which provided a unique forum for discussion of common problems between regions with different 
demographic, social, economic, cultural and political characteristics. The current 

restructuring of WHO would necessitate very careful and continuous evaluation by the Assembly 
which was also required to take urgent decisions on the activities of subordinate bodies and 

on cooperation with other agencies in the United Nations system. The proper performance 
of all these functions would be gravely hampered, if the Health Assembly met only once every 
two years. 

He regretted that a number of Member States had proposed that Health Assemblies should be 

held biennially on grounds of economy, a proposal which could adversely affect the efficiency 
of the Organization and might give rise in the future to proposals for even longer intervals 

between Health Assemblies. 

Dr GEACA (Cape Verde) attached great importance to the opportunity afforded by annual 
Health Assemblies for establishing contact and exchanging experience with other countries and 

for following developments in the international health field. The changeover to a biennial 

regime could not fail to interfere with implementation of the programme for attaining health 
for all by the year 2000. The financial savings, based on an approximate cost of the Assembly 
amounting to some 0.5% of the annual budget, were not really material; and any savings in time 
could be equally well achieved by reorganizing plenary and committee meetings. 

Mr BERWAERTS (Belgium) emphasized that his country had always been well satisfied with 
annual Health Assemblies, permitting as they did very useful and instructive contacts between 
scientists and administrators from different countries both inside and outside the meeting 
room; and enabling Member States that had no designee on the Executive Board to follow the 
Organization's work. The introduction of a biennial budget cycle did not affect the issue, 

since the Assembly could concentrate on the budget in one year and examine programme activities 
in the alternate year. 

The changeover to a biennial regime would entail a number of far - reaching changes in the 
institutional balance of the Organization, affecting in particular the importance, functions, 
and responsibilities of the Executive Board. The prospect of having no voice in the decision - 
making activities of the Organization over a period of 23 months was unacceptable, especially 
since a small country in the European Region could only expect to designate a member to the 

Executive Board once every 20 years. The holding of biennial Health Assemblies would only be 
acceptable if the Executive Board were enlarged to a membership of 48 or even 54, with a more 
rapid rotation of members. Finally, the responsibilities of Executive Board members would 
have to be redefined to permit them effectively to represent the governments of sovereign 
States. 

Mr MBALOULA (Congo) said that his country, like other developing countries with serious 
financial difficulties, had been initially inclined to support the proposal for biennial Health 
Assemblies on grounds of economy. Careful examination of the question revealed however 
that any savings were unlikely to benefit health departments; moreover, the calculation of 

the probable savings in time and money appeared to have been made somewhat superficially. 

The specific nature of health problems put them in a special category compared with other 
fields of United Nations activity: urgent policy decisions had to be taken that could not 
wait a whole 24 months. There was also the enormous benefit to be gained from the exchange 
of experience on health matters; annual meetings between senior health officials had in no 
way become a matter of routine, certainly not for the developing countries. Health depart- 
ments in developing countries were often considered the poor relations in the government, and 
the annual meetings of the Health Assembly helped to keep them in the public eye. 

His delegation, therefore, fully supported the holding of annual Health Assemblies, with 
a reduction in length from three to two weeks if possible. 
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Dr GONZALEZ CARRIZO (Argentina) said that there had been a tendency in past debates on 
the periodicity of Health Assemblies to discuss the matter exhaustively - and passionately - 

without awaiting the results of the necessary detailed studies; fortunately, resolution WНАЭ2.26 
had remedied that situation. For procedural reasons the present Assembly could not in any case 
adopt a substantive resolution, but the advocates of both biennial and annual Assemblies were 
now agreed that the problem must be examined on a global basis and its implications worked out 
and studied. Both the draft resolutions before the Committee recommended continuing the study 
on the periodicity and duration of Health Assemblies, but the terms of the draft resolution 
submitted by the German Democratic Republic were much more general and did not specify the 
nature of the studies to be carried out or the date for their completion. A further important 
point was that operative paragraph 1 of that resolution contained a decision - albeit 
transitional - that would appear to run counter to the proposal for a study. In the draft 
resolution submitted by Australia and other delegations on the other hand, the requests and 
recommendations in the operative paragraphs were much more specific: subjects of study and 

dates of completion were laid down in detail and - more important - there was no question of 
prejudging the results of the studies. His delegation supported the latter resolution and 

asked to be included among the co- sponsors. 

Dr FERNANDES (Angola) drew attention to the changes taking place in the structure of the 

Organization. It was being transformed into a truly international organization, a forum 
where all countries met together in a cooperative spirit and all were dedicated to a common 

goal, health for all by the year 2000. That was the background to the present discussion. 

The Executive Board, on the other hand, was composed of technical experts who did not 

represent their countries, nor did they represent the various regions in any democratic way. 
The rotation of members was such that a small country might expect to designate a member to 

the Board about once every 15 or 20 years. The only place where such a country could exercise 

political choice was in the Health Assembly. 

As regards the duration of biennial Health Assemblies, the increased workload might 

require the presence of ministers of health for longer periods, extending up to a month, in 

order to decide on the policy of the Organization. That would not be acceptable. His 

delegation was therefore in favour of annual Health Assemblies. 

Mr TEKA (Ethiopia) said that his delegation was also in favour of annual Health Assem- 

blies, but with a reduction in duration from three to two weeks. Such a reduction could be 

easily achieved by streamlining the agenda of the Assembly and curtailing discussion of items 

9 and 10, possibly by allowing only 50% of the participants to speak on those items in any 

given year. At a time when WHO was making its influence felt not only in the corridors of 

health ministries but also in the minds of men throughout the world, it would be a retrograde 

step to reduce the number of occasions on which the Health Assembly met. 

Mr PASQUIER (Nicaragua) said that the principal argument put forward in favour of bien- 

nial Health Assemblies had been the savings that could be made both by the Organization and by 

individual countries. That claim had been made, however, without a concrete and detailed 

supporting study, based on all necessary calculations. If it were indeed possible to effect 

economies by means of biennial Health Assemblies without any adverse effect on efficiency, 

then even greater savings could be made by holding the Health Assembly every three or four 

years or even at longer intervals. However, a distinction must be made between productive 

savings and a reduction in expenditure irrespective of the consequences. It had not yet been 

clearly established in connexion with the present proposal where the productive savings stopped 

and the purely nominal savings began. There was the further question of whether the change 

would produce a net saving, since to give the Executive Board increased responsibility might 

require a corresponding increase in expenditure. The different parts of the Organization were 

closely interrelated and a change in one could entail significant consequences in others. The 

need to weigh costs against benefits was therefore evident. 

The question was complex, and the seriousness of the final decision necessitated precise 

information on the savings to be made. In the absence of such information, his delegation 

was in favour of continuing the practice of annual Health Assemblies. 

Mr JEON (Republic of Korea) said that his delegation, like others in the Western 

Pacific Region, believed that the potential savings in time and money justified a changeover 

to biennial Health Assemblies. Rationalization of the work and the pursuit of increased 

efficiency should of course continue. 
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Mr WILLIAMS (Sierra Leone) said that cogent arguments had been put forward on both sides 

and there appeared to be general agreement that further study was required. Siпсе the proposal 
to hold biennial Health Assemblies was complementary to the study of the Organization's struc- 
tures in the light of its functions, he suggested that both matters might be examined together 
by the Executive Board and the Secretariat and a report submitted to the World Health Assembly 
in 1981. 

Mr ARMED BABA (Libyan Arab Jamahiriya) said that his delegation was in favour of annual 

Health Assemblies. 

Dr NKONDI (Zaire) said that, as already pointed out by several delegates, the periodicity 
of the Health Assembly was not being discussed for the first time. The Director -General's 
report and the study carried out by the Executive Board gave a clear picture of the advantages 
and disadvantages of annual and biennial Assemblies. That the problem was complex was shown 
by the fact that the Regional Committee for Africa, at its twenty -ninth session in September 
1979, had been unable to arrive at a recommendation on it. Since agenda item 41 (Periodicity 
of Health Assemblies) formed an integral part of item 11 (Study of the Organization's structures 
in the light of its functions), the two items should be considered together to enable a proper 
solution to be found. 

He drew attention to a few points that were of particular importance to certain African 
countries. First, budgets in many countries were voted for a single year and credits that 
were unused in the course of that year were annulled. Secondly, the annual contribution oI 
countries to WHO was paid not by the Minister of Health but by the Minister of Foreign Affairs 
or Finance; the Minister of Health was sometimes obliged to exert pressure in order to ensure 
that the contribution was paid before the date of the Health Assembly in which he had to parti- 
cipate. However, the cost of attendance at the Health Assembly was carried on the budget of 
the health department and if it had to be made only every other year there was no guarantee 
that the savings in the alternate year would be put into health work; moreover, it was to be 
feared that the cost of attendance might be omitted in the allotment of credits for the 
Assembly year, and the overall health budget of the country might thus be decreased rather 
than increased. 

The meetings of the Health Assembly and of the regional committees acted as a stimulus to 
health authorities by encouraging them to focus on what had been achieved in their particular 
field since the last meeting. At a time when countries were very conscious of the need to 
attain health for all by the year 2000, and of the value of primary health care as the approach 
to reach that objective, it was important that there should be no slackening of effort or of 
interest at country level, particularly since - as had been emphasized by the Technical 
Discussions at the present Assembly - health should be considered as a motive force in 
bringing about the New International Economic Order. His delegation therefore favoured 
the retention of yearly Assemblies, pending the results of a study in depth of the overall 
structure of the Organization. 

As had been pointed out, it should be possible to improve the efficiency of the Assembly 
by adopting more rational and appropriate methods of work. For example, in the so- called 
"general discussion" - which at present was not a discussion at all - delegates could be in- 
vited to outline any new developments that had taken place in their countries since the last 
Assembly within the context of attainment of health for all by the year 2000. The item could 
be renamed: "Experience of or Statements by) delegations ", and statements should be limited. 
Work both in committee and in plenary could be shortened and made more effective by coordina- 
ting interventions and by ensuring that speakers kept more closely to the agenda item being 
discussed. 

Subject to those considerations, his delegation could support the draft resolution sub- 
mitted by the German Democratic Republic. He would propose two amendments: in operative 
paragraph 1 the term "inexpedient" should be replaced by "inappropriate "; and the existing 
text of operative paragraph 3 should be replaced by: 

"INVITES the Director -General to submit the results of the study on this question to 
a future World Health Assembly." 

Professor LISICYN (Union of Soviet Socialist Republics) reiterated his delegation's 
support for the retention of annual Health Assemblies. He agreed with the delegate of India 
that a solution to the problem of the periodicity and duration of the Assembly could not be 
found without also taking into consideration the more fundamental matter of WHO's structure. 
The main purpose of the Assembly was to formulate overall health policy, and it might be 
harmful to the Organization as a whole if it were to be held only every two years. Changes 
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in the periodicity of Assemblies could be made only if changes were also introduced in the 
working methods not only of the Assembly itself but also of the Executive Board and of the 
regional committees. It was for that reason that his delegation had proposed that the question 
should be studied further, and that the Director -General should be asked to make specific 
proposals taking into account the points he had mentioned. Such a study was essential, since 
any change in the periodicity of Assemblies would entail amendments to the Constitution, and 
would also entail changes in the status of the Executive Board, making it in effect a mini - 
Assembly. In short, if changes were to be made it should be perfectly clear that they would 
lead to greater efficiency - and he was not yet sure that that was the case. 

In regard to the two draft resolutions before the Committee, that proposed by the 
Australian and other delegations prejudged the question of changing the periodicity of the 
Assembly in that it proposed that the Thirty- fourth Health Assembly should consider amending 
Articles 13, 14, 15 and 16 of the Constitution. The proposal was somewhat premature, since 
as yet no study had been carried out to indicate whether or not such a change would in prin- 
ciple be a good one. He therefore preferred the resolution proposed by the German Democratic 
Republic, which gave greater scope for recommendations from all levels of the Organization 
as to how a solution to this very complex problem could be found. 

The CHAIRMAN invited specific amendments to the draft resolution proposed by the Australian 
and other delegations. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) proposed that an additional 
preambular paragraph should be added, reading: 

"Appreciating that the necessary amendments to the Constitution to provide for 
biennial Assemblies could not come into effect for some years, and that many of the 
advantages of biennial Assemblies could be obtained in the interim by shortening the 
Assemblies in alternate years; ". 

He further proposed an additional operative paragraph, reading: 

"DECIDES that, starting with 1982, Assemblies in even years (i.e. when there is not 
a full programme budget to consider) should be limited to one week's duration by: 

(a) eliminating lead speeches on country positions from plenary sessions, and 

substituting written country reports for circulation; 

(b) dispensing with the Technical Discussions; 

(c) restricting the agenda to urgent items, including matters referred by the 

Executive Board which cannot be deferred until the next Assembly; 

(d) taking such other steps to shorten these Assemblies as the Executive Board may 
determine to be practical and desirable ". 

Those amendments were intended to meet the fact that it would take some eight years to 

carry out the detailed studies proposed and to approve the necessary amendments to the Consti- 

tution. By adopting the procedure he suggested, it would be possible immediately to affect 

the way Assemblies were conducted, without changing their periodicity. 

Mr MAGNUSSON (Sweden), speaking on behalf of the five Nordic countries, proposed two 

amendments linking the change in the periodicity of Health Assemblies to the question of the 

overall structure of the Organization. In operative paragraph 4, on the second line, after 

the word "Constitution ", the phrase "апд on the basis of the recommendations and conclusions 

of the Executive Board" should be inserted; and at the end of that paragraph, the phrase 

"and at the same time consider taking other decisions relating to the structure" should be 

added. 

The CHAIRMAN next invited proposals for the amendment of the draft resolution proposed by 

the German Democratic Republic. 

Dr HARRIS (United Kingdom of Great Britain aid Northern Ireland) said he would submit to 

the Secretariat a proposal for amendment along the same lines as the one he had put forward for 

the previous draft resolution. 



COMMITTEE B: EIGHTH MEETING 267 

The CHAIRMAN suggested that further consideration of the two draft resolutions should be 
deferred to a later meeting. 

It was so agreed. 

(For continuation, see summary record of the eleventh meeting, section 1.) 

Dr Samba (Gambia) took the Chair. 

2. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD: Item 43 of the Agenda 

Organizational study on the role of WHO expert advisory panels and committees and colla- 

boratina centres in meeting the needs of WHO regarding expert advice and in carrying out 

technical activities of WHO: Item 43.1 of the Agenda (Document ЕВ65 /1980 /REС /1, resolution 

EВ65.R14 and Annex 6; Document ЕВ65/1980/REС/2) 

Dr ABDULHADI (representative of the Executive Board) recalled that in May 1977 the Health 

Assembly, in resolution WНА30.17, had called on the Executive Board to undertake the 

organizational study in question and to submit it to the Thirty- second World Health Assembly. 

In January 1979, at its sixty -third session, the Board had considered a progress report on the 

study and had recommended that, in view of the complexity of the subject, a final report should 

be presented to the Thirty -third World Health Assembly. That report, contained in 

ЕВ65/1980/REС/1, Annex 6, had been submitted to the Executive Board at its sixty -fifth session 
(January 1980) and was now before the Committee. 

The CHAIRMAN welcomed Dr Bernard, former Assistant Director -General, who as a consultant 
had greatly contributed to the preparation of the study. 

Professor SPIES (German Democratic Republic), Chairman of the Working Group on the 
Organizational Study, said that the experience and skills of health workers were among the most 
important resources available to WHO in making progress towards "Health for all by the year 
2000 ". In order to make the best use of those resources, WHO should see that they were 
available to benefit the populations of all Member States, and should increase them by promoting 
research and the acquisition of new experience. 

Analysis of the ways in which the Organization used its expertise had taken on a parti- 
cular significance in the light of WHO's new orientation. There could be no technical 
cooperation or proper provision of primary health care without an effective system for obtaining, 
using, and disseminating expert knowledge. Such a system should ensure proper coordination 
between the institutions and scientists of the various Member States. The underlying 
principles of WHO's work - universality and cooperation on a basis of equality - should be 
observed, and equitable geographical balance guaranteed. In carrying out the study, the 
Working Group also had to take into account the prevailing trend towards decentralizing the 
work of WHO. 

In the course of the study, members of the Working Group had gained a deep insight into 
the working of the system, and had accumulated large quantities of data, much of which it had 
not been possible to include in the report. While there was evidence of great benefit being 
derived from the present system, there was also evidence of failings resulting, for instance, 
from insufficient or improper use of expertise, or from violations of the principles of 
democracy and universality. The Working Group had concluded that while the system had proved 
useful on the whole certain shortcomings in structure and management should be remedied in 
order to achieve greater coherence and flexibility and ensure strict observance of geographical, 
socioeconomic, and technical balance at all levels. A number of interesting new approaches, 
both at global and regional level, were being tried out and, if they proved their worth, would 
make an important contribution toward improving standards of technical cooperation. 

Summarizing the Working Group's conclusions, he said that it had been agreed that any 
worker in the medical and health professions, or in other disciplines related to health and 
social development, who possessed the required qualifications and experience either in science 
or in health and social practice, in any country and at any level of professional responsi- 
bility, could be called upon to provide expert support to the Organization. Expert advisory 
panels should be maintained, the selection of experts being made more universal. Great 



268 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

attention should be paid to continuous cooperation with panel members, whether or not they 
were invited to expert committees. While the work of the expert committees was undoubtedly 
of value, their membership frequently suffered from an imbalance, both geographical and 
technical. There was also a tendency for them to fail to concentrate on the most urgent 
problems of countries, notably in the developing world. The Working Group had submitted 
recommendations for remedying those defects. 

Study groups should be maintained as formal meetings, with appropriate geographical and 
technical balance in their membership. Informal meetings and consultations should continue, 
but care should be taken to avoid the expression of subjective or one -sided views. The 
international distribution of WHO collaborating centres still showed an imbalance; the 

Working Group suggested that, irrespective of their functions, all institutions formally 
designated to participate in WHO's international cooperative programmes should be given 
equal status and named "WHO collaborating centres ". It had also made detailed recommen- 
dations for the selection, designation and management of such centres. For example, 

institutions should be designated in accordance with their potential role in international 

health development rather than on the basis of the international recognition they had already 
achieved. Collaborating centres should be supplemented at national level by a series of 

institutions that would be formally recognized by WHO as national cooperating institutions. 

New developments in institutional collaboration were still on trial, and further evaluation was 

needed; promising new ventures should be promoted, while at the same time care should be taken 

to avoid structural anarchy. 

Expert guidance and support were essential if WHO was to develop its programme with the 
high level of efficiency expected of it. The main purpose of the system of expertise was to 

make available to the Organization the growing fund of knowledge gained by countries in bio- 

medical and health services research, as well as in the planning and delivery of health services. 
Its object was also to provide guidance to research and health workers within the framework of 

WHO's overall strategy. The full involvement of all Member States on an equal basis in the 

creation and exchange of expertise was essential for bridging the scientific and technological 

gap between developing and industrialized countries. 

The Working Group was confident that the present system of expertise could be modified to 

make it more responsive to the evolution in programmes and priorities now taking place within 

the Organization. That could be done through the greater involvement of Member States, and 

through the balanced use of experts and institutions. The Group's recommendations were 

summarized in chapter V, paragraphs 13.3 -13.11 of the report, and in operative paragraph 4 

of resolution EB65.R14. 

Dr ABDULHADI (representative, of the Executive Board) said the Board had expressed its 

satisfaction with the Working Group's report and had endorsed its recommendations. The 

conclusion to be drawn from the report was that WHO's system of expertise was one of the 

principal ways of enabling the Organization to improve the effectiveness of health care 

delivery, even though improvements could be made in the way the system was used. The role 

that expert advisory panels and committees played in WHO provided an excellent example within 

the United Nations system of the value of expert support in helping to achieve an organization's 

objectives. Although the study had been undertaken before the convening of the 

International Conference on Primary Health Care, it was based on the same principles as the 

Declaration of Alma -Ata. 
The Executive Board had felt that its Working Group's recommendations for changes in the 

system were in conformity both with the report of the Director -General on the structure of 

WHO and also with the new goals that were being set for the Organization. One of the main 

recommendations was that representatives of the regions and of Member States should play 

a greater role on the various expert bodies. The Board had, in resolution EB65.R14, invited 

the Director -General to consider the practical steps necessary to implement the recommendations 

of the study. The summary of the Board's discussion of the issue was to be found in 

document EB65/1980/REC/2,pages 246 -253, 268 -270, and 362. 

Mr VOHRA (India), emphasizing that his remarks should be taken as constructive criticism, 

said that any analysis of the study would bring to light the overall global imbalances and 

inequities which had crept into the mechanisms that the Organization had evolved many years 
ago both for consultation with experts and for collaboration with institutions. 
The study covered a period of 30 years or more in some cases, and it gave statistical 

analyses covering periods of not less than 10 years (1968-1978). He invited the Committee 

to consider the following data culled from the study. 
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In 1979 there had been 47 panels and their distribution in relation to programme areas 

was not at all balanced, or had become unbalanced over time, owing to changes in perspectives 

and priorities. For instance, currently there were only two panels for health manpower 

development and one for health information systems. In fairness he had to recall that the 

Working Group had been set up at a time when the Organization and Member States had not 

had efficacy particularly in mind. Fortunately, during the past two years or more, some 

very concrete realities and prospects had developed. He therefore hoped that in the 

implementation of any conclusions reached, care would be taken to ensure that a certain 

balance was developed in the distribution of panels over the various programme areas. 
The total membership of the panels was 2562, the Americas and Europe representing 68.9% 

and the four other regions together, 31.1 %. In 1964 there had been 21 expert committee 
meetings, but in 1978 only eight. Expert committees were not, in his opinion, a suitable 
area for cost cutting. 

The number of expert committee members had declined from 140 in 1968 to 72 in 1978, of 

whom 47 came from the Regions of the Americas and Europe, one from South -East Asia, seven 

from the African Region, and four from the Eastern Mediterranean. Out of the total 

membership of 1189 from 1968 to 1978, 778 members were contributed by the Americas and Europe, 
but only 110 by Africa. The figures spoke for themselves. 

Regarding collaborating centres, in 1978 the Regions of the Americas and Europe accounted 
for 77.1% of the total; the remaining four regions for 22.9%. Worse, the number of 
collaborating centres actually in operation in the regions needing most help in institution- 
building showed a very small increase over the 30 -year period 1948 -1978 (Appendix 13). At 
1 January 1979, the total number of collaborating centres was 582, the Americas and Europe 
accounting for 449, and the remaining four regions for 133 (Appendix 14). 

The entire system was designed, he supposed, to bring together the best experts, to 

get their advice on the matters of the moment and build up short -term analyses of research 
projects in order to solve problems of a local, regional or global nature and to identify 
and build up centres, collaborating nationally, regionally and globally, so that over a period 
of time the Organization could operate through these mechanisms. Moreover, the incidence 
of disease and health problems in general were for obvious reasons concentrated in the 
developing countries. Commonsense would therefore dictate the focusing of maximum attention on 
those areas. That point should be clearly and effectively brought out in the Committee's 
conclusions. 

The Assembly had recently been discussing technical cooperation within the context of a 
New International Economic Order. In that perspective it was essential that the mechanisms 
under discussion be balanced, not only programme -wise but also geographically - equitably in 
every sense of the word. Emphasis should be placed on building up traditional systems, and 
care should be taken to ensure the appropriateness of technology. The best technical personnel 
of the developing parts of the world should not be guided into areas of no immediate concern 
to their regions and countries. 

The work of the expert groups and panels must also be concluded in a given span of time 
(allowance being made, of course, for the kind of uncertainties inescapable in any global or 
regional consultation, and for their reports to be adequately documented and circulated). The 
study itself mentioned that point. 

In the selection of subjects for expert committees and scientific groups considerations of 
relevance and variety should be viewed in regional and then in global terms. The study showed 
that some of the groups had never met. He felt that there should be an annual review of the 
three mechanisms, expert groups, advisory panels, and collaborating centres. There should also 
be monitoring and evaluation of their individual performances at the regional level, the reports 
being reviewed at global level so that remedial measures could be taken where necessary. In 
appointing persons to expert advisory panels, there should be some flexibility on the part 
of the Organization and a corresponding cooperation and understanding on the part of Member 
States. It was a two -way process. 

In view of the importance of the study and as the Organization was about to be 
restructured, similar analyses of other areas of its functioning should be undertaken by 
groups having one member from each region. The cost of such studies would be insignificant in 
relation to the results that could be achieved. 
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Professor LUNENFELD (Israel) congratulated the Working Group on its study, which 

provided a careful analysis of past experience, current trends, and foreseeable needs. He 

stressed the educational impact of such studies and their influence on health policy at national 

and international levels; that impact should be intensified by giving greater publicity to 

expert committee meetings and increasing the dissemination of the scientific and technical 

reports resulting from the work of the committees, panels and collaborating centres. 

His delegation expressed its warm appreciation of the work done by the expert advisory 

panels and collaborating centres. Since those mechanisms were fundamental to the formulation 

of strategies for health for all by the year 2000 and enabled the highly developed nations to 

share their technical and academic resources with the developing countries, priority should be 

given by the Organization to continuing and increasing their activity. 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that the study was 

extremely valuable and delegations would undoubtedly wish to bring it to the attention of the 

experts and collaborating centres in their countries so that they could gain a better under- 

standing of their roles. 

He had six points to make. (1) The Working Group had attempted to give a definition of a 

WHO "expert ". The best way of finding out what an expert was was to see how he or she was 

used in practice rather than turn to the definition, which might give rise to some discussion. 

(2) It might be considered mere gallantry on the part of a working group that had itself con- 

tained no women to make a recommendation to increase the number of women on expert advisory 

panels. (3) The selection of totally balanced and compatible groups of experts could be unwise 

in that it neglected the unorthodox - and the unorthodox of today would be the pundits of tomor- 

row. (4) It was important that expert advice should lead to throwing out the dead wood: 

expertise should be up -to -date and outmoded practices should be dispensed with. (5) The 

selection of collaborating centres should be based on their ability to contribute to the work 

of the Organization and should not be in the nature of an award for previous work. (6) Finally, 

the results of meetings of experts should be published and disseminated as widely as possible. 

Dr FORTUNE (United States of America) urged that the findings of the study should be 

implemented by the Director -General at an early date and in a sensitive manner. 

was timely, because the Organization had reached the point where it could no longer view its 

use of experts and institutional expertise in the narrow sense of the 1950s and 1960s. The 

study's broadened аnd'significant definition of expertise, and its call for more equitable 

representation of geographical areas, clearly resulted from the recognition that WHO could not 

efficiently accomplish its mission in today's world without the full participation of all 

Member States. The conclusions of the study were consistent with the Declaration of Alma -Ata, 

the study on WHO's structure in the light of its functions, and its objective of health for 

all. 

Dr CLAVERO (Spain) welcomed the study and fully endorsed the criterion of decentraliza- 

tion which had guided the Working Group. 

Highly qualified expert groups had contributed to the Organization's repute as a technical 

body, but the quality of its programmes depended not only on using major scientific advances, 

but on making health care accessible and acceptable to all. In order to narrow the gap between 

knowledge and the application of knowledge the Organization should employ more extensive expert 

advice in the field, taking especially into account that each Member State, in carrying out 

its health planning, must know its own resources for advice not only on the theoretical and 

scientific aspects but also on the practical aspects of application to the community. 

His delegation proposed the following as guiding principles: 

- WHO should stimulate all Member States to promote and evaluate the quality of their 

experts and use their advice in their plans and programmes; 

- the use of such experts on an individual basis at the regional level required a 

methodology for evaluation and continuing supervision and appraisal of the tasks 

performed by the experts - along the lines proposed for collaborating institutions; 

- a global health development advisory council might coordinate the activities of expert 

advisory bodies, seeking to achieve maximum quality, effectiveness and applicability. 



COMMITTEE B: EIGHTH MEETING 271 

Expert advice was of vital importance for the application of the principles of primary 
health care, for making maximum health care coverage a reality and for raising the health of 
all to the highest possible level. The system for providing that advice should now be geared 
to the special characteristics of Member States, so that scientific and technical advances 
could be translated into practice. Ti that end, the Spanish delegation welcomed the study 
for the broadening and decentralization of the selection of experts that it recommended, the 

encouragement it afforded to Member States and the importance it accorded to the socioeconomic 
and cultural conditions within which health activities had to be carried out. 

Dr RINCHINDORJ (Mongolia) congratulated the Working Group on its excellent and very detailed 
study, which provided the Organization with specific conclusions as to how the work of expert 
advisory panels, expert committees and collaborating centres could be improved to achieve the 
objective of health for all by the year 2000. The scope of the activities of WHO experts 
should be as wide as possible, covering all the tasks currently facing the Organization. The 
Working Group's analysis would undoubtedly enable the Organization to improve the evaluation 
of the work done by collaborating centres and the criteria established for selecting them. 

Dr KHALLAF (Egypt) stressed that the programme areas covered by the WHO expert advisory 
panels (Appendix 1 to Annex 6) were not adequately coordinated with the new objective of 
health for all by the year 2000. He hoped that in future efforts would be made to include 

several new subjects essential to the achievement of that objective, e.g., economics or the 

social and behavioural sciences. 
He had also noted an imbalance in the WHO expert advisory panels as between major 

programmes of the WHO programme budget: disease prevention and control, for example, and 

development of comprehensive health services received greater attention than health manpower 

development, which he considered just as important. 

Dr BROYELLE (France) welcomed the comprehensive, perceptive and well presented study. 
It had been submitted at a turning -point in the policy of the Organization, which was currently 
laying stress on objectives and methods different from those it had traditionally pursued. 

Her delegation the views expressed in the study, and in particular the proposal 
made to change and broaden the role of experts. To achieve that goal it would be necessary 
to modify recruitment criteria. She noted in passing the relative absence of women from the 
panels, and particularly that only some 6% of the experts were below the age of 45. For the 
introduction of primary health care it would be desirable to call upon much younger experts, 
who would be able to put forward dynamic suggestions for the programme's implementation. It 
was, however, difficult even for a country to assess the potential of its own experts and she 
asked how the Organization was planning to revitalize its methods of finding them. Noting 
that only some 20 -25% of the experts were actually utilized, she asked what proportion was 
used for the various types of expertise; whether that proportion was in conformity with the 
objectives laid down; and whether recourse was had to them only in certain fields. 

Professor JAKOVLJEVIC (Yugoslavia) welcomed some of the positive trends in the report 
before the Committee, such as the extension of fields of activity, the increased involvement 
of all regions, decentralization, and the increasing participation of developing countries 
in both expert advisory panels and collaborating centres. He noted that the existing 
situation was still not entirely satisfactory in so fa7 as 449 out of 582 collaborating centres 
were located in only two regions, although it would presumably be improved by the implementation 
of the recommendations and a broader definition of expertise. 

Professor LISICYN (Union of Soviet Socialist Republics), after stressing the importance 
which should be attached to scientific research in WHO's programme, said that the study before 
the Committee gave a clear picture of the current situation with regard to the role of 
expert committees, expert advisory panels and collaborating centres and that it contained 
useful recommendations on how to improve the Organization's work. 

The study also contained some interesting information on the number of scientific groups 
and other meetings of experts which had been held. A further important feature of the study 
was its conclusion that the work of expert committees, scientific groups and collaborating 
centres constituted one of the major mechanisms for stimulating the Organization's activities 
and increasing the effectiveness of health services in Member States. 

Nevertheless, the report revealed certain shortcomings which required remedying. For 
example, the secretaries of expert panels and committees often found themselves unable to 
perform their duties satisfactorily. Work with the 2562 experts on WHO panels should be 
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organized in such a way that WHO obtained a sufficiently useful return, as this was sometimes 
impeded by a number of technical and organizational problems. Moreover, many of the experts 
on the panels were under-utilized or even performed no work at all for the Organization. Nor 
could the fact be overlooked that the composition of expert panels was known only to the 

Secretariat, and that the choice was not necessarily objective. 

The United Kingdom delegate had rightly referred to the still unsolved problem of 
publication mentioned in the study. The reports of expert panels and committees should, of 

course, be published immediately on completion of the work if they were to retain their full 

value. 

The inequitable distribution of collaborating centres was another important problem which 
needed to be solved. Consideration would have to be given to an expansion of the range of 
specialities and to the establishment of centres for planning, health administration, training 
of health statisticians, and population dynamics. The disparities in the financial support 
given by WHO to the various collaborating centres also required attention; some very useful 

centres received no financial support at all, and the study gave no specific figures on the 
subject. 

The idea of introducing criteria for the selection of collaborating centres was sound, 
but some of the criteria recommended in the study seemed either contradictory or repetitive, 
particularly criteria (i), (iii) and (vi). The legal framework for the system of expert 
panels and committees needed further consideration. The proposal that questions relating to 

financing and to contractual agreements should be reviewed deserved support. 

The study had a significance which went beyond the scope of the specific items studied 
and its findings should be seen in the broader context of the Organization's scientific 
strategy, particularly with regard to the development of biomedical research and health 
services as a whole. The study should serve as a starting -point for a broad programme along 
the lines indicated in resolution WHA30.40 and elsewhere. 

Dr KPOSSA (Central African Republic) noted that the study showed (section 4.2) that the 

regional distribution of experts on the panels was 68.9%, for the Americas and Europe combined, 
and only 5.9 %for Africa. The imbalance as regards collaborating centres was similar(section 

8.2). Moreover the largestproportion of experts fell within the age -group 45 to 64 years, 
which also showed a situation detrimental to African and poor countries in general where 
the experts were younger. An effort would have to be made to correct those disparities, 

especially as most of the matters put to expert committees - such as malaria, maternal and 
child health, nutrition, sexually transmitted diseases, and tuberculosis - were particularly 
important to Africa and to the developing countries in general. In his opinion the developed 
countries were at present better explored for technical expertise than were the developing 
countries, with the inevitable results for the development of the latter's health services. 

The DEPUTY DIRECTOR- GENERAL thanked speakers for their very helpful reactions to the 

study. 

Replying to the points raised by the delegate of France, he said that the Organization 
would take up a plan of action and detailed working procedures immediately, as indicated in a 
WHO document entitled "Follow -up action required to implement the recommendations of the 
study ". A great deal of work had in fact been done to implement operative paragraph 4 of 
resolution EB65.R14, without any loss of time on procedural matters. The Director -General 
had, for example, drafted new regulations for the use of experts aid institutions collaborating 
with WHO, which it might be possible to submit to the Executive Board in January 1981 and to 

the Health Assembly in May of that year. The plan of action to adjust the system would be 
dealt with concurrently and would be reflected in the proposed programme budget for 1982 -1983 - 

which would be examined by the Executive Board and the Health Assembly in 1981 - and, for the 

medium term, in the Seventh General Programme of Work. Working procedures for research 
management were already in existence or on trial, slightly anticipating the implementation of 
the recommendations made in the study; they, too, should be evaluated in 1981. The Director - 
General proposed to develop those procedures and, anticipating their formal adoption, to put 
them into immediate effect wherever possible. 

The expert advisory panels would be restructured along the lines indicated in the study. 
As recommended, expert panel members could be appointed, and collaborating centres designated, 
for four years instead of the current five and three years respectively. The Executive Board 
could take action at the earliest opportunity to cancel the effects of resolution EB37.R2 
regarding the age of experts. The Director -General could take immediate steps, in keeping 
with the new definition of WHO experts given in the study, to broaden the technical and 
geographical basis for the selection of experts and to increase the proportion of women. 
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Finally, as recommended in the study, the Director -General intended to establish appropriate 
monitoring and evaluation mechanisms within the Secretariat. The global Advisory Committee 
on Medical Research had already set up a subcommittee on research administration to follow up 
the implementation of the Organization's research management plan. 

The delegate of India had made a number of pertinent criticisms, but some of the assump- 
tions behind them were not entirely correct. It was, for example, not true that the number 
of expert committees had been reduced: they had been rationalized, streamlined, restructured, 
and diversified. Also the Organization was using a number of new mechanisms, such as task 
forces and temporary advisers. It was, however, true that relations with collaborating 
centres were sometimes lopsided, although the situation had been even worse ten years earlier. 

The inclusion of new areas of activity such as economics and social sciences, as advocated 
by the delegate of Egypt, had been discussed by the Advisory Committee on Medical Research, 
and experts were in fact dealing with those aspects within such programmes as the Special 
Programme for Research and Training in Tropical Diseases and the Special Programme of Research, 
Development aid Research Training in Human Reproduction. 

Every effort was being made to secure equitable geographical representation. The 
Secretariat had tried to identify new sources of experts, but it was experiencing difficulties 
because some developing countries were reluctant to submit the names of their up- and - coming 
scientists and institutions. 

The delegate of the USSR had referred to the question of financial support. Until the 

Director -General, with the help of the Executive Board, had had time to achieve equitable 

geographical distribution, the existing centres collaborating with WHO would continue to 

drain resources; the returns were in some cases minimal, perhaps because most of the centres 
were located in developed countries far removed from the sensitive issues plaguing the 
developing world. The Director -General felt that those countries which could afford to give 
support to the Organization's scientific and research work should do so without additional 

funds from WHO, whose meagre resources were required to stimulate research in the developing 
countries. 

It had been pointed out that only some 30% of the Organization's experts were being used. 
That was because WHO was passing through a period of flux. Expert committees were now being 
merged; as a result, it use the of many experts, and that 

situation would continue until the present system had been reorganized and restructured. 

Indiscriminate use of experts would be very expensive and probably unproductive in view of 

the Organization's way of managing research; the Secretariat was therefore trying to ration- 

alize their use. 

The delegate of the USSR had drawn attention to the importance which science ought to 

have in the Organization's work, with research as one of the most important components. In 

that connexion delegates might wish to consult the recent issue of World Health entitled 

"A revolution in research ". They could rest assured that never before had the Organization's 
programmes been so much based on science and research. 

Professor SPIES (German Democratic Republic), Chairman of the Working Group on the 

Organizational Study, noted that the constructive comments made by members of the Committee 

showed that the Working Group's thinking had been in line with that of delegations. The 

Working Group had not, of course, been able to cover all aspects, but he was convinced that 

in the implementation of the new recommendations new answers would be found, just as new 

approaches had emerged during the preparation of the study. Some of the Working Group's 

recommendations were already being tried out and there was good reason for optimism. The 

Working Group had developed, together with the Secretariat, a promising new methodology for 

analytical studies which could be used in other contexts. 

It was agreed that the Rapporteur should prepare a draft resolution for consideration at 

a subsequent meeting. 

(For continuation, see summary record of the eleventh meeting, section 2.) 

The meeting rose at 13h00. 



NINTH MEETING 

Monday, 19 May 1980, at 9h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. HEALTH CONDITIONS OF THE ARAB РOPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 

PALESTINE: Item 45 of the Agenda (Document WHA32 /1979/RЕС /1, decision (16); 

Documents А33/21, A33/WP;'1, and A33/INF.DOC./2, 3 and 5) 

Dr PUYET (United Nations Relief and Works Agency for Palestine Refugees in the Near 
East), introducing the report contained in document A33/WP /1, expressed the thanks of the 
Commissioner- General of UNRWA to the Health Assembly for its continued interest in the health 
problems of the Palestinian refugees, and to the Director -General and the Regional Director 
for the Eastern Mediterranean for their close collaboration. 

UNRWA was entering its fourth decade of assistance to the Palestinian refugees. 
Financed almost exclusively by voluntary contributions, it had been faced in 1980 with a 

record deficit of $ 54 000 000 out of a total budget of some $ 211 000 000. As a result, 

it would be forced to reduce the scope of its services and, if further contributions were 
not forthcoming, a substantial reduction in the education programme would have to be 

considered. Essential medical services had not suffered from financial uncertainty, but 

they had been affected by disturbances in southern Lebanon. Combat conditions and 

Israeli bombardments there had disrupted activities and caused a flight of refugees to the 

north, where most had obtained temporary refuge provided by UNRWA's mobile units at Saida. 

UNRWA continued to attach particular importance to the strict surveillance of communicable 
diseases and to a strengthened maternal and child health service, including vaccination and 

supplementary feeding programmes. Following a nutritional inquiry, conducted in 1978 with 

the participation of the WHO Nutrition unit, and in accordance with the recommendations of 

the regional adviser on maternal and child health of the Eastern Mediterranean Region, 
nutritional services had been reorganized and the number of child malnutrition clinics increased 

from 10 to 26. Infant diarrhoea, the chief cause of infant mortality, had been the subject 

of an investigation in Gaza (with UNRWA participation and WHO technical support) into the 

effects of oral rehydration. The improvement of conditions in refugee camps, which was 

closely related to the campaign against enteric diseases, remained of prime concern. A number 

of important government projects for drinking -water supplies and drainage were in their final 

phase of execution in the camps at Jaramana in Damascus, Jabal el- Hussein in Amman, and 

Shu'fat in Jerusalem. 

UNRWA continued to give financial and technical support to many projects involving active 

participation by camp communities; they related to water supply, drainage, sewerage, and 

paving. During the current year, drainage had been installed in the Mia Mia and Wavel 

camps in Lebanon, and similar projects had been begun at Ein el- Hilweh and Burj el- Barajneh. 

In 1980, over $ 340 000 had been devoted to financing such work, and participation by the 

communities was increasing yearly. 

An abridged report on UNRWA's health services for 1979 appeared in document А33/WP /1. 

It summarized the health conditions of the refugees assisted by UNRWA and briefly described 

the latter's health services. UNRWA acknowledged the generous and effective assistance 

given by the medical authorities of the host countries, which included hospital and 

laboratory facilities. In Lebanon, valuable help had been given, in urgent surgical treat- 

ment and in rehabilitation of the physically handicapped, through the institutions of the 

Palestinian Red Crescent. Other governmental and nongovernmental organizations had 

collaborated with UNRWA's health services in providing equipment and drugs or in financing 

the operating costs of certain centres. The Commissioner-General thanked the authorities 

of the countries concerned for their cooperation. 

- 274 - 
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Dr ТАВА (Regional Director for the Eastern Mediterranean) said that WHO continued to 

provide assistance to the population in the occupied Arab territories, including the 

Palestinian population, in accordance with the relevant Health Assembly resolutions and 
taking into account the recommendations made by the Special Committee after 

its visit to the area in 1978. For example, WHO specialists in cardiovascular diseases and 

mental health had visited the territories to study the possibility of carrying out projects 

in those fields; WHO had financed the procurement of electronic monitoring equipment for 
cardiovascular diseases and was considering a possible expansion of the project on prevention 
aid control of rheumatic fever and rheumatic heart disease, as well as programmes for 

the control of congenital malformations and eventually other noncommunicable diseases such 
as diabetes and chronic rheumatoid arthritis. 

As regards mental health, WHO had indicated its readiness to provide fellowships, 
equipment and supplies, and to send consultants to review progress. A public health 
administrator epidemiologist had visited the area with a view to expanding the immunization 
programme and studying the needs in maternal and child health; further funds had since been 
provided for the continuation of the poliomyelitis immunization programme and grants had 
been given for vaccine testing and BCG vaccinations. In addition, a vaccination project 
against measles had been carried out during 1979, WHO providing funds for an information 
campaign and 140 000 doses of vaccine. 

The Organization had maintained its close collaboration with UNRWA; for example, in 

connexion with the diarrhoeal disease control programme, a project for uniform oral 
rehydration at maternal and child health centres and health clinics had been implemented - 

in that connexion, seminars had been held for local UNRWA personnel. Further seminars - 

on diarrhoeal diseases, oral rehydration, and breastfeeding - were planned for physicians 
and nursing staff; WHO would provide consultants and teaching aids as well as oral 
rehydration salts and preparation equipment. 

With regard to training, WHO was continuing its fellowships programmes for Palestinian 
medical and paramedical staff, in close collaboration with the Palestine Liberation 
Organization. In 1979 WHO had given further assistance to the Palestinian Red Crescent 
for payment of salary differentials; the contribution would be increased in 1980 -1981, with 
a view to setting aside an amount for such items as equipment and fellowships. It was 
expected that such collaboration would continue and expand. 

Dr IONESCU (Chairman of the Special Committee of Experts appointed to study the health 
conditions of the inhabitants of the occupied territories in the Middle East) introduced the 

report contained in document А33/21. 
The Special Committee had again visited the occupied Arab territories pursuant to its 

terms of reference. In its report it had tried to view the health conditions of the Arab 
population from the position envisaged by WHO. In the absence of epidemiological data aid 
of pilot stations for a pluridisciplinary study of certain aspects, the report provided only 
an overall evaluation of health conditions and of the health status of the population. 
The Committee had extended its investigations to cover sociological and socio- psychological 
aspects since these strongly influenced a population's state of health. It hoped that the 
details it gave and its recommendations, based on direct contact with the population, local 
medical personnel, and governmental and nongovernmental organizations, would help to 
mobilize public opinion with a view to initiating the necessary measures to improve health 
conditions in the Israeli -occupied territories. Its recommendations had taken into 
account only existing possibilities and short -term objectives. The Special Committee, of 
course, could only draft recommendations relating to health problems; it was nevertheless 
aware that only a just and lasting peace could pave the way for truly sound health conditions. 

The Special Committee thanked the Director -General and his staff for their constant and 
unstinting help, and it thanked all those who had in other ways helped it to carry out its 
task. 

Professor MODAN (Israel) said that the objective of the health development programme in 
the territories concerned was to attain maximum self - reliance by strengthening primary health 
care systems in the spirit of the Declaration of Alma -Ata. That meant emphasizing a wide range 
of factors affecting the health status of the individual - education, nutrition, housing, 
income, safe water supply, sanitation, immunization, and control of infectious diseases. The 
success of this policy - for instance, the satisfactory coverage of immunization programmes and 
the control of communicable diseases - had been noted in the Special Committee's report. 
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Although Israel was still a developing country, the Special Committee had attested to its 
substantial expenditure on health care and development in the territories. Hе invited compari- 
son between some of the hospitals serving the Israeli population and those of the West Bank and 
Gaza - for example, the Chaim Sheba Medical Center near Tel -Aviv, the Ramallah hospital, the 

new Rafidia hospital in Nablus, the modest Naharia government hospital, which served a zone 
of Israel subjected to shelling and terrorism, and certain other hospitals in Ramallah, Bethlehem 
and Gaza. In fact, Israel's rapid transformation of the area from the poor state of health 
prevalent before 1967 could not be matched by some of the oil- producing countries that were 
among the sponsors of the draft resolution on the present agenda item. Despite Israel's lack 
of financial resources, the progress achieved in the standard of health on the West Bank and in 
Gaza had been enormous. One indicator was the dramatic decrease in infant mortality, which had 
decreased from 55 per 1000 in 1965 to 26 per 1000 at present; in the Gaza strip the rate had 
dropped from 160 per 1000 to 46 per 1000. The parallel drastic reduction of stillbirths 
reflected the improved prenatal and obstetrical services. Nor could the decrease in infant 
mortality be attributed to previous deficient registration, since it had occurred primarily in 
the post- neonatal age group, the group most amenable to rescue by curative, nutritive and 
preventive programmes. Thus, mortality between the second and twelfth month of life had 
decreased from 45 per 1000 in 1965 to 17 per 1000 at present - a highly significant reduction. 
The report of the WHO regional adviser who had visited the Gaza Strip in connexion with an 
infant health evaluation programme (document EM/МCH/147) specifically mentioned the availabi- 
lity of good recording systems, and the large number of maternal and child health aid general 
health centres with adequate supplies and motivated health staff. 

In 1965, there had been two physicians to every 100 hospital beds in the West Bank; now 
there were 11. There had been 20 nurses to every 100 beds; now there were 36. There had been 
74 general clinics in the West Bank; now there were 140. In the Gaza Strip there had been 8 
general clinics; now there were 19. There were now 20 maternal and child centres in Gaza, as 
against none in 1965; in the West Bank, those centres had grown from 19 to 57. The number of 
hospital wards had tripled, and a wide range of special service units had been set up. The 
number of beds had increased by 20 %. Adjustments had been made to utilize available resources 
with maximum efficiency. Infectious disease control had improved so much that special wards 
or hospitals for infectious diseases in the territories were no longer necessary. For instance, 
cases of paralytic poliomyelitis had fallen from 63 in 1967 to 9, and cases of infectious 
hepatitis from 874 to 54. Tuberculosis wards, which would shortly become obsolete owing to the 
drastic reduction of the disease, were being converted to much - needed ophthalmological, 
nephrological and psychiatric care. 

Access to psychiatric care had become available to larger sectors of the community, and 
there was greater awareness of the existence of mental health services. The transfer from 
traditional healers to modern psychiatrists was increasing and the fear and stigma of mental 
disease receding. Nevertheless the rate of admission to mental hospitals in the territories 
was approximately one -third of that recorded in Israel. 

The development of services included the construction of clinics, central laboratories 
and nursing schools, and training programmes for X -ray technicians, records librarians, and 
administrators. With the increase in trained personnel, X -ray and laboratory services had been 
expanded, and new X -ray equipment had been installed in hospitals. Tertiary services in the 

territories were thus being introduced step by step, as local infrastructures were completed; 
meanwhile, Israeli hospitals continued to provide the additional tertiary services needed. The 
Special Committee, as stated in section 18.1.4 of the report (penultimate paragraph), had been 
able to observe that no distinction was made between patients, whatever their origin. 

All residents of the West Bank and Gaza had full access to government health services. A 
remarkable achievement had been the recent introduction of a voluntary health insurance scheme, 
with a token payment of $ 5 per month per family. The programme had been adopted by some 70% 
of the population and entitled its beneficiaries to free comprehensive coverage, including 
hospitalization and medication; it had led to an increased use of the growing range of local 
and referral services. 

The Special Committee had noted, in section 18.5 of its report, that none of the local 

staff responsible was directly involved in the management of public health services; but the 

health service achievements in the territories were the outcome of a joint effort by local 

doctors and health personnel. Local physicians too had participated in planning the future 
health programme for the West Bank, which by definition was designed to be compatible with any 

political structure. The conclusions of that planning committee had been submitted to the 
Thirty- second World Health Assembly. 



COMMITTEE B: NINTH MEETING 277 

Although he had personally offered, three months ago, to transfer the directorship and 

management of West Bank health services to local health administrators, no physician qualified 

to undertake the task was prepared to undertake it - doubtless for political rather than medical 

reasons; terrorist organizations had recently stepped up their campaign of threats and murder, 

which did not spare dedicated Arab public servants. Any local qualified physician prepared to 

undertake the administration of the health services in the West Bank could do so tomorrow. 

The Israeli Government and its Ministry of Health had received the Special Committee and 
enabled it to inspect all health facilities, whenever and wherever it chose, assuming that 

its intention was to look into the health situation in the area. Israel was astonished and 
appalled, therefore, by the idea, expressed in part III, operative paragraph 9, of the draft 
resolution,lthat such a committee should be sent with the stated intention of studying ". . . 

all the implications of occupation and the policies of the occupying Israeli authorities and 
their various practices which adversely affect the health conditions of the Arab inhabitants 

• •". Such wording was clearly meant to prevent any objective assessment; the biased'and 
prejudiced approach was not conducive to improving the standard of health of the population but 
was rather aimed a priori at presenting a fallacious report on a non- existent situation. 

The draft resolution was a continuation of the Arab countries' unrelenting warfare against 
Israel, which unscrupulously exploited the forums of international organizations that had been 
established solely to promote specific technical benefits. It constituted another attempt to 
force WHO to deal with political issues and regional conflicts that came within the purview of 
such competent United Nations organs as the Security Council and the General Assembly and were 
being amply dealt with by them. The draft resolution was a list of arbitrary assertions 
unrelated to the actual health situation in the territories or to the Special Committee's 
report. It took no account of the Special Committee's practical recommendations but extracted 
one sentence - out of context - in order to fit an obvious political aim. It was an attempt 
to politicize both health care and the organization that had been established to promote it 

in the world. It bore no relation to the health needs of the population of the West Bank and 
Gaza - a population whose medical care had been underprivileged many years before it was 
associated with the modern Israeli health system. It undermined WHO's Constitution and was 
fraught with grave dangers for the Organization's future. 

Men and women dedicated to saving lives and alleviating suffering should not allow them- 
selves to be drawn into political issues. They should deplore such a resolution and the 
hypocrisy it introduced. The draft resolution should be rejected by all those who sincerely 
cared for the cause of health and for decency in international life. 

Mr AL- DABBAGH (Kuwait) expressed appreciation to the Special Committee of Experts for their 
work. If their report were not as comprehensive as it might be, that was due to reasons beyond 
their control since the inhabitants of the area were living under military occupation and 
suffering from a policy of colonization. 

He submitted a draft resolution, co- sponsored by the delegations of Afghanistan, Algeria, 
Bahrein, Bangladesh, Benin, Bulgaria, Cape Verde, China, Cuba, Cyprus, Democratic People's 
Republic of Korea, Democratic Yemen, Ethiopia, German Democratic Republic, Guinea, Hungary, 
India, Iran, Iraq, Jordan, Lebanon, Libyan Arab Jamahiriya, Madagascar, Maldives, Malta, 
Mauritania, Mauritius, Morocco, Mozambique, Oman, Pakistan, Qatar, Saudi Arabia, Somalia, 
Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates, Viet Nam, Yemen, Yugoslavia, and 
his own country. It read as follows: 

The Thirty -third World Health Assembly, 
Mindful of the basic principle laid down in the WHO Constitution which provides that 

the health of all peoples is fundamental to the attainment of peace and security; 
Aware of its responsibility for ensuring proper health conditions for all peoples who 

suffer from exceptional situations, including foreign occupation and especially settler 
colonialism; 

Bearing in mind that the WHO Constitution provides that "health is a state of complete 
physical, mental and social wellbeing and not merely the absence of disease or infirmity1; 

Affirming the principle that the acquisition of territories by force gravely affects 
the health, psychological, mental and physical conditions of the population under occu- 
pation, and that this can only be rectified by the complete and immediate termination of 
the occupation; 

Considering that the States parties to the Geneva Convention of 12 August 1949 
pledged, under Article One thereof, not only to respect the Convention but also to ensure 
its respect in all circumstances; 

1 See below. 
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Recalling the United Nations resolutions concerning the inalienable right of the 
Palestinian people to self -determination; 

Affirming the right of Arab refugees and displaced persons to return to their homes 
and properties from which they were forced to emigrate; 

Recalling all the previous WHO resolutions on this matter, especially resolution 
WHA26.56, dated 23 May 1973, and subsequent resolutions; 

Recalling resolution 1, A and B (XXXVI), 1980, adopted by the Commission on Human 
Rights, which condemns Israel's violations of human rights in occupied Arab territories, 
including Palestine; 

Taking note of the report of the Special Committee of Experts; 

I 

1. NOTES the report of the Director - General on health assistance to 
displaced persons and the Arab population in the occupied territories 
Palestine; 

2. EXPRESSES its appreciation of the Director -General's efforts and 
continue his collaboration with the Palestine Liberation Organization 
necessary assistance to the Palestinian people; 

II 

Having examined the annual report of the 
Palestine Refugees in the Near East; 

Deeply concerned by the deterioration of 
cerning its budget and the services provided, 

refugees, 

, including 

requests that he 
in providing all 

United Nations Relief and Works Agency for 

the situation suffered by the Agency con - 
due to the repeated Israeli aggression; 

1. THANKS the United Nations Relief and Works Agency for Palestine Refugees in the 
Near East for its unfailing efforts; 

2. REQUESTS the Director - General to continue his collaboration with the United Nations 
Relief and Works Agency for Palestine Refugees in the Near East by all possible means, 
inasmuch as to ease the difficulties it is facing and increase the services it 

provides to the Palestinian people; 

III 

1. EXPRESSES its deep concern at the poor health and psychological conditions suffered 
by the inhabitants of the occupied Arab territories, including Palestine; 

2. CONDEMNS all acts undertaken by Israel to change the physical aspects, the geography, 
the institutional and legal status or context of the occupied Arab territories, including 
Palestine, and considers Israel's policy in settling part of its population and new 
settlers in the occupied territories a flagrant violation of the Geneva Convention 
Relative to the Protection of Civilian Persons in Time of War and the relevant United 
Nations resolutions; 

3. DECLARES that the establishment of Israeli settlements in the occupied Arab terri- 
tories, including Palestine, and the illicit exploitation of natural wealth and resources 
of the Arab inhabitants in those territories, especially the confiscation of Arab water 
sources and their diversion for the purposes of occupation and settlement, inflict serious 
damage on the health of the inhabitants; 

4. CONDEMNS the inhuman practices to which Arab prisoners and detainees are subject in 
Israeli prisons, resulting in the deterioration of their health, psychological and mental 
conditions; 

5. CONDEMNS Israel for its refusal to implement Health Assembly resolutions calling upon 
it to allow refugees and displaced persons to return to their homes; 

6. CONDEMNS Israel for its refusal to apply the Fourth Geneva Convention Relative to the 

Protection of Civilian Persons in Time of War, of 12 August 1949; 

7. CONDEMNS Israel for its arbitrary practices and its continuous shelling of Palestine 

refugee housing settlements in southern Lebanon, which affects the physical, social and 

psychological health conditions of the Arab inhabitants, and considers that its refusal 

to implement resolutions of the World Health Organization constitutes an explicit breach 

of the letter and spirit of the WHO Constitution; 
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8. ENDORSES the opinion of the Special Committee of Experts that it is "fruitless to 

imagine that a state of complete physical, mental and social welfare can be achieved" under 

occupation; 

9. REQUESTS the Special Committee to continue its task with respect to all the impli- 

cations of occupation and the policies of the occupying Israeli authorities and their 

various practices which adversely affect the health conditions of the Arab inhabitants in 
the occupied Arab territories and Palestine, and to submit a report to the Thirty- fourth 

World Health Assembly, bearing in mind all the provisions of this resolution, in 

coordination with the Arab States concerned and the Palestine Liberation Organization. 

He emphasized that WHO had a responsibility towards all peoples of the world, and could 
not therefore ignore a situation where a people was seeing all its rights, including the basic 
right of self -determination, denied to it, and where it was not able to avail itself of the 

benefits derived from cooperation with WHO leading to greater physical and mental wellbeing. 
That the resolution was of a political nature was due to the fact that the sufferings of the 

Arab peoples in the occupied territories arose out of a political situation. Although it was 

not strictly the prime role of WHO, the Organization should seek to remedy the present position. 
He would accordingly urgently appeal to the Health Assembly to give the draft resolution its 

support. 

Dr ARAFAT (Palestine Liberation Organization) expressed his deep appreciation for the 

opportunity given him to address the present Health Assembly on behalf of the Palestinian 
nation, numbering four million, half of whom found themselves in the occupied territories 
and the other half dispersed in various parts of the world. The Health Assembly had provided 
him with a place to come to, Geneva, but it could not tell him where he could return. 

Israel had submitted its own report on the health conditions of the Arab population in 
the occupied Arab territories, including Palestine. The question was not, however, one of 
figures, or of hospital beds and mortality rates. If Palestine's brothers in the group of 
Arab countries had requested that a Special Committee should be set up, it had been done in 
order to establish proof of the plight of an occupied nation. The Constitution of WHO referred 
to a total concept of health - but his nation was entirely deprived of access to such a 
concept. 

The Palestine Liberation Organization had submitted (document А33/INF.DOC./3) its own 
evaluation of the health situation in the occupied Arab territories since the Israeli occupation 
in 1967, and had also (document A33/INF.DOC. /5) commented on the report of the Special 
Committee and on the report submitted by Israel. The Special Committee had visited only one 
prison, but it could be said that the entire Palestinian nation was living in prison territory; 
the difficulties encountered by the Special Committee were evidence of that. The government 
of occupation was trying to undermine the very infrastructure of health conditions by such 
measures as the expulsion of physicians. He was surprised that the Israeli report did not 
include any reference to the situation of prisoners and of those in refugee camps. 

To go beyond mere statistics: who among the delegations present would accept to have 
his territory occupied? The Palestinian people indeed rejected any help which the occupiers 
claimed to be offering. The United Nations had established the right for nations to live 
freely in their own territories. All over the world statues had been erected to heroes of 
liberation. The Health Assembly itself had stood in silence to honour President Tito; he 
was described as a hero, not a terrorist. It was hard to see how the Israeli delegation could 
describe the Palestinians as terrorists and yet themselves return to their homes in the land of 
the forbears of the Palestinians there to set themselves up as serving the health needs of 
those very Palestinians. 

The draft resolution was a simple condemnation of Israel in the matter - that was all 
the Health Assembly could do at the present juncture. His statement had been emotional, but 
he had felt it essential to impress upon all present the need to assume their responsibility. 

Dr MALHAS (Jordan) said that all the statistics submitted by Israel had not clouded 
the reality of the position, the injustice of which emerged clearly. It should not be forgotten 
that the report of the Special Committee of Experts had been submitted some seven years after 
it had first been requested: it was open to the imagination what that report would have been 
like had the Committee's visit been made sooner. As a general rule, colonialists provided 
their slave population with health attention not for humanitarian reasons but in order to 
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get better service out of them. In all events, how was it possible to expect that stable and 
healthy mental conditions could exist when the dignity of the Arab populations was being 
trampled underfoot, when entire villages were being erased and homes demolished? Indeed, the 

report of the Special Committee was in a sense meaningless as far as the basic health 
conditions were concerned, however worthy the intentions of the experts who drafted it. 

He drew attention to the final sentence in the conclusion of the report which expressed 
the Special Committee's conviction that it would be fruitless to imagine that a state of 
complete physical, mental and social welfare could be achieved if that population were not 
integrated into its own environment and were not able to live in a climate of peace and 
security. In other words, it was clear that no improvement in their health conditions could 
be effected until they were rid of the occupying force, by peaceful means or war. 

The draft resolution, sponsored by his own among other countries, did no more than 
note the situation and condemn Israel. Doubtless, Israel would disregard it, as it had 

disregarded the resolutions of other United Nations bodies. 

Mr CORDERO DI MONTEZEMOLO (Italy), speaking on behalf of the nine Member States of the 

European Economic Community, stated that they would be obliged to vote against the draft 
resolution submitted, since they believed that the World Health Assembly was not in a 

position to make such a condemnation of Israel. Furthermore, they did not consider that 

the draft resolution reflected the content of the report of the Special Committee of Experts. 

However, he emphasized the fact that the EEC countries attached paramount importance to 

the attainment of conditions within the occupied territories that would enable all inhabitants 
to enjoy fully adequate health care. They were in fact deeply conscious of the humanitarian 
problems relating to health assistance to refugees and displaced persons, and to all other 
victims of military occupation, in the Middle East as well as in other regions of the world; 
that was clearly proved by the continuing support given by the EEC countries to UNRWA, to 

WHO, and to the various relief agencies concerned. Within that context, the EEC countries 
urged the Israeli Government to take fully into account the recommendations made by the 
Special Committee of Experts. They would continue to follow the situation very closely. 

With regard to all the other questions raised in the draft resolution, and recalling 
the position on the Middle East situation clearly expressed by them in the United Nations 
General Assembly, the EEC countries reaffirmed their support for the continuing efforts being 
made to find a just and lasting solution in the region. They felt obliged, however, to 

reiterate once again that the Health Assembly was not an appropriate forum for dealing with 
political matters, and to express the hope that the specialized agencies of the United Nations 
system would not be used as political platforms. 

Dr BASSIOUNI (Egypt) expressed his Government's gratitude to the Special Committee 
of Experts. It would be noted from their report that the conditions of the Arab population 
in the occupied territories were deteriorating. His delegation would emphasize that the 
provision of health services aid their improvement were the legal responsibility of the 
occupying forces. It would be recalled that the Egyptian Minister of Health has stated in 
the plenary session that, whatever improvements were to be brought about in health conditions 
in the occupied Arab territories, they would be fruitless unless - as the Special Committee 
of Experts had concluded - the population were not integrated into its own environment and 
rooted in its own sociocultural values. His delegation fully agreed with the position 
taken by the Special Committee, based on the right of peoples to self -determination and to 
a State of their own. 

Mr ABBASSI TEHRANI (Iran) said that the account given by the Israeli Government of its 

supposedly brilliant successes in providing medical services in the occupied territories was 
merely a cover for the aggressive crimes inflicted upon the population of those territories, 

particularly in Palestine. The inhuman attitude of Israel to helpless Moslem nations in the 

area was all too evident. The imperialistic Zionist Government was pursuing its policy of 

bombing southern Lebanon, causing the death of thousands of innocent persons. It was there- 

fore incongruous to hear an account by the Israeli delegation of medical services in the 
occupied territories. 

His delegation, as a co- sponsor of the draft resolution, urged the Health Assembly to 

support it. 
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Dr RIFAI (Syrian Arab Republic) said that, although the Health Assembly had for a 

number of years urged Israel to change its policy, that country had ignored all resolutions 

addressed to it and had disregarded the most fundamental human rights in pursuing the worst 

type of colonialism. 

It could be noted from the report of the Special Committee of Experts that there was a 

discrepancy between the possibilities afforded by the health services available to the Israeli 

settlers as compared with those of the Arab inhabitants. There had been a deterioration in 

many aspects of health, including mental health. The difficulties in obtaining consultant 

services and adequate supplies in respect of prisons had also been highlighted. No reference, 

however, had been made to the situation of the Arab population in occupied Jerusalem. In all 

events, it was clearly impossible to have a realistic discussion of the health situation of a 

population subjected to bombings and eviction. Indeed, any improvements• in their overall 

physical and mental health would be irrelevant until the population was granted the right to 

self -determination and the occupation of their territories was over. The statement at the 

beginning of section 18.1.3 in the Special Committee's report, to the effect that the health 

system in the Golan region was modelled oп the Israeli system, was surely an indication that Israel 

intended to annex the Golan Heights. 

The draft resolution, of which his delegation was a co- sponsor, represented the least the 

Health Assembly could do in the way of a humanitarian decision. 

Dr ZSёGON (Hungary) expressed her delegation's deep concern at the situation in the Middle 

East, which constituted a threat to peace as well as to health conditions. Any just peace 

would have to be based on a cessation of Israeli aggression, as well as on the recognition of the 

rights of the Palestinian people and of all peoples in the region. It was for that reason 

that her delegation appeared as a co- sponsor of the draft resolution. 

Mr HELMAN (United States of America) said that, in commenting on the agenda item under 

consideration, namely, the health conditions of the Arab population in the occupied territories, 

it was impossible for him to ignore the fact that much of the debate had concentrated on issues 
unrelated to the work of the Health Assembly, the particular item being discussed, or indeed 

the concerns of WHO. The debate and the draft resolution submitted had dealt with Israeli 

policy and its action in southern Lebanon rather than with the specific report of the Special 

Committee of Experts and its findings as regards health conditions in the occupied territories. 

It was true that the Health Assembly had to deal with the reality of events and the human 
condition, with political shortcomings and successes, with goodwill or the lack of it, and with 

institutions, both national and international, which had limitations and a circumscribed 

competence and authority. The issue of the health conditions prevailing in the territories 

occupied by Israel was of concern to all, both as individuals and as government representatives. 

However, the prospects for a constructive response to that concern would not be advanced by 
debating, or seeking to impose, a political point of view far beyond the competence of 

delegates as national representatives arid certainly beyond the authority of WHO. Any resolution 
by the Health Assembly on the political status and future of the occupied territories would have 
no legal effect. It could only confuse the issue, weaken the Organization, and indeed detract 

from the prospects of improving the health of the Arab population in the occupied territories 
Debates on political issues, which the Health Assembly did not have the power to solve, would 
not serve the high purposes established by the WHO Constitution. 

He recalled that the Thirty- second World Health Assembly had decided to reconstitute a 

Special Committee of Experts that would investigate conditions of health in the territories 
occupied by Israel aid report back to the Assembly. It was for the Assembly carefully to 

consider what was said in the Special Committee's report about the health conditions in the 
occupied territories, to consider its recommendations, and - if it accepted them - to implement 
them. His delegation had carefully studied the report aid other relevant documents, including 
the statement of the Government of Israel regarding the report, and was prepared to discuss in 
all good faith what possible steps could be taken by the Health Assembly. 

The Special Committee's report, and that of the Director of Health for UNRWA for 1979, 
pointed to both improvements and shortfalls in the arrangements for health services for the 
Arab population in the occupied territories. The problems associated with acute communicable 
diseases had apparently been decreasing and at present chronic diseases predominated; the 
infrastructure for health services was said to be satisfactory from an administrative point of 
view, despite operational shortcomings, such as a need for more decentralization of diagnostic 
facilities; there had been increases in the numbers of health personnel although among the 
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problems remaining were salary level (particularly in relation to competing salaries elsewhere), 
emigration of health manpower, and training, including postgraduate training for health 
professionals; while curative and preventive services had been improving, there appeared to be 

a need to integrate them more closely and make them more comprehensive; greater emphasis was 

required on health education and community participation; and there was a need to improve 

methods of collecting health statistics, including epidemiological surveillance and social 

surveys. In addition to those examples of areas of health that required attention, the Special 

Committee had emphasized the psychosocial problems that were inevitable when a population lived 
under conditions of occupation. 

The Special Committee was to be commended for its attempt to give an impartial analysis 

of the health conditions of the occupied territories. Similarly, Israel's cooperation with the 

Special Committee and its willingness to provide access to facilities and personnel were to be 

welcomed. Thus a pattern of international surveillance of the health conditions in the occupied 

territories had been established, as also a pattern of cooperation between Israel and WHO. 

That pattern should be encouraged and developed for one major purpose which WHO was uniquely 

qualified to pursue, namely, the maintenance and improvement of the health care and health 

conditions of the Arab population of the occupied territories. His Government wished to 

foster that purpose and to contribute to that objective. He urged other Members of the Health 

Assembly to do so, acting within the competence of WHO. His delegation would support any 

action contributing to that purpose; it would strongly oppose anything that detracted therefrom. 

Mr SOКOLOV (Union of Soviet Socialist Republics) said that the situation in the 

Middle East, owing to circumstances with which everyone was familiar, had considerably 

deteriorated of late. His delegation had had frequent occasion in the Health Assembly to 

state its view that the question of health conditions in the occupied Arab territories was 

part and parcel of the overall problem of finding a settlement to the conflict in that area, 

a settlement wholly contingent on a political issue. A just and durable peace could be 

achieved only by a radical and comprehensive peace settlement and then only in accordance with 

the appropriate basic resolution of the United Nations, which called for the complete 

withdrawal of Israeli forces from all Arab territories; the realization of the inalienable 

rights of the Arab peoples, including their right to self -determination and to their own 

independent State; and international guarantees for all States in the Middle East and their 

right to independent existence and development. The USSR rejected any policy which ignored 

the rights of the Palestinian people. The way to a settlement lay through negotiations 

within the framework of a Geneva peace conference on the Middle East with the participation 

of all States directly concerned, including representatives of the Palestine Liberation 

Organization. The terms on which such negotiations should be conducted should preclude апу 

attempt to use the conference as a cover -up for separate transactions. 

But to advocate the need for a political settlement was not to exclude concern for the 

health needs of the refugees and of the Arab population in the occupied territories. The 

unfavourable health indicators for those territories, and the inadequate medical facilities 

were confirmed by the Special Committee's report. The Soviet delegation would support апу 

measure taken by WHO to provide medical assistance to those deprived of their homes or living 

under an occupation; and would strongly press for continued assistance. It would support 

the draft resolution before the meeting, which reflected the just demands of the Arab 

population. 

Miss PAROVA (Czechoslovakia) said that her delegation wished to associate itself with 

those speakers who had expressed support for the Arab population in the occupied territories, 

including Palestine. It regarded those questions as part of the whole complex of issues 

surrounding the Middle East conflict, and would support the draft resolution now before the 

meeting. 

Professor XUE Gongchuo (China) said his delegation supported the draft resolution. 

Likewise it condemned the expansionist ambitions of Israel and the aggression it practised. 

His Government was firmly on the side of the Arab peoples of Palestine in their just struggle 

to recover their lost territories. If the Arab countries remained united, and pursued their 

struggle in the face of attempts by the super - powers to sow discord by intervening in the 

issue, and if they continued to enjoy the support of the peoples of the world, victory would 

ultimately be theirs. As in the past, the Chinese delegation supported the 

condemnation of Israel and WHO's measures to improve the health of the Arab population in 

the occupied territories. 
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Dr LEBENTRAU (German Democratic Republic) complimented the members of the Special Committee 
on their work. His Government proceeded from the view that, owing to the unresolved problems 
in the territories occupied by Israel, there was at the present time in the Middle East a 
crisis situation of the utmost danger to peace. The sources of conflict could only be 
eliminated by a complex and comprehensive solution that would encompass (1) the liberation of 
all occupied territories from Israeli forces, in accordance with the principles of the 
United Nations Charter; (2) the safeguarding of the rights of the Arab peoples of Palestine, 
including the right to an independent State of their own; and (3) the assurance of independent 
existence and sovereignty for all States in the Middle East. In his Government's view, that 
right to existence applied with equal force to the State of Israel. All parties concerned 
must be involved in finding a solution, including the Palestine Liberation Organization which 
had been recognized by the United Nations as the rightful representative of the Arab population 
in Palestine. A lasting and just settlement in the Middle East could only be brought about 
on the basis of national self -determination and free will. Separate negotiations that 
infringed the rights of other nations were undemocratic and would not remove the causes of 
conflict. 

The delegation of the German Democratic Republic was a co- sponsor of the draft resolution 
before the meeting and would urge that it be accepted. 

Dr HUSAIN (Iraq). said that Israel's distortion of the truth at every conference in 

which it took part did not surprise him. It must be supposed that Israel did not realize 
what was being said in forums such as the present one, while its criminal actions continued 
day by day. Those actions were not confined to the Arab population of occupied Palestine 
but were also directed against the peoples of Lebanon, Jordan, and Sinai. 

What did surprise him, however, was that the delegate of the United States of America 
should set forth the facts about the crimes being committed and yet, having done so, refuse 
to denounce the State that was responsible for them. A new note appeared to have crept into 
the statement of the United States delegate when he intimated that to condemn such crimes 
would be a political act not within the purview of the present Health Assembly. The delegate 
of Italy had taken a similar view. 

He asked whether the delegate of Italy really believed that the matter was purely 
political. Was not his presentation of the views of the nine EEC countries, by way of 
rejoinder to the just accusations which had been levelled at Israel, in itself a political 
act? It was sufficient to follow the news on radio and television and learn of Israel's 
crimes in the region. There was no need to call for further proofs and further delays. 

He formally proposed that the debate be closed and that a vote be taken on the draft 
resolution. 

The CHAIRMAN said that, in accordance with Rule 63 of the Assembly's Rules of Procedure, 
he would give the floor CO no more than two speakers against the motion. 

There being no such speakers, he invited the Assembly to vote on the draft resolution. 

The draft resolution was approved by 60 votes to 24, with 20 abstentions.1 

Mr CHORAFAS (Greece) said that his delegation had abstained from voting, but that the 
abstention should not be misinterpreted. His country could not approve violations of the 

fundamental principles of international law, such as were condemned by the resolution. At 
the same time, he would draw attention to the fact that the Arab territories mentioned in the 

resolution were not the only territories occupied by virtue of a fait accompli. 

Greece had always demonstrated deep appreciation of WHO's mission, but it considered 
that the Organization's valuable work should be pursued without recourse to political 
considerations. It had taken the political considerations into account whenever the 
Palestinian issue was discussed in the various political forums of the United Nations, and 
had always cast a positive vote. 

Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WНА33.18. 
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Mr JEANRENAUD (Switzerland) stated that his delegation had voted against the resolution. 
It had studied the report of the Special Committee of Experts with great care, and regretted 
that the Special Committee's conclusions had not been reflected in a more balanced manner in 

the resolution. His delegation believed, moreover, that the grave political problems of the 
Middle East should be considered by the appropriate United Nations bodies, and not by the 
World Health Organization. 

Mr SALMI (Finland) stated that his delegation had voted against the draft resolution. 
His country's position as regards the Middle East was well known and had been clearly stated 
in many forums, including the Health Assembly: it was, in short, that a lasting and equitable 
peace should be based on the resolutions 242 aid 338 of the Security Council and should take 
into consideration the lawful rights of the Palestinian people, including their right to 
national self -determination. Certain paragraphs of the resolution just approved were so 

contrary to that position that they left his delegation no option but to vote against it. 

Mr MAGNUSSON (Sweden) said that in his delegation's view a political settlement offered 
the only solution to the basic problems of the Middle East. Those problems could not be 
solved by improving health care. His country was well aware that a large section of the 

population, not only in the area visited by the Special Committee of Experts but also in some 
adjacent areas in the region, still suffered from unsatisfactory health conditions; it 

considered that every effort must be made to improve those conditions. To that end, Sweden 

had supported, and would continue to support, every effort made by WHO, UNRWA and other 
United Nations agencies to render humanitarian assistance to refugees, displaced persons, and 

other victims of the situation in the Middle East. 

Sweden considered the Fourth Geneva Convention (August 1949) relative to the Protection 

of Civilian Persons in Time of War to be applicable to the occupied territories. The 

resolution just voted on contained considerations and conclusions which did not strictly 

concern the health sector but were, on the contrary, of a highly political nature; it thus 

went far beyond the competence of WHO as well as beyond the conclusions of the report of the 

Special Committee. For those reasons Sweden had voted against the resolution. 

Mr CAPPELEN (Norway) said that the resolution just approved contained elements which did 

not fall naturally within the competence of the Health Assembly. His delegation had therefore 

voted against it. On the same grounds his delegation had not considered its substance in 

detail. 

His Government's view of the territories occupied by Israel as a result of hostilities 

in June 1967 had been stated repeatedly in the Security Council and the United Nations General 

Assembly and was well known. It was based on the Fourth Geneva Convention relative to the 

Protection of Civilian Persons in Time of War, which was applicable to all the territories 

occupied in 1967. Norway had repeatedly called on Israel to honour its obligations under that 

Convention. 

Mr GÁLVEZ DE RIVERO (Peru) said that, although his delegation had voted in favour of the 

resolution, if there had been a paragraph -by- paragraph vote it would have abstained in the 

vote on paragraph 2 of Part III, because in its view that paragraph went beyond the competence 

of an organization such as WHO. 

Dr SAJDIK (Austria) said his delegation had taken note of the documents and of the 

resolution just voted. His country's position was well known and had been voiced on several 

occasions in the competent political forums. Nevertheless, taking as it did the view that 

the specialized agencies of the United Nations should concern themselves with matters within 

their true field of competence and with issues which they could solve in pursuance of their 

constitutional goals, his delegation could not support the resolution and in that conviction 

had abstained from voting. 

Mr NARAMURA (Japan) said that his delegation had abstained because, in its view, any 

resolution containing political considerations was unlikely to help to achieve the aims for 

which WHO had been established. 

Professor MODAN (Israel) said that his delegation had voted against the resolution 
because it believed that the Health Assembly was a health and not a political forum. Talks 

were now in process on providing autonomy to the Palestinian Arabs on the West Bank and in 

Gaza, and Israel considered that political matters should be referred to that forum. 
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2. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD: Item 43 of the Agenda (continued) 

Organizational study on the role of WHO in training in public health and health programme 

management, including the use of country health programming (interim report): Item 43.2 of 

the Agenda (Official Records No. 244, decision (11), and No. 247, decision (12); Document 
EB65/1980/REС /2, pages 258 -267; Document А33/20) 

The CHAIRMAN drew attention to the relevant documentation. 

Dr BARAKAMFITIYE (representative of the Executive Board), introducing the item, said 

that at its sixty-fifth session (January 1980) the Executive Board had considered an interim 
report on the organizational study at present before the Committee. Dr Shwe Tin, Chairman of 

the Working Group on the Organizational Study, in introducing the interim report, had 
reaffirmed that the main objective of the study was to define the role of WHO in training for 
health management programmes, in support of the strategies for attaining health for all by the 
year 2000. The discussion of the report by the Board had focused on the cost -effectiveness of 
the study and of other organizational studies carried out by the Board. Concern had been 
expressed about the possible high cost that would be entailed by the methodology of the study 
on training in health programmes with its proposals for a review of the relevant literature, 
an opinion survey, and visits to selected countries. 

The Board had thought it advisable to evaluate the cost -effectiveness of organizational 
studies in general. With regard to the present study, it recognized the importance of 
rationalizing health management programmes in most Member countries. In costing the study, 
due consideration should be given to its advantages for those countries where there was a 
shortage of properly trained management personnel. The Board had also noted that the opinion 
survey and the visits to countries would enable the national health personnel of those 
countries to participate in the study and thus help the Board in defining WHO's role in the 
area under discussion. It had been decided that the Working Group should pursue its study in 
the light of the opinions and suggestions expressed in the course of the Board's discussion, 
particularly of the need to orient the study to the management of primary health care, high- 
lighting in particular WHO's role. 

Document А33/20 was an interim report. The final report would be submitted to the 
Executive Board for its consideration in January 1981 and to the Health Assembly in May 1981. 

Dr WARD -BREW (Ghana) confirmed his Government's belief in the importance of the study. 
The Government of Ghana was reorienting its health policy and services to achieve the 

goal of health for all by the year 2000. Accordingly, the national health planning unit of 
the Ministry of Health had produced two important documents - "Health policies for Ghana" and 
"A primary health care strategy for Ghana" - in which it pinpointed some of the reasons for 
the failure of the health services to make an impact on the health status of the population. 
Among the constraints had been the difficulties of integrating health development with socio- 
economic development, the absence of a proper policy, poor planning and evaluation of health 
programmes, shortage of manpower (and lack of manpower development policies and programmes), 
undue emphasis on urban -based hospital and curative services, and poor management. 

Many of the problems in Ghana's health services were attributable to the system of 
promoting people to managerial and administrative positions purely on the basis of seniority 
or length of service; to correct that shortcoming, short -term management training courses 
were being introduced for all levels of senior health administrators. The Government of 
Ghana, in cooperation with the Commonwealth Secretariat and through the channels of the West 
African Health Community, was organizing courses on public health management for the English - 
speaking countries of West Africa. Regular courses on health services management were being 
planned jointly by USAID and the Ghana Institute of Management and Public Administration. 

Ghana would welcome the opportunity of being included in the study. 

Dr CLAVERO (Spain) considered that the training of health managers was the key- 
stone of any health system, but such training should take account of (1) the need for 
incorporating administrative and programming techniques, social psychology, health economics, 
sociology and so on; (2) the need for personal health care to be integrated with public 
health care, on the basis of decentralization and responsible community participation. Most 
public health training ignored the reorientation of health strategy, particularly where the 
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problem of transmissible diseases had been satisfactorily solved; it should adopt a multi - 
sectoral approach that covered modern epidemiological techniques and team training. The 
Director - General had said at the sixty -fifth session of the Executive Board: "It would be 
dangerous if medical technicians were restricted solely to medical practices and management was 
entirely carried out by non- medical administrators." WHO should promote the training of health 
specialists in the composite discipline of health development, as defined in paragraph 69 of 
the study on WHO's structure in the light of its functions (document А33/2). 

His delegation particularly noted the Board's concern with methodology. The Working 
Group seemed to have been given very little time in which to produce its final report and many 
of the basic documents needed revision. Moreover the experience of Member countries other 
than those visited should be added (e.g., the United Kingdom in the case of Europe), and the 
opinions of the most advanced public health schools, or their association, should be sought. 
His delegation had also been interested by Professor Dogramaci's suggestion as to the feasi- 

bility and approximate cost of a WHO health management school. The continuing presence of 
the Secretariat, particularly of the Division of Health Manpower Development, was a guarantee 
of its support for the study, although the Executive Board and its Working Group were of course 
the appropriate bodies to father the organizational study. 

His delegation was however concerned by the urgency with which the final report was wanted. 
It placed great hope in WHO's ability to persuade its Members to train multisectoral health 
development experts with the three characteristics - training, organization and discipline - 

cited by the Director - General as necessary to ensure the successful decentralization of health 

services, guide multisectoral health work and ensure responsible community participation. 

Dr MAFIAMBA (United Republic of Cameroon) had the impression from document А33/20 that 
WHO was still collecting data and seemed uncertain about the role it should itself play. His 
delegation would therefore await the final report before commenting in detail. 

The definition of country health programming was very vague. The original aim of the 
WHO training centre at Cotonou, Benin, had been to provide only training in public health. 
Subsequently, it had been decided to change over to training in health programme management. 
The study could well review three aspects of the operations and aims of the Cotonou centre, 
namely (1) the content of training; (2) the group of workers for whom the training was 
intended; and (3) the duration of the training. 

Dr FORTUINE (United States of America) said that two activities in the United States might 
be of interest in the present connexion. The first was a project funded by USAID and developed 
with the cooperation of the Association of University Programs in Health Administration, a 

private organization. The duration of the project was three years and it was entitled "Health 
management appraisal methods ". It had already produced a world review of the relevant 
technical literature and published a two -volume study of management assessment methods. An 
information bank on management technologies was envisaged, and also field units for developing 
countries, to help them with the methodology of identifying management problems. 

The Health Resources Administration, an agency of the Department of Health and Human 
Services, provided support to accredited programmes in health administration and related areas, 
both through assistance to individual students and through institutional grants; it also 
supported special projects, or innovative programmes in health administration. Its Bureau 
of Health Professions had extensive experience in public health and health programme management 
and would be available to assist the Working Group directly or by helping to identify 
nongovernmental resources that might be called upon. 

Dr KOLAWOLE (Nigeria) said that to fill gaps in managerial capability Nigeria was 
providing training at high, middle and lower levels. Health technology schools training the 

middle and lower levels of community health workers placed the same emphasis on health 
management in the curriculum as on general health and personal health care. The health 
management curriculum had been prepared in collaboration with the WHO training centre and the 
national centre for management development. At present there was a one -year course in top - 

level health administration at the University of Benin, open to all public and private health 
administrators. Certain Nigerian universities were preparing to offer health management 
programmes in their community health departments, while short courses lasting from 10 to 13 

weeks for management and cadres were provided by the Centre for Management Development. 

Curricula had been developed in collaboration with the WHO training centre and the Centre for 
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Management Development for training instructors. The courses were open to all English- speaking 

African countries. At the end of each course the instructors returned to work in their 

special subjects and trained others at their places of work in the community. 

There were of course still problems. For example, the private sector offered better 

incentives than the public sector and therefore attracted trained personnel away from the 

latter. There was also considerable staff mobility in the public sector itself; by the time 

a trained manager began to practise what he had learnt, he might be transferred to a 

different ministry. The main need now was to establish and strengthen planning units for the 
health ministries in each of Nigeria's nineteen autonomous states. In that respect, the 

assistance of WHO would be most welcome. 

The meeting rose at 12h30. 



TENTH MEETING 

Monday, 19 May 1980, at 14h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. SECOND REPORT OF COMMITTEE B (Document А33/47) 

The CHAIRMAN invited the Committee to adopt its draft second report, contained in document 

А33/47. 

Mrs RAIVIO (Finland), Rapporteur, read out the report. 

Dr AZZUZ (Libyan Arab Jamahiriya), speaking on behalf of the Arab Member States of the 
Eastern Mediterranean Region and of other Arab countries, expressed dissatisfaction with the 

draft second report, which was unacceptable because it failed to take into account the 

resolution adopted by the great majority of the countries of the region concerned. The 
Regional Committee ought to be given greater authority. The resolution approved by the present 
Committee and contained in the second draft report had been submitted by a country outside the 
Region, and the objecting countries just could not accept that the Regional Office for the 

Eastern Mediterranean should remain at its present location until such time as the International 
Court of Justice delivered its advisory opinion. 

The CHAIRMAN asked whether the countries represented by the Libyan delegate would be 
content to have their reservation recorded in the summary record. 

Dr AZZUZ (Libyan Arab Jamahiriya) replied that he would like to have the opinion of the 
Legal Adviser as to whether a vote could be taken. 

Mr VIGNES (Legal Adviser) said that no vote could be taken on the resolution contained 
in the report, since it had already been approved. The introductory text of the report 
could, however, be amended. 

The CHAIRMAN suggested that it might be appropriate if the Committee were to include the 

following sentence in its second draft report: "The delegation of the Libyan Arab Jamahiriya, 
on behalf of 19 countries of the Eastern Mediterranean Region as well as a number of other 
Arab countries expressed its opposition to the resolution contained in this report 
(document А33/47)." 

Dr BASSIOUNI (Egypt) said that there was no need for the Committee to spend further time 
on the matter, since delegations that wished to revert to it could do so in a plenary meeting. 

The CHAIRMAN said that, in view of the very strong objection expressed by the Libyan 
delegate, the suggested sentence ought to be included in the text. 

It was so agreed. 

The report, as amended, was adopted (see document WHA33/1980 /REС /2). 

- 288 - 
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2. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD: Item 43 of the Agenda (continued) 

Organizational study on the role of WHO in training in public health and health programme 

management, including the use of country health programming (interim report): Item 43.2 of 

the Agenda (Official Records No. 244, decision (11), and No. 247, decision (12); Document 

EВ65 /1980 /REС /2, pages 258 -267; Document А33/20) (continued) 

Professor LISICYN (Union of Soviet Socialist Republics) said that research aid training 

in public health and the theoretical and practical problems associated with its management 

constituted one of the most important aspects of WHO's activities, especially in the light of 

the goal of health for all by the year 2000. The methodology of the report before the Committee 

was excellent in so far as it combined a number of different approaches and was based not only 

on consideration of the literature available but also on a careful analysis of conditions in 

various countries. The Working Group had also submitted some interesting and constructive 

recommendations which would presumably be pursued in its further work, the present text being 

only an interim report. 
The experience of his country could perhaps provide some valuable additional material. 

In the Soviet Union great importance was attached to the training of public health teachers 

and workers, 14 specialized institutes being devoted to that work. At higher educational 

institutes there was even a special subject known as social hygiene and public health organi- 

zation, part of which corresponded precisely to the content of the report before the Committee. 

The subject received special attention in research and was the basis of theses for first deg- 

rees and doctorates. The courses given at the Central Institute for Advanced Medical Studies 

were highly esteemed by WHO. All that experience might be usefully taken into account in the 

preparation of the final report. 

His delegation had already had occasion to put forward proposals for organizational arrange- 

ments which could strengthen the training of specialists in the field under consideration. In 

particular, it had recommended that centres should be organized at Geneva or elsewhere for 

training in public health and programme management, including country health programming. The 

syllabi of such centres should be geared not only to those matters already indicated in the 

report but also to matters dealt with in previous resolutions of the Health Assembly, such as 

the development of national health services. In its further implementation of the organization - 
al study, the Working Group should also draw up recommendations on the basis of differentiated 
approaches to training. For example, in the training of those who wouldbe working primarily 
in the practical field more stress should be laid on management methods. In programmes 
for teaching staff emphasis should also be placed on the study of public health evalua- 
tion techniques, the part played by social factors, the cost -effectiveness of public health 
services, statistics, and the opportunities provided by computer technology. The experience 
of institutes working in those fields could usefully be drawn upon. 

The question of defining basic public health concepts had been raised on more than one 
occasion. The Working Group might perhaps be requested to define some of them. 

Dr КPOSSA (Central African Republic) said that the Working Group was to be congratulated 
on its preparation of an analytical review of the literature, and particularly on making a 
synthesis of recommendations and guidelines on health manpower development of real value for 
developing countries. The Working Group's opinion survey and country visits, too, would make 
it possible to identify some of the problems encountered in planning the development of health 
services and would contribute to their solution. The report also contained some useful infor- 
mation on health programme management. The latter point was a particular source of concern 
in his country and in certain other parts of the developing world, where, although complaints 
were frequently voiced regarding the scarcity of resources, the poor management of the existing 
infrastructural facilities was often as great a problem. 

His delegation wished to thank WHO for the effort it was making to train health workers at 
all levels and in a range of different fields, including management, public health and teacher - 
training. His country, even though it had inherited a catastrophic situation, had set itself 
certain priorities, concentrating particularly on primary health care, and as a result program- 
mes were being implemented notwithstanding the meagre resources. 

Mr VOHRA (India) said that the study under examination had been commissioned in January 

1979 and a number of very significant decisions had been taken in the meantime. The 

objective of health for all by the year 2000 was becoming progressively more concrete, while 
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the role of primary health care and the form it should take were becoming clearer. He was 
doubtful whether the continuation of the study at the headquarters level in its original form 
would produce the result first intended. In connexion with the study of WHO's structures in 
the light of its functions the South -East Asia Region had undertaken a very extensive 
analysis of a number of studies made at the central level, and it had been shown that the 
realities of the Region had not been adequately reflected for the simple reason that the 
study had been carried out at the global level. Although the work summarized in the interim 
report of the Working Group had certainly not been wasted, he suggested that for the future 
the implementation of the organizational study be delegated to the regions, after which 
there would be a global evaluation by the Executive Board, in order to arrive at generally 
valid conclusions. One of the main reasons in favour of that approach was that in the larger 
countries the situation varied from area to area according to local requirements and 
capabilities, so that it was never possible to draw up any final and patent version of a 
programme for global implementation. The proposed delegation of the study to the regions 
would fit in also with the current policy of strengthening regional offices. 

He said that his country had been running in the past few years the largest paramedical 
training programme in the free world. In his experience the problems involved did not come to 
an end even after placement of the trained paramedical staff. The fundamental aim had to be 
the provision of the appropriate kind of health services in the local areas, especially in the 
social and geographical peripheries; achievement of that aim would be a severe test of health 
programme management and administration, services which varied widely from Central Africa to 

Far East Asia. 

Irrespective of whether the study was to be continued on a global or regional basis, it 
was important to identify and lay down the role of the public health specialist, the public 
health official and the public health representative at village level. Only in that way would 
it be possible to combat the current increase in communicable and noncommunicable diseases. 
Since, moreover, all public health officials would be operating under doctors, it would be 
relevant also to relate the type of training of health officials to the type of person under 
wham they were going to work. 

Mr ТЕКА (Ethiopia) said that the training of public health managers at all levels was of 

paramount importance, since the implementation of health programmes was to a large extent 
dependent on the availability of practically competent health programme managers. Of the 
three approaches referred to in the interim report on the organizational study, he would like 
to see the greatest emphasis placed on opinion surveys and country visits. 

Professor DOÚ�RAMАCI (Turkey) said that the effective reorientation of the programme 
depended not so much on training plans and training manuals as on the quality of those 
responsible for the training of teachers. Successful results were not always obtained in the 

training of medical and health personnel because of differences in teaching methods. The 
development of national teachers and trainers, called for in paragraph 2.2 (b) of document 
А33/20, was of crucial importance. Every effort should be made to ensure that the teachers 
and trainers in health management were themselves properly trained. 

Dr ALFA CISSE (Niger) said that the report under examination certainly related more to 

the so- called developing countries than to the developed countries, since most of the latter 

could claim to be within two or three years of the goal of health for all by the year 2000, if 

traffic accidents and metabolic diseases were discounted. That was certainly not the case in 

the developing countries. His country had benefited greatly in the field of health training 
and health programme management from the WHO workshop -conference on country health 
programming held during 1979 at Dosso, Niger, the importance of which was that it had revealed 

that health programme management was not so complicated as it had seemed from a piecemeal 

reading of documents. Afterwards, however, when the question arose of the practical 

implementation, the critical shortage of health workers for health management became 
immediately obvious. The same problem arose in connexion with the first approach recommended 

in the document under examination, namely an analytical review of the literature. A number of 
relevant documents had been sent by the Organization to his country, which could not be 
properly processed and used owing to the lack of properly qualified personnel, so that it was 

only possible to continue along the same laborious and costly path as before, without making 
proper use of the means available. The situation was very much the same in other countries 
of the Region. A further point to be made about the type of documentation received was that 
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it was based on a selection of countries, developed and underdeveloped, and it was therefore 

difficult to recognize one's own national situation in the final report. 

The next aspect to be considered was the substantial differences which existed between 

the French -speaking and English- speaking African countries, based on the heritage left by 

the colonial powers, differences which affected the interpretation placed on a particular 
document in a particular country. There were also striking differences between the 

individual developed countries, which were providing the aid required for the training of 
national cadres of teachers and technicians. In some countries, for example, medical 
students started training on leaving primary school with a certificat d'études primaires, 
while in others a higher school -leaving qualification, such as the baccalauréat, was 
required. If two doctors with backgrounds differing in this respect were sent as 

instructors to a developing country, although both were state graduates there would 
inevitably be a difference in the quality of instruction, resulting in one case in a loss of 

time by the students and a loss of money by the international community which provided the 
fellowships. 

The aim of the developing countries, like all other countries, was to move ahead fast 

and to achieve the goal of health for all by the year 2000. The emphasis should be placed 

not on health for men of individual countries but on health for man as a whole. There was no 

point in clouding health policy by politics, as some countries wished to do, since disease 

was no respecter of political, ideological or religious groups. 

Dr BARAKAMFITIYE (representative of the Executive Board) said that the Committee's 
discussions had shown that health programme management was a matter of much interest to both 

developing and industrialized countries. The Executive Board appreciated the offers of 

national participation in the organizational study that had been made by several speakers; it 

would be difficult, however, to take full advantage of them since the study had to be completed 

by September 1980. With reference to the Indian delegate's suggestion that the study should 

not be conducted at the headquarters level, he said that it was in fact being carried out by 

the Working Group of the Executive Board, not by the headquarters Secretariat, although the 

WHO Secretariat as a whole was rendering valuable assistance. In conclusion, he thanked the 

members of the Committee for their useful comments and suggestions, which would greatly help 

the Working Group in continuing its organizational study. 

The CHAIRMAN suggested that the Committee might wish the Working Group of the Executive 

Board to continue the study on the lines indicated in the interim report in order to enable 

the Board at its sixty- seventh session to finalize the study for submission to the Thirty - 

fourth World Health Assembly in 1981. 

It was so agreed. 

3. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: ANNUAL REPORT: Item 44 of the Agenda 
(Resolution WНАЭ2.37; Document ЕВ65/1980/REС/1, decision (17) and Annex 11; Document 
ЕB65/1980/REС/2, pp. 315 -320) 

Dr BARAKAMFITIYE (representative of the Executive Board), introducing the item at the 

request of the CHAIRMAN, said that the Executive Board had taken note of the progress made 
between June 1978 and October 1979 in regard to improving the geographical representation of 

staff, based on the criterion of respect for the desirable ranges adopted by the Board in 

January 1979. Six Member States which had previously not been represented on the staff of the 

Organization were now represented by one or more persons, while the overall number of 
unrepresented, underrepresented or overrepresented Member States had fallen by nine. There 
had been a corresponding increase in a number of adequately represented countries. The Board 
had also noted that ten of the detailed recruiting objectives previously approved had been 
achieved and progress made with the implementation of some of the other objectives. In regard 
to the target quota of 20% of posts for women in the professional categories, the Board had 
noted an increase from 18% to about 19%. In resolution WHA32.37, the Health Assembly had also 

invited the Executive Board to re- examine the concept of desirable ranges. The Board had been 
informed that in the meantime the General Assembly of the United Nations had adopted at its 
thirty - fourth session, in 1979, resolution 34219, dealing with the whole question of the 
criteria to be applied when defining desirable ranges. The Executive Board had therefore 
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decided not to re- examine that concept at its sixty -fifth session, since it was under study 
by the United Nations, but to await the outcome of the General Assembly's consideration of 
the question at its session at the end of 1980. The Executive Board would then examine the 
matter at its sixty- seventh session in January 1981 and report to the Thirty- fourth World 
Health Assembly in May 1981. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) regretted that the documentation 

for the item did not include any report by the Secretariat on the current situation in regard 
to the question of recruitment of international staff. That question was one of the 

highest importance for the Organization, particularly in the present transitional period 

when, in an endeavour to attain the goal of health for all by the year 2000, the structure 

and functions of WHO were being reviewed to make the Organization's work more effective. 
While the Assembly and the Executive Board could adopt decisions, the implementation of 
those decisions depended to a large extent on the calibre of WHO's staff. Only if 
advantage was taken of the experience of different countries, with different economic, 
social and political systems, in the provision of health care, could the Organization do 

its work effectively. Recruitment of international staff on a basis of equitable 

geographical distribution was not a question of prestige, but was vital for WHO's success. 

Although the figures might appear to show that the situation had improved, in fact there 

had been very little change since 1978. From June 1978 until October 1979, 236 international 
experts had been engaged by WHO, 101 of whom were from overrepresented countries; as many 
as 20 experts had been engaged for important international posts from one greatly 

overrepresented country. On the other hand, the number recruited from his own country had 
fallen by four. He had the impression that that trend was a consistent one that applied 
to other countries as well as to his own. 

It was difficult to interpret the situation otherwise than as clear evidence of political 

discrimination. The Soviet Union was the second largest contributor to WHO, and third 

in the world as to population; it had built up considerable experience in the development 

of national health services and possessed great scientific and technological potential as 
well as great manpower resources. Despite the fact that it now possessed 260 000 physicians 
and over two million auxiliaries, it had been unable over a long period of years to achieve 
as high a level of representation in the Secretariat of WHO as that enjoyed by the so- called 
Western countries. That situation was not merely a temporary one, and it was not accidental; 

it had been shown to affect other socialist countries, and also most developing countries. 

A number of arguments had been put forward to justify the situation. The first was 

that most Soviet experts did not know foreign languages, notably English and French. Eut 
few experts from Western countries were fluent in Russian, Chinese or Arabic, and Soviet 

experts who had been working in WHO for a number of years had found that they could 
communicate without difficulty with their colleagues from other countries. Another.:, 

argument was that his country had not developed expertise in tropical areas of the world. 

While it was true that the Soviet Union had no tradition of colonialism, many Soviet experts 
who had worked in developing countries had acquired great expertise in the organization of 
health services, and in combating tropical diseases and malnutrition. 

A further argument was that Soviet experts were not appointed to posts in international 
organizations for life, but rather on a basis of rotation. As he saw it, that was not a 

shortcoming, but rather an advantage since it provided an element of flexibility. It was 

important that experts should be recommended for work in an international organization by 
the ministry or government concerned. There had been no problem over the reintegration of 
such officials into their own countries on return from their posting in international 
organizations. Lastly, it was objected that recruitment of international staff on such a 

basis was not in accordance with the Staff Rules. If that were the case, then the Staff 

Rules should be changed; the Organization had made many changes to its working methods, 

and it should not be impossible to make changes in this instance which would ensure that the 

rules were consistent with democratic principles and with the interests of Member States. 
The time had come to find the solution to this long -standing problem, which would otherwise 
continue to hamper the Organization's work. He felt that, out of concern for the welfare 

of the Organization as a whole, he was entitled not merely to request, but to insist, that 

something be done. 
The question should be seen in the context of the review being carried out by the 

General Assembly of the United Nations on the matter of recruitment of international staff, 
and thus resolution WHA32.37 was of great importance in providing a means of evaluating 
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on a yearly basis the progress made by the Organization in that respect. Staff who had 

given the Organization the best years of their lives were often cast aside when their 

usefulness had ended, and he urged that the rights of those staff should be assured both by 

the Organization itself and by the Member States which had recruited them. It had been 

argued that a decision should be deferred until the General Assembly had completed its 

review of the question of international staff quotas, but that review would take time, 

and it was even unlikely that it would ever be definitively concluded. 

As he saw it, the criteria to be used in selecting international staff should be the 

level of contributions of the State concerned, the number of its population, its scientific 

and technological potential, and its reserves of manpower. Those criteria should be used 

not only for recruitment of experts for headquarters, but also for the training of nationals 

to work on WHO programmes in the countries. The principle of fair geographical distribution 
should also be applied to the recruitment of temporary consultants and experts, who formed 
a high proportion of the total. 

His delegation had prepared a draft resolution on the question, but did not intend to 

submit it to avoid giving the impression of being over -sensitive on the subject. However, 

he would request the Rapporteur to prepare such a resolution, noting the reports of the 

Director -General and Executive Board on the recruitment of international staff, and asking 
therm to pursue and intensify their efforts to correct any geographical imbalance in that 

recruitment on the basis of decisions by the Health Assembly and the General Assembly of the 

United Nations. 
He was convinced that the Director -General, the Regional Directors and the Secretariat, 

assisted by the Executive Board, would succeed in finding a solution to the problem. 

Mr NARAIN (India) said his delegation wished to record its views on the subject of 

recruitment of international staff in the context of developments which had taken lace since 
the Director- General had submitted the report contained in document ЕВ65/1980/REС 1. It was 
because of such developments that the Executive Board, in its decision 17 at its sixty -fifth 
session, had considered it inappropriate to re- examine the concept of desirable ranges at 
that time. And those developments made it even more desirable for WHO to be staffed in the 

best suited 

On the basis of the proposed new formula, only nine countries out of a total of 154 of 

WHO's Members would hold 988 of a total of 1120 posts; in other words, less than 6% of the 

membership would hold 88% of the posts. The objective was to correct a serious imbalance 
in the existing situation, and to achieve appropriate representation for unrepresented and 
underrepresented countries. But that could not be achieved if the balance was so heavily 
weighted in favour of a mere half -dozen countries. That did not augur well for the advent 
of the New International Economic Order. 

He urged that the new formula should be carefully examined and that changes should not 
be introduced too hastily; otherwise the position might become more adverse for developing 
countries, merely because of their smaller contributions to the Organization. The new 
system for: recruitment should be consonant with the principles of equity, justice and fair 
play; it should help to promote the New International Economic Order and also attainment of 
health for all by the year 2000. It should not give undue weight to the affluent nations and 
should take proper account of the needs of underdeveloped regions. 

It was not enough to argue that the practice followed by the United Nations should be 
adopted by WHO, because that body had very special goals and working methods of its own. If 
diseases prevalent in large areas of the globe were to be successfully tackled, staff were 
needed who had first -hand experience of tackling those diseases in the field. It should be 
easy to see that such staff were selected from the unrepresented and underrepresented 
countries, in accordance with the express wishes of the Health Assembly. A proper system of 
representation should ensure that every country had a staff member in the Organization, 
unless for particular reasons it could not afford to spare its nationals; and it should 
ensure that specialists in any given area were adequate in number and acceptable in quality, 
and had first -hand experience of dealing with the problems faced by the suffering regions of 
the world. 

It would be necessary to await the reconsidered view of the General Assembly on the 
matter, but in the meantime WHO should, in view of the likely unfortunate consequences of its 
earlier decision, start to look for a new solution, which would be more in tune with the 
specific nature, objectives and obligations of the Organization. 
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Professor JAКOVLJEVIC (Yugoslavia) said that while he appreciated the efforts made by 
the Director -General to improve the geographical distribution of WHO staff since 1978, and in 
particular the reduction of the total number of underrepresented countries from 40 to 34, 
much remained to be done. In fact, 20% - a very high proportion - of all WHO Member States 
continued to be underrepresented. The total number of overrepresented countries had similarly 
been reduced, but at the same time four countries had moved from the category of adequately 
represented to the category of overrepresented. 

His delegation believed that in future, appointments of staff from overrepresented 
countries should be made only exceptionally and for particularly compelling reasons, and in 
accordance with Article 35 of the Constitution. 

While the situation was still far from satisfactory, improvements were being made. The 
implementation of decisions relating to the structure of the Organization in the light of 
its functions would, no doubt, contribute not only to better geographical distribution, but 
also to improvements in the quality of staff. He was ready to support any effort which could 
lead to further improvements. 

Mr TANIGUCHI (Japan) wished to express his appreciation of the efforts made by the 
Director -General to improve the geographical distribution of staff, and notably of his 
efforts to achieve the target set for the recruitment of nationals of certain Member States 
by the end of 1981. Two basic principles for the recruitment of staff were laid down in 
the Constitution: that the staff recruited should have the highest possible qualifications, 
and that an equitable geographical distribution should be achieved as far as possible. It was 
not easy to reconcile those two principles, but he urged the Director -General to do his 
utmost in that direction. 

Regarding the problem of desirable ranges, his delegation supported the position taken 
by the Executive Board at its sixty -third session, namely, that the desirable ranges should be 
similar to those applied by the United Nations and should be calculated in accordance with 
United Nations practice. In that connexion, he endorsed Decision No. 17 taken by the 
Executive Board at its sixty -fifth session, in which the Board had considered it 

inappropriate to re- examine the concept while the matter was still under study in the United 
Nations. 

Dr DEWAN (Bangladesh) stressed that although his country was very highly populated it did 
not have any representatives at WHO headquarters and very few in the regional offices. He 

disagreed with the United Nations practice of making geographical representation depend on a 
Member State's financial contribution to the Organization, because countries like his own 
found themselves at a disadvantage compared with industrialized nations. If WHO was to achieve 
the goal of health for all, the main criterion for appointment to the staff should be a 

country's population and not the amount of its contribution to the Organization. Bangladesh 
had enough skilled personnel qualifying for recruitment in WHO and he was convinced that a 

great many problems could be solved by actual contact between nationals of different countries 
within the Organization itself. 

Mr WIRTH (Federal Republic of Germany), while recognizing that progress had been 
achieved in the improvement of geographical distribution during the past year, stressed that 

industrialized countries like his own were still underrepresented on the WHO staff. 
The Federal Republic of Germany was one of the four largest contributors to the 

Organization, yet it was among the most underrepresented nations on the staff. His country 

could provide highly qualified personnel in all fields of WHO activities and he hoped that 

substantial progress would be made towards increasing its representation in the future. 

As to the desirable ranges, he fully agreed with the Executive Board that it would be 

inappropriate to reconsider them while they were still under discussion in the United Nations. 

Professor DOÚ�RAMACI (Turkey) was pleased to note that considerable progress had been made 
since 1978 and endorsed the Director-General's report to the sixty -fifth session of the 

Executive Board. Although adequate geographical distribution was extremely important, it 

should not be achieved hurriedly at the expense of the quality of personnel. In considering 
geographical distribution, it was essential to take account not only of the number of staff 
recruited from a given country but also of their seniority within the Organization. 

Referring to desirable ranges, he observed that in some cases they seemed too wide and 

wondered whether narrower ranges might not be more equitable. In the table on page 207 of 
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document ЕВ65/1980/REС/1, for instance, the desirable range for two countries of greatly 

different size was one to six staff members; both were shown as adequately represented, 

although one had six members on the WHO staff and the other one only. 

Dr ВORGOÑO (Chile) was pleased to acknowledge the improvements made in the geographical 

distribution of staff in recent years as a result of the Director -General's efforts. 

However, such distribution should not only be considered from a quantitative standpoint; 

he would, for example, like information to be provided on the geographical distribution of the 
senior non -elective posts, the distribution of specialists and of general health administrators, 
and a breakdown by country of staff employed at headquarters and in the regions. Such 
information would give a much clearer picture of the geographical representation, which, to 

be equitable, should be based not only on numbers of nationals, but also on their responsibi- 
lity within a given sphere of activity. 

He also asked whether the problem of geographical distribution affected only the technical 
personnel or the administrative staff as well and whether it affected both headquarters and 

the regional offices; each country should be able to give as much support as possible to the 
work of the Organization as a whole. 

Dr ALFA CISSE (Niger) very strongly felt that the question of geographical representation 

of staff within the Organization was not one of politics, but only of health. The attain- 
ment of health for all by the year 2000 was a gigantic task which left little time for 

counting the number of nationals respectively working towards that goal. How could a 
parallel be drawn between representation and politics, the amount of contributionspaid, or 
the degree of technological development? 

It was most important to achieve maximum participation on the part of each country in 
providing for the health of all. Suitable geographical distribution of staff did not mean 
ensuring equal representation for all countries without distinction, but giving responsibility 
according to technical competence within a given field. 

Mr BOYER (United States of America) supported the Organization's efforts to achieve more 
equitable distribution of staff and welcomed the improvements made in that respect during the 
previous year. 

Much, however, remained to be done; for 35 countries did as yet not have a single 
representative on the staff. He understood the difficulties encountered by many developing 
countries in providing skilled staff and was aware that small countries needed their qualified 
personnel to solve health problems at home. Solutions would have to be found to enable 
developing countries to provide more personnel and he fully concurred with the views expressed 
by the delegate of Niger. 

It should, however, not be forgotten that 30 of the 36 overrepresented countries were 
developing countries, while the Soviet Union was underrepresented although it had the fifth 
largest number of nationals employed by WHO. The lowest proportional representation was in 
fact to be noted among the larger Member States of the Organization. Posts were distributed 
only partly according to assessment; that there was no direct correlation with the amount of 
contributions paid was shown by the fact that the five largest contributors to the regular 
budget, which paid 58% of the contributions, held only 19% of the staff positions. He 
accordingly felt that the desirable ranges system was reasonably fair in view of the complex 
issues involved, but that further progress had to be made. He therefore supported the 
Executive Board's view that no resolution should be adopted as long as the issue was still 
under discussion in the United Nations. 

Dr AZZUZ (Libyan Arab Jamahiriya) welcomed the progress achieved so far in the geogra- 
phical distribution of staff aid in the implementation of resolution WНА32.37. However, he 
stressed that, despite the fact that his country had been a Member of the Organization since 
1952, it did not have a single representative on the staff, whereas additional appointments 
had been made in 1979 of nationals from currently overrepresented nations. He hoped that 
improvements would be made by the following year. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that the number of his country's 
nationals appointed to the WHO staff was not very high. His country applied a system of 
rotation in order to avoid lifelong contracts in the international organizations. 
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He wished the issue of geographical distribution to be discussed in purely technical 

terms, but nevertheless had to emphasize that, when technical problems extended over a long 

period of time without it being possible to overcome them, it became necessary to search for 
political reasons. That was no doubt the explanation for the unsatisfactory situation under 
discussion and he hoped that the Director -General would be able to make proposals as to how 
it could be remedied. 

Professor VANNUGLI (Italy) welcomed the report under discussion, although he noted with 
some concern that in the past year staff had been appointed from overrepresented countries. 
Adequate geographical distribution was difficult to achieve and WHO was a technical organi- 
zation needing highly qualified personnel for certain specialist tasks. For a given vacancy 
there might be few properly qualified candidates, and the Constitution made it plain that 
the paramount consideration in the employment of personnel was to assure the highest possible 
level of efficiency. He therefore urged unrepresented or underrepresented Member States to 

be patient and to let their potential staff acquire the necessary technical skills. The 
goal of equitable geographical distribution would undoubtedly be reached, but efforts and above 
all time were needed to make it a reality. 

(For continuation, see summary record of the eleventh meeting, section 3.) 

The meeting rose at 17h30. 



ELEVENTH MEETING 

Tuesday, 20 May 1980, at 9h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. PERIODICITY OF HEALTH ASSEMBLIES: Item 41 of the Agenda (Resolution WHA32.36; 

Document EВ65/1980/REC/1, decision (4) and Annex 8) (continued from the eighth 

meeting, section 1) 

The CHAIRMAN noted that the Committee had two draft resolutions before it. 

He drew attention to the following amendments, submitted by various delegations, to the 

draft resolution introduced by the delegate of the German Democratic Republic at the 

Committee's seventh meeting: (1) in operative paragraph 1, third line, to replace "inexpedient" 
by "inappropriate" (Zaire), and fourth line, to delete "and duration" (United Kingdom 
of Great Britain and Northern Ireland); (2) in operative paragraph 2, second line, to delete 
"and duration" (United Kingdom); (3) to replace operative paragraph 3 by "3. INVITES the 
Director -General to submit the results of the study of this question to a future World Health 
Assembly" (United Kingdom and Zaire); (4) to replace "a future" in that amendment by "the 
next session of the" (Comoros); and (5) to add a new operative paragraph reading: 
"4. BELIEVES that, as soon as possible, Assemblies in the even years (when there is not a 

full programme budget to consider) should be limited to not more than two weeks' duration" 
(United Kingdom). 

The following amendments had been submitted by Sweden on behalf of the five Nordic 
countries and by the United Kingdom to the draft resolution submitted at the Committee's 
eighth meeting and sponsored by the Australian and other delegations: (1) to add after the 
last preambular paragraph: "Appreciating that many advantages could be obtained by shortening 
the Assemblies in alternate years "; (2) in operative paragraph 4, to insert on the second 
line, after "Constitution ", the words "and on the basis of recommendations and conclusions 
of the Executive Board ", and to add at the end of the paragraph the words "and at the same 
time consider taking other decisions relating to WHO's structure "; (3) to add a new operative 
paragraph after operative paragraph 5 reading: "6. BELIEVES that, as soon as possible, 
Assemblies in the even years (when there is not a full programme budget to consider) should 
be limited to not more than two weeks duration ". 

Under Rule 67 of the Rules of Procedure, the draft resolution sponsored by the Australian 
and other delegations would be taken first. 

Dr BOOTH (Australia) said that all the co- sponsors of that draft resolution accepted the 
amendments just enumerated by the Chairman. It had also been agreed that the proposed new 
operative paragraph 6 should be further amended by the addition of the words "in the meantime" 
after "as soon as possible ". It was proposed that the present operative paragraph 5 should 
become operative paragraph 1 to improve the sequence of the text, the remaining paragraphs to 
be renumbered in consequence. He hoped the Committee would vote on the question of periodicity 
as soon as possible, since the delegates from many countries were already returning home. 

The Director -General had asked what sort of Organization was wanted. The question was 
whether WHO wanted to look to the past, or to bring its structure more in line with the 
contemporary world in order to pursue the objective of health for all by the year 2000. 
That goal would not be impaired by a change to biennial Health Assemblies provided that, as 
requested in the draft resolution, the Executive Board examined the consequences of such 
change and reported on how to strengthen its own structure and functions and those of the 
Regional Committees. Its recommendations could then be discussed at the Thirty- fourth World 
Health Assembly in 1981. If the Executive Board carried out the study requested of it with its 
usual expertise, the possible costs arising from the reorganization of WHO into a more regional 
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form would surely be more than offset by the savings in managerial manpower, travel costs, 

printing and so on made possible by holding the Health Assembly biennially. He felt strongly 

that the time had come to take such a decision and to tackle the constitutional and structural 
problems involved. 

Professor LISICYN (Union of Soviet Socialist Republics) considered that the Australian 
delegate, by restating the arguments in favour of holding Assemblies biennially, had continued 
a discussion already closed. He pointed out that the amendments now before the Committee 
introduced fresh elements by proposing that the duration of the Health Assembly be limited to 
two weeks in even years. There was therefore a basis in both procedure and substance for 
discussion of the question. The present procedure should not be changed without a thorough 
study by the Executive Board, the Health Assembly, and the Regional Committees. The new amend- 
ments were out of line with the discussion, and even affected the division of work between odd and 
even years. In his view the Committee should first have an opportunity to review the proposals 
in detail before it considered the draft resolution as a whole. In common with many other 
delegations, his delegation was opposed to a change in the present periodicity of the Health 
Assembly. 

The CHAIRMAN pointed out that under Rule 67 of the Rules of Procedure, if an amendment to 
a proposal had been accepted by the original proposer, such an amendment was deemed to be an 
integral part of the original proposal and no separate vote was required thereon. He invited 
the Committee to vote on the draft resolution. 

The draft resolution, as amended, was approved by 49 votes to 43, with 11 abstentions.1 

2. ORGANIZATIONAL STUDIES BY THE EXECUTIVE BOARD: Item 43 of the Agenda (continued) 

Organizational study on the role of WHO expert advisory panels and committees and collaborating, 
centres in meeting the needs of WHO regarding expert advice and in carrying out technical 
activities of WHO: Item 43.1 of the Agenda (Document EВ65 /1980 /REC /1, Resolution EВ65.R14 
and Annex 6; Document ЕB65/1980/REС/2) (continued from the eighth meeting, section 2) 

The CHAIRMAN invited the Committee to consider the following draft resolution proposed 
by the Rapporteur: 

The Thirty -third World Health Assembly, 
Having considered the Executive Board's organizational study on the role of WHO 

expert advisory panels and committees and collaborating centres in meeting the needs of 

WHO regarding expert advice and in carrying out technical activities of WHO; 
Recalling resolutions ЕВ59.R34 and WHA30.17; 
Believing that the organizational study provides a constructive basis for the future 

use of experts and institutions in support of WHO's work; 

Believing further that the study positively contributes to the review of WHO's 

structures in the light of its functions and will have important implications for the 

formulation and implementation of national, regional and global strategies for health 

for all by the year 2000; 

1. CONGRATULATES the Executive Board on its study on the role of WHO expert advisory 

panels and committees and collaborating centres in meeting the needs of WHO regarding 

expert advice and in carrying out technical activities of WHO; 

2. NOTES with appreciation and concurs with its findings, conclusions and 

recommendations, especially with regard to 
(a) the broader definition of the WHO expert and the enlarged conception of the 

role of the WHO collaborating centre; 

(b) the wider selection of experts and institutions being called upon to cooperate 

with the Organization to ensure an adequate scientific, technical and international 
balance of the WHO system of expertise as a whole; and 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WHA33.19. 
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(c) the major role devolving upon the WHO regions in the building up and 

operation of the system through the active collaboration of the Member countries 

themselves; 

3. URGES Member States to give every possible support to the Organization in the 

development of its expert resources, by making available to it national health staff 

and institutions able to contribute to its activities; 

4. REQUESTS the Director -General to také the action required to give effect to the 

conclusions and recommendations of the study, especially concerning: 

(a) the drawing up of new regulations, to be adopted by the Health Assembly, to 

govern WHO's mechanisms of expert consultation and institutional collaboration as 

a whole; 

(b) the formulation of a plan of action to adjust the system as now envisaged to 

the needs of WHO's programme and in particular to programme priorities as determined 

under the Sixth General Programme of Work, and to the medium- and long -term develop- 

ment of biomedical and health services research; 

5. FURTHER REQUESTS the Director- General to report to the Executive Board and to the 

Health Assembly, as appropriate, on the progress made in following up on the organi- 

zational study. 

The draft resolution was approved.1 

3. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: ANNUAL REPORT: Item 44 of the Agenda 

(Resolution WHA32.37; Document EB65/1980/REC/1, decision (17) and Annex 11; Document 
EB65 /1980/REC/2, pp. 315 -320) (continued from the tenth meeting, section 3) 

Dr BARAKAMFITIYE (representative of the Executive Board) recalled that the Board had 

not deemed it suitable to reconsider the question of desirable ranges at its previous session, 

since the matter was being studied by the United Nations; when the results of the United 
Nations study were available, the Executive Board would be able to report objectively to the 

Health Assembly. That view was in conformity with the third preambular paragraph of 
resolution WHA32.37„ which indicated that the desirable ranges in respect of WHO staff were 
similar to those applied by the United Nations. 

He pointed out that the Executive Board reviewed the question of staff recruitment 
each year under operative paragraph 2 of resolution WHA32.37. There was no need, therefore, 
to adopt a fresh resolution on the subject. In view of the complexity of the question, the 

Board had not foreseen an immediate reversal of the situation during the period concerned; 
it thought that progress was being made, and had encouraged the Director -General to continue 
his efforts. Most speakers apparently endorsed that view. The Board would, of course, 

take into account all the views expressed and, if a new resolution was adopted, would carry 
out any new mandate entrusted to it. 

Mr FURTH (Assistant Director -General) referred to observations made by several delegates 
on the recruitment of international staff. 

The delegates of Chile and Turkey had asked whether, in the evaluation of the geographical 
distribution of posts, the seniority of posts should be taken into account, instead of basing 
it merely on the number of posts. The latter method was adopted by the United Nations system 
in general. At the Executive Board's fifty -eighth session (May 1976), one member had in fact 

suggested that the levels as well as the numbers of posts too should be taken into account; 
the Director -General had pointed out that the result would be a system of weighting which 
would impose additional constraints on the orderly administration of promotion and mobility 
of staff. However, the General Assembly, in operative paragraph 1(e) of resolution 34219, 
had requested the Secretary -General to submit a detailed description of the way the present 
weighted desirable ranges had been calculated with information as to the basis of that 

calculation, as well as a study dealing with an indicative evaluation of posts so as to ensure 
that Member States would have a balanced quantitative and qualitative representation. When 
the General Assembly had completed its consideration of that study, the Director -General 
would report thereon to the Executive Board and submit proposals concerning the possible 
application of such weighted desirable ranges tothe internationally recruited staff in WHO. 

1 
Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WНАЗЗ.20. 
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The delegate of Turkey had also suggested that the desirable ranges should be narrower. 
It could be seen, from resolution EB63.R25 and other documentation, that the desirable ranges 
relating to WHO staff were similar to those applied by the United Nations and based on the 
same calculation method. The WHO desirable ranges might possibly become broader or narrower 
as a result of the review of the matter at the United Nations - unless the Executive Board 
and the Health Assembly should decide no longer to follow United Nations practice. 

Narrower ranges, of course, would lead to less flexibility in recruitment; for example, 
an adequately represented Member State might find itself under- or over -represented, as a 

result of separations or new appointments, much more abruptly than now. 
The delegate of Chile had also asked about the possible establishment of separate 

desirable ranges for headquarters and regional posts. That question had been raised in the 
past, and he reaffirmed that the policy of recruiting on the widest possible geographical 
basis was applied throughout WHO. The existence of separate desirable ranges could jeopardize 
staff mobility. The principle of widest possible geographical distribution applied to 
administrative as well as technical staff in the professional category and above, with the 

exception of linguistic staff; general service staff, recruited locally, were not counted 
for the purposes of geographical distribution. It was true that, during the 16 -month 

period in question, some recruitments had been made of nationals of Member States already 
over -represented. Such exceptions to the Director -General's own guidelines had occurred for 

two reasons, namely (i) the overriding need, with regard to certain highly specialized 
functions, to appoint persons of a calibre necessary to maintain the highest standards of 

technical excellence, and (ii) the need to ensure that there was an infusion of the special 

qualities that could be contributed to WHO's activities by the nationals of countries in the 

developing world. In this connexion, it should be noted that most of the over -represented 
countries were developing countries. Nevertheless, the Director -General had put very strict 

limitations on recruitment of staff from over -represented countries. No staff from such 

countries could be recruited until all possible alternative sources had been exhausted; and 

even then no candidate could be appointed until the Director -General had signified his 

personal approval. In addition, the Director -General had given instructions that efforts 
should be made to recruit staff, both for headquarters and regional posts, from nationals of 

unrepresented and under -represented countries. The staff targets were reviewed monthly, 

and there was also a continuous review of staffing patterns from the point of view of geo- 
graphical distribution. 

The CHAIRMAN asked the Rapporteur to prepare a draft resolution for consideration by 

the Committee at a later meeting. 

(For continuation, see summary record of the thirteenth meeting, section 2.) 

4. COLLABORATION WITH THE UNITED NATIONS SYSTEM; Item 46 of the Agenda 

General matters: Item 46.1 of the Agenda (Resolution WHA32.24; Document А33/22) 

Dr KILGOUR (Director, Division of Coordination) introduced the Director -General's report 
on collaboration with the United Nations system - general matters (document А33/22.) 

In view of the many resolutions adopted by the central United Nations intergovernmental 
bodies, the United Nations General Assembly and the Economic and Social Council, the 
Director -General had focused on only a few of those which seemed to have a particular 
importance for, or a call for action by, WHO. The introduction reflected the chronological 
order in which the governmental bodies had met. In section 2, the report noted questions 
brought to the attention of the Executive Board at its sixty -fifth session. He drew 
attention to paragraph 2.1, concerning General Assembly resolution 3458 entitled "Health 
as an integral part of development", and the reference to document А33/29, submitted and 
already discussed by the Health Assembly under agenda item 22. 

The New International Development Strategy referred to in section 3 of the document 
was also related to General Assembly resolution 3458. That section recounted the action 
taken by the Director -General in the preparations for the Strategy. The special session of 
the General Assembly referred to in paragraph 3.3 would be held in New York from 25 August 
to 5 September 1980, and it was expected that the New International Development Strategy 
would be adopted then. The Committee for Development Planning, the United Nations' senior 
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independent development advisory group, had been requested by the General Assembly to help 

formulate the new Strategy. The Committee had met in February 1980 in New York, and among 

its recommendations for inclusion in the Strategy were the eradication of mass hunger and 

the achievement of adequate health and nutrition levels for all by the year 2000. The 

Committee had also called for an increase in average life expectancy to 60 years as a 

minimum, and a reduction in infant mortality to 50 per 1000 live births as a maximum in any 

country by the year 2000. It had recommended the setting of quantitative targets for the 

satisfaction of human needs, including the provision of safe drinking -water and primary 

health care for all by the year 2000. The Director -General would report to the sixty - 

seventh session of the Executive Board in January 1981 on the results of the special session 

of the General Assembly, and on any further action taken by the regular session of the 

General Assembly in 1980. 

Regarding the implementation of the Mar del Plata Action Plan, WHO's central concern 

was the launching and implementation of the International Drinking -Water Supply and 

Sanitation Decade. The subsequent relevant programme developments were reflected in document 

А33/15, to be considered under agenda item 31; in addition action taken by the Administrative 

Committee on Coordination (ACC), to ensure system -wide coordination concerning water- related 

activities was referred to in paragraph 4.2. A one -day special session of the General 

Assembly, devoted to the formal launching of the Decade,would be held in November 1980. 

A wide variety of activities had taken place within the United Nations system related 

to the role of women in development. Paragraphs 5.1 -5.6 provided information on the most 

important resolutions adopted by the Economic and Social Council and the General Assembly. 

WHO would be represented at the World Conference of the United Nations Decade for Women, to 

be held from 14 to 30 July 1980 in Copenhagen. 

On the question of the implementation of the Declaration on the Granting of Independence 

to Colonial Countries and Peoples, the actions of WHO were summarized in document А33/26, 

before the Committee under agenda item 46.6, which covered recent assistance to newly 

independent and emerging States in Africa. 

The question of human rights and apartheid included two specific subject areas of 

special significance for WHO. The first concerned the International Covenant of Economic, 

Social and Cultural Rights; Article 12 of the Covenant, dealing with health issues, was not 

likely to be reviewed by the Economic and Social Council until its first regular session of 

1981. The second related to the draft code of medical ethics relating to torture and other 

cruel, inhuman or degrading treatment or punishment, for which a set of principles had been 

endorsed by the Executive Board at its sixty -third session in January 1979. Any further 

action regarding the draft code of medical ethics was now the responsibility of the Secretary - 
General, and it was not foreseen that WHO would be further involved. 

Paragraph 11.6 of the report contained information concerning the elderly and the aged. 

The Regional Office for Europe was serving as the WHO focal point on that important matter, 

to be dealt with separately under agenda item 46.3. 

In conclusion, he noted the developments which had occurred with respect to United 

Nations system -wide coordination within the framework of the ACC. As indicated in paragraphs 

12.1 -12.8, three main coordination bodies had met periodically since the previous World Health 

Assembly to enhance ways and means by which all organizations of the United Nations system 

might collaborate more closely on programme subjects, operational matters, and purely 

administrative questions. 

Mrs N'КANZA (Executive Secretary, International Year for Disabled Persons), speaking 

at the Chairman's invitation, said that the United Nations, since its inception at the end of 

the Second World War with its resulting large number of handicapped, had always concerned 

itself with the problems of the rehabilitation of the disabled. That concentration of effort 
had meant that relatively limited attention had been paid to activities relating to prevention 
of disablement. Accordingly, the total number of disabled persons had considerably increased 

and in 1979 had stood at 450 million, which was equal to the population of the entire African 
continent. The United Nations General Assembly had therefore considered it appropriate to 
draw the attention of the international community to that major problem, the solution of which 
called for harmonization of efforts both within the United Nations system and in all Member 
States, and had proclaimed 1981 as the International Year for Disabled Persons, with the 
general theme of "Full participation and equality ". The plan of action, adopted by the 

General Assembly in resolution 34154, envisaged both preventive and rehabilitation activities. 
Commenting on the major aspects of that plan of action of interest to WHO, she referred 

first to the preliminary measures for a long -term plan of action relating to the integration 
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of disabled persons within society and to their full participation in economic life. That 
plan was in keeping with the emphasis which WHO had consistently placed on the moral 
responsibility and solidarity of the community in which such persons lived. It was also 
important that full account should be taken, in evaluation activities, of the indirect results 
of certain WHO programmes; for instance, the poliomyelitis immunization programme had 
prevented great numbers of children from becoming crippled. Furthermore, disablement clearly 
constituted a drain on human resources affecting the process of development, and every effort 
should be made to ensure that disabled persons also could make their contribution towards the 
establishment of a New International Economic Order. 

Training of personnel and research on the causes of disablement as well as on medical 
treatment were clearly related to the traditional activities of WHO, and the Organization 
could play a valuable role in that regard, as well as assisting in the dissemination of 
information on the deep -rooted causes of disablement. Training of personnel naturally 
constituted an essential element, the lack of qualified personnel hampering efforts being 
undertaken in the developing countries with only limited resources at their disposal. She 

also pointed to the need to ensure that disabled persons themselves received adequate training. 

On the question of assistance and technical cooperation between developing countries, she 

informed the Committee that, rather than holding a worldwide conference, it was planned to 
hold an international symposium for some 50 experts from all regions to discuss how current 
science and technology could help in the integration and participation of disabled persons in 
national economic and social life. That had been decided in order to meet the wishes expressed 

by the developing countries for an intensification of assistance and technical cooperation in 

respect of both prevention and rehabilitation. UNIDO had decided to contribute to joint inter- 

national efforts by promoting projects aimed at setting up industries producing equipment and 
supplies for disabled persons, and it was hoped that Member States would give priority 

attention to investment in that sector. 

The activities undertaken under the aegis of the International Year could only serve as 

a starting point for long -term action but would nevertheless be of immense importance in 

shaping that action. The coordination achieved at both national and international levels in 

the course of 1981 should greatly facilitate measures to be taken in future, and in that 

connexion the Secretary- General of the United Nations had submitted a preliminary proposal for 

a long -term plan of action to the specialized agencies and the nongovernmental organizations, 

based on consultations with Member States. She commended the fruitful cooperation which had 

taken place between WHO and the secretariat of the International Year, which was in keeping 

with the spirit of that undertaking, since the radical changes which needed to be brought about 

in the living conditions of disabled persons could only be achieved on the basis of 

harmonization of efforts. She was convinced that the Health Assembly would strengthen the 

recommendations of the United Nations General Assembly by giving the Director -General of WHO 

the mandate and means to help the developing countries in that sphere. 

Mr BOYER (United States of America), commenting on section 5 of the Director -General's 

report, on questions relating to women, said that the World Conference of the United Nations 

Decade for Women, to be held in Copenhagen in July 1980, should provide an excellent 

opportunity to give renewed attention to specific health problems relating to women. 

The report prepared by WHO halfway through the Decade referred to many such aspects, such as 

maternal and child health, and the negative impact of smoking on women and the foetus. It 

would be useful if the World Conference in Copenhagen could take into account a wide range of 

health problems, such as the health needs of older women and of handicapped women, the 

indifference of society to certain women's problems, women abused in society, female circum- 

cision, and the mental health of women and particularly older women. He also urged individual 

countries to investigate ways in which they could improve their focus on specifically female 

problems within their own programmes. 

Dr NIN VIVÓ (Uruguay) said that he had been struck by the total number of 450 million 

handicapped throughout the world. His country concerned itself particularly with that problem, 

and was at present developing programmes relating to both prevention and treatment of disable- 

ment. Efforts were concentrated on treatment with regard to personnel training activities, 

and successful work was being carried out in centres for the treatment of neurological 

sequelae. Accordingly, Uruguay would be ready to participate in any future body to study the 

problems relating to the handicapped. 
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Dr KOINANGE (Kenya) said that hitherto handicapped persons had not received adequate 

attention and action on their behalf had been taken mainly by voluntary groups. However, 

the extremely high number of such persons warranted intensified action, at both national and 

international levels. He stressed the valuable role which immunization programmes could play 

in preventing crippling, for instance, as well as the neurological repercussions of measles. 

Kenya had already proclaimed 1981 as the Year for Disabled Persons. 

Dr KILGOUR (Director, Division of Coordination) thanked Mrs N'kanza for her most welcome 

intervention. WHO wished the activities she had outlined every success and looked forward to 

collaborating in them. 
With regard to the very important Conference of the United Nations Decade for Women to 

take place in July in Copenhagen, he assured the United States delegate that the points he had 
made had all been carefully noted. He welcomed the appeal to other Member States to take up 
those points, as it would be very important to emphasize the health aspects of women's needs 
at that Conference. 

The interest shown by the Government of Uruguay and its offer to take part in any body that 
might be set up in relation to the treatment of the disabled had been noted for future 
appropriate action. 

He welcomed the Kenyan Government's progress in preparing for the International Year for 
Disabled Persons, which was entirely consonant with the international activities which 
would be taking place. 

Mrs N'KANZA (Executive Secretary, International Year for Disabled Persons) said that 
she had been impressed by the remarks of the delegate of Kenya regarding the prevention of 
disability by means of immunization programmes. One vaccine which, owing to its high cost, 
was less widely used than it might be was poliomyelitis vaccine, which she would like to see 
added to the triple vaccine already promoted by WHO. Action by WHO to provide more help for 
developing countries in that field should include approaches to countries that produced 
vaccine. 

Secondly, in response to the delegate of Uruguay, she was happy to inform the Committee that 
one of the experts helping with the documentation for a regional meeting in South America was 
a Uruguayan national. 

Thirdly, speaking as a woman and as a mother, she was in wholehearted agreement with the 
remarks of the United States delegate. If a normal woman suffered discrimination within the 
community, the situation of a handicapped woman or the mother of handicapped children was much 
worse. There were, moreover, specific handicaps which affected women and which occasioned 
embarrassment or were subject to taboo; she saw in the Copenhagen Conference an opportunity to 
tackle such problems, thereby reinforcing the work of WHO. It was in the field of education 
that the greatest effort was called for, both to inform women of the risks, for example of 
bearing mongoloid children late in life or of contracting very early marriages, and also to 
instruct their husbands. 

The CHAIRMAN suggested that the Committee take note of the Director- General's report and 
request the Director -General to continue and strengthen the Organization's collaboration with 
the United Nations system. 

It was so agreed. 

Agreement between WHO and the International Fund for Agricultural Development: Item 46.2 of the 
Agenda (Document А33/23) 

Dr KILGOUR (Director, Division of Coordination) introduced the Agreement (document А33/23, 
Annex), which had been drawn up by the secretariats of WHO and the International Fund for 
Agricultural Development (IFAD) in view of their common interest in several areas of development 
activity. The text had been approved at the ninth session of the IFAD Executive Board on 
8 May 1980. He drew attention to the draft resolution in paragraph 5 of document А33/23. 

Mr IBOUlBA (Gabon) welcomed the Agreement. The agricultural developments to which it 
referred were highly relevant to the achievement of WHO's aim of health for all by the year 2000. 
Nutrition had rightly been emphasized by several delegations. There were also aspects of 
agriculture that were highly detrimental to health and the Agreement would help to ensure that 
health protection was taken into account. 
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Dr KOINANGE (Kenya) said that Article III of the Agreement (Areas of cooperation) 
contained three excellent objectives. However, he would like to see an additional field of 
interest focused upon, namely, the question of chemicals used to boost food production. 
Any information in that respect with a bearing on the ecology of a country should be supplied 
to Member States. 

Dr MAFIAMBA (United Republic of Cameroon) endorsed the remarks of the delegate of Gabon 
and thanked the Director - General for his initiative, which would have beneficial results. 
In the developing countries where large -scale agro- industrial and irrigation projects were 
being implemented, the ministries of health were consulted often only after harm had been 
done to the health of the population. There was no doubt that the intervention of WHO would 
not only have a favourable effect on nutrition but would also ensure that the health 

component would be given due weight in agricultural development projects. 
He asked for clarification of Article 8.4 of the Agreement, in respect of supplementary 

arrangements. Would such arrangements be submitted to the Health Assembly for approval before 
coming into force? 

Dr WEITZEL (Federal Republic of Germany) commented that rural development programmes such 
as were the subject of Article 3.1.3 of the Agreement were clearly also of interest to FAO 
and wished to know whether there had been any prior consultation between FAO and WHO on the 
matter. 

Dr KILGOUR (Director, Division of Coordination) said that the Director -General would be 
encouraged by the comments made on an Agreement from which substantial advantages should flow. 
It was very much in line with WHO policy on intersectoral cooperation and an excellent example 
of a field in which progress was likely in coming years. 

In reply to the delegate of Kenya, the Secretariats of WHO and IFAD shared his view of the 
risks involved in the use of pesticides aid certain chemical fertilizers in encouraging 
food production. WHO would regard the reference in Article 3.1.2 to "promotion of appropriate 
environmental health measures and safeguards" as including the point he had made. 

Commenting on the question put by the delegate of the United Republic of Cameroon on the 
supplementary arrangements referred to in Article 8.4 of the Agreement, he quoted as an 
example Article XX of the Agreement between the United Nations and WHO, to the effect that the 
Secretary -General and Director -General might enter into such supplementary arrangements for 
the implementation of the agreement as might be found desirable. Under that and similar 
provisions in other agreements, supplementary arrangements to such agreements were not submitted 
to the Health Assembly but, if any important new aspect arose,the Director -General would 
report it to the Board and Health Assembly in due course. 

As to the question by the delegate of the Federal Republic of Germany on collaboration 
between FAO and WHO, the IFAD secretariat was in very close touch with FAO, as was WHO, and 
there would be close inter -agency collaboration. The Agreement should be a means of strengthening 
such cooperation. 

The CHAIRMAN reminded the Committee that in accordance with Article 70 of the Constitution 
of WHO, formal agreements with other intergovernmental organizations were subject to approval 
by a two -thirds vote of the Health Assembly. He put the draft resolution approving the 
Agreement to the vote. 

The draft resolution was approved by 76 votes to 0, with no abstentions.1 

The meeting rose at 11h20. 

1 
Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WНАЗЗ.21. 
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Tuesday, 20 May 1980, at 14h30 

Chairman: Mr D. J. DE GEER (Netherlands) 

1. THIRD REPORT OF COMMITTEE В (Document А33/48) 

At the invitation of the CHAIRMAN, Mrs RAIVIO (Finland), Rapporteur, presented the 

Committee's draft third report. 

The report was adopted (see document WHA33/1980/REС/2). 

2. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 46 of the Agenda (continued) 

Health care of the elderly (preparations for the World Assembly on the Elderly, 1982): 

Item 46.3 of the Agenda (Resolution WHA32.25; Document ЕВ65/1980 /REС /i, decision (20) 

and Annex 13) 

Dr ВАRAKÀMEITIYE (representative of the Executive Board) said that the Executive Board 

at its sixty -fifth session had examined the Director -General's report on the subject before 

the meeting (document ЕВ65/1980 /RЕС/1, Annex 13). The Board had stressed the importance of 

the subject and the urgent need to consider the elderly as useful and active members of the 

community. Health services for the elderly should accord with primary health care and avoid 

a sophisticated or institutionalized approach that could only increase their isolation. The 

gradual disintegration of social structures in many countries had increased that isolation, 
whereas in others the traditional concept of the extended family had enabled elderly people 
to remain a part of the community, at least in rural areas. In view of the pressures of 
industrialization, urbanization and the consequent break -up of the family unit, the matter 
was of concern to all regions. 

The Board considered that WHO, in its contribution to the 1982 World Assembly on the 
Elderly, should emphasize the integration of elderly persons in society and the family, the 

social and cultural contribution they could make to the community, the impact of industriali- 
zation and urbanization on social structures, the prevention of premature senility, the 
inclusion of the elderly in training programmes, pharmacotherapy, and research into the aging 
process. Increased attention should be given to the demographic aspects, in an attempt to 

assess both the absolute numbers and the proportion of elderly persons by the year 2000. The 

Board had finally called for closer cooperation with the organizations of the United Nations 
system and other international organizations, so that WHO's contribution to the World 
Assembly on the Elderly would reflect the importance of the issue. 

Dr KAPRIO (Regional Director for Europe), whose Regional Office was responsible, on 
behalf of the Organization, for planning and developing the global programme for care of the 

aged, introduced the item. 
On 25 April 1980 the United Nations Economic and Social Council had adopted a resolution 

containing several recommendations to Member States in preparation for the World Assembly on 
the Elderly; it also recommended participation of the specialized agencies in all preparatory 
work and the designation of staff members to act as focal points for coordination. 

WHO was already actively participating both at headquarters and in the regions in such 
activities, the most important of which was undoubtedly the WHO preparatory conference to take 
place in Mexico City from 8 to 11 December 1980. Background documentation was being prepared 
and invitations had been extended through the regional offices to a minimum of four national 
experts per region. 

- 305 - 
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The first planning meeting for a WHO film on the elderly had been held in February 1980. 
Informal meetings between intergovernmental and nongovernmental organizations would also be 

held to prepare for the World Assembly. WHO had been invited to participate in the United 
Nations Technical Meeting for the Middle Eastern and Mediterranean Regions, to be held in 

Valetta from 3 to 6 June 1980. 

The programme manager for the global programme and a representative from the Region of 
the Americas would attend a small meeting at the International Centre of Social Gerontology in 

Quebec, from 27 to 30 August 1980. A number of people from Latin America would be attending 
the meeting and could thus prepare themselves for WHO's participation in the United Nations 
regional seminar on the elderly, to be organized by the Economic Commission for Latin America 
in 1981. An interregional working group on health services for the elderly in developing 
countries would be held in collaboration with the Asia/Oceania Meeting of the International 
Association of Gerontology, scheduled to be held in Melbourne from 1 to 5 December 1980. 

The Director -General had indicated that the Organization would participate fully in 
activities before, during and after the World Assembly on the Elderly. 

Professor DAVIES (Israel) congratulated Dr Kaprio and his colleagues on the progress 
achieved so far, given the limited resources available to them. 

Problems of the elderly were only partly health problems; they involved the whole scope 
of basic human support systems (e.g., family, housing, work, and income maintenance). Thus 
it was important that WHO should collaborate with other United Nations agencies in seeking 
solutions and in preparing for the World Assembly in 1982. 

Responsibility for the global programme had been entrusted to the Regional Office for 

Europe. Since this was one of the first examples of a global programme being operated by a 

regional office, he wondered whether the Secretariat could comment on the administrative 
lessons to be derived from the experiment. He also asked for further information on the 

WHO preparatory conference to be held in Mexico City in December 1980, on the stage prepara- 
tions for the World Assembly on the Elderly had reached, on the other agencies involved, and 
on whether a decision had already been taken by the United Nations to designate 1982 as the 
Year of the Elderly. 

Dr MALONE (United States of America) noted with satisfaction the preparations in progress 

for the 1982 World Assembly. His delegation had been pleased to co- sponsor resolution WHA32.25 
on the health care of the elderly. His Government wished to participate fully in implementing 
the recommendations in that resolution, not only in preparation for the World Assembly but also 

to meet on a continuing basis the escalating health, social, and economic needs of the elderly. 
The successes of Member States in reducing infant mortality and childhood diseases, and 

in providing better health care for people of all ages, presented them with an increasing 
responsibility for ensuring the quality of life of the elderly, their self -sufficiency, and a 

satisfying role for them in the family and in the community. The problems of the elderly were of 

concern to all Member States and efforts to solve them should be pursued with urgency throughout 

the world. Various activities in that direction were currently being carried out in the United 

States. 
First, at the invitation of the Regional Director for Europe, the National Institute on 

Aging had participated in October 1979 in a pre -planning meeting for an interregional technical 

advisory committee on health care of the elderly, to be held in the coming autumn. That 

meeting would clearly be important in any consideration of the complex and critical needs of 

the elderly. It was also evidence of the action taken by WHO in response to 

resolution WHA32.25. Secondly, the World Assembly on the Elderly in 1982 would follow by 

one year the White House Conference on Aging, to be held in the United States in 1981. The 

Conference would cover a variety of topics, including many of those to be discussed at the WHO 

interregional technical advisory committee, and would pave the way for United States partici- 

pation in the World Assembly. Directors of international research institutes on aging, 

representing some twenty countries, would be invited to the Conference as observers, and would 

have the possibility of further refining the contribution of health -related research on aging 

to the WHO global plan and the World Assembly on the Elderly. His country planned to partici- 

pate fully in both those endeavours. It was deeply committed to WHO's programmes on the 

health, social, and economic needs of the elderly. 

Mr WHITE (New Zealand) endorsed the rogress made in support of the proposed World 

Assembly on the Elderly. Resolution 33 /52 of the United Nations General Assembly and the 

Director -General's report now before the meeting were very significant developments, which 

deserved universal support. 
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Geriatric medicine had long been the Cinderella speciality of medical care. Initiatives, 

particularly in the United Kingdom, and associated detailed research in the Soviet Union had 

led countries such as his own to involve themselves in that aspect of medical care, with the 

result that New Zealand now had a well -organized service for the care of the elderly sick, 

both at specialist and primary health care level. 

Simple humanity demanded that proper care and attention should be given to elderly 

people, but the matter became more pressing as the aged began to represent a greater proportion 

of the community. Moreover, advances in preventive medicine, public health, and curative 

medicine were ensuring that more people reached old age. The emphasis on attaining health for 

all the year 2000 would significantly increase that trend. 

The work of the Regional Office for Europe had been very effective, and the response from 

the other regions would steadily increase. The proposed World Assembly on the Elderly would 

give greater emphasis to preparation for aging, programmes for retirement, the understanding 

of the aging process, and the specialized pathology and pharmacology of the elderly. Above 

all it would bring out that to be old was not an indictment in terms of mental capacity, 

ability to live creatively, or inevitability of sickness and disability. His delegation 

assured the Director - General of its unqualified support for the work already done, and its 

keen enthusiasm to participate in future work. 

Dr ROGOWSKI (Poland) said that his country recognized the social and economic aspects of 

the elderly, who were a potential resource group in the community. Demographic estimates 

showed that, by 1990, 12.5% of the total population would be aged over 70 and would require 
intensive health care services. The recommendations in resolution WHA32.25 were being put 
into effect in Poland, with emphasis on home -help services, day centres for the elderly, and 

"universities of the third age ". Great importance was attached to common efforts by the 

Ministry of Health and Social Welfare, the Red Cross, and the trade unions to promote 

cultural, medicosocial and economic action to integrate the elderly as active members of 
society. 

His delegation endorsed the Director -General's report and urged that the preparations 
for the World Assembly should start immediately in every Member State so as to permit the 

widest possible exchange of information and experience. 

Dr KRAUSE (German Democratic Republic) said that his delegation supporced WHO action to 

protect the health of the elderly. In his country medical care for the elderly was a 

permanent aspect of primary outpatient care and of specialized outpatient and inpatient care; 

it included primary and secondary prevention, and also high -quality diagnosis, treatment, and 

rehabilitation. 
Many years of research and practice in gerontology and geriatrics, with exemplary 

assistance from the Government, had given his country a high standard of care for the elderly 

through a comprehensive system of health protection. One of the main tasks at present was to 

draw up programmes for preparing citizens over 50 for the later decades of their lives, and 

to translate those programmes into practice. In that process medical care had to be 

integrated with action taken by society as a whole so that old -age pensioners continued to be 

involved in the life of the community. In any arrangement the health status and the wishes 

of the individual concerned were taken into account. The assumption was that at pensionable 

age it was especially desirable to engage in active work in the family, the neighbourhood, or 

the factory with a view to preserving health and fitness. 

WHO could make valuable recommendations on the health and social policy measures to be 

taken by Member States. Its manifold activities should be based on a single concept defining 

their share in the overall objectives of the global programme. Research at all levels should 

be coordinated, and WHO should engage in long -term programmes designed to prepare people for 

an active old age. He expressed appreciation of the Director -General's report on the 

preparations for the World Assembly. 

Professor LISICYN (Union of Soviet Socialist Republics) said that his delegation 

attached exceptional importance to the global programme for care of the aged. It shared the 

concern that had led the United Nations to propose a World Assembly on the Elderly. 

He stressed that, in preparing for that Assembly and in working out programmes for the 

elderly, priority should be given to medicosocial factors: it was not only a question of 

extending the life -span, but of ensuring an active, happy, and healthy existence for the 

older members of society. As an example of the research required, he pointed to the fact that 
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in the statistical vocabulary there was as yet no accepted term for the age group under 
discussion. The conceptof "aging of the population" took into account the proportion of the 
population that was 70, 80, even 90 years of age. Demographers and gerontologists had 
proposed replacing that concept by one of "accumulation" of the population, which - besides 
having a more optimistic ring - had some economic significance. Nevertheless the phenomenon 
had been insufficiently studied. The proportion of the population that would be between 
60 and 65 years of age in the year 2000 had not even been assessed. 

Nor was there agreement on how to provide medical care for the aged. In some countries, 
health assistance to the aged was based on specialized facilities, often institutional. In 
others, such as his own, elderly persons were not considered as a different group from other 
members of society where medical care was concerned: they received the same type of care as 
other age groups. Many other issues relating to the organization of medical care for the 
aged depended on the basic approach adopted. 

He asked whether the Director -General could provide for the Thirty- fourth World Health 
Assembly more extensive information, not so much on the organizational aspects of the World 
Assembly on the Elderly as on the technical issues involved, even if such information were 
only preliminary. 

Dr KOINANGE (Kenya) asked at what age people could be considered "elderly ". 
He noted that in Annex 13, paragraph 4.2, it was stated that African countries "had not 

given a high priority to the programme for the care of the aged because of more apparent 
problems. . .". However, the typically African situation in which the elderly were taken 

care of by the family was changing fast. He therefore hoped that the Regional Office for 

Africa would go beyond the activities envisaged in paragraph 4.3 of the report. 

Dr BROYELLE (France) noted that the problem of the elderly differed greatly from country 

to country, depending on the prevailing demographic, social, economic and cultural conditions, 

with the result that the degree of priority attached to it varied accordingly. Nevertheless, 

it needed to be examined and clarified by WHO and accorded its appropriate place in the 

Organization's programmes, especially in programmes executed in cooperation with other 

organizations in the United Nations system. The proportion of elderly people was constantly 

rising as longevity increased; that, coupled with the movement of population to the cities, 

meant that elderly persons were increasingly isolated and that the services devoted to their 

care lost much of their value. 

The solutions adopted, especially in the developed countries, were not always satisfactory. 

They often failed to take into account psychological factors and the desire of elderly people 

to remain in their own environment; sometimes they were over -sophisticated; nearly always 

they had the effect of isolating the elderly as a group - and they could rarely substitute 

for the arrangements made in less developed countries, where elderly people retained their 
place in society and in the family. 

Those aspects should be borne in mind: it was less important to specify the action to be 

taken than to stress certain basic principles. First, there was the need to ensure that 

development programmes recognized the importance of maintaining elderly persons in their 

appropriate setting. Secondly, preventive and curative medical facilities should be based on 

the relationship between elderly persons and their environment rather than on complicated and 

sophisticated formulas. Thirdly, there was a need to include provision for the elderly in 

overall health and social programmes instead of dealing with them in specific, isolated 

programmes. 

Dr CLAVERO (Spain) agreed that the problem of the elderly was extremely complex 

and was global in scope, although circumstances varied greatly from country to country. The 

situation was most acute in the developed, industrialized countries, which perhaps had much 

to learn from the developing countries in that respect; the latter, it was to be hoped, would 

take care not to find themselves in the same position. 

The breakdown of the family unit was extremely serious and it led to difficulties that 

ought to be carefully considered by the present Committee and at the World Assembly on the 

Elderly. The issue was multisectoral, going beyond purely gerontological considerations to 

encompass the capacity of the elderly, many of whom lived alone and were unable to take 

advantage of various civil rights, such as access to a system of medical care. 

The elderly had constituted the great forgotten category at the International Conference 

on Primary Health Care. Self -help and social health programmes were important elements in any 
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solution, but nothing was more important to the elderly than social security, including 
economic security, as a means of ensuring that they enjoyed a certain degree of wellbeing and 
were not disparaged by their families as a result of increasing impoverishment - this being a 

matter of concern also in Europe. 

In WHO's family health programme great attention was paid to the mother and the child - 

but not to the elderly, who were relegated to other programmes. That was a source of concern 
to his delegation. Care should be taken with terminology, since social attitudes were often 
conditioned by the term used. He recalled the suggestion made at the sixty -fifth session of 
the Executive Board that the denominations "elderly ", "aging ", or "aged" should be replaced 
by "elder ", which constituted a term of respect. 

He asked the Director -General for information on the action taken as regards the theme 
for World Health Day 1982, which it had been proposed should be devoted to the elderly. 

Dr SAMBA (Gambia) agreed with the Kenyan delegate that it was no longer true that the 
problem of the elderly was essentially a problem of the developed countries, the elderly in 
Africa and other developing areas being taken care of by the community system or the extended 
family. He had recently carried out a sample survey of conditions in his own country which 
had revealed a large number of destitute elderly people. Changes in the pattern of economic 
and social life were destroying many traditional institutions, and as a result the elderly 
and the disabled were increasingly left on their own. A situation that in Europe had taken 
100 years to develop, had arisen in Africa in ten years or less; it was not yet as bad as 
in Europe but it was deteriorating rapidly and in 40 years' time would be serious. Action 
should therefore be taken now. 

Dr ITERA (United Republic of Tanzania) said that in his country migration from the 
countryside to the towns had led to the elderly being left on the land which they were unable 
to till properly, with negative results for their food intake. The elderly also missed the 
social and psychological comforts of having their children with them. Housing conditions 
in urban areas often made it impracticable for young people to have their parents with them. 
Moreover, the escalating cost of living in towns made it difficult for children to send money 
home to their parents, who suffered in consequence. The Committee in its discussion should 
not overlook the importance of such social and psychological aspects. 

Dr RIDINGS (Samoa) said that 50% of the population of his country was 15 years of age 
or under. In discussing the terminology of the item before the Committee he preferred not 
to use the term "elderly", which seemed imprecise: for him the problem was that of the 
disabilities caused by age. Neither did he like the term "care", since "care" was sometimes 
conducive to those very disabilities. It frequently removed the last shred of independence 
from what had been a purposeful and enjoyable life. The aim should be independence, not 
"care" . 

Dr КAPRIO (Regional Director for Europe), replying to some of the points raised during 
the discussion, said that the Israeli delegate might be glad to know that, as far as overall 
administrative arrangements were concerned, the Director -General had already provided 
facilities for carrying out the global programme on care of the aged. Dr Macfadyen, who 
was in charge of it, was able to travel and coordinate activities in all the regions which 
were active in this field, and his colleagues in the Regional Office for Europe were 
cooperating fully. Funds had also been made available for some of the activities required 
to prepare the Mexico conference. Of course the Regional Office was experimenting, but it 
was not the only regional office responsible for a global programme; the Regional Office for 
the Americas was the focal point for technical cooperation among developing countries. The 
Director -General had plans for interregional networking and for strengthening solidarity among 
regional offices. 

WHO was proceeding with preparations for its contribution to the World Assembly on the 
Elderly, which was intended to be a forum for launching an international programme of action 
aimed at guaranteeing economic and social security to older persons as well as opportunities 
to contribute to national development. This kind of interagency cooperation within the 
United Nations system was especially welcome to WHO; it had earlier included programmes for 
children and young people, and also programmes focused on working conditions and housing - 

all fields in which problems clearly had to be tackled on a joint basis. 
Studies were being made on some of the points raised by the delegate of the USSR, e.g. 

the type of services required, and the need for self -care and independence of the elderly: 
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in some countries, apparently, 70- year -olds were now as ready to stay at work and to be 

active as 60- or 50- year -olds had been in the past. There were considerable differences 
among countries in the size of age groups and in demographic projections; it seemed that in 

the 1990s for example there would in some European countries be a much higher percentage of 

octogenarians needing care. The WHO programme was fundamentally aimed at keeping elderly 
people active, independent, and out of institutions and hospitals. 

Thanks were due to the delegates of Kenya, Gambia and Tanzania for pointing out that 
social change in the developing countries was now so rapid that the problem of the elderly was 
no longer confined to the developed world. The Secretariat was endeavouring to make an 
appropriate contribution to the World Assembly on the Elderly, the outcome of which would 
serve as a guide for WH0's further action in that field, in cooperation with other agencies 
of the United Nations system. 

Dr MACFADYEN (Care of the Aged, Regional Office for Europe), answering further points 

raised by delegates, recalled that the Israeli delegate had asked what the Secretariat's 

experience had been in the administrative experiment of having a global programme run from 
a regional office. Delegates could rest assured that the necessary and sufficient conditions 
for the success of any experiment were certainly available: the question was not one of 

where the organizational unit should be located, but one of mobilizing the corporate effort 

of the Secretariat as a whole. 

The Israeli delegate had also asked what other United Nations agencies were involved in 

the preparatory activities for the World Assembly on the Elderly. The responsibility for 
organizing that Assembly lay with the United Nations Centre for Social Development and 

Humanitarian Affairs in Vienna; the person responsible for liaison with the United Nations 

family was an adviser seconded to the Centre by the United Nations Fund for Population 

Activities. The WHO liaison officer in New York was also providing an excellent service. 
The Spanish delegate had mentioned the Organization's family health programme. Despite 

the geographical distance involved, there was the closest cooperation between the 

"headquarters" programme on the aged, which was based in Copenhagen, and the headquarters 

family health programme, where there was a substantial repository of information regarding 

changing family patterns. Both programmes viewed the elderly as an integral part of the 

family. 
The Kenyan delegate had asked at what age a person should be considered elderly. The 

United Nations definition, for demographic purposes, was 60 years. 

The CHAIRMAN asked the Committee if it would agree to note the discussion on this item in 
the Executive Board and request the Director -General to continue his efforts in the pre- 

paration for the World Assembly on the Elderly, taking into account the views expressed in 

the present Committee. 

It was so agreed. 

Health assistance to refugees and displaced persons in Cyprus: Item 46.4 of the Agenda 

(Resolution WHA32.18; Document А33/24) 

Dr ТАВА (Regional Director for the Eastern Mediterranean) said that the report before 

the Committee (document А33/24) outlined joint UNHCR/WHO assistance in meeting the health 

and medical needs of refugees and displaced persons in Cyprus during the period from April 

1979 to March 1980 and cooperation with the Coordinator of United Nations Humanitarian 

Assistance in Cyprus. 
Section 2 of the report gave details of the assistance provided and the sources of 

funds and showed that WHO had been active in a number of fields, including technical advice, 

training, and the provision of fellowships. There had been close collaboration with the 

Government of Cyprus over intensified malaria control measures, to guard against a 

reintroduction of malaria into the country. WHO had provided expert advice in connexion 

with the provision by UNHCR of US$ 115 000 for the purchase of medical equipment for the 

mental wing of Nicosia General Hospital and funds for other purposes, the details of 

which were given in paragraphs 2.6, 2.7 and 2.8 of the report. 

WHO had collaborated with UNHCR in meeting the health needs of the population of Cyprus 

and could continue to do so in future years. The above assistance was of course quite 

separate from that provided under the WHO regular budget. 
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Mr BORG (Malta) introduced the draft resolution proposed by the delegations of 

Costa Rica, Cuba, India, Malta, Panama and Yugoslavia. It read: 

The Thirty -third World Health Assembly, 
Mindful of the principle that the health of all peoples is fundamental to the 

attainment of peace and security; 
Recalling resolutions WHA28.47, WHA29.44, WHA30.26, WHA31.25 and WHA32.18; 
Noting all relevant United Nations General Assembly and Security Council 

resolutions on Cyprus; 
Considering that the continuing health problems of the refugees and displaced 

persons in Cyprus call for further assistance; 

Î. NOTES with satisfaction the information provided by the Director -General on health 
assistance to refugees and displaced persons in Cyprus; 

2. EXPRESSES its appreciation for all the efforts of the Coordinator of United 
Nations Humanitarian Assistance in Cyprus to obtain the funds necessary for the 

Organization's action to meet the health needs of the population of Cyprus; 

3. REQUESTS the Director -General to continue and intensify health assistance to 
refugees and displaced persons in Cyprus, in addition to any assistance made available 
within the framework of the efforts of the Coordinator of United Nations Humanitarian 
Assistance in Cyprus, and to report to the Thirty- fourth World Health Assembly on such 
assistance. 

Unfortunately, in spite of the scale of assistance to refugees and displaced persons, 
the refugee problem in Cyprus was still critical and the need for health assistance was 
likely to continue into the future. The adoption of the draft resolution would constitute 
an expression of solidarity with the people of Cyprus and enable WHO to continue to render 
assistance in the health and medical fields. 

Mr VERGNE SABOIA (Brazil) said that it was clear from the report that the provision of 
health assistance to refugees in Cyprus continued to be a humanitarian action of the greatest 
importance. His delegation fully supported the draft resolution submitted by the delegation 
of Malta and others. 

Miss BETTON (Jamaica) said that her delegation also supported the draft resolution and 
wished to be named as a co- sponsor. 

Mr SOКOLOV (Union of Soviet Socialist Republics) said that the question of health 
assistance to refugees and displaced persons in Cyprus was not new. His delegation had 
always supported such assistance and would continue to do so in the future, He supported 
the draft resolution before the meeting. 

Mr VAKIS (Cyprus) said that the measures taken by WHO had gone a long way towards 
improving the health conditions of refugees and displaced persons in his country. However, 
the continuing absence of a political settlement had made it necessary for the Government of 

the Republic of Cyprus to establish further organized health services, especially in the 

field of institutional care. The need for international assistance in the field of medicine 
and health was still urgent. Health, according to the Constitution of WHO was not merely 
the absence of disease, but the mental and social wellbeing of the individual. The ultimate 
aim should therefore be the return of refugees to their homes and lands; it was to be hoped 
that that would be before the year 2000. 

He was grateful to the delegations sponsoring the draft resolution before the meeting, 
the adoption of which would enable the Director -General to continue the humanitarian action 
of the Organization in Cyprus. 

Professor DOÚRAMACI (Turkey) said that his delegation would not oppose adoption of the 
operative paragraphs of the draft resolution. His Government had reservations, however, in 

regard to its preamble, since it referred to United Nations General Assembly and Security 
Council resolutions which had political implications inappropriate to the present draft 

resolution and which were strongly opposed by his Government. He asked that his statement 
should be reflected in the summary record of the meeting. 
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The CHAIRMAN assured the delegate of Turkey that this would be done. He then invited 

the Committee to approve the draft resolution before it. 

The draft resolution was approved.l 

Health and medical assistance to Lebanon: Item 46.5 of the Agenda (Resolution WHA32.19; 
Document А33/25) 

The CHAIRMAN drew attention to the relevant documentation, which included a draft 

resolution proposed by the delegations of Argentina, Costa Rica, Denmark, France, Nigeria, 
Senegal, Spain, Sri Lanka and Yugoslavia. It read as follows: 

The Thirty -third World Health Assembly, 
Mindful of the principle that the health of all peoples is a basic condition for 

peace and security; 
Having examined the Director -General's report on health and medical assistance to 

Lebanon during the period April 1979 - March 1980; 
Recalling previous resolutions WHA29.40, WHA30.27, WHA31.26 and WНАЭ2.19 on health 

and medical assistance to Lebanon; 
Taking note of all relevant United Nations resolutions concerning Lebanon; 
Taking into consideration the appeals made by the Secretary -General of the United 

Nations for international assistance arid the reconstruction and development of 
Lebanon; 

Considering that the magnitude of the persisting health problems in Lebanon 
necessitates the continuation and intensification of the health and medical assistance 
to Lebanon; 

1. NOTES with satisfaction the information supplied by the Director -General regarding 
the health and medical assistance already provided, and thanks him for his efforts; 

2. EXPRESSES its appreciation to all the specialized agencies of the United Nations 
and to all governmental and nongovernmental organizations that have helped WHO to attain 

its objectives in this respect; 

3. REQUESTS the Director -General to continue and intensify the Organization's health 
and medical assistance to Lebanon, allocating for this purpose, and to the extent 

possible, funds from the regular budget and other financial resources, and to report 

to the Thirty- fourth World Health Assembly. 

Dr ТАВА (Regional Director for the Eastern Mediterranean) said that the report before 
the Committee in document А33/25 outlined the action taken by WHO during the past year in 
implementation of resolution WHA32.19. Section 2 of the report dealt with the assistance 

provided and the sources of funds. He emphasized in particular the importance of the appoint- 

ment in 1978 of a WHO programme coordinator, whose functions were not only to supervise WHO's 
regular and normal cooperation programme in Lebanon, but also to identify the health and 

emergency health needs of the population and ensure they were met. He was also charged with the 

coordination of activities in the health field with those of other United Nations or bilateral 

agencies providing health assistance to Lebanon. It would be seen from the report that WHO 
had provided US$ 365 254 for that purpose from its regular budget, the breakdown of which was 

given in paragraph 2.2; further details of assistance were given in paragraphs 2.3 aid 2.4. 

During the period 1976 -1979 a total of US$ 2 735 624 from the United Nations Trust Fund for 

Assistance to Lebanon had been utilized for health purposes. 

In conclusion he stressed the importance of the joint coordinating committee of the 

specialized agencies and other organizations of the United Nations system established by 

General Assembly resolution 33146 (December 1978), which had greatly facilitated WHO's 
coordination of health requirements. It was expected that WHO cooperation with other United 
Nations agencies and bilateral organizations would continue in future years. 

Mr ABOLI ASSI (Lebanon) said that the draft resolution before the Committee, with its 

reference to the appeals made by the Secretary- General of the United Nations for international 

Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WHA33.22. 
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assistance and for the reconstruction and development of the Lebanon, reflected the present 

dire state of his country. All reports on that subject brought out clearly the extent and 

the severity of the problem. The needs of the Lebanese population were particularly urgent, 

relating as they did to the most elementary rights of man. Health was in fact a prior 

condition of any economic and social development. 

The long duration of the war in his country, and the periodic outbreaks of hostilities 
and acts of aggression against it, had unfortunately not only frustrated efforts to overcome 

existing difficulties, but had given rise to fresh problems and to new and more complex 

requirements. Against that background, the adoption of the draft resolution would signify 

that his country could rely on international cooperation and solidarity and would benefit 

from assistance to meet its urgent needs. It would also provide confirmation of the ability 
of WHO and the international organizations in general to meet the numerous demands that were 
made on them. 

The CHAIRMAN informed the Conmiittee that the delegation of Jamaica wished its name to be 
added as a co- sponsor of the draft resolution. 

Mr IDRIS (Sudan) said that his delegation hoped to see WHO assistance to refugees and 
displaced persons in Cyprus and the Lebanon continue into the future. However, he would draw 
the attention of the Committee to the fact that Sudan was at present gravely inconvenienced 
by the presence of large numbers of refugees, who had flooded into the country over its 
eastern, western and southern frontiers. By April 1980 the total number of refugees had 
reached half a million, creating enormous adminstrative problems for the Government in 
resettlement and health aid and adding to already existing financial difficulties. 

It had been decided, in conjunction with UNHCR and a number of voluntary organizations, 
to hold a conference on assistance to refugees in June 1980 in Khartoum. WHO, a number of 
international aid organizations, and individual countries would be attending that conference. 
He asked that due note be taken by WHO of the progressive deterioration of the refugee 
situation in his country. 

Mr VERGNE SABOIA (Brazil) commended the report before the Committee, which brought out 
clearly the value of WHO assistance to Lebanon. His delegation fully supported continuation 
of the programme, as proposed in the draft submitted by Argentina and other delegations. 

Mr VAKIS (Cyprus) said that his country could unfortunately confirm from personal 
experience the plight of Lebanon; it had received many refugees from that country. His 
delegation fully supported the draft resolution and expressed the wish to be named as a co- 
sponsor. 

Dr ТАВА (Regional Director for the Eastern Mediterranean) said that, if the draft 
resolution were approved, the Regional Office would be glad to continue active collaboration 
with the Government of the Lebanon and other United Nations and bilateral agencies providing 
health assistance. 

He assured the delegate of Sudan that the Organization was well aware of the refugee 
problem in the south of that country. Negotiations were in hand with the Government of Sudan, 
and WHO would be participating in the conference on refugees to be held in Khartoum, where he 
hoped that a programme of active collaboration would be evolved. 

The CHAIRMAN invited the Committee to approve the draft resolution before it. 

The draft resolution was approved.1 

Cooperation with newly independent and emerging States in Africa: Liberation struggle in 
$outhern Africa: Item 46.6 of the Agenda (Resolutions WHА32.20, WHA32.21 and WHA32.22; 
Document А33/26) 

The CHAIRMAN introduced the relevant documentation. 

Dr QUENUM (Regional Director for Africa) said that in the report contained in document 
А33/26 the Director -General outlined the various measures that had been taken in response to 

Transmitted to the Health Assembly in the Committee's fourth report and adopted as 
resolution WHА33.23. 
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the health needs of the emerging and newly independent States of Africa, as well as the needs 
of those involved in the liberation struggle, in accordance with the guidelines laid down in 
resolutions W1A32.20, WHАЭ2.21 and WHA32.22. 

In section 2 of the report, details were given of the specific measures taken in front - 
line States and countries subjected to aggression, and in section 3 details of measures taken 
in regard to national liberation movements. In Mozambique, additional aid had had to be 
given to remedy the catastrophic consequences of a cyclone which had struck the country and 
damaged many of its health facilities. In other countries, such as Lesotho, WHO had 
participated in joint action; he had visited Lesotho and had been able to observe its 
difficulties at first hand. Action had been taken on an intercountry basis to cooperate 
with such movements as the South -West African Peoples' Organization, the Patriotic Front of 
Zimbabwe, the Pan -African Congress of Azania, and the African National Congress (South Africa). 

The report ended on an optimistic note with mention of the attainment of independence by 

Zimbabwe. A new stage was beginning in that country's history, a stage that should see the 
implementation of programmes to ensure the health of its population. He had similar hopes 
for Namibia, and for the liberation movements which were striving for just causes, causes to 
which WHO would continue to extend health assistance as it had done in the past. 

Dr MWAMBAZI (Zambia) expressed his satisfaction at the concern shown by WHO for the health 
of the people of Zambia and of neighbourin States. That concern was clearly shown in the 
Director -General's report in document А33 /26. The aid given by WHO in rehabilitating 
displaced persons in the turbulent area of southern Africa had been greatly appreciated. 

Since thelast Health Assembly Zimbabwe had become an independent sovereign State, and 
a full Member of the Organization. The delegate of Zimbabwe had already outlined the health 
needs of his country, and with a view to helping to meet those needs his delegation wished to 

put forward a draft resolution on the subject of assistance to Zimbabwe. 

The reports received in the course of the present Health Assembly from the South West 

African People's Organization (SWAPO) and the African National Congress (ANC) had shown beyond 

doubt that the process of liberation did not free a country from the serious health problems 

that were a concern of the Organization. His delegation intended to put forward a resolution 

on apartheid and health. 

Dr FERREIRA (Mozambique) congratulated the Director -General on the efforts he had made 

to implement the decisions contained in resolutions WHA32.20, WHA32.21 and WHA32.22. The 

support given by WHO to the peoples and to the liberation movements of southern Africa were 

examples of the positive role that could be played by an international organization. She 

expressed her profound gratitude for the support the Organization had given her country over 

the past year, a year which had included a major cholera epidemic and a cyclone that had had 

a devastating effect on the country's health facilities. 

She welcomed the setting up of the new Republic of Zimbabwe, but the situation in the area 

still remained precarious. In southern Africa in general, and in Namibia in particular, the 

black population was being subjected to inhuman treatment, and crimes of political assassination, 

in flagrant violation of the WHO Constitution and of the Charter of the United Nations, were 

rife. The number of political prisoners being annihilated in the prisons of South Africa 

continued to increase. Zimbabwe had been subjected to the ravages of war, and its 

new Government would be hard put to it to solve all the health problems confronting the 

country. A particularly crucial problem was that of the refugees; there were in Mozambique 

over 100 000 refugees from Zimbabwe, in addition to those from South Africa. The process 

of repatriation was a lengthy one and would probably not be completed before the end of the 

1980s. The number of Namibian refugees in Zambia and in Angola continued to grow, and the 

host countries had not sufficient means at their disposal to maintain minimum health 

standards for them. 

The acts of aggression perpetrated by Southern Rhodesia and South Africa against Angola, 

Mozambique, Zambia and Botswana had resulted in the destruction of much of the health infrastruc- 
ture of those countries, including hospitals, mother and child care centres and health units. 

In Mozambique in 1979 alone, troops of the illegal regime of Southern Rhodesia had destroyed 
more than ten health units, and the total cost of external aggression had been estimated at 
$ 50 million. The reconstruction of all that had been destroyed was an especially difficult 
task in view of the fact that her country had had to struggle for ten years against Portuguese 
colonialism, and for the past four years against the illegal Smith regime. 
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She urged WHO to intensify its cooperation with all States of the Region, and in particular 
with the liberation movement of southern Africa. That cooperation should have three main 

thrusts: first, towards the liberation movements of South Africa and Namibia that were 
recognized by the Organization of African Unity; secondly, towards the Republic of Zimbabwe; 
and thirdly, towards the countries in the front -line of the struggle, namely, Lesotho and 

Swaziland. She would support the draft resolution on the subject that was in preparation. 

Mr. LO (Senegal) thanked the Director -General for the support the Organization had given to 
liberation movements in general and to front -line States in particular. His delegation wished 
to be included among the sponsors of the draft resolution being prepared, and also wished to 
submit a draft resolution of its own on assistance to front -line States. It was deplorable 
that these countries, which were victims of the aggression of the racist regime of South Africa, 
should be prevented from benefiting from a minimum of health care. 

Dr SAMBO (Angola) associated himself with previous speakers who had stressed the importance 
of the question. Angola was a front -line country because of its common frontier with Namibia, 
which was still occupied by the racist forces of South Africa. After attaining independence, 
Angola had hoped to be able to devote itself in peace tó the task of national reconstruction, 
but harassment from South Africa constantly interfered with that reconstruction. South African 
aircraft daily flew across the frontiers of Angola - and also the frontiers of Zambia and 
Mozambique - with the aim of destroying schools and factories, and in so doing were responsible 
for the deaths of many innocent people. It was for those reasons that Angola would support 
the draft resolutions that were to be put forward. 

Dr DLAMINI (Swaziland) expressed his gratitude to the Director-General for his prompt 
response to the resolutions adopted at the Thirty- second World Health Assembly and also to 
other bodies of the United Nations system, notably UNHCR and UNICEF, for their help 
in solving the refugee problems of southern Africa. Although Zimbabwe had become independent, 
it had a heavy task of reconstruction ahead for which it would need assistance. Displaced 
persons often suffered from mental disorders with which their host countries were not equipped 
to deal, and aid from WHO would be particularly welcome in that connexion. 

The struggle for liberation in southern Africa was likely to be long and protracted in 
view of the entrenchment of the regime in South Africa. He urged the Director -General to 
continue and to intensify the humanitarian work he had undertaken in the Region. 

Mr MAКGEКGENENE (Botswana) also expressed his appreciation for what the Organization had 
achieved in the Region. Botswana, which shared frontiers with South Africa, Namibia and Zambia, 
was in the midst of the political turmoil in the area. As a front -line State, it would 
continue to give support to its African neighbours, and notably to extend political asylum 
to members of liberation movements. He fully endorsed the report of the Director -General. 

Mr VERGNE SABOLA (Brazil) said his country had consistently given its support to 
programmes aimed at establishing or reinforcing cooperation with newly independent or emerging 
States, as well as with the struggle for liberation in southern Africa. Brazil was establishing 
programmes of direct cooperation in the health and medical fields with newly independent States 
in Africa, particularly those with whom it shared a common language. Those programmes 
were designed to take into account the specific needs of the countries involved, and were 
aimed at promoting an effective exchange of experience and transfer of knowledge. Among the 
programmes already being implemented were the following: long- and medium -term advisory 
services, especially in psychiatry and public health planning; fellowships for study in 
Brazil at graduate level in medicine and psychology, and in such technical specialities as 
nutrition, public health, pneumology, dental prosthesis,and basic sanitation; professional 
training of paramedical personnel; and the provision through WHO of sanitation personnel 
and veterinarians. 

(For continuation, see summary record of the thirteenth meeting, section 3.) 

The meeting rose at 17h25. 
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Wednesday, 21 May 1980, at 10h00 

Chairman: Mr D. J. DE GEER (Netherlands) 
later: Dr E. M. SAMBA (Gambia) 

1. FOURTH REPORT OF COMMITTEE В (Document А33/49) 

The CHAIRMAN invited the Committee to adopt its draft fourth report, contained in 
document А33/49. 

Mrs RAIVIO (Finland), Rapporteur, read out the report. 

The report was adopted (see document WHA33 /1980 /REC /2). 

2. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: ANNUAL REPORT: Item 44 of the Agenda 
(Resolution WНАЗ2.37; Document ЕB65 /1980 /REC /1, decision (17) and Annex 11; 
Document ЕB65 /1980 /REC /2, pp. 315 -320) (continued from the eleventh meeting, section 3) 

The CHAIRMAN said that the Committee had before it the following draft resolution, 
proposed by the Rapporteur: 

The Thirty -third World Health Assembly, 
Having considered the Director -General's report on the recruitment of international 

staff in WHO submitted to the Executive Board pursuant to resolution WHA32.37, and the 
comments made thereon by the members of the Executive Board; 

Noting the Director -General's authority under Article 35 of the Constitution to 

appoint the staff of the Secretariat; 
Recalling resolutions WHA28.40, WAA29.43 and WHA32.37 of the World Health Assembly, 

resolutions ЕВ5.R64, ЕВ23.R25, EB57.R52, ЕB59.R51 and ЕВ63.R25 of the Executive Board, 
and resolution 31/26 of the United Nations General Assembly; 

Considering also resolution 3"2l9 of the United Nations General Assembly; 

1. NOTES with appreciation the continued efforts made by the Director -General to 

achieve a more balanced and equitable geographical distribution of professional and 
higher graded staff, and the progress he has made towards achieving the targets approved 
by the Executive Board at its sixty -third session; 

2. REQUESTS the Director -General to continue to pursue that goal in recruiting staff; 

3. REAFFIRMS that the principle of recruiting on as wide a geographical basis as 
possible, in pursuance of Article 35 of the Constitution, should apply to the 

Organization's international staff throughout the world, regardless of the source of 
funding of the posts involved; 

4. CONCURS in the Executive Board's decision to defer its re- examination of the 
concept of desirable ranges until after consideration by the United Nations General 
Assembly of the information called for in its resolution 34/219; 

5. REQUESTS the Executive Board to report on this matter to the Thirty- fourth World 
Health Assembly. 

- 316 - 
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Professor DO6RAMACI (Turkey), while expressing agreement in principle with the draft 

resolution, doubted whether it fully reflected the paramount need to ensure that the 

efficiency of the Secretariat be maintained at the highest level, as laid down in Article 35 

of the WHO Constitution and referred to in paragraph 3 of the draft resolution. Important 

as the principle of geographical distribution was, it should not be applied at the expense of 

quality. He proposed amending paragraph 3 to read "REAFFIRMS that . . . as wide a 

geographical basis as possible, but having due regard to quality, efficiency and integrity, 

in pursuance of Article 35 . . . ". 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said his delegation fully supported 

that amendment. He remarked further that since the second preambular paragraph also referred 

to Article 35 of the Constitution it could be regarded as superfluous. He suggested that it 

be omitted, and that paragraph 2 be expanded instead, to read: "REQUESTS the Director -General 

to continue to pursue that goal in recruiting staff, in accordance with his prerogatives under 

Article 35 of the Constitution ". 

He also suggested amending paragraph 3 to read ". . . should apply to all categories of 

the Organization's international staff posted throughout the world, . . . ". That would 

stress WHO's intention that staff changes should apply throughout the Organization. 

Recalling that at the Committee's eleventh meeting Mr Furth had referred to "weighted 

desirable averages" that were at present under consideration by the United Nations in the 

context of the seniority aid levels of posts occupied, he proposed the addition of the word 

"weighted" before the words "desirable ranges" in paragraph 4, thus appropriately referring to 

a future United Nations decision. 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) suggested that, while 

the proposed amendments sounded likely to improve the resolution, they needed to be considered 

in writing to make sure that delegates grasped their full import and that they conveyed their 

true intention. The use of the word "weighted" as suggested by the delegate of the 

Soviet Union, for example, might possibly limit the discussion which it was hoped the 

Executive Board would have. Further, he wondered whether, in addition to the reference to 

Article 35 of the Constitution, some reference to Staff Regulation 4.2 might not also be 
helpful from a practical point of view. That regulation, which he quoted, was the 
Director- General's guide in making appointments. 

Ms FREEMAN (Australia) said she had the impression that there were certain categories to 
which the principle of geographical distribution could not be applied, and she asked for a 

clarification of that point in relation to the USSR's proposal to add the words "to all 
categories ". 

Professor DOÚ�RAMACI (Turkey), agreeing that the application of geographical distribution 
was not possible in all cases, suggested qualifying the word "categories" by the word 
"feasible ". The effect would be to cover all categories to which the principle could be 
applied while allowing for those cases to which it could not. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) said that the position in regard to 

linguistic staff was quite clear. However, a number of international organizations, 
including WHO, employed field staff variously known as experts and advisers who fell into 
different categories. The aim of his proposed amendment was to ensure that the principle of 
geographical distribution should be applied to all the appropriate types of staff employed on 
a relatively permanent basis by the Organization. Scientific advisers, for example, were 
sometimes employed on a short -term basis and sometimes for lengthy periods. He deemed it 
wise, however, not to make too specific a recommendation with regard to their recruitment in 
order to leave the Director -General free to decide which types of personnel could be recruited 
on a wider geographical basis. 

Mr FURTH (Assistant Director -General) said that, while fully understanding the sense of 
the USSR proposal, he had some doubts about the use in the draft resolution of the word 
"categories" which had a definite meaning in WHO's Staff Rules and Staff Regulations. For 
example, it would include the General Service category, which was definitely not subject either 
to international recruitment or to evaluation on the basis of geographical distribution. It 
should be possible to find some other wording to meet the wishes of the delegate of the USSR. 
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Mr BOYER (United States of America) thought that the original language of the resolution 
conveyed the sense that all appropriate categories should be covered by geographical 
distribution and thereby dealt with the problem just described by Mr Furth. The addition of 
the words "all categories" to his mind only confused the issue. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) suggested that if the word 
"category" was found misleading, the phrase might be amended to read "to all internationally 
recruited personnel ". 

Mr FURTH (Assistant Director -General), pointing out that the word "all" would include 
professional linguistic staff which represented an exception approved by the Board and the 

Health Assembly and common throughout the United Nations system, asked if Dr Venediktov 
would agree that his words "to all internationally recruited . . ." be further amended to 

read "to all appropriate internationally recruited personnel ". 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) agreed. 

Dr KPOSSA (Central African Republic) asked for clarification of the position of national 
personnel such as • national coordinators. 

Mr FURTH (Assistant Director- General) replied that nationals working for WHO were not 
staff members and consequently not covered by the principle of equitable geographical 
distribution. In most cases they were employees of the government of the country concerned, 

possibly in receipt of a salary subsidy or a salary supplement in order to perform certain 

services for WHO. They were certainly not covered by the present resolution. 

Dr VENEDIKTOV (Union of Soviet Socialist Republics) remarked that the delegate of the 

Central African Republic had raised a point of some importance in regard to national staff 

involved in WHO programmes not covered by the resolution. Numbers of national coordinators 

were taking over posts previously occupied by international staff in connexion with national 

health services and joint programmes, and a number of new and complex problems as to the 

distinction between local and international staff were emerging. The whole issue, including 

the question of how to make the best use of national staff and of their financing from WHO 

funds, called for discussion in due course. 

Dr FERNANDES (Angola) asked precisely which appointments were excluded from the 

operation of the geographical distribution principle. 

Mr FURTH (Assistant Director -General) replied that locally recruited General Service 

staff at every duty station were not subject to the principle; similarly, officials in the 

professional categories holding posts which required specific linguistic qualifications, such 

as translators, interpreters and editorial staff, were excepted from the operation of the 

principle. 

The CHAIRMAN suggested that the debate might more usefully continue when proposed 

amendments were available in writing, and proposed that further discussion of the resolution 

be deferred until that time. 

It was so agreed. (For continuation, see summary record of the fourteenth meeting, 

section 3.) 

3. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 46 of the Agenda (continued) 

Cooperation with newly independent and emerging_ States in Africa: Liberation struggle in 

Southern Africa: Item 46.6 of the Agenda (Resolutions WHA32.20, WНАЗ2.21 and WHА32.22; 

Document А33/26 (continued from the twelfth meeting, section 2) 

The CHAIRMAN indicated that the Committee had two draft resolutions before it. The first, 

concerning assistance to front -line States generally, was proposed by the delegations of 

Angola and Senegal and read as follows: 
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The Thirty -third World Health Assembly, 
Taking into account the decisions set forth in resolutions WHA29.23, WHA30.24, 

WHA31.52 and WHA32.20; 

Aware of the escalation and intensification of the acts of aggression committed 

against the People's Republic of Angola and the Republic of Zambia and the bombing of 

their civilian populations by the racist regime of South Africa, as well as the 

provocations and measures of economic blackmail against the sovereignty of Botswana 

and Lesotho; 

Taking into account the fact that the so- called "internal settlement" in Namibia 

constitutes another threat to the security and welfare of the peoples of Angola and 

Zambia; 

Considering that the policy of the racist regime of South Africa is leading to a 

considerable increase in the number of refugees in Angola, Botswana, Lesotho and Zambia, 

forcing them to live under sanitary conditions conducive to the outbreak of epidemics; 

Noting that most of the refugees from Zimbabwe have not yet returned home and that 

their repatriation is a slow process which will be completed only towards the end 

of 1980; 

Considering that the host countries do not have the necessary means to ensure the 

minimum sanitary conditions for survival and for the protection of the refugees health; 

Taking into account the sacrifices made by the host countries to ensure the 

minimum hygienic and health conditions needed by the refugees; 

Taking also into account the enormous difficulties that the front -line States 

have met with in their effort to rebuild the health infrastructures destroyed by the 

repeated acts of aggression of the racist regime of South Africa, 

1. REITERATES its satisfaction at the concerted efforts made by the Office of the 
United Nations High Commissioner for Refugees, the United Nations Development Programme, 
the Office of the United Nations Disaster Relief Coordinator, the United Nations 

Children's Fund, the International Committee of the Red Cross, and WHO in their action 
on behalf of technical cooperation with the above - mentioned States; 

2. THANKS the Director -General for his commitment to technical cooperation with the 

above - mentioned States; 

3. GIVES its full support to the front -line States and to Lesotho and Swaziland in 

their efforts on behalf of refugees from countries under colonial and racist domination; 

4. REQUESTS the Director- General: 

(1) to intensify cooperation in the health sphere with the front -line States, 

Lesotho, and Swaziland, which are subjected to repeated aggression and to 

provocations and measures of economic blackmail by the racist regime of South Africa; 
(2) to give special priority to the front -line States, Lesotho, and Swaziland in 
programmes of health assistance in the African Region of WHO; 
(3) to continue making every possible effort to obtain the necessary governmental 
and nongovernmental support for an emergency programme of assistance to the front- 
line States, Lesotho, and Swaziland; 
(4) to report to the Thirty- fourth World Health Assembly on the implementation 
of this resolution. 

The second draft resolution concerned assistance to Zimbabwe and was proposed by the 

delegations of the United Republic of Tanzania, Yugoslavia, Zaire, and Zambia. It read: 

The Thirty -third World Health Assembly, 

Recalling the provisions of resolutions WHA32.20 and WHA32.22; 

Realizing the effective role which the Republic of Zimbabwe will play towards 

achievement of health for all by the year 2000; 

Noting with concern the devastating effects of the war from which Zimbabwe has 

just emerged; 

Realizing therefore that the new Republic of Zimbabwe does not have sufficient 

resources to meet the health requirements of its people; 

1. EXPRESSES its satisfaction for the concerted efforts made by the Director -General 

to help the liberation movement of Zimbabwe while under foreign domination; 



320 THIRTY -THIRD WORLD HEALTH ASSEMBLY 

2. REQUESTS the Director-General: 
(1) to extend, in collaboration with the United Nations, specialized agencies and 
other bodies, all necessary assistance in the health sector to the new Republic 
of Zimbabwe including the training of health personnel; 
(2) to take all possible measures to encourage and facilitate cooperation between 
all Member States and Zimbabwe especially in the field of technical cooperation 
among developing countries; 
(3) to present a report to the Thirty- fourth World Health Assembly on the progress 
made in the implementation of this resolution. 

Dr AMATHILA (Namibia) thanked the Organization for the assistance it had so far given to 

the people of Namibia, in particular through SWAPO. Namibia was also grateful for the aid 
received from other organizations in the United Nations system and many nongovernmental 
organizations. 

It had proved possible to set up health centres and even rudimentary training centres in 

refugee camps in Namibia. Unfortunately, the number of refugees was increasing daily, and 

at present 30 000 of them were in camps in Namibia, Angola and Zambia. The problem was a 

pressing one, particularly in the light of the chronic shortage of trained manpower; never- 

theless, Namibia was even now looking to the health problems of the future. Shortage of 

manpower was again the main problem and it was sad to record that 60 years of occupation by 
South Africa had produced only six fully fledged African doctors and virtually no trained 
Africans at all in ancillary categories such as radiology and pharmacy. The training of 

cadres should begin immediately. Much could also be learned from studies of the health 
services in other developing countries in Africa and elsewhere. It was realized, however, 

that Namibia had to make every effort to start on its own. 

Dr ITERA (United Republic of Tanzania) said that his country, as one of the front -line 

States, had experienced many health problems connected with the liberation struggle in 

southern Africa and was grateful to WHO and other humanitarian organizations which had given 

and continued to give health assistance to those countries and to the liberation movement 

recognized by the OAU. His delegation therefore wished to co- sponsor the draft resolution 

on the front -line States, to which, however, he would propose an amendment - namely, the 

addition of a new subparagraph after subparagraph 4(3) , reading: "(4) to sustain and 

continue providing health and other material facilities to the liberation movements engaged in 

the struggle to free their people ". The remaining subparagraph would be renumbered in 

consequence. 

Dr ROGOWSKI (Poland) said that his delegation wholeheartedly supported cooperation with 
the newly independent aid emerging States in Africa, particularly with those suffering from 

the military activities of South Africa or occupied by it. Poland's historic experience made 

it particularly opposed to aggression and oppressiveness, which was why it had always supported 

the struggle for liberation, decolonization and independence and would continue to do so in 

the future. 

Mr M'MWIRICHIA (Kenya) said that Kenya supported WHO and the other specialized agencies 

in the help they were giving liberation movements in Southern Africa. His delegation wished 
to be counted among the sponsors of both draft resolutions before the Committee. 

Mr SOKOLOV (Union of Soviet Socialist Republics) thanked the Director- General for the 

information he had given in his report (document А33/26) on the implementation of resolutions 

WHA32.20, WHA32.21, and WHA32.22. His delegation fully approved of the support which WHO 

gave to liberation movements recognized by the OAU; in the view of his delegation, both 

regular budget and extrabudgetary resources could be used for that purpose. 

He supported the amendment proposed by the United Republic of Tanzania to the draft 

resolution on assistance to front -line States. 

Mrs LUETTGEN (Cuba) thanked the Director -General for his excellent report and 

congratulated Zimbabwe on achieving independence. Cuba was only too well aware of what lay 

before Zimbabwe in its endeavours to rebuild the country and of the difficulties it might 

expect owing to a shortage of resources with which to meet the health needs of its people. 

Cuba therefore wished to co- sponsor the draft resolution concerning that country, trusting 

that the Organization would give the people of Zimbabwe all the health aid it needed to achieve 
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the goal of health for all by the year 2000, and the other draft resolution as well, 

considering that acts of aggression had intensified in the front -line countries of Southern 

Africa. WHO should regard health aid to the front -line countries and Lesotho and Swaziland 

as a priority. 

Dr MUSAFILI (Rwanda) thanked the Director -General for his report and his action in 

arranging for aid to the countries of South Africa. He supported the two draft resolutions. 

Dr DIALLO (Upper Volta) said that he firmly supported both the draft resolutions, but 

was surprised that more countries had not been shown as their original sponsors. 

Professor MAMMERI (Algeria) said that the draft resolution on assistance to front -line 

States was in fact co- sponsóred by all the members of the OAU. 

Dr NSOLO (Nigeria) said that the newly independent and emerging States in Africa 

undoubtedly needed all possible cooperation and assistance from the well -intentioned Member 

States of WHO and from governmental and nongovernmental organizations as well. Recalling the 

statement made at the previous meeting by the delegate of Brazil, he said that Nigeria, for 

its part, was prepared to help with health manpower development, in particular the training 

of doctors, nurses, pharmacists, dental surgeons, laboratory technicians and radiologists. 

Professor JAKOVLJEVIC (Yugoslavia) said that his delegation wished to be a co- sponsor of 

the draft resolution on assistance to the front -line States. 

With regard to the draft resolution on Zimbabwe, he proposed its amendment by the 

addition to the end of subparagraph 2(1) of the words "cooperation in the technical field and 

in the provision of medical supplies; ". 

Mr PASQUIER (Nicaragua) said that his delegation, too, wished to co- sponsor both draft 

resolutions. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) agreed on the urgent 

need for WHO in cooperation with other specialized agencies and Member States to help Zimbabwe 

establish a proper health service; his Government was making substantial contributions to 
that end. To make the draft resolution on Zimbabwe rather more forward- looking, his 

delegation proposed that it be amended by making the present operative paragraph 1 into a fifth 
preambular paragraph and inserting instead a new paragraph 1 that would read: "1. EXPRESSES 

its satisfaction at the achievement of independence by Zimbabwe and welcomes Zimbabwe as a 
new Member of the World Health Organization ; ". 

Miss BETTON (Jamaica) said that Jamaica wished to join the sponsors of both draft 

resolutions. WHO and the other specialized agencies were to be thanked for the assistance 

they had given the front -line States. Jamaica strongly supported the concept of WHO giving 

aid to all people suffering from the effects of racist policies. 

Mr NARAIN (India) said that India, which had consistently supported sufferers from 

aggression, also wished to be a sponsor of both of the draft resolutions. 

Dr KHALLAF (Egypt) expressed his country's support for both draft resolutions. 

Dr LEBENTRAU (German Democratic Republic) said that his Government, which had always 

supported liberation movements, also wanted to co- sponsor both of the draft resolutions, 

with the amendments proposed by the United Republic of Tanzania and the United Kingdom. 

Mr EBEDÉ (United Republic of Cameroon) said that his delegation endorsed the 
expressions of support for both draft resolutions, but he was surprised that the texts had been 
sponsored by only a few Member States of the OAU, since they had been amply discussed by the 
African Group. 

Dr GRAÇA (Cape Verde) said that his delegation wished to sponsor both draft resolutions. 
It congratulated the people of Zimbabwe on their recent accession to independence and hoped 
that all who believed in human dignity would express support for those peoples of southern 
Africa who were still struggling for freedom and independence. 
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Mr BOYER (United States of America) expressed his delegation's appreciation of the 

Director -General's report and he welcomed Zimbabwe's independence. The United States 
Government had already initiated a bilateral aid programme to that country, including a new 
system of health clinics; his delegation was pleased to note the offers of assistance also 
made by other governments. His delegation supported the draft resolution on Zimbabwe as 

amended by the delegation of the United Kingdom. 

Mr ABASSI TEHRANI (Iran) said that his country supported all liberation movements 

struggling against racism and colonialism. Iran's new Constitution expressly condemned racism 

and permitted no distinctions as to colour, race or nationality. 

could support both draft resolutions. 

His delegation, therefore, 

Dr MORKAS (Iraq) said that his Government's position with regard to liberation movements 

was clear. Iraq supported all peace - loving peoples and all African liberation movements, and 
his delegation called on the Committee to take account of those movements' need for medical 

assistance. In spite of the position adopted by some African countries in regard to certain 

just causes relating to his region, his delegation could support both draft resolutions, and 

it called on WHO to render all possible medical assistance and advice to the newly independent 

African countries. 

Ms FREEMAN (Australia) thanked the Director-General for his report, and said that her 

delegation welcomed Zimbabwe's accession to independence and noted with appreciation the 

offers of assistance to that country. The Australian Government had already offered aid to 

Zimbabwe, some of which would be in the form of medical assistance. Her delegation supported 
the draft resolution on that country as amended by the delegation of the United Kingdom. 

The CHAIRMAN said he had been given to understand that a third draft resolution might be 

prepared and submitted by one or more delegations, and suggested that the Committee should 

therefore defer its decisions on the item to a later meeting. 

It was so agreed. (For continuation, see summary record of the fourteenth meeting, 

section 4.) 

Dr Samba (Gambia) took the Chair. 

4. UNITED NATIONS JOINT STAFF PENSION FUND: Item 47 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board for 1978: Item 47.1 of the 

Agenda (Document А33/27) 

The CHAIRMAN called the attention of the Committee to the summary of the annual report 

of the United Nations Joint Staff Pension Board for 1978, which was contained in document 

А33/27 . 

Mr FURTH (Assistant Director- General) said that document А33/27 was presented to the 

World Health Assembly in conformity with the Regulations of the Joint Staff Pension Fund; 

it briefly highlighted the financial situation of the Fund and summarized the action taken by 

the Pension Board at its last two sessions. Full details would be found in United Nations 

document А34/9, which had been made available to governments; copies were available in the 

meeting -room for consultation by delegates. 

The only action to be taken by the Health Assembly was to note the status of the 

operation of the Joint Staff Pension Fund, as indicated by its annual report for the year 

1978 and as reported by the Director -General. 

Decision: The Committee decided to recommend to the Thirty -third World Health Assembly 

that it note the status of operation of the United Nations Joint Staff Pension Fund, 

as indicated by the annual report of the United Nations Joint Staff Pension Board for 

the year 1978 and as reported by the Director- General.1 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as 

decision (14). 
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Appointment of representatives to the WHO Staff Pension Committee: Item 47.2 of the 

Agenda (Resolution WHA29.61; Document А33/28) 

The CHAIRMAN observed that the item covered the designation of a member and an 

alternate member of the WHO Staff Pension Committee to replace the member and alternate 

member whose terms were now expiring, in accordance with a rotation schedule which enabled 

the various regions to be represented. It would be recalled that, apart from the decisions 

taken in 1976 and in 1979 by the Health Assembly to designate one Assembly representative 
by name and to appoint him for an additional term of three years in order to ensure greater 

continuity in the representation of the Assembly on the WHO Staff Pension Committee and the 

United Nations Joint Staff Pension Board, it had been the practice of the Assembly to 

appoint as its representatives persons serving on the Executive Board by designating the names 
of Member States entitled to appoint a person to serve on the Board. 

The Thirty -third World Health Assembly was now invited to appoint one member and one 
alternate member for a period of three years, and it was suggested that the usual practice 
should be followed. 

If that was agreed, nominations were invited for the designation of a member and an 
alternate member from the Member States recently appointed to the Executive Board, to replace 
the member of the Executive Board designated by the Government of Bolivia and the member of 
the Executive Board designated by the Government of India. 

Dr GONZÁLEZ CARRIZO (Argentina) nominated the member of the Executive Board designated 
by the Government of Brazil as member of the WHO Staff Pension Committee. 

Mrs LEFEBVRE (Canada) and Dr GOMEZ (Colombia) supported the nomination. 

Dr EL SARRAJ (Sudan) nominated the members of the Executive Board designated by the 
Governments of Kuwait and the Gambia as member and alternate member of the WHO Staff Pension 
Committee. 

i 
Dr Madiou TOURE (Senegal), Professor MANNER' (Algeria) and Mr QÚTUB (Saudi Arabia) 

supported those nominations. 

Mr FURTH (Assistant Director -General) pointed out that, traditionally, the Health Assembly 
appointed members to the WHO Staff Pension Committee in such a way that all regions were 
equitably represented. As could be seen from document А33/28, the retiring members now to 
be replaced represented the Region of the Americas and the South -East Asia Region. 

The CHAIRMAN, speaking as the delegate of the Gambia, expressed appreciation of the 
support for his country's nomination. Speaking as Chairman, he appealed to those who had 
proposed aid supported the nomination of his country and Kuwait to withdraw their proposals 
in view of the Assistant Director -General's observations. 

Dr EL SARRAJ (Sudan) said that the proposals were withdrawn. 

Mr NARAIN (India) nominated the member of the Executive Board designated by the Government 
of Mongolia as alternate member of the WHO Staff Pension Committee. 

Dr PLIANBANGCHANG (Thailand) supported the nomination. 

Decision: The Committee decided to recommend to the Thirty -third World Health Assembly 
that the member of the Executive Board designated by the Government of Brazil should be 
appointed as a member of the WHO Staff Pension Committee, and that the member of the 
Executive Board designated by the Government of Mongolia should be appointed as alternate 
member of the Committee, the appointments being for a period of three years.l 

1 
Transmitted to the Health Assembly in the Committee's fifth report and adopted as 

decision (15). 
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5. HEALTH LEGISLATION: Item 32 of the Agenda (Resolution WHA30.44; Document ЕВ65/1980/REС /1, 
Resolution EВ65.R13 and Annex 5; Document ЕВ65 /1980/REС/2; Document А33/16) 

The CHAIRMAN said that the present agenda item comprised two separate issues - namely, 
recent developments in WHO's health legislation programme, and reservations to the International 
Health Regulations.1 With regard to the first of those, he drew attention to Annex 5 of 
document ЕВ65/1980/REС/1, which contained the Director -General's report to the sixty -fifth 
session of the Executive Board entitled "Strengthening WHO's Health Legislation Programme"; 
to the summary records of the Board's discussion in document ЕВ65 /1980 /REС /2, and to a 

resolution recommended for adoption by the Health Assembly and contained in resolution ЕВ65.R13. 

Dr HIDDLESТONE (representative of the Executive Board), introducing the item, recalled 
that resolution WHA30.44, which stressed the important role of health legislation in the 

development of both personal and environmental health services, had called on the Director - 
General to strengthen the health legislation programme in close cooperation with other competent 
international organizations, and had further requested him to take the necessary steps to ensure 
that practical information on legislative developments was made available to Member States in 

a comprehensive, yet comprehensible, manner. 
The Director - General had accordingly had a comprehensive survey conducted both of the 

current status of health legislation around the world and of the needs of Member States, 
including the extent to which they desired WHO's cooperation in that field. Experts had 

visited all regional offices and selected countries within each Region and had thus obtained 
first -hand views. Questionnaires had also been circulated to all Member States. On the basis 

of the information and analysis thus acquired, a series of 13 proposed principles had been 
developed, taking into account the Organization's current policies and having particular regard 
for primary health care in the context of health for all by the year 2000. The principles 
stressed technical cooperation at the national level with the aim of developing health legis- 
lation to suit the economic, social and political conditions of the country concerned. That 
approach meant that regional offices were mainly involved in assistance at country level and in 

arranging collaboration in countries in their respective regions, whereas headquarters would be 
responsible mainly for arranging the transfer of information, for bringing analyses of signifi- 
cant developments to the attention of health administrations and policy makers at both national 
and regional levels, and for harnessing other global resources in the support of other national 
and regional programmes. 

In the course of the Board's review of the Director -General's report at its sixty -fifth 

session, eight of its members had commented favourably on the strategies outlined, and their 
comments could be interpreted as a strong endorsement of the new approaches, which aimed at 
enhancing the value of the International Digest of Health Legislation. It was felt that those 

improvements would foster appropriate socially relevant health legislation adapted to national 

structures and needs, and would facilitate new health policies under the important impetus of 
resolution WHA30.43 and the Declaration of Alma -Ata. Some members of the Board had indicated 
the delicate nature of the preparation of legislative texts at the national level, and had 

urged a very cautious approach based on frank discussion by WHO so as to ensure acceptable 
assistance. One Board member had emphasized dialogue between Member States to share national 
experience in health legislation as a means of identifying common major problems in countries 
with different socioeconomic systems so as to seek the best approaches for the solution of those 

problems. 

The Board recommended that the present Health Assembly should adopt the draft resolution 
contained in resolution ЕВ65.R13. 

Professor ТAT0ENK0 (Union of Soviet Socialist Republics) emphasized the importance his 

delegation attached to health legislation, as brought out by the Declaration of Alma -Ata. 
The useful report submitted referred to methods whereby technical cooperation could achieve 

maximum effectiveness. The responsibilities of headquarters and the regions had been clearly 
defined, with a view to avoiding duplication of effort. Headquarters should establish the 
principles for health legislation, which could then be incorporated at national level through 

the regional offices. 
In all legislation, including health legislation, there were a certain number of counter- 

productive or inactive laws side by side with actively applied productive legislation, and it 

was desirable that WHO should, in addition to considering new legislation, also give its 

1 

The report by the Director -General on reservations to the International Health 
Regulations (1969) is published as Annex 5 in document WHA33 /1980/REС/1. 



COMMITTEE B: THIRTEENTH MEETING 325 

attention to remnants of past practice which could impede progress. Health legislation should 

be interpreted in its broadest sense as having a bearing, not only on matters directly connected 

with health, but also on areas which had an impact on the aim of health for all by the year 

2000, for instance, legislation in respect of labour conditions, the environment, and training. 

Clearly, his delegation was not proposing that WHO could study all those matters in detail, but 

that it should give some consideration to the most important legislation having some bearing on 

health. National authorities which desired it should be given help in that connexion. 

His delegation would support the draft resolution proposed by the Executive Board. 

Miss BELMONT (United States of America) said that her delegation considered that the 

strengthened health legislation programme endorsed by the Executive Board represented a vigorous 

and appropriate approach, and the Director - General was to be commended for his preliminary work. 

While different systems of government obviously required differing legislative approaches, 

countries could learn much from each other by the study and comparison of health laws and other 

regulatory systems. WHO could play a very important part in that exchange of information, 

especially through the International Digest of Health Legislation. 

The Director -General's report to the Executive Board had proposed that the expanded 

programme be directed primarily to the needs of the developing countries, and her delegation 

certainly had no quarrel with that view, although it would remind the Secretariat that indus- 

trialized countries had their own needs in that area; many, including her own, were facing a 

variety of new threats to public health, such as the potential hazards of nuclear power plants, 

the widespread use of toxic chemicals, and the adverse effects of drugs and other treatment 

methods. Such countries were also grappling with difficult new approaches to the organization 

and financing of health services, as well as the problems involved in ensuring the access of all 

citizens to such services. New health legislation was thus constantly being developed in the 

industrialized countries, and both the developed aid the developing countries could profit 

by the sharing of experience. 

The programme, as outlined in Annex 5 of document ЕB65 /1980 /REС /1, appeared an exceptionally 

ambitious one, particularly in the light of currently identifiable resources. The principles 

set forth in paragraph 16 of that report provided ample guidance for the expanded programme, 

especially in the emphasis laid on the role of regional offices and country activities and on 

the need to mobilize the widely dispersed resources available in the health legislation field. 

The proposed changes in content and format of the International Digest of Health Legislation 

also seemed appropriate to her delegation. 

Her delegation looked forward to reviewing the more specific aspects of that programme as 

they were progressively developed over the coming years, aid to providing technical support, 

where appropriate, towards the attainment of the programme's objectives. 

With regard to the reservations to the International Health Regulations (1969) requested 

by the Governments of Egypt, India and Pakistan, she stated that her delegation had no objection 

to the extension of their reservations, and would therefore support the draft resolution con- 

tained in paragraph 5 of document А33/16. 

Dr FERREIRA (Mozambique) stressed the great importance attached by her Government to the 

question of health legislation. Efforts were being made to achieve a health policy that would 
meet the real needs of the population, and adequate health legislation was essential in that 

regard. 
Her delegation could, generally speaking, support the proposals contained in the Director - 

General's report for the preparation of a detailed programme of technical cooperation and 

exchange of information in the health legislation field, and gave its wholehearted apprpval to 
the endeavour being made to reformulate strategy so as to ensure that legislation provided a 
sound and indispensable basis for health administration. Principles (6) and (7), under 
paragraph 16 of Annex 5, were of particular importance, since legislation was not only a 

technical matter but had to reflect political considerations. Priority should be given to the 
cooperation developed by national legal experts so that the requirements of present -day 
international health legislation could be complemented by a thorough knowledge of national needs 
and the protection of the national interests of each country. The international organizations 
should provide expertise for short periods of time only, and then solely at governmental request. 
Principles (8) and (9) would appear to give cause for concern in respect of their practical 
application and she hoped that they would not in fact merely result in the maintenance of the 
status quo or even in the deterioration of the technical capacity of developing countries 
vis -à -vis the international organizations. 

Her delegation supported the draft resolution contained in resolution EB65.R13. 
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Dr KPOSSA (Central African Republic) expressed his approval of the sound work accomplished 
in strengthening WHO's health legislation programme. He suggested, however, that the second 
preambular paragraph of the resolution recommended to the Health Assembly in resolution EB65.R13 
be amended to read: 

"Noting that appropriate health legislation is an essential component of health care 
services and environmental health systems ". 

Professor HALTER (Belgium) expressed his delegation's satisfaction with the proposals 
for strengthening WHO's health legislation programme, the development of which had been consis- 
tently supported by his delegation in the past. He fully agreed with the comments made by 
the delegates of the Soviet Union and the United States of America. The action WHO was taking, 
both at headquarters and in the regional offices, was valuable and should be pursued. The 
Regional Office for Europe, in particular, was developing a system that should be able to 
provide considerable help in the transfer of information. Health legislation made possible 
the implementation of sustained health policies, whatever changes might occur in national 
organizational or departmental leadership. WHO's contribution in that respect could be 
particularly important. 

His delegation would support the draft resolution contained in resolution EB65.R13. 

Dr ROGOWSКI (Poland) expressed appreciation for the contribution being made by WHO in the 
field of health legislation. His delegation endorsed the view of the Executive Board, as 
expressed in the draft resolution recommended to the Health Assembly, that obsolete health 
legislation might constitute an obstacle at the national level to the attainment of health 
for all, and would support the resolution. 

In Poland fundamental health legislation was enshrined in the socialist Constitution, 
guaranteeing the right to health of every citizen. All subsequent legislative action had been 
based on that fundamental right. However, in certain fields, legislation introduced between 
the First and the Second World Wars was still in force. Health legislation in his country 
covered not only health care but also such fields as protection of the environment, housing, 
education, labour, and drug and food production and distribution. Special attention was paid 
to the preventive aspects of legislation on health care, and in 1976 legislation had been 
introduced to make periodical preventive health check -ups mandatory in the age groups 0 -18 years 
and over 39 years of age. The State's sanitary and epidemiological inspection unit was 
responsible for monitoring the observance of health legislation and disposed of certain police 
powers for that purpose. Poland was ready to share its experiences for the benefit of other 
countries. 

The meeting rose at 12h30. 
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Chairman: Dr E. M. SAMнA (Gambia) 

1. HEALTH LEGISLATION: Item 32 of the Agenda (Resolution WHА30.44; Document ЕВ65/1980/REС/1, 

resolution Ен65.R13 and Annex 5; Document ЕВ65/1980/REС/2; Document А33/16) (continued) 

Mrs BAZLEY (New Zealand) said that WHO's role in health legislation had two distinct 

aspects; on the one hand, WHO had to act as a clearing -house, obtaining up -to -date information 

on progressive health legislation from the Member States, and on the other hand it had to 

respect the natural desire of Member States to develop their own health legislation, and thus 

it must avoid any undue emphasis on conformity. 

The International Digest of Health Legislation was a most important document, and would 

doubtless in future contain articles based on the discussions of the Executive Board giving 

the background to significant new legislation. The priority given to legislation in support 

of strategies adopted to secure health for the whole population would be of great value to 

Member States. One important problem which the Secretariat would need to tackle was how to 
obtain international uniformity in terminology; once that uniformity had been established, 

indexes could become a vital tool for health administrations. ' The Digest was also valuable 

in making available summaries of important new international conventions on health and the 
environment, for example the Convention on Long -Range Transboundary Air Pollution, and the 

Convention on the Elimination of All Forms of Discrimination against Women, which latter 

included provisions regarding women's health. 

She expressed support for resolution ЕВ65.R13, which effectively summarized the progress 
made in the field of health legislation. 

Mr VOHRA (India) also supported that resolution. Health legislation was of great impor- 

tance, particularly in the context of WHO's new goal of health for all by the year 2000. 
It should be noted that most legislation had to conform to national constitutions, and 

was related to the history and current political philosophy of the country concerned; it 

would thus probably continue to vary greatly from country to country. Rather than seek to 

transmit information on the experience gained in enforcing different kinds of legislation, it 

was more urgent to ensure that legislation was in fact introduced, e.g. legislation regulating 
the marketing of drugs under their generic names. Branded drugs cost far more than drugs sold 

under nonproprietary names, and in the context of world poverty and scarcity of resources even 
a partial success in that direction would be valuable. His suggestion was made in the context 
of the evidence which the Director -General was to submit to the Preparatory Committee for the 

New International Development Strategy, with a view to ensuring that health played a significant 
part in that strategy. 

With regard to the reservations made by his Government to the International Health 

Regulations (1969), which were set out in Annex 2 to document А33/16, he was grateful to those 

delegations that had stated that they would have no objection to the continuation of those 
reservations in view of the difficulties faced by India. 

Dr CLAVERO (Spain) noted that resolution WHA30.44 mentioned the need for Member 

States to be informed of health legislation promulgated in other countries, particularly in 

connexion with drugs, foodstuffs, and toxic chemicals that crossed national frontiers. 
Article 2(k) of the WHO Constitution stated that one of WHO's functions was to propose 
conventions, agreements and regulations with respect to international health matters, and 

Article 21 established the Health Assembly's authority to adopt regulations in that context. It 

should be remembered that the Organization had the role of guide as well as that of clearing- house, and 

that in the field of health legislation it had something of the character of a supranational body. If 

� Document WHA33/1980/REС/1, Annex 5, Appendix 2. 
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Member States accepted that character, it would be possible to proceed to the standardization 
of terminology and diagnostic procedures, and standardization of biological, pharmaceutical 
and other products. 

The field of health legislation was changing rapidly, owing mainly to (1) social and 
political changes requiring consequent legislative action; (2) the ratification by Member 
States of numerous international instruments drafted by organizations in the United Nations 
system; and (3) the emergence of such groupings as the European Economic Community, whose 
decisions, once accepted, took their place in the body of international law. Moreover there 
was an extraordinary diversity of health legislation in the various countries, due not only to 
the differences between sovereign states but also to the fact that the legislation stemmed 
from a variety of sources: for example, occupational health and safety, social security, 
health education, health research, training of personnel, etc. The delegation of Spain 
attached particular importance to the strengthening of services in health legislation, and 
appreciated the progress achieved in particular by the Regional Office for Europe. The. 

information received had been of great value in introducing reforms to integrate all the 
various subsystems of health legislation into a comprehensive, multisectoral system which 
would give coverage to the entire population. 

His delegation supported resolution EВ65.R13. 

Dr BOOTH (Australia) also supported that resolution. Australia was particularly concerned 
about the risk of vectors and vectorborne diseases being introduced into its territory. With 
the growth of international air traffic, there was urgent need to develop a strategy for the 
maintenance of international airports in a sanitary condition. Other Member States besides 
his own had suffered from outbreaks of vectorborne diseases caused by the interchange of 
tourists travelling by air. 

He urged that the Director -General, in formulating a programme of technical cooperation 
and information transfer in health legislation, should also review international health 
legislation dealing with the surveillance of insects on international aircraft, airport 
sanitation, and aircraft disinsection. WHO had a valuable role to play as a coordinating 
agency and in stimulating compliance with the International Health Regulations, Articles 19 

and 20 of which referred specifically to vectors and vectorborne diseases. While it was 
understandable that countries should be jealous of their prerogatives in that area, it was 
important that steps should be taken to review legislation on the matter, through the 
cooperation of Member States in the South -East Asia and Western Pacific Regions. A consensus 
could then be reached on whether existing legislation was adequate or whether it required 
amendment. 

In regard to the reservations to the International Health Regulations, he supported the 
resolution set out in paragraph 5 of document A33/16, since the purpose of that resolution was 
to minimize the danger of the spread of yellow fever in the particular circumstances in which 
the countries concerned found themselves. 

Dr MAFIAMBA (United Republic of Cameroon) said the International Digest of Health 
Legislation was of great value to his country in elaborating up -to -date health legislation. 
He endorsed the comments made on the subject at the sixty -fifth session of the Executive 
Board. In the regions it was often difficult to obtain details of interesting new developments 
in health legislation, and WHO, acting through its representatives and programme coordinators, 
could play a useful role in promoting the exchange of information. He wished to record his 
satisfaction with the wide geographical coverage achieved by the Digest over the past two 
years. 

In conclusion, he asked whether WHO could help Member States to obtain copies of 
legislation of which only brief extracts were published in the Digest. 

Dr КRAUSE (German Democratic Republic) said that the underlying principle of health 
legislation in his country was to act as a basis for the health services and to implement the 
right of every citizen to receive comprehensive health care. Such legislation covered a wide 
range, including qualification of physicians, regulations on pharmaceuticals, prevention of 
Communicable diseases, and the doctor patient relationship. Its basic principles were the 
right of every citizen to have access to health care establishments; free medical care during 
sickness; the right to scientifically based health care; the obligation of the physician to 
give responsible medical care to his patient; the patient's right to choose his physician; 
and, finally, the development of a system of specialized medical care on the basis of 
comprehensive primary health care. 
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He supported WHO's policies in regard to the future development of its health legislation 

programme and would be glad to assist in the exchange of experience on the subject. He had 

proposals for the improvement of the Digest, regarding such matters as the publication of legal 

models, analytical papers on health legislation, and commentaries on selected legal items. His 

country was willing to communicate to WHO any of its publications in this field. 

He suggested that WHO should establish a retrieval system that would give its Member 

States easy access to the health legislation of other countries. Finally, he welcomed the 

proposal for convening meetings of experts in health legislation from different countries, 

and suggested that there should be periodic discussions with CIOMS on ethical problems of 

legal significance. 

He endorsed the draft resolution contained in resolution EB65.R13. 

Dr ALFA CISSE (Niger) said that many pharmaceutical and chemical products, notably 

insecticides, that were introduced into his country bore no instructions for use, and it was 

often necessary to ask WHO for guidance as to whether or not the products should be marketed. 

At the Health Assembly three years ago, when hallucinogens and psychotropic drugs had been 

discussed, it had been stated that national legislation was such that there could be no 

effective restrictions on the production and sale of those drugs. It was possible at the 

Health Assembly to reach agreement on the need to exchange experience in this field, and on 

the action that should be taken; but when a minister of health returned to his own country 

he was once again sovereign and was tempted to let that sovereignty override medical ethics. 

For example, pressure was being exerted on his country to admit nationals of other countries 

without requiring yellow -fever vaccination, despite the fact that the world had not yet been 

declared free of that disease and the persons concerned might have visited an infected area. 

It was difficult to find a diplomatic solution. It was tempting to proclaim that agreement 

had been reached on such matters as standardization of biological products and then simply to 

ignore that agreement until the next Health Assembly. But Health Assembly resolutions counted 

for something, and should be respected. 

He deplored the fact that, when a case was brought for infringement of his country's laws 

on the introduction of drugs, the embassy of the country of the person concerned immediately 

protested; and also the way in which Niger was inundated with requests for exceptions to be 

made to regulations on the import, storage and use of vaccines. He hoped that all present 

would contribute to the upholding of existing health legislation and thus improve the health 

of all. 

Mr IONESCU- CAZANA (Romania) said his delegation fully endorsed the emphasis given by the 
Director -General to health legislation with a view to ensuring equitable safeguards for health, 
in conformity with the requirements of national programmes. WHO could help to improve 
national health legislation by developing the exchange of information between countries and by 
making available to them collections of laws, comparative studies, and bibliographical data. 

Dr HIDDLESTONE (representative of the Executive Board) thanked delegates for their 
constructive comments. He was particularly grateful to the Soviet delegate for mentioning 
the various levels of activity - global, regional and national - at which legislation should 
be reviewed, as well as the importance of reviewing existing legislation to ensure that it was 
still relevant to the current health scene. He also thanked the delegate of Mozambique for 

drawing attention to the need for careful interpreting of paragraph 16 of Annex 5. 

Dr MANUILA (Director, Health and Biomedical Information Programme) said that the Director - 
General and the Secretariat were gratified to note that the reshaping of the health legislation 
programme corresponded to the expectations of Member States. The comments put forward by a 
number of delegates constituted valuable guidance for the Secretariat and the programme would 
be developed accordingly. 

In response to the concern expressed by the delegate of Mozambique that specific features 
of the programme might result in the maintenance of the status quo, he stressed that both in 
the regional offices and at headquarters there was a strong will to work in direct cooperation 
with Member States and to respond to national requirements in the spirit of technical 
cooperation among developing countries. 

The delegate of Belgium had made several comments that had greatly helped to alleviate 
the Secretariat's fears that the needs of developing countries had been overemphasized at the 
expense of equally urgent requirements in industrialized nations. His comments, notably on 
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the activities of the Regional Office for Europe, led the Director -General to believe that the 
present programme in health legislation was considered a satisfactory basis for future action 
in both developing and industrialized nations. 

A number of comments had been made on issues that would require further study by the 
Secretariat and would subsequently be included in the programme. He emphasized that the 
Secretariat would do its utmost to respond to any request from Member States on specific 
matters of legislation. 

The CHAIRMAN drew attention to the draft resolution contained in resolution EB65.R13. 
He recalled that an amendment had been proposed by the delegate of the Central African 
Republic to the second preambular paragraph. It now read as follows: 

Noting that appropriate health legislation is an essential component of health care 
services and environmental health systems; 

The draft resolution proposed by the Executive Board in resolution EB65.R13 was approved 
as amended.1 

The CHAIRMAN drew attention to the draft resolution contained in paragraph 5 of document 

A33/16. 

The draft resolution was approved.2 

2. CLEAN WATER AND ADEQUATE SANITATION FOR ALL BY 1990: Item 31 of the Agenda (Official 

Records No. 249, page 50; Resolution WHA32.11; Document А33/15). 

Dr ABDULHADI (representative of the Executive Board), introducing the item, recalled 

that the Executive Board at its sixty - second session (May 1978) had agreed that the subject 

of clean water and adequate sanitation should be put on the agenda of the Health Assembly. 

The role of the Organization in relation to the International Drinking -Water Supply and 

Sanitation Decade had been examined by the Board at its sixty -fifth session in 1980. Further 

information on the subject had been provided to the Board by the Director -General, and was to 

be found in document EB65 /INF.DOC./6. 

The objective of the Decade, as decided by the United Nations General Assembly at its 

thirty - second session in 1977, was to lay down realistic qualitative and quantitative 

standards for the provision of safe water to all peoples by 1990. The Decade itself offered 

Member States an opportunity of taking action on one of the essential components of primary 

health care. 
The Director -General's report in document А33/15 gave information on the preparation for 

the Decade by Member States, on the role of national health agencies, preparations by official 

donor agencies and international banks, WHO's technical cooperation, and interagency coopera- 

tive action. The Committee's attention was drawn to the progress being made by Member 

States in planning for the Decade, although financial difficulties and the lack of 

institutional capacity remained major problems. Benefits from new investments in health 

did not always accrue because systems were planned without regard to other essential health 

programmes. Paragraph 18 of the report summarized the policy for WHO's future technical 

cooperation with a view to promoting full coverage as regards water and sanitation as an 

essential element of primary health care. 

The document clearly stated that the success of the Decade would depend on efforts made 

by Member States in setting realistic targets and providing for more extensive use of community 

resources, employment of appropriate technology, adequate operation and maintenance of 

facilities, integration of programmes with other sectors, and effective managerial support. 

He drew the Committee's attention to paragraph 23 of the report, which stressed the 

efforts made by the Organization to stimulate the flow of external resources. A meeting 

of donor agencies and international banks would take place at WHO headquarters in June 1980 

to consider how those agencies and the international community could respond more satisfac- 

torily tithe action planned by governments. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as 

resolution WHA33.28. 

2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as 

resolution WHA33.29. 
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Dr JESUDASON (Sri Lanka) stressed the importance of clean water and adequate sanitation, 

especially to the developing countries, where a majority of diseases were due to poor 

environmental conditions. The problem had already been discussed at length without any 

significant results for the developing countries. 

According to a well -known economist, if only 3% of the world's annual expenditure on 

alcoholic beverages - or 1% of the total amount spent on armaments - were made available 

annually over a period of 10 years for the purposes of ensuring safe drinking -water throughout 

the world, then the goals of the Decade could be achieved. Since the enjoyment of the highest 

attainable standard of health for every human being was the main objective of the World Health 

Organization, then surely immediate and determined action was required to ensure the avail- 

ability of safe drinking -water as an integral component of that objective. 

Dr HELLBERG (Finland) said that the five Nordic countries were pleased to note that 

preparations for the International Decade were well under way. They looked forward to 

receiving the information on most recent developments that would be provided to regional 

committees and the Thirty- fourth World Health Assembly. 

The Nordic countries endorsed the emphasis laid in the report on the role of national 

health agencies. Such agencies might vary depending on the country, its decision - 

making structures, its water supply and sanitation facilities and the level - local or 

national - at which action was taken. But all countries were involved in the provision of 

primary health care, of which safe water supply and adequate sanitation were two essential 

components.' The training of primary health care workers should therefore include both 

elements and should emphasize the worker's ability to cooperate in intersectoral activities. 

National health agencies also had the responsibility of establishing appropriate quality 

standards, as mentioned in paragraph 11 of the report, and of passing information on water -borne 

diseases to the water authorities. 

The Nordic countries supported WHO's role in technical cooperation as outlined in 
paragraphs 16-18 and agreed with its emphasis on self -reliance, appropriate technology and 

intersectoral cooperation. They also stressed the support to be given, in the context of 

technical cooperation among developing countries and through intersectoral cooperation, to the 

less affluent countries. In the industrialized nations health authorities, in their contacts 

with development or donor agencies, should make clear the importance of supporting water and 
sanitation programmes for health reasons; in the developing countries health agencies should 

work with the authorities to implement the decisions taken by the Health Assembly. 
In conclusion he urged that the industrialized nations should support and make extensive 

use of the International Reference Centre for Community Water Supply in the Netherlands; and 

that all countries should work closely with the representatives of other United Nations 
agencies, especially UNDP, which served as a focal point for cooperative action at country 
level. Perhaps the Secretariat would indicate how WHO Member States could strengthen the 

Organization's role in relation to those United Nations agencies. Was there any lack of 

awareness on the part of those agencies as to the importance of safe water and sanitation to 
health? 

Dr LAW (Canada) gave strong support to the coordinated plan of action for achieving the 
goals of the Decade in close collaboration with UNDP, UNICEF, FAO and the World Bank. WHO's 
work at headquarters and in the field in helping developing countries to assess their 
current situation was also a concrete and essential step in preparing for the Decade. 

Under the CIDA bilateral development programme, Canada would continue to accord high 
priority to requests from developing countries for financial and technical assistance in the 

development of potable water and sanitation programmes, mainly in the context of integrated 
rural development programmes. It would further urge international institutions such as UNDP, 

UNICEF, the World Bank and the regional development banks to earmark an increasing proportion 
of their programme resources for projects in the water and sanitation sectors. 

Dr BROYELLE (France) said that her delegation endorsed the Director -General's report, but 
would nevertheless emphasize that it was not enough to establish water supply and sanitation 
facilities without first ensuring that local staff received suitable training and that the 

community had been sufficiently informed and was motivated to keep those facilities in operation. 
She advocated the setting up of simple installations and, in view of the length of time that 
would be necessary for implementing the programme, stressed the importance of giving priority 
to areas affected by water -borne diseases. 
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Mr MBOUMBA (Gabon) concurred with previous speakers in stressing the high priority that 
should be given to the drinking -water supply and sanitation programme and recalled the various 
constraints that might impede the achievement of the targets laid down for the Decade. 

To meet those targets by 1990 would require a combination of political will on the part 
of Member States and the availability of both human and financial resources. At the present 
stage of preparations it was not clear how that could be achieved; perhaps the Secretariat could 
provide some information. Measures might also be necessary to accelerate the action under- 
taken by the joint World Sank/.гH0 programme at the request of Member States. 

Dr ALFA CISSÉ (Niger) stressed the importance of drinking -water supply and sanitation for 
the countries of the Sahel, where all water was a source of life, and safe drinking -water a 
guarantee of the quality of life. 

His country had set up a multisectoral national commission for the Decade, and a national 
committee of public health and sanitation. Both bodies participated fully in all inter- 
regional or regional meetings on the subject. Niger was also active in the Permanent Inter - 
State Committee on Drought Control in the Sahel (CILSS). 

He expressed his appreciation of the number of States that had assisted his country in 
providing water especially for rural populations, and in starting up a sanitation programme 
in rural areas. One project, undertaken with the help of USAID, was for the provision of 
safe drinking -water using simple, low -cost materials produced locally, as advocated by the 

delegate of France. He thanked the Governments of France and the Federal Republic of Germany 
for the assistance they had provided, and WHO for the sanitary engineer, whose work had been 
of great value. 

Dr NSOLO (Nigeria) said that the provision of safe drinking -water and adequate sanitation 

was of the utmost interest to his country. The recommendation of the Mar del Plata 

Conference, if faithfully implemented, would be the surest means of achieving a rapid increase 
in living standards, promoting a higher quality of life, and bringing down the unacceptably 
high level of morbidity and mortality in the developing countries. 

The inadequacy of water supply and basic sanitation in most developing countries was 
a sad reminder of the underdevelopment, poverty, and appalling living conditions obtaining 
there. The implementation of the "basic needs" approach to the problems of development 

would certainly bring about a rapid transformation of socioeconomic conditions in the countries 
suffering from serious financial and manpower constraints in their efforts to tackle their 

enormous problems of water supply and basic sanitation. If the goal established at 
Mar del Plata was to be attained, there would undoubtedly have to be massive multilateral and 
bilateral financial, technical, and managerial inputs into the developing countries. 

In Nigeria per capita consumption of water was extremely low, about 82 litres per day. 

For an urban dweller at the present stage of the country's development, a minimum requirement 
of 113 litres a day had been suggested. In the towns an estimated 30% of the population 
were served by potable water supplies from house connexions, while the rest had to obtain 
their water from public taps. It was known from experience that, owing to inadequate 
operation and maintenance of waterworks and the distribution system, a large percentage of 
the potable water in the system went to waste. The picture in rural areas was even worse, 
since no more than 10% of the population had access to piped water; the great majority had 
to travel long distances in search of water, often from unhygienic sources. 

Nigeria was well endowed with water resources and had an annual rainfall of at least 1270 mm 
in more than half of the country. The water situation was therefore largely a developmental 
problem that could be remedied by improved planning and greater resource allocation. A 
standard for drinking -water quality had been introduced, and each of the 19 state governments 
would be responsible for its surveillance, the Federal Ministry of Health providing the 

necessary assistance. All urban centres with a population of over 20 000 were to be provided 
with a minimum of 113 litres per capita per day before the year 2000; that would involve 
the improvement and expansion of existing waterworks and the construction of new ones. There 
would also be intensified training of technicians in the operation and maintenance of the 

water supply system. All communities so far not supplied with water would have bore -hole 
supplies before 1990. The participation of rural communities would be enlisted, particularly 
for routine operation and maintenance. The Federal Government would provide assistance 
to the state governments in their water development programmes, arid proposals for introducing 
metering to recover operating or recurrent expenditure would be seriously examined. 

As far as waste disposal was concerned, his Government recognized that an efficient 
system of sewerage, drainage and refuse disposal was one of the most important factors 
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affecting human health and environmental quality. In that connexion a new strategy was being 

evolved whereby the construction of houses in new settlements would not be authorized until 

the basic sanitary infrastructure of water supply, sewerage, drainage, and refuse disposal 

facilities was in place. All urban centres would be provided with acceptable sewage 

disposal and drainage systems before the year 2000. All house -owners would be required by 

law to install flush latrines, and improvement grants would be paid in appropriate cases. 

The present unsatisfactory system of refuse collection and disposal in large urban centres 

would be reorganized, and adequate collection vehicles - along with facilities for speedy 

repairs and maintenance - would be made available to local authorities or waste disposal 

boards. Where it was known that private contractors could provide such services in a more 

cost -effective fashion, the Government would not hesitate to utilize their services. 

Dr PLIANBANGCHANG (Thailand) said that by the end of the decade more than 80% of his 

country's total population should have been provided with safe drinking -water, and more 

than 90% with sanitary excreta disposal facilities. 

Everyone already had access to drinking -water sources, but these were not always 

conveniently located or safe. Insanitary excreta disposal arrangements, unhygienic personal 

habits, insanitary solid waste disposal and the unhygienic storage, distribution, preparation 

and handling of goods were all serious health hazards; sanitary excreta disposal was however 

the first priority. With the valued cooperation of UNDP and WHO, a survey of existing 

drinking -water resources and family excreta disposal arrangements was being conducted, and 

a pilot project to convert the numerous dug -wells into sanitary wells equipped with small 

hand pumps was being implemented. Evaluation after one year of operation revealed the 

encouraging fact that 99% of the installations were still in use. The conversion of 

dug -wells into protected sanitary wells would in itself increase the percentage of the 

total population with access to safe drinking -water from 20% as at present to at least 

80 by the end of the decade. A tube -well project, which involved a somewhat more 

sophisticated technology than that of protected dug -wells,, was also planned. That method 

could provide an important source of safe water during the decade. 

The need for a simple, inexpensive and lightweight pump that could be maintained, and 

if necessary repaired, by villagers without special tools or equipment was very apparent. 

With the cooperation of various disciplines, including agricultural engineers, several 

types of pump meeting the above requirements had been developed and had undergone field 

testing. The results obtained so far were very promising. 

It was estimated that the programme for the installation of simple, inexpensive family 

latrines would increase the present coverage of 38% to more than 90% of the total population 

by the end of the decade. 

In all these activities, villagers were educated and encouraged to take an active role 

in initiation, implementation aid maintenance, with the active collaboration of community 

health workers and institutional support at all levels to ensure adequate technical and 

administrative back -up. 

Mrs BAZLEY (New Zealand) said that, although her country was in a fortunate position 

with respect to potable water supplies and adequate sanitation, it was still striving to 

improve the situation; it welcomed the initiatives taken on behalf of the countries that 

had a considerably greater problem. 

New Zealand had now reached the point where 85% of the population received piped water 

from a public supply and 8О7 of the population were served by a piped sewage disposal system. 

The country had abundant water resources, making the provision of public water both simple 

and economical. The chemical quality was good and conformed to internationally accepted 
standards. There were a number of small communities, but all those with a population of 
over 5000 enjoyed piped sewage disposal. All sewerage systems were separate, and stormwater 

was excluded. Oxidation ponds had been widely adopted as an economical and effective means 
of storage treatment. An added advantage was the country's extensive marine environment, 

which permitted the construction of long- distance outfalls for several of its coastal 
communities. 

One of the most important means of promoting clean water and adequate sewage disposal 
was a realistic government subsidy, and that had been the basis of the substantial progress 
made. 
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Professor HALTER (Belgium) expressed his delegation's full support for the Director -General's 
action on the item under consideration. Delegates from developing countries might be 
interested to know some of the problems encountered in a number of developed countries, 
where industrialization and urbanization could lead to a dangerous clash between surface 
water drawn on as drinking -water and the water returned after industrial use. 

In Belgium, where large quantities of surface water were used to supply the population, 
there was growing concern over the increasing pollution of waters by chemical or biological 
agents, by radioactive substances, and especially by fertilizers or pesticides, as a result 
of which the treatment of water for drinking purposes was becoming increasingly difficult. 
Particularly dangerous was the process of eutrophication - which had also seriously 

threatened Lake Geneva until the Swiss authorities finally decided to take drastic measures. 
It was therefore particularly important to ensure that water supplies were safeguarded from 
such hazards; inter alía, the infiltration of hydrocarbons into groundwater could render 

large quantities undrinkable. 

Water reserves were extremely valuable and had to be specifically protected. In Belgium, 
for instance, from two - thirds to three -quarters of the country's watercourses were not fit to 
be used for drinking -water, according to EEC standards. WHO had a particularly important 
responsibility in that field, and stringent protective measures should be taken to ensure that 
water reserves continued to be usable not only in 1990, but also in subsequent years. 

Mrs RUMJANEK CHAVES (Brazil) said that her Government attached great importance to the 
item under consideration. In 1968 a national programme of basic sanitation had been put into 
operation and by 1978 some 2000 counties, with an urban population of 48 million, had 
benefited from water supply systems. The programme aimed at providing the following 
facilities by 1985: water supply systems for every urban community, a sewerage system for 
every city of 200 000 inhabitants or more, and simplified basic sanitation services for small 
rural communities and for the peripheral areas of larger towns. That represented an enormous 
financial effort, but resources were being regularly allocated, either by the Federal regional 
development programme authorities or through the National Housing Bank. 

Brazil was therefore complying with its commitments. Owing to the excessively rapid 
population growth of 3% per annum, the task was enormous; however, it was hoped that by the 

end of the century all the population would be served by drinking -water systems and 
satisfactory waste disposal systems. 

Mr MENALDA VAN SCHOUWENBURG (Netherlands) said that the informative report of the 
Director -General gave an insight into the complex problems that had to be overcome before the 
goal of clean water and adequate sanitation for all could be achieved. His delegation was in 

agreement with the analysis of the situation in paragraphs 4 and 5 of the report. It was 

obvious that the International Drinking -Water Supply and Sanitation Decade could produce 
satisfactory results only if backed by a strong political commitment on the part of the 

countries concerned. It would be of great value to know what steps had been taken for the 

coordination or perhaps even integration of the activities of the bilateral donors and multi- 
lateral agencies referred to in paragraphs 13 -15. 

His delegation shared the view expressed in paragraph 19 that the International Reference 

Centre for Community Water Supply, which was located in the Netherlands, could make an 

important contribution to the exchange of information on water technology and indeed in other 

fields also, e.g., manpower development, and community education and participation. Re hoped 
to hear more of the results achieved by the Steering Committee which had been set up (para- 

graph 22), since cooperation and coordination were indispensable. 

Professor TATOL'4ENК0 (Union of Soviet Socialist Republics) said that WHO was right to 

concentrate on the medical and health aspects of water supply, since it was not in a position 

to make any great financial contribution. In addition to the functions set out in paragraph 

11 of the report, he believed that attention should also be paid to the formulation of 

recommendations on safe drinking -water in rural areas, including health education in those 

areas; on the protection of sources of water, especially those threatened by industry; and 

on the establishment of national networks of drinking -water quality control centres. 

Quality control of drinking -water in large urban systems was a complex matter, but 

quality control in the very numerous rural systems was infinitely more so. The Organization 

might well devote some attention to that aspect, especially since some supply systems did not 

enjoy the success that might be expected simply because of the poor quality of their water. 
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He drew the attention of the Committee to the interesting results of the survey referred 

to in paragraph 7 of the report. Only slightly more than half of the countries had a 

favourable political climate for accelerating the programmes within the framework of the 
International Drinking -Water Supply and Sanitation Decade. It was vital that all countries 

should give the necessary political undertaking that they would provide drinking -water for all. 

Drinking- water, like food and medical care, was not a commodity but a basic and inalienable 

right. That should be the principle underlying the work to be done during the Decade. 

Considerable research was being carried out in his own country on alternative sources of 

water supply and on the quality control of drinking -water. He hoped that the Organization 

would use to the full the scientific potential of institutions in the Soviet Union in a spirit 

of technical cooperation. 

Mr VOHRA (India) noted that in recent years increasing emphasis had been placed on the 

water supply in the enormous rural areas of underdeveloped countries. Within the framework 
of primary health care, systematic attention had been devoted to water supply and sanitation 

in those areas. It was to be hoped that WHO would continue to take the necessary measures 

under the International Decade and other relevant plans. 

There was however one other aspect that had been touched on in the report but did not 
appear to have received the attention that it deserved. It was most important to know, both 

in adequately and in inadequately supplied areas, how the water was being used. As had been 

rightly pointed out, health problems were not automatically eliminated by the establishment 
of a water supply or sanitation system. All rural areas were faced by the serious problem of 

the disposal of human and animal wastes but in many cases the people themselves, the members 
of local communities, had not been educated in the proper use and management of water, in 
particular in the means of disposing of water after use. The education of the people in the 
use of water was something that should be undertaken as a matter of urgency, although not at 
the expense of providing water in areas where there was none. Experience in the non - 

industrialized world had shown that formal health education was not enough alone. The only 

way to get the message across was to involve the community right from the start in the planning, 

implementation, and management of water supply systems. Health education would be of no value 
unless all members of the family were instructed on how to use water and how to dispose of 
waste. 

Miss BELMONT (United States of America) said that her Government fully supported 

WHO's programme in relation to the International Drinking -Water Supply and Sanitation Decade. 

In 1975 about two billion people, not counting China, lived in the developing world and 

approximately 22% of the urban population and 7g% of the rural population were without 

convenient water services. Assuming the growth of the population to continue at its current 

rate, by 1990 the developing world would have a population of three billion people, who would 

be facing a serious situation if the goals of the International Decade were not achieved. It 

was estimated that even now about 25 000 people died every day from waterborne diseases. 

There was no doubt that achievement of the goals of the Decade would require financial, 

political, and managerial commitment. Overall United Nations estimates indicated that about 

$ 92 000 000 000 would be required to meet the clean water goals of the Decade and another 

$ 40 000 000 000 to meet those of sanitation. It had also been estimated that about 30% of 

those funds would have to come from external sources and 70% from resources within the 

developing countries themselves. Her Government was committed to provide, during the triennium 

1979 -1981, funding for environmental sanitation projects from its Agency for International 

Development (USAID), amounting to almost US$ 500 000 000 throughout the world. A recently 

prepared USAID health policy paper explicitly designated water and sanitation as being among the 

principal areas for funding in health. 

The financing of community water and sanitation projects was one major problem, but there 

was also a need for improving institutional planning capacity, maintenance ability, 

understanding of community incentives, and - perhaps even more important - methods of 

coordinating a multisectoral approach to the problem. She was pleased to note that UNDP 
had established a Steering Committee, in which WHO was to play a leading part, to help resolve 

some of those problems. 

She drew the attention of the Committee to the work of the United States Center for 
Disease Control, which was investigating water -related diseases causing epidemics. Some of 

those diseases such as guinea -worm infection, were completely preventable by the provision of 

safe drinking -water and had been shown to incapacitate up to a third or more of agricultural 
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workers in some communities during the critical planting season; they would appear to be 
highly relevant in determining priorities for providing drinking -water and education in its 
use in some countries. The Center for Disease Control was also cooperating with the American 
Peace Corps in developing training programmes in water and sanitation. In 1979 200 volunteers 
uere working on water projects in 23 countries, and over 500 dealing with various aspects of 
sanitation improvements in 35 countries. 

She also drew the attention of the Committee to the United Nations Mid -Decade Conference 
on Women, meeting in Copenhagen in July, which would discuss the International Drinking -Water 

Supply and Sanitation Decade and its relationship to the goals of the Women's Decade. Her 
delegation believed that the goals and activities of both programmes were interrelated and 

interdependent. Women's health and that of their families would not be improved unless the 

goals of the water and sanitation Decade were fulfilled, and achievement of the water and 

sanitation Decade goals was dependent on the full participation of women as community citizens, 

employees, and policy makers. 

Dr SANCHEZ MURIAS (Spain) said that the provision of drinking -water and basic sanitation 
was essential if health for all by the year 2000 was to become a reality; if there was no 
clear understanding of that problem, there was a risk that the goal would not be achieved 
within the time -limit. In many countries water supply management and sanitation were handled 
by ministries other than those responsible for public health problems, so that there could be 
a lack of coordination between preventive and promotional activities in the field of health and 
work on water supply and sanitation. All the efforts made would then be wasted. 

It should not be thought that drinking -water and sanitation problems affected developing 
countries alone. Developed countries had their own problems resulting from industrialization 
aid also suffered on occasion from waterborne epidemic diseases, which tended to coincide with 
inadequate sanitation at the local level. Analysis of the different factors that would affect 
people's health in the year 2000, such as had been carried out by the Regional Director for 
Europe and his consultative group, indicated that, with a few regional differences, the risk 
of water contamination, both chemical and bacteriological, would be extremely serious. 

It was important that finance ministries should be urged to allocate priority to the most 
seriously affected areas, as indicated by the health authority, and not to those which were 
most easily accessible. In that connexion the prestige of WHO could be an important factor in 
persuading governments to provide increased funds for water supply and sanitation purposes with 
the year 2000 in mind. He would await the report for 1981 with interest, but progress during 
the past five years had not been sufficient to generate optimism. 

His delegation believed that the following points in the report merited particular 
emphasis: (1) the vital need to train middle -grade local personnel, especially since some 
methods for recycling water and making it potable could not be applied efficiently owing to 
the lack of trained local personnel; (2) the need to persuade the relevant authorities to 

apply a suitable and simple technology and not to use obsolete or unsatisfactory systems; 
(3) the provision of technical advice to enable countries to overcome their lack of technical 

equipment by having recourse to simple systems that do not require an elaborate economic 
infrastructure; (4) the combined use of the economic resources allocated to water supplies by 
UNDP, UNEP, and the World Bank; (5) health education at all levels, to bring home to people 
that the problem of water supply and sanitation could and must be solved through cooperation 
at all levels. 

Dr HELWA (Egypt) said that it was generally accepted that the supply of clean drinking - 
water was no less essential than the provision of drugs. His country had carried out general 

studies, financed by the World Bank, on the provision of clean water. The increase in the 

population of Egypt by the year 2000 would necessitate a 65% increase in the water supply, 
merely to maintain current consumption levels. The cost of meeting that increase would be of 

the order of fE 1 700 000 000 at current prices. The planned allocation for the period 

1980 -1990 was £E 500 000 000, and in view of the shortfall in funds a list of priority projects 
had been drawn up. 

A Higher Commission had been established, which was responsible for laying down general 
policy, identifying all sources of clean water, and supervising the use of water. Financially 
independent water companies were also being set up in the various provinces to operate aid 
maintain the water supply networks. Two of those companies would be in operation by 1982. A 
standard programme of personnel training had been started and training was being given, at a 
higher level, for directors, technical staffs and administrators. Equal importance had been 



COMMITTEE B: FOURTEENTH MEETING 337 

attached in planning to human waste disposal and to water supply, and particular emphasis had 

been placed on allocating resources for the implementation of programmes in rural areas. 

His country was in receipt of technical and financial assistance from the World Bank and 

also from the United States of America; technical cooperation was provided by organizations 

in the United Nations system such as UNDP, UNICEF, and WHO. Bilateral aid was received from 

the Netherlands and from Scandinavian countries. 

(For continuation, see summary record of the fifteenth meeting, section 3.) 

3. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: ANNUAL REPORT: Item 44 of the Agenda 

(Resolution WHA32.37; Document ЕВ65/1980/REС/1, decision (17) and Annex 11; Document 

ЕВ65/1980/REC/2, pp. 315 -320) (continued from the thirteenth meeting, section 2) 

The CHAIRMAN invited the Committee to consider the following draft resolution proposed 
by the Rapporteur: 

The Thirty -third World Health Assembly, 
Having considered the Director- General's report on the recruitment of international 

staff in WHO submitted to the Executive Board pursuant to resolution WHА32.37, and the 
comments made thereon by the members of the Executive Board; 

Recalling resolutions WHA28.40, WHA29.43 and WHA32.37 of the World Health Assembly, 
resolutions EB5.R64, ЕВ23.R25, EB57.R52, EB59.R51 and ЕВ63.R25 of the Executive Board, and 
resolution 3126 of the United Nations General Assembly; 

Considering also resolution 34219 of the United Nations General Assembly; 

1. NOTES with appreciation the continued efforts made by the Director -General to 
achieve a more balanced and equitable geographical distribution of professional and 
higher graded staff, and the progress he has made towards achieving the targets approved 
by the Executive Board at its sixty-third session; 

2. REQUESTS the Director -General to continue to pursue that goal in recruiting staff, 
in accordance with his prerogatives under Article 35 of the Constitution; 

3. REAFFIRMS that the principle of recruiting on as wide a geographical basis as 
possible, with due regard to quality, efficiency, and integrity, in pursuance of Article 
35 of the Constitution and Staff Regulation 4.2, should apply to all appropriate inter- 
nationally recruited staff posted throughout the world, regardless of the source of 
funding of the posts involved; 

4. CONCURS in the Executive Board's decision to defer its re- examination of the 
concept of desirable ranges until after consideration by the United Nations General 
Assembly of the information called for in its resolution 34219, including tkie principle 
of weighting; 

5. REQUESTS the Executive Board to report on this matter to the Thirty- fourth World 
Health Assembly. 

The draft resolution was approved .1 

4. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 46 of the Agenda (continued) 

Cooperation with newly independent and emerging States in Africa; Liberation struggle in 
Southern Africa: Item 46.6 of the Agenda (Resolutions WНА32.20, WHA32.21 and WHA32.22; 
Document А33/26) (continued from the thirteenth meeting, section 3) • 

The CHAIRMAN inquired whether the Committee was prepared to consider the draft 
resolutions on assistance to front -line States and on assistance to Zimbabwe. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as 
resolution WHA33.30. 
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Mr BOYER (United States of America) said that part of the documentation had been distri- 
buted only a short while before and his delegation would prefer to have more time to examine it. 
He therefore suggested that further consideration of the item should be postponed until the 
following meeting. 

It was so agreed. 

Mrs VAZ (Mozambique) requested that the name of her country should be included after 
Lesotho in the fourth preambular paragraph of the draft resolution on assistance to front- 

line States. 

The meeting rose at 17h30. 



FIFTEENTH MEETING 

Thursday, 22 May 1980, at 9h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. FIFTH REPORT OF COMMITTEE B (Document А33/51) 

Mrs RAIVIO (Finland), Rapporteur, read out the draft fifth report of the Committee 

(document А33/51). 

The report was adopted (see document W1А33/1980/RЕС /2). 

2. COLLABORATION WITH THE UNITED NATIONS SYSTEM: Item 46 of the Agenda (continued) 

Cooperation with newly independent and emerging States in Africa: Liberation struggle in 

Southern Africa: Item 46.6 of the Agenda (Resolutions WHA32.20, WНА32.21 and WНА32.22; 

Document А33J26) (continued) 

The CHAIRMAN invited the Committee to consider the draft resolution on assistance to 
front -line States, submitted at an earlier meeting by the delegations of Angola and Senegal 
(see summary record of the thirteenth meeting, section 3). 

He drew attention to the fact that operative paragraph 4(1) should be corrected to read: 

"to intensify cooperation in the health sphere with the Front -line States which are 
subjected to repeated aggressions by the racist regime of South Africa, and with 
Lesotho and Swaziland which are subjected to provocations and measures of economic 
blackmail by that regime; ". 

Furthermore, the name of Mozambique had been inadvertently omitted in the fourth preambular 
paragraph between the names of Lesotho and Zambia. 

An amendment to the draft resolution had been proposed by the delegation of the 
United Republic of Tanzania, namely, to add a new operative paragraph 4(4) after operative 

paragraph 4(3), reading as follows: 

"to sustain and continue his assistance in improving the health conditions of the peoples 
participating in the liberation movements recognized by the Organization of African 
Unity ", 

the following paragraph to be renumbered accordingly. That text should be substituted for 
the text originally proposed by that delegation at the fourteenth meeting. 

Dr FERNANDES (Angola), supported by Dr DLAMINI (Swaziland), accepted the amendment 

submitted by the Tanzanian delegation, and wished the name of Swaziland also to be included in 
the fourth preambular paragraph. 

Dr FERREIRA (Mozambique) suggested that the final words of the eighth preambular 
paragraph be amended to read: 

" . . . the repeated acts of aggression of the illegal regime of Ian Smith and of the 
racist regime of South Africa ". 

J 

Dr FERNANDES (Angola) and Dr N adiou TOURE (Senegal) accepted that amendment. 

1 
The draft resolution, as amended, was approved. 

Transmitted to the Health Assembly in the Committee's sixth report and adopted as 

resolution WHA33.33. 

- 339 - 
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The CHAIRMAN invited the Committee to consider the draft resolution on assistance to the 
Republic of Zimbabwe, submitted by the delegations of the United Republic of Tanzania, 
Yugoslavia, Zaire and Zambia, together with the amendments to it submitted by the delegations 
of the United Kingdom and Yugoslavia (see summary record of the thirteenth meeting, section 3). 

Dr МWAMBAZI (Zambia) accepted the amendments on behalf of the sponsors of the draft 
resolution. 

The draft resolution, as amended, was approved.1 

Professor VANNUGLI (Italy) said that, although the draft resolutions had been adopted by 
consensus, he wished, on behalf of the nine Member States of the European Economic Community, 
to make a statement explaining their position in the matter. 

He emphasized the fact that the EEC countries had fully supported, and would continue to 
support, the provision and intensification of action aimed at increasing health aid to the 
peoples of Southern Africa, aid they had consequently joined the consensus view on the two 
draft resolutions submitted, as also on the amendments. They felt, however, obliged to 

reiterate their position of principle in respect of the use of purely political terminology in 

resolutions relating to health; and also their view that considerations more appropriate to 

other forums should not be introduced into discussions in WHO. 
He expressed his wholehearted congratulations to the Government of Zimbabwe on its 

accession to membership, as well as full support for the content of the draft'resolution. He 

recalled that EEC had recently decided to make available very substantial aid to that country. 

Mr MACDONALD (United States of America) said that his delegation attached great 
importance to the draft resolutions just adopted. It did, however, have certain strong 
reservations as to some of the wording used, particularly in respect of the draft resolution 
on assistance to front -line States. He endorsed the words of the Italian delegate; it was 

necessary to avoid political judgements in the Health Assembly, especially in a juridical text. 
Sinсe, however, his delegation shared the concern for improving health conditions and approved 
the general thrust of the draft resolutions, it had joined the consensus. 

3. CLEAN WATER AND ADEQUATE SANITATION FOR ALL BY 1990: Item 31 of the Agenda (Official 
Records No. 249, page 50; Resolution WHA32.11; Document А33j15) (continued from the 
fourteenth meeting, section 2) 

Dr ITERA (United Republic of Tanzania) stated that his country had initiated a programme 
for rural drinking -water supply and waste disposal. In the course of that work, certain 
factors had been pinpointed which might hinder the achievement of health for all by the year 
2000 and were possibly not unique to his country. 

His country was large and comprised over 120 ethnic groups. It had been found that 
certain cultural beliefs and practices of those groups tended to influence the situation 
unfavourably. In the case of excreta disposal, for example, it had been found that latrines 

were either non -existent, or were not being used where some ethnic groups were concerned, as 

a result of certain customs. Those factors clearly favoured some types of disease and were 
an obstacle to the implementation of the pledge made in respect of the International Decade. 
His Government accordingly intended to study and identify such relevant factors, and would 

endeavour to contribute to the success of the Decade. 

Professor RUDOWSKI (Poland) said that the provision of clean drinking -water for the 

population was a serious problem in Poland, where water supplies had become scarce. His 

Government, in cooperation with a number of technical and social organizations, had embarked 
on the long -term development plan called VISTULA, which aimed at protecting the River Vistula 
and all its tributaries from industrial pollution and provided for the construction of numerous 
sewage -purifying plants and reservoirs. It should result in a decisive improvement in the provision 
of safe drinking -water supplies for the population and in sanitary conditions in many parts of 
the country, and it afforded a typical example of intersectoral collaboration in matters of 
health and socioeconomic development in keeping with the principles of the Decade. 

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as 
resolution WHA33.34. 
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His delegation accepted with satisfaction the findings of the report submitted by the 

Director -General. 

Dr HAPSARA (Indonesia) expressed his country's gratitude to the Director- General and to 

the Regional Director for South -East Asia for their effective action in providing technical 

cooperation in the field under discussion. Indonesia was also grateful for the donor 

agencies and the international banks which had provided financing. 

Coordination at the implementation stage was an important but complex matter. His 

Government had, in 1974, launched an intensive rural drinking -water supply and sanitation 

programme, supported by health manpower development activities. It was now finalizing the 

reformulation of its basic health policies and was preparing its long -term plan, of which 

drinking -water supply and sanitation were important components. Intersectoral coordination 

had improved since the establishment of a Ministry of Environment and Control two years 

earlier. 
He hoped that in the near future, WHO technical cooperation at the national level could 

be further strengthened and placed on a broader basis. 

i 

Dr Madiou TOURE (Senegal) joined in stressing the paramount importance of both water supplies, 

particularly drinking- water, and sanitation. He supported the objectives defined at the 

United Nations Water Conference at Mar del Plata. 

The delegate of Niger had, in connexion with another agenda item, drawn attention to 

the gap between the adoption of a resolution by the Health Assembly and its implementation by 

Member States. How many countries had in fact responded to the resolution WHA32.38, 

recommending the organization of the World Fortnight on Hygiene and Cleanliness? Senegal had 

proclaimed the period 12 -26 March 1980 such a Fortnight,at the same time being fully aware that 

action in that sphere must be of a permanent and educational nature. 

Dr FERMINO PINA (Cape Verde) considered that safe drinking -water and adequate sanitation 

represented the most important aspects of any action taken with a view to achievement of 

health for all by the year 2000 and should, as part of primary health care, constitute the basis 

for all economic, social and health development. 
In his own country, which had suffered from droughts over the past twelve years, the 

shortage of water was serious and greatly hampered development projects. In spite of that, 

the support received from WHO and from certain European and American countries had made it 
possible to improve the quality of drinking -water and to install equipment for utilization of 
wells, desalination, and collection of rainwater. There was close cooperation between the 
Ministries of Health and of Rural Development, as well as with public construction firms, 

with a view to preventing the introduction of Anopheles gambiae and malaria into certain 
islands where the disease had already been eradicated, and limiting its propagation in 
Santiago, where a number of foci still existed. 

Water and sanitation problems had to be overcome if a successful and continuing health 

education programme were to be evolved in a country such as his own. The International 

Drinking -Water Supply and Sanitation Decade could provide an essential springboard for national 
and international multisectoral cooperation aimed at developing many other aspects of health. 

Dr DEWAN (Bangladesh) stressed the vital importance of both water supplies and sanitation for 
developing countries such as his own. Many health measures failed because of shortage of 
clean water and poor facilities for disposal of human wastes in the villages, where 92% of the 
population lived. In the rainy season, most land was waterlogged and surface water was used 
for drinking, washing, and often as a vehicle for human waste disposal. It had been 
established that the resulting diseases - cholera, dysentery, and helminthiases - could be 
controlled in as many as 70% of the villages once clean water and latrines were provided. 
The Government had instituted a hand -pump tube -well project, covering about 20% of villages 
so far; it was hoped to complete coverage by 1985. A cheap type of sanitary latrine had 
been designed and was in great demand in the villages; it was hoped to be able to supply that 
type of latrine to all villages by 1990, provided sufficient funds were available from internal 
and external sources. 

He expressed appreciation to the donor countries, as well as to WHO and other 
international organizations such as UNDP and UNICEF, for their help. 

Dr DLAMINI (Swaziland) said that it was gratifying to note the efforts being made 
by Member States in preparation for the Decade, the successful implementation of which could 
go far towards the reduction of cholera and other waterborne diseases. 
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As regards chemical pollution of water, he asked whether acceptable international 
standards for drinking -water had been established in that respect. The questions of both 
quantity and quality of water should be treated on a par with sanitation requirements; all 
were of equal importance in their influence on health conditions. His delegation welcomed 
the concept of initiating measures where water -related diseases were prevalent, but emphasized 
the need for accompanying such measures by surveillance to evaluate their impact. Community 
participation was essential because of the need for modifying certain cultural beliefs and 
traditional practices, and education of the community would ensure the maintenance of the 
system, once completed. He would welcome information from the Secretariat on the possibility 
of providing communities with simple testing procedures so as to ensure quality of water in 
rural areas. 

He welcomed WHO's commitment to the Decade, and urged that its role of coordination with 
other United Nations agencies should be strengthened. 

Mr ABBASSI TEHRANI (Iran) stressed the fact that the attainment of health for all by the 
year 2000 depended on primary health care and on the provision of safe drinking- water. The 
latter was the focus of attention at national level, particularly in the developing countries; 
he referred to the special ten -year programme planned by the Ministry of Health and Welfare in 
Iran, where priority was being given to the rural areas, since safe drinking -water was already 
available to nearly 90% of the urban population. 

Ninety per cent, of rural settlements had a population of over 120 people. Out of 9000 
small villages in which water pipelines had been installed in the past, only one -third had 
safe drinking -water. That situation should be remedied in a comparatively short time. In 
1979-1980$ 150 million had been allocated for provision of drinking -water installations in rural 
areas; it was hoped to renovate old pipelines by the end of 1981 and provide pipelines and 
drinking -water for 11 000 villages. It was planned that the total rural population should 
have safe drinking -water by 1989. 

With regard to excreta disposal, 10% of Iranian villages, comprising some three million 
families, had sanitary toilet arrangements. In the course of the next ten years, to provide 
coverage for all villages, it would be necessary to construct some 270 000 latrines, in some 
cases with a septic tank system. Designs were being furnished so that, as part of the self - 
help policy, villagers could build their own latrines under the supervision of environmental 
health technicians. 

Dr КPOSSA (Central African Republic) endorsed the remarks made by the delegate of Belgium 
the previous day on the harmful effects of industrial development on developing countries, 
where too little attention was paid to the consequences only too apparent in developed 

countries. 
Secondly he wished to reassure the delegate of France regarding the training of local 

personnel and the participation of local communities in the promotion of the International 

Decade. The delegation of France was perhaps unduly pessimistic; his own delegation, like 

that of Gabon, was convinced that the political will to overcome that particular hurdle 

would not be lacking. 

Within the framework of the rural development programme, great emphasis was being placed 
in the Central African Republic on the supply of drinking -water and the provision of an 

adequate sanitary environment for each individual. The Ministry of Health had secured the 

collaboration of the community, not only in the actual digging of wells and the provision of 

water supplies, but equally in maintaining those supplies once they were in operation. That 

had been possible because the local population had realized that the work was in their own 

interests. 

He welcomed the opportunity to extend his country's thanks to WHO, UNDP and USAID, for all 

their help. 

Dr DIALLO (Upper Volta) stressed the close link that existed between the persistence of 

waterborne diseases and a situation such as obtained in the Sudano- Sahelian region, where 

water was not only scarce but of too poor a quality. It was enough to travel in that 

region to realize that declarations of intent were not particularly helpful unless they were 

translated into action. The importance of water to his people hardly needed stressing. 

Suffice it to say that in Upper Volta people would travel 15 kilometres on a donkey 

to fetch polluted water for one drink and one wash per week. There was an absolute shortage 

of water of any kind, let alone of pure drinking -water. Once water had been provided, it 

would be time to speak of purifying it. 



COMMITTEE B: FIFTEENTH MEETING 343 

The village hydraulic project in his country, implemented with the help of USAID, was a 

model of the integrated, intersectoral approach to well digging. It was planned to dig almost 

500 wells in 300 villages over the next five years. 

Resolutions were all very well in their way, and a policy framework was needed in which 

to operate. The meeting would however appreciate his delegation's misgivings when faced with 

the gap between countries without even drinking -water and those in which water could be used 

to wash the streets. 

Dr IА1ВAZI (Zambia) said that his country had been collaborating with a number of 

bilateral and multilateral agencies in rural water supply development programmes and he was 
happy to express its thanks to the countries and organizations concerned for their help. 

Members of the third subregiбnalgroup in the African Regí6n had wеlсбтеd the intercoцtitry 
programme on the International Drinking -Water Supply and Sanitation Decade, which had its 

headquarters in Zambia. He could report that preparatory work was proceeding satisfactorily. 

Recognizing the important role of water in bringing about a general improvement in life, 

Zambia had decided to include, as part of intersectoral cooperation, a primary health care 

certification programme, one element of which would be the setting -up of a unit for rural 

water certification in conjunction with the Department of Water Affairs of the Ministry of 
Agriculture. Furthermore, feasibility studies were being carried out jointly with the Tropical 
Disease Research Centre in Ndola on areas undergoing irrigation but where the health 
authorities were not participating in the plan, with a view to developing appropriate 
technology specifically applicable to drinking -water in such areas in relation to the control 
of waterborne diseases. 

Mr NAKGEKGENENE (Botswana) said that his country's hope of achieving clean water by 1990 

was rapidly being realized and it was now thought possible to achieve it by 1986. Even so, 

Botswana, a land -locked country lacking reliable rainfall and dependent on borehole wells 
for most of its drinking -water, had been severely hit by the rising cost of the oil needed to 
keep the engines pumping water in the villages. However good his country's intentions, any 
further escalation in oil prices might mean it would not after all be possible to get water to 

everybody by 1990. It was greatly to be hoped that alternative technology would be found to 

supersede that dependent on oil - some fuel that was cheaper and more acceptable to local 

communities, which could then afford to bring clean water nearer to households. At present 

it was being brought to a point on average 400 metres away from the nearest household. 
In regard to sanitation, a number of studies were under way into tried methods: pit 

latrines, aqua -privies, and common waterborne sewerage. Quite a lot of research was going on 
in that area. 

The CHAIRMAN, speaking in his capacity as delegate of Gambia, wished to sound a note of 

warning. It was one thing to provide good clean water but another matter to get people to use 

it. His country was not short of water, but it was to be found in traditional shallow wells, 
rivers, and pools and it was heavily contaminated by organic matter. With the help of a 

friendly government, the authorities had recently provided very deep, cement -lined covered 

wells, fitted with pumps, allover the country - only to find that people were not using them. 
Travelling up- country, he had asked the villagers why they were not using the water and 

he had been given five reasons. The first was that people were so used to contaminated water, 
that they refused to drink the new, pure water, complaining that it did not taste sweet. 

There was no assurance that the villagers understood the relationship between contamination and 
disease, or even that they knew what contamination was; and without that knowledge they saw 

no reason to change from the water they had previously enjoyed. Next, in a country in which 
traditionally it was the women who went to fetch water, the siting of wells was of great 

importance. Busy mothers who had had no hand in the choice of a site considered that a half - 
mile walk was too far for them. Third, they complained that the water tasted of cement, which 
in the early stages would be true because of the cement lining of the well; it had to be 
explained to them that that would pass in time. Further, the new wells were provided with 
only one outlet each, which meant that the women had to queue to draw water. Unused as they 
were to queueing, and accustomed to gathering round five or six outlets at a well, the women 
stayed away. Lastly, water was supplied by foot pump; unfortunately children played with the 
pumps, rapidly damaging them and leaving them unfit for use with no one in the village to 

repair them. 
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The moral was that, to bring about changes in habits 1000 years old, it was vital to 

involve people. Without participation and education, supported by interministerial and inter- 
departmental collaboration - all of which would take longer than merely providing water - 

the clean water supplies would not be used. 

Dr ABDULHADI (representative of the Executive Board) assured members of the Committee 
that the Executive Board would be glad to know of the practical plans that were in hand for 

translating the policies of thé Decade into action. 

Dr DIETERICH (Director, Division of Environmental Health) replied to the six specific 

questions that had been put during the discussion. 

First he had been asked - by the delegate of Finland - where and how Member States could 
support WHO in its role, particularly in relation to other agencies. He believed that the 

most important support which the Organization needed and could obtain was at country level, 

where the strengthening of mechanisms within countries, among external participants, and 

reciprocally between the two groups was most important and potentially of greatest help to 

the Organization's work. The document contained references to "national action committees ". 

Where such committees could be established or strengthened, and where they could be put in 

operation and made truly effective, the work of the Organization at country level would be 
correspondingly advanced. The functions of such national committees or mechanisms might 
include the review of the current situation and of the national resources available; 
identification of the potential and of the quantum of additional resources that might be 

needed; formulation of policy with regard to the population groups to be served, and the 

service levels to be attained; and enunciation of policy guidance for programme development, 

setting of criteria, identifying priority projects, and project formulation. 

Such support at country level was vital to the success of the Decade. He appealed to 

external participants to join in such action and support the UNDP resident representatives 
who had been given a key role. Ministers of health should also play a more active role in 

many countries, and there had been many suggestions to that effect from the floor. Further 

suggestions were also to be found in paragraphs 10 and 11 of the report. 

Next, it would be helpful if the Member States carrying out programmes and the axternal 

participants, particularly in bilateral programmes, would support WHO in its clearing -house 

function (referred to in paragraph 23). The approach had now been tried out in one WHO region 

with governmental participation, and it was hoped that similar action - which increased the 

flow of information on programmes and projects for which external funding was sought - could 

be taken in as many countries as possible. Yet another area in which Member States had an 

important role to play was in ensuring a greater use of external resources in the light of the 

indicative planning figures of UNDP. Some decline in the use of such funds was observable. 

Now that UNDP, through its resident representatives, was assuming a key function in the 

Decade, it should be possible for Member States to make increasing use of UNDP not only for 

activities designed ultimately to help in the construction of facilities but also for other, 

supportive activities. 

The second question was also put by the delegate of Finland and referred to whether or 

not the Organization experienced difficulty in creating awareness and stimulating action in 

the preparation for and subsequent implementation of programmes for *_he Decade. He hoped 

that the report had not given too rosy a picture of the situation - though the information 

that was available was in fact encouraging. But there was still a great need for promotion 

and stimulation of awareness. Governments and people alike needed more information. Much 

had been said about education and communication and additional efforts were certainly 

required both nationally and internationally to maintain interest in the Decade and to put 

across on -going programmes on the principles of primary health care. It was important to 

continue technical cooperation, and to support Member States collectively through regional 

and global meetings. Ultimately the success of the Decade would depend on whether people 

believed that improvements were around the corner. 

The delegate of Gabon had asked how funding for programmes could be accelerated. There 

was no single answer to that question, It had been estimated that the present level of 

investment should at least double, or even quadruple, particularly in respect of rural 

programmes for water supply and sanitation. But he would stress what had become particularly 
evident in the last two years, namely, the existence of community resources for water and 

sanitation in practically every country and the need to tap those resources. That did not 
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mean that national development plans should not also provide increasing allocations, but 

that the two should be complementary and should be accompanied by more appropriate technology. 
The donor agencies were likewise willing to play their part. For the Committee's information 
he added that the World Bank had spent US$ 400 000 000 on water and sanitation in 1977, 

US$ 500 000 000 in 1978, and US$ 1 000 000 000 in 1979; and that further increases in 

expenditure were planned. Such agencies however waited for governments to make decisions 
and allocate priorities before contributing. He stressed the need to extend programmes and 
projects beyond the installation of equipment to include training and health education, 
communication with people, technology transfer, and schemes to ensure that water supplies and 
waste disposal were hygienically safe. 

The delegate of the Netherlands had asked how donor action could be coordinated or even 
integrated and had expressed an interest in the work of the interagency Steering Committee, 
of which WHO was a member. He informed the Committee that there was to be a Consultative 
Meeting in June 1980, at which the international agencies would endeavour to promote 
coordination. It was most important that donor agencies did not work in isolation but 
worked together at country level and around the resident representative of UNDP. It was 
hoped that the donor agencies would lend support to such activities as the project for the 
exchange and transfer of information and technology (carried out at the International 
Reference Centre in The Hague, and referred to by the delegate of the Netherlands); and that 
they would agree to participate in future consultative meetings at the regional as well as 
the global level. 

In reply to the question by the delegate of Senegal as to how many countries were 
sponsoring World Fortnights on Hygiene and Cleanliness, he said that that was not known. It 
was however hoped that the launching of the Decade in November 1980 would afford an 
opportunity for ministries of health to institute such a Fortnight and to use the information 
provided. Paragraph 9 of the report referred to that point. 

Finally, in reply to the question from the delegate of Swaziland on the adequacy of 
international standards for drinking -water and methods for testing water quality, particularly 
in rural communities, he said that the standards were being revised and would be republished 
in the following year. They would differ from past standards in that they would not simply 
enumerate limits for chemicals and biological factors but would deal with the question of 
application in actual national programmes. 

He thanked the delegations for their many interesting comments. It appeared to him, 
speaking personally, that the Decade was a rather ambitious programme. But an encouraging 
start had been made, as the discussions had shown. He stressed that national efforts were 
needed in which governments set themselves realistic goals and set about implementing them; 
otherwise the Decade would remain a dream. 

Decision: The Committee decided to recommend to the Thirty -third World Health 
Assembly that it should request the Director -General, in implementing WHO's technical 
cooperation as outlined in his report, to give particular emphasis to strengthening 
the role of national health agencies and to the application of primary health care 
principles in supporting national action for the International Drinking -Water 
Supply and Sanitation Decade, 1981 -1990. 

The Committee further recommended that the Health Assembly should request the 
Director -General to continue close cooperation with official donor agencies and inter- 
national development banks to help in attracting additional external funding, and to 
cooperate with Member States as appropriate in following up the meeting of these agencies 
to be held at WHO headquarters in June 1980.1 

4. HEALTH HAZARDS OF SMOKING (PROGRESS REPORT): Item 30 of the Agenda (Resolution WHA31.56, 
para. 2 (6); Document А33/14) 

The CHAIRMAN said that the Committee had before it a progress report contained in 
document А33/14, submitted by the Director -General in compliance with resolution WНАЗ1.56.2 
It also had a draft resolution presented by the delegations of Austria, Canada, Denmark, 
Finland, Guyana, Iceland, Italy, Kenya, Kuwait, Libyan Arab Jamahiriya, Luxembourg, Malaysia, 

1 Transmitted to the Health Assembly in the Committee's sixth report and adopted as 
decision (17). 

2 
Document WНА33/1980 /REС /1, Annex 7. 
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Monaco, New Zealand, Nigeria, Norway, Pakistan, Peru, Portugal, Qatar, Saudi Arabia, Sweden, 

Switzerland, United Republic of Tanzania, and Venezuela. It read: 

The Thirty -third World Health Assembly, 
Recalling resolutions EB45.R9, WНА23.32, EB47.R42, WHA24.48, EB53.R3l, WHA29.55, 

and WHA31.56, concerning the health hazards of tobacco smoking and WHO's role in 
the limitation of this harmful habit; 

Noting the report of the WHO Expert Committee on Smoking Control; 
Reiterating its firm conviction that the effect of tobacco smoking is now a major 

public health problem in all industrialized countries and in many developing countries 
and that it will become so in the near future in all other developing countries unless 
action is taken now; 

Mindful of the ill- effects of smoking, particularly on risk groups such as pregnant 
women and lactating mothers; 

Seriously concerned about the aggressive promotional drives for the sale of 

cigarettes that occur in developing countries, thus inducing the new generations to 

take up the habit of smoking; 

Alarmed by the fact that advertising practices using psychological means in both 

industrialized and developing countries have the effect of inducing and perpetuating 

smoking habits, especially among youth; 

Encouraged by the existence of total bans, restrictions or limitations on tobacco 

advertising in several countries; 

Noting encouraging signs of expanded national activities and of increasing public 

awareness of the harmful health effects of cigarette smoking in many countries, partly 

as a result of WHO's efforts and of this year's World Health Day on "Smoking or health: 
the choice is yours "; 

Realizing that national and international strategies to combat the spreading of 

the habit of smoking must be carried out on a continuous, long -term basis; 

Believing that WHO has an essential role to play in promoting effective smoking 

control policies; 

1. URGES Member States: 

(1) to strengthen, and to initiate where lacking, smoking control strategies out- 

lined in the above -mentioned resolutions, laying special emphasis on educational 

approaches and on measures to ban, restrict or limit advertising of tobacco 

products; 

(2) to support WHO's action in the field of smoking and health; 

2. REQUESTS the Director -General: 

(1) to further develop an effective WHO action programme on smoking and health, 

clearly defining lines of responsibility and priority areas, and taking into 

account the multidisciplinary and intersectoral character of the relationship 

between smoking and health; 

(2) to ensure that WHO plays a leading role in coordinating international 

activities and to strengthen collaboration with other United Nations agencies and 

with relevant nongovernmental organizations, and, particularly, to pursue the study 

on crop diversification in tobacco -growing areas in collaboration with FAO; 

(3) to collaborate with Member States in their efforts to reduce smoking; 

(4) to consider problems caused, in particular, by the marketing and consumption 

of tobacco in developing countries; 

(5) to mobilize financial and other resources for the implementation of the 

programme; 

(6) to report on progress of this programme at the Thirty -fifth World Health 

Assembly. 

The delegations of Israel and the United States of America had expressed a wish to 

co- sponsor the draft resolution. 

Dr d'EN Wen -chieh (Assistant Director -General) introduced the progress report. 

In accordance with resolutions of the Executive Board and Health Assembly, WHO had over 

the past few years initiated a number of activities on smoking and health, including the 

following. (1) An expert advisory panel and a network of collaborating centres on 
smoking and health 
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had been established and were now fully operative. (2) Expert committees had been convened 

on the health hazards of smoking and on smoking control, and over 26 000 copies of their 

reports had been distributed. (3) The theme for World Health Day in 1980 was "Smoking or 

health: the choice is yours ". Over 12 000 information kits had been distributed; as a 

result, innumerable activities had been held in many countries and more were planned for the 

rest of the year. (4) UNCTAD, UNDP, UNESCO, UNICEF, UNIDO, FAO, ILO and the World Bank had 

agreed to study with WHO the socioeconomic changes needed to facilitate a worldwide decrease 

in tobacco smoking. WHO was planning to hold a meeting of representatives of those agencies 

later in 1980. 

Examples of other activities were: WHO's co- sponsorship of several world conferences 

on smoking and health; the coordination of tar and nicotine analyses of cigarettes consumed 

in developing countries; and the preparation of audiovisual material on smoking and health 

for professional training in developing countries. The strengthening of such activities, 

and possibly the initiation of new ones - such as an expert committee on smoking and health 

problems in developing countries - would depend to a great extent on the committee's guidance, 

particularly the emphasis it considered should be given to the subject by WHO; they would 

also depend on the availability of extrabudgetary funds. 

He indicated two amendments that should be made to document А33/14: in paragraph 2.2, 
Canada should be added to the list of collaborating centres; and in paragraph 2.4, UNICEF 
should be added to the list of agencies. 

Dr DLAMINI (Swaziland) considered that smokers should be treated as antisocial, 

for they not only poisoned themselves but also polluted the atmosphere and damaged the health 

of others. Statistics on smoking should be given the widest possible publicity. The people 

who sold tobacco were not of course the ones who paid the health bill, and statistics would 

not deter them. Stronger measures would be required to counterbalance advertising by the 

tobacco industry. He welcomed the steps taken to analyse the tar content in the tobacco sent 

to developing countries; the results should be publicized and might embarrass the tobacco 

companies. In addition the sponsoring of sports and athletic events by tobacco companies 

should be discouraged. 

His delegation congratulated FAO on the move described in the Annex to the progress 
report. FAO's study on crop diversification in tobacco - growing areas should be vigorously 

pursued. Moreover, WHO should cooperate with UNESCO in a campaign to reduce smoking amongst 

schoolchildren, particularly in the developing countries. 

His delegation would be in favour of a special fund for anti - smoking activities. He 

therefore proposed that in operative paragraph 2(5) of the draft resolution the words "mobilize 

financial and other resources" should be replaced by: "create a special fund ". 

Dr NSOLO (Nigeria) said that there was abundant evidence that the tobacco industry had 
launched massive marketing campaigns to encourage tobacco consumption in the developing 

countries, a trend accelerated by the progressive and significant decline in tobacco consump- 
tion in developed countries and the concomitant reduction in profits. It was possible that 
the tolerant attitude of the major religions had contributed to the rapid growth of the habit 
of smoking in Africa and the Middle East. WHO should institute action to collect data on the 

health hazards of smoking in developing countries, particularly in Africa. It was known, for 

instance, in Nigeria that the sales and profits of the leading tobacco company, and the per 

capita consumption of cigarettes, had increased very considerably in recent years. It was 
a matter of serious concern that the cigarettes produced and sold in developing countries 
contained more tar and nicotine than those produced and sold in developed countries. 
Government action throughout the developing world was called for to remedy that situation. 

The battle against smoking was being waged against powerful vested interests whose aims 

frustrated the efforts of WHO and health authorities. Many governments were reluctant to 

take action to reduce cigarette smoking because tobacco growing was a major source of 
employment and earned foreign exchange. The Nigerian tobacco industry was now encouraging 
crop diversification, but it was convinced that tobacco consumption would increase for many 
years to come, despite the health ministry's campaign aid increases in the price of tobacco. 
In its all -out campaign against smoking, Nigeria was paying particular attention to dis- 
couraging smoking among schoolchildren and young people, and taking steps to prohibit smoking 
in public places and public transport. It also proposed to introduce legislation to make 
health warnings on cigarette packets compulsory. Measures would be taken to control adver- 
tising effectively, to prevent the glamorization of smoking, and to ensure that all cigarettes 
produced and sold in Nigeria had reasonable tar and nicotine levels. 
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Mr NYGREN (Sweden) was pleased to note from the Director -General's report that a number 
of steps had been taken to implement resolution WHA31.56, in particular as regards the 
establishment of a United Nations interagency advisory group on smoking and health. Sweden 
had been the venue of the WHO- sponsored Fourth World Conference on Smoking and Health, attended 
by participants from all over the world and representing a wide spectrum of knowledge and 
interest. The theme of smoking and health had also been highlighted by the mass media, in 
schools, etc., on World Health Day in 1980. 

The report requested the guidance of the Health Assembly. He considered that WHO's 
activities on smoking control should be publicized and that the programme should have its 
appropriate place within WHO's structure. That would require a clear demarcation of 
responsibilities and priorities in view of the multidisciplinary and intersectoral character 
of the subject. The draft resolution emphasized that aspect, and also the importance of 

reducing or banning the advertising of tobacco products. It drew attention to the serious 
problems caused by aggressive marketing, especially among young people and in developing 
countries. And it pinpointed the groups at risk, such as pregnant women and lactating mothers. 
He was pleased to announce that various measures for decreasing the smoking habit had been taken 
up in the health programmes forming part of Sweden's assistance to developing countries. The 
Swedish Government was willing to increase its assistance for that purpose. 

His delegation recommended adoption of the draft resolution. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) commended the report of 
the Expert Committee on Smoking Control. Entitled "Controlling the smoking epidemic ", it 

was essential reading for epidemiologists and anyone concerned by the problems of smoking.1 
It was estimated that in the United Kingdom smoking was responsible for 50 000 premature 

deaths annually and for the loss of at least 50 million working days annually. There was a 
voluntary agreement between the Government and the tobacco industry, and since 1973 there had 
been a drop each year in the number of cigarettes sold, coupled with a marked shift to low -tar 
cigarettes. Data from a survey sponsored by the Ministry of Health on attitudes towards 
smoking would be used to develop better anti- smoking publicity, so that bodies such as the 

Health Education Council would be able to direct the right message to the right target. 

Because of the very serious health consequences of smoking, the programme should be given 
high priority by WHO. 

The United Kingdom wished to be a co- sponsor of the draft resolution before the meeting. 

Mr DEANE (World Federation for Mental Health), speaking at the invitation of the Chairman, 
brought a message and a request from the final plenary meeting of the NGO International Year 
of the Child Committee held recently at United Nations headquarters. 

The NGO/IYC Committee grouped some 225 national and international voluntary agencies 
under the chairmanship of Canon Joseph berman, Director of the International Catholic Child 
Bureau, and worked in cooperation with the lead agency, UNICEF. The membership of the 

agencies ran to millions, and many of the delegates at the Health Assembly must have parti- 
cipated as volunteers in one or other of the Committee's activities. 

The NGO/IYC Committee, while aware of the far -ranging difficulties of controlling the 
smoking epidemic, had passed the following resolution for submission to the Thirty -third 
World Health Assembly; 

...having in mind the particularly harmful effects of smoking upon pregnant women 
and the children they carry and upon mothers and children as passive smokers, welcome 

wholeheartedly the World Health Organization's campaign to control the smoking epidemic; 

express the wish that all available information about the relationships between smoking 

and children's health be put at the disposal of the public by WHO, other concerned 

United Nations agencies, NGOs and all specialized centres and institutes; and trust 

that WHO, in conjunction with the other bodies mentioned, will take the lead in preparing 

and disseminating information materials on children and smoking that are suitable both 
for the public at large and for certain sectors of the public especially related to 

children. 

While the nongovernmental organizations tackling health problems such as cardiovascular 

diseases, cancer and tuberculosis would be giving their solid professional support to solving 

the problem, there was another group of voluntary agencies besides those of the NGO/IYC 

Committee, namely, the International Council of Voluntary Agencies which, through the Commission 

on Integrated Human Development, was studying how it could help. 

1WH0 Technical Report Series, No. 636, 1979. 
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It was heartening to report the interest of the voluntary agencies in the smoking epidemic, 

which the Director -General of WHO had described as "probably the largest single preventable 

cause of ill- health in the world ". If there was to be health for all by the year 2000, only 

twenty years were left to conquer smoking, the man -made demon. The voluntary agencies 

promised to do their part. 

Dr JESUDASON (Sri Lanka) recalled that at the Twenty-third World Health Assembly in 

May 1970, he had proposed that WHO should practise what it preached and should ban smoking 

in all WHO meeting -rooms. His proposal, seconded by the United Kingdom of Great Britain 
and Northern Ireland, had been adopted. 

Ten years later, the lack of progress in reducing smoking was discouraging. Some 

4.5 million hectares of arable land were under tobacco cultivation in some 120 countries, yet 

there was a shortage of land on which to grow food for the world's fast -expanding population. Sсiеn- 

tific studies were needed to find out the expenditure on ill- health caused by smoking, thelabour 

time lost, and the benefits of improved nutrition as against the revenue likely to be lost 

by giving up tobacco growing. The gains would almost certainly outweigh the losses in the 

long run. WHO should take further steps to combat the hazards of smoking. It should be 

banned in all United Nations meetings; and all Member States of WHO should instruct their 
health authorities to discourage it. Health personnel should set an example to patients 
everywhere and teachers should set an example to their pupils. 

Sri Lanka had taken action to ban all advertisements for smoking, had forbidden smoking 

in public places and transport, and made it obligatory for cigarette packets to carry a 

health warning. His delegation supported the draft resolution and would advocate high 
priority for the programme. 

Professor AVRAMIDIS (Greece) congratulated the Director -General on his thorough 

implementation of resolution WHA31.56. Smoking control had become a very serious problem 
particularly in the case of the large number of young people of both sexes, the pregnant 
women and the nursing mothers who were smokers. The best approach would be health education 
starting in primary and secondary schools. 

Greece had in recent years organized an anti- tobacco campaign using appropriate audio- 
visual facilities to inform people of the health hazards. Harmful advertising had been 
banned, as had smoking in public places, transport, and hospitals. The feedback to date 
showed satisfactory results, even though Greece was a tobacco -producing country, a factor 
which made smoking control all the more difficult. International cooperation was the only 
way of ensuring that forces were combined to solve the problem and protect the precious 
commodity that was health. 

The Greek delegation unreservedly supported the draft resolution and wished to be one of 
its sponsors. 

Dr LO (Malaysia) said that self -interest, ignorance, and socioeconomic factors were 

involved in the controversy over smoking and health. The conflict between words and actions 

and the double standards adopted were only too obvious everywhere. 

Smoking was of increasing concern to Malaysia, more particularly because it was still 

socially acceptable, while the socioeconomic implications were considerable. The annual 

per capita cigarette consumption for the population above 15 years of age was about 2000 and 
was increasing at a rate of something like 77. annually. The amount spent on cigarette 
advertising was comparable to that spent in the United States and was greater than for any 
other form of advertising; it represented about 9% of total advertising expenditure, aid at 

least 15 media were used. 

The Government was taking measures for health education and legislation to combat 

smoking. A plan of action for an anti -smoking campaign had been presented in 1972. Since 
1977, cigarette packets had carried a health warning. Smoking in public places such as 
cinemas, theatres, hospital wards, clinics and health centres was either banned or restricted. 
Information on the relationship between smoking and health was given in the form of 
exhibitions, through the mass media, and by means of films, posters and quiz competitions in 

schools; it would be intensified in 1980. There was a 5 -day plan to assist smokers who 
wished to break the habit. 

WHO's action was most timely and was greatly appreciated, particularly the Organization's 
cooperation with FAO to study crop diversification in tobacco -growing areas. The 
dissemination of the findings to governments, particularly suggestions as to suitable, 
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practical and economic substitute crops for tobacco, would be most welcome. WHO should seek 
to persuade governments to demote tobacco production in the interest of long -term health 
gains, providing factual evidence and suggesting practical alternatives wherever possible. 
Perhaps it could consolidate and summarize the research findings of the past decade and 
encourage applied research into effective intervention at regional aid national level. 

His delegation approved the proposed future action outlined in section 4 of the report. 
The joint FAO/WHO crop diversification study should be given high priority and the results 
presented to the next Health Assembly. Since smoking was the common determinant, anti- 
smoking activities deserved an even higher priority than the smoking -linked diseases; 
budgetary provision for such diseases could be pooled and used accordingly. A single -disease 
approach might have advantages over an intersectoral approach in terms of efficiency but 
tended to be expensive and would not necessarily contribute towards the goal of health for 
all by the year 2000. 

Dr KAWAGUCHI (Japan) said that his Government was very concerned with the problem of 
smoking control. A seminar on "Smoking or health: the choice is yours" had been held in 
Tokyo in the current year. Institutes concerned with cardiovasular diseases, tuberculosis, 
and cancer were encouraged by the Government to hold courses on the subject. 

The main thrust of the campaign should be education rather than restriction, and the 

main plank of educational action was wide publicity on the dangers of smoking. The 
proposed future action outlined in section 4 was appropriate. More use should be made of 
existing research bodies and of WHO's worldwide research facilities. 

Dr RINCHINDORJ (Mongolia) thought that WHO's work on smoking control had been very 
successful. The publicity associated with World Health Day 1980 had been significant, and 

concern about smoking had spread to almost every country in the world, Smoking control 
enjoyed government support at all levels in Mongolia; for example, there was a movement for 

an association of nonsmokers, 

level medical institutes, and 

Smoking control would be 
difficult to wean people away 

started on the initiative of medical students and by middle - 
the idea had spread to all youth organizations. 
successful, but not in the immediate term. It would be 

from the habit of smoking, particularly those having a 

monotonous and boring job, such as long -distance truck drivers. Perhaps the Secretariat 
could be asked to find out from members of the expert advisory panel or more generally 

from specialists in smoking control whether some form of harmless substitute could 

be devised to take the place of tobacco for such drivers. 

His delegation fully supported the proposed future action by WHO, particularly the health 
education campaign on the health hazards of smoking, and was prepared to implement the Health 
Assembly's decision. Success would be achieved not merely because of the number of 

conferences and symposia of experts or specialists, but because the harmful effects of smoking 

were known to everybody, including smokers themselves. The need was for a convincing method 

of helping people to give up the habit. 

Dr HASSOUN (Iraq) said that visitors to Iraq could not but be aware of the great efforts 

being made to limit smoking in the light of the various Health Assembly resolutions and of 

resolution 24 adopted at the Eighth Conference of Health Ministers of Arab Countries 

(Baghdad, February 1980). To protect the health of young people, there was a ban on tobacco 

in all schools and universitiesand, during working hours, in all medical establishments and 

at meetings in state ministries. Programmes on the health hazards of smoking had been 

intensified and there was close cooperation between the Ministries of Health and of 

Information to devise anti - tobacco programmes directed at the young. Smoking was banned from 

meetings that were broadcast on television. Tobacco -advertising by press and television was 

banned, and industry was urged to apply the Health Ministry's rules. Cigarette packets 

carried a health warning, and Iraqi Airlines was encouraged not to sell tobacco on its 

aircraft. Action had been taken to limit and gradually reduce the area of land under tobacco 

cultivation. 

His delegation supported the draft resolution and wished to be a co- sponsor. 

Dr NIN VIVO (Uruguay) said that his delegation fully concurred in the views in 

the Director -General's report. For the past 10 years Uruguay had waged an intensive 

campaign for the control of smoking. The Ministry of Health had a department devoted to 
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intersectoral coordination in the anti - smoking campaign, under the direction of Dr Saralegui, 
the author of a number of publications on the hazards of smoking. 

His delegation wished to be a sponsor of the draft resolution before the meeting. 

Dr MAFIАМВА (United Republic of Cameroon) said that, as mentioned by his delegation in 

a plenary meeting, the selection for World Health Day 1980 of the theme "Smoking or health; 

the choice is yours" had had a great impact in his country, but he wondered how lasting the 
effects of the related campaign would be. Prior to the campaign, even many medical staff 

had seemed unaware of the dangers of smoking; moreover the impact of the campaign might have 

been restricted to the part of the population having access to the media. In that connexion, 

he noted that the important document, Technical Report Series No. 636 (Controlling the smoking 
epidemic), had not been brought to the particular attention of health administrations. 

With regard to the questions put by the Secretariat in section 6 of document А33/14, his 

delegation thought that WHO's effort should be concentrated on information and research; it 

had reservations about the usefulness of the proposed seminars and expert committees to be 

held in or for developing countries. WHO, in cooperation with FAO, should try to institute 

as quickly as possible measures for crop diversification in areas where tobacco -growing made 

an important contribution to the economy - an approach which was crucial to a long -term 

solution of the tobacco consumption problem. 
His delegation supported the draft resolution and would encourage WHO to continue the 

worldwide anti- smoking campaign. 

Dr Madiou ТOURÉ (Senegal) said that, in the anti -smoking campaign, members of the Health 

Assembly themselves should set an example if they wished WHO's efforts to be taken seriously 

by the outside world. When the question of individual freedom of choice was raised, the 

rights of the non -smoker should also be remembered. 

The Faculty of Medicine in Dakar, in collaboration with the Institute of Cardiology there, 

had published a survey on tobacco consumption from the public health standpoint; copies of 

the study could be obtained through WHO. An anti -tobacco league had also been established in 

Senegal; it held meetings and intervened at government level with a view to possible 

legislation. In his delegation's view, the international community should adopt similar 

measures. 

Professor RUDOWSКI (Poland) said that the topic was of particular interest to his country, 

where the number of smokers was now roughly twice the figure for 1955, and where the habit was 

spreading, particularly among women aid young people. The Polish health authorities were 

conducting campaigns to disseminate information on the benefits of giving up smoking; there 

were also legislative proposals to prevent smoking, and a recommendation by the Minister of 

Health and Social Welfare in June 1974 on the control of smoking in the approach to primary 

health care. Control of smoking had been introduced in offices of the health administration; 

an intensive public information campaign had been launched by the Ministry of Health, a group 

of experts of the Polish Academy of Sciences, and the Social Smoking Control Committee; and 

a national smoking control centre in Lodz investigated trends in the habit among teenagers 

and conducted seminars and workshops on smoking and health. The theme for World Health 

Day 1980 had encouraged measures in Poland to implement the Health Assembly resolutions on 

smoking and health; although the task was not easy, strong support of those resolutions 

was essential for the health of the community. 

His delegation welcomed continued WHO activity in that field; it strongly supported 

the programme outlined in document А33/14, and it wished to be a sponsor of the draft 

resolution now before the Committee. 

Dr HELWA (Egypt) said that the problem of smoking was particularly serious in the 

developing countries, for a number of reasons - medical, social and economic. His delegation 

therefore welcomed the Director- General's progress report, particularly the section on 

programme constraints. The most important task was to educate the general public, and 

campaigns for that purpose should involve school curricula, the mass media, and all religious 

and social organizations. Research should be encouraged, with a view to enabling governments 

and relevant organizations to prevent the smoking habit from spreading by eradicating the 

underlying economic and social factors. 

With regard to paragraph 5.1 of the report, it would be interesting to know what evidence 

there was of the extent to which tobacco manufacturers, exporters, and dealers were involved in 

opposing anti- smoking campaigns. Measures should be introduced to induce manufacturers to 
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decrease their sales promotion; and steps should be taken to demonstrate the falsity of the 

counter -campaigns. Egypt had stepped up its anti - smoking publicity programme, which included 
efforts to persuade cigarette manufacturers to reduce the tar and the nicotine content of 
their products. There was no mass media advertising of tobacco in Egypt. 

With regard to the need for further contributions, Member States could, perhaps, be 
encouraged to impose certain additional tobacco taxes each April, in commemoration of World 
Health Day, and to allocate the proceeds to WHO. 

Mr WEITZEL (Federal Republic of Germany) said that his delegation welcomed the Director - 
General's report and the interest shown in the relevant expert committee reports, which 
reflected the general public's interest in the topic. Although it was important to collate 
information on smoking habits and problems, the need for an international clearing -house was 
questionable. 

With regard to paragraphs 4.4 to 4.9 of the report, future activities should give 
particular emphasis to collaboration by the developing countries, since efforts to educate the 
public were of particular importance in those countries. And since it was unlikely that 
smoking could be abolished entirely, efforts should be made to reduce tar and nicotine levels 
at least to the limits accepted for cigarettes sold in industrialized countries. 

He wondered how WHO could implement guidelines related to warnings. In his country, 
cigarette advertisements were banned on radio and television, and the Government tried to 
ensure, through voluntary agreement by the tobacco industry, that health warnings appeared on 
all tobacco products. 

The decision whether or not to diversify crops in traditional tobacco - growing areas 
depended on the political will of the governments concerned. In that connexion, his delegation 
shared the view, expressed by FAO and shown in the annex to the Director -General's report, 
that only by curtailing demand could efforts to reduce tobacco production be effective - a 

point which underlined the importance of educating the public itself to reduce demand. 
With regard to section 6 of the report, it was difficult to establish priorities; but 

it was important to take concerted action to identify and combat the problems common to drug 
abuse, alcoholism and smoking, as well as smoking- induced diseases. The work of WHO and 
other bodies should be interrelated and complementary. 

His delegation supported the draft resolution before the Committee. 

Dr FORTUINE (United States of America) said that his delegation noted with particular 
interest the stress laid, in the Director -General's report, on educational campaigns arid the 

proposed establishment of an international clearing -house for information on smoking trends. 
Cigarette smokers had a death rate from all causes 70% higher than non -smokers; 

in the United States alone some 320 000 premature deaths a year were associated with tobacco 
use, not to mention a further 10 million sufferers from chronic diseases. However, per capita 
tobacco consumption in the country had been declining steadily since 1973; in 1978, regular 
smokers had constituted 337, of the population - the lowest figure for over 30 years. Between 
1955 and 1978 the percentage of regular smokers among adult males had declined from 53 to 38; 
unfortunately the proportion of women smokers had increased. 

Responsibility for control rested with the country where the tobacco products were 
marketed. In his country, such products could not be advertised on radio or television, and 
printed advertisements had to bear a health warning. The United States agreed on the need 
for increasing education on the health hazards of smoking, and it was currently negotiating 
a contract with WHO to provide further resources for that purpose. It encouraged studies 
on crop diversification; in that connexion, his delegation would be interested in any 
information which FAO could provide. 

President Carter, in commemorating World Health Day 1980, had issued a message recognizing 
the hazards of smoking arid stressing the country's continuing efforts to inform its citizens 
of them. The United States delegation welcomed the work done by WHO in that connexion, as 
outlined in the Director -General's progress report, and it warmly encouraged the continuation 
of the activities reported. It wished to become a sponsor of the draft resolution before 
the meeting. 

Mr MENALDA VAN SCHOUWENВURG (Netherlands) said thet his delegation welcomed the activities 
referred to in section 4 of the report. It attached great importance to the need for 
education and motivation; in that connexion, it thought that the training curriculum of all 
primary health workers should include instruction on the control of smoking. 
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In his delegation's view, the rights of non- smokers should also be reflected in the 

future activities outlined in section 4 of the report; the Secretariat's observations in 

that connexion would be welcomed. In the Netherlands, legislative measures had been taken to 
protect the atmosphere in public places; smoking was prohibited in government schools, 
cinemas, department stores, theatres, trains and buses. Tobacco advertisements through the 

mass media were prohibited, and an intensive campaign to discourage smoking was gaining 
momentum. 

His delegation wished to be among the sponsors of the draft resolution before the 
Committee. 

Mr QUTUB (Saudi Arabia) said that, at a time when smoking among young people was 
considerably increasing, largely as a result of unscrupulous publicity campaigns, there was a 

need for continued effort by WHO and other international organizations, aimed at crop 

diversification; and also for the continued evaluation and analysis of tar and nicotine levels in 
tobacco with a view to control at international level, particularly of those brands of tobacco 
exported to developing countries. The difference in the levels accepted in developing and in 
industrialized countries - mentioned in paragraph 4.4 of the report - was in fact a hidden 
form of racial discrimination. 

Local organizations should endeavour to increase public awareness of the health hazards of 

smoking and of the need to protect non -smokers, particularly children. School curricula should 
include suitable instruction, and public information campaigns should draw attention to the 

diseases resulting from smoking and the consequent burdens on the health services. Efforts 
should be intensified to prevent all forms of tobacco advertising, including a total ban on 
mass -media publicity, such as existed already in Saudi Arabia. 

His delegation was a sponsor of the draft resolution on the subject at present before the 

Committee. 

Mr XU Shouren (China) welcomed the measures outlined in the progress report. 
In July 1979 the Chinese Government, pursuant to resolution WHA31.56, had issued a state- 

ment on the dangers of smoking and had requested national and local newspapers, the trade 
unions, youth movements, and radio and television stations to take part in an anti - smoking 
campaign, including the dissemination of scientific information. It also aimed at prohibiting 
smoking by schoolchildren and young persons. The widespread campaign thus initiated had been 
accompanied by an epidemiological survey. On 7 April 1980, China had adopted the slogan 
"Smoking or health: the choice is yours" for a major publicity campaign which had included 
television programmes, speeches by eminent scientists, articles in the Health Ministry journal, 
and the issue of a special postage stamp. Far -reaching anti - smoking programmes had been 
launched in Shanghai and other places. The results of all those activities suggested that 
governments should give serious attention to widespread information campaigns involving the 
mass media, epidemiological studies, and constant scientific surveillance by the health services 
of tobacco use. 

The smoking habit would be difficult to eradicate in China. His delegation therefore 
welcomed all efforts to strengthen cooperation between WHO and all countries engaged in 
campaigns against smoking. 

The meeting rose at 13h00. 



SIXTEENTH MEETING 

Thursday, 22 May 1980, at 14h30 

Chairman: Dr E. M. SAMBA (Gambia) 

1. SIXTH REPORT OF COMMITTEE B (Document А33/53) 

The CHAIRMAN invited the Committee to adopt its draft sixth report, contained in 
document А33/53. 

Mrs RAIVIO (Finland), Rapporteur, read out the report. 

The report was adopted (see document WHA33 /1980 /REС /2). 

2. HEALTH HAZARDS OF SMOKING (PROGRESS REPORT): Item 30 of the Agenda (Resolution WНАЗ1.56, 
para. 2(6); Document А33/14) (continued) 

s 
Dr HOUENASSOU- HOUANGBE (Togo) said that the problem of tobacco was both very simple and 

very complex - very simple because all that was needed was to prohibit the growing and pro- 
cessing of tobacco and tobacco products, very complex because everybody knew that it was 
impossible to do so and because the final choice between smoking or not smoking was one for 
the individual alone. His delegation approved the activities undertaken by the Director - 
General and supported the proposals for future action in section 4 of the report (document 
А33/14).1 However, greater emphasis should be placed on preventive measures and Member 
States should be urged to intensify publicity on the harmful effects of tobacco, to prohibit 
smoking in public places and to ban all tobacco advertising. Special emphasis should be 
placed on audiovisual methods aimed at non- smokers and young people in primary, secondary and 
training schools. 

He hoped that the nicotine and tar content of cigarettes could be brought under control 
by international standardization under the auspices of WHO. It seemed peculiar that 
cigarettes could be sold even though the packet bore a warning that they were dangerous. A 
good example had been set by the ban on smoking during WHO meetings, which benefited smokers 

and non- smokers alike. His delegation fully supported the draft resolution. 

Dr COELHO (Portugal) fully supported the continuation of WHO's activities to combat 

smoking, carried out in conjunction with national administrations and other international 

agencies. 

In his country, the health authorities had stepped up their efforts to deal with the 

problem and a number of restrictive methods had been proposed; unfortunately, the constraints 

referred to in the Director -General's report had not yet permitted full implementation of 

those measures. An anti - smoking campaign, in which all communication media had collaborated, 

had been held in conjunction with World Health Day and a national interministerial commission 

had been set up to draw up a national plan to control the rising epidemic of smoking. The 

feasibility of the plan, which included short -, medium -, and long -term measures, was now 

being considered by the Government. 

His delegation supported the measures proposed in section 4 of the report and the 

organization of a sustained world campaign against smoking. 

Mr MANSBRIDGE (Canada) drew attention to the ambivalent attitude of human beings to 

smoking. In his experience, no smoker who was not seriously ill or incapacitated as a 

result of smoking had ever been convinced that he personally was vulnerable and at risk. 

Canadian data on smoking were encouraging to the extent that a significantly reduced number 

of mature adults continued to be addicted to tobacco, although the situation was more 

1 See document WНA33/1980/REC/1, Annex 7. 
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depressing in regard to the young and in particular to the female young. It almost appeared 

as if young people wished to dissociate themselves from their elders. The truth of the matter 

probably was that cigarette smoking was part of growing -up, and was seen as a status symbol, 

a sign of sophistication, and evidence of the step from childhood into maturity. Thus, the 

main effort against smoking should be directed towards the young, to persuade them to shun 
tobacco. 

Dr GERHARDT (Brazil) said that his country was studying the adoption of anti - smoking 

measures, based on the relevant WHO guidelines. In Brazil about 30% of the population - 

some 25 million people - were smokers and the statistics showed smoking to be responsible 

for 80 000 to 100 000 deaths each year. 

In Brazil the tax on the sale of cigarettes was high, higher in fact than that on any 

other consumer product, and provided 12% of the overall federal tax yield. From known 

results in other countries, it was reasonable to suppose that smoking could be curbed by 

price increases. Studies were being carried out with a view to adopting restrictive 

legislation on smoking in public places, such as health service buildings, shops selling 

consumer goods, public transport and cinemas. Such restrictive legislation on tobacco 

was already in force in one state. His country did not have a high per capita consumption 

of tobacco (except in large urban areas), but 100 billion cigarettes were produced in the 

country annually. There was no doubt that tobacco producers and processors would continue 

to do their best to boost production and sales. 

Mrs BAZLEY (New Zealand) said that the anti - smoking campaign in her country, in association 

with the 1980 World Health Day campaign, which had been fully supported by radio, television 

and newspapers, had been an outstanding success. A check had shown that the smoke -free day 

had had a significant impact at all levels of society and had served as a launching -pad for 

ongoing anti- smoking activity. A voluntary agreement had been renegotiated between the 

Minister of Health and tobacco manufacturers, the principal new features of which were the 

incorporation of a more strongly worded warning notice, the inclusion of the warning and the 

tar range on advertisements, further restriction on advertising, particularly at the point of 

sale, and monitoring of the agreement by the news media's Committee on Advertising Practice. 

She noted that in her country, as in several others, World Health Day had fallen on a 
statutory holiday and observation of World Health Day had therefore had to be postponed. 

She suggested that consideration be given to declaring a World Health Week so that 
individual Member States could observe World Health Day at any time during that week. 

Her delegation considered the future activities outlined in section 4 of the report to 

be appropriate and commendable. A point to be emphasized was that crop diversification in 
tobacco growing areas was absolutely essential if farmers, who were dependent on tobacco crops 
for their livelihood, were to be made financially secure, so as to enable current production 
levels to be progressively reduced. Cooperation with FAO to that end should be vigorously 

pursued. 

i 
Dr ALFA CISSE (Niger) said that, after listening to such widespread condemnation of tobacco 

and such eulogies of those who opposed it, he was bound to say that the fault lay not with 

the tobacco itself but with those who made use of it. Only too many delegates were aware 

of the danger, spoke against it, voted against it, but could not in the final instance resist 

smoking. Passing resolutions against smoking would not eliminate lung cancer, chronic 

bronchitis or any of the ills which the Organization was rightly attempting to prevent. To 

a large number of countries represented at WHO tobacco was only an import, so that all that 

was needed was a ban on tobacco imports by any government brave enough to try it, a ban 

which would not however be directed against tobacco but against tobacco -producing countries. 

It was no good passing resolutions against smoking without a personal commitment not to 

smoke. It was no good talking about radio, television and press campaigns while tobacco 

was still on sale in the shops. A further point to remember was that tobacco, although 
produced in the developing countries, was very often exported in raw form for processing in 

countries which could afford the high capital costs - and returned to the developing producer 
countries with a higher nicotine content, a higher content of carcinogenic tar and a higher 
toxic alkaloid content. 

He admitted to a feeling of hypocrisy in supporting the draft resolution, since he 
was fully aware that the degree of commitment was insufficient to make it an effective 
instrument. If there was to be a ban on smoking, the people to implement it would be the 
heads of state, and yet there they were, seen on the television at their meetings, smoking 
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as they exchanged views. It might even be that they would implement the ban but they would 
still go on smoking. Doctors were equally serious offenders, justifying their offence on the 
grounds that they needed to relax in order to solve the delicate problems facing them. 

If he were to return to his country and initiate measures against the importation of 
tobacco, it would be claimed that Niger was against the Soviet Union, or against the 
United States of America - taken as examples, although those were not the greatest tobacco - 
producing countries. But if one was against the great powers one had really lost all peace 
of mind; and it would be on account of the cigarette - which was and would remain a powerful 
means of intoxication. 

Professor LISICYN (Union of Soviet Socialist Republics) said that the statement by 

the delegate of Niger contained under its witty exterior an element of serious truth. The 
fact was that unless the medical profession itself - doctors, directors of health institutes, 

scientists and heads of medical schools - gave up smoking and set an example to their patients, 

no amount of publicity or propaganda would ever prove effective. As an example, he recalled 

Sir George Godber proposing at the Health Assembly 12 -15 years ago a resolution prohibiting 

smoking during meetings of the Assembly. Surprisingly, it had taken two or three meetings 
to get that very simple, very wise and in medical terms fully justified measure passed. 
That brought out clearly the inherent difficulty of the problem and the vital need for 
doctors to set an example. However, he did not share the pessimism of the delegate from 
Niger; most delegations seemed to have had a fair degree of success in dealing with the 

problem, on-both the medical and the social level. 

His country had taken measures to ban smoking in schools, universities, and on public 
transport, and was now developing even more stringent legislation which would extend the ban 

to other sectors. Even though prohibition was perhaps not the best way of getting rid of a 
social evil, as was shown by the example of alcohol, nevertheless it did have a certain 

effect, particularly when combined with a large -scale campaign of health education. 

Research on the most effective methods of publicizing the harmfulness of smoking was being 

carried out at the Central Institute of Medical and Health Education. 

The Organization had done excellent work in the field of smoking and health, notably 

in the case of Finland, where there had been a reduction in the incidence of cardiovascular 

diseases. WHO's activities were acquiring significance on a worldwide scale, as was shown 

by the fact that requests for anti -smoking literature had been on the increase and this 

literature was being used more aid more in various countries of the world. 

He could support the suggestions for future action set out in section 4 of the Director - 

General's progress report. He would only suggest that WHO should supplement those activities 

by undertaking comprehensive scientific studies on the long -term effects of smoking. Those 

studies shoxfld be carried out by specialists in different fields, notably pulmonologists, 

neurologists, oncologists, cardiologists, sociologists and psychologists. Further, WHO 

should recommend to all Member States the setting up of special bodies to coordinate all 

anti - smoking publicity, working in cooperation with representatives of various professional 

and social groups. WHO might also consider expanding the network of collaborating centres 

referred to in paragraph 2.2 of the report; at present their number was inadequate to deal 

with the size of the problem. Action might be taken to elaborate intercountry programmes 

for the eradication of smoking, involving the setting up of appropriate scientific institutions. 

Research into the motivation of smoking would be an effective means of lending support 

to general anti - smoking publicity. In addition, the regional offices could be invited to 

prepare reports on the experiences of countries in the region in carrying out anti - smoking 

activities. The Regional Office for Europe was now carrying out its third survey on smoking 

and health, and studies had been going on in the United States for some 15 years on the harmful 

effects of tobacco on the cardiovascular and other systems. In view of that evidence, 

efforts should be made to extend health education into other areas, such as maternal and 

child health, nutrition, and pulmonary, cardiovascular and other disease control programmes. 
He supported the draft resolution, but had a few drafting amendments to propose. In 

the fourth preambular paragraph, mention should be made of children as well as pregnant 

women and lactating mothers. In the fifth preambular paragraph there should be a reference 

to developed as well as developing countries, since the problem was not peculiar to the 

latter. The paragraph might read ". . . that occur in both developed and developing 

countries ". A similar change should be made in operative paragraph 2 (4), in which the 

words "particularly" might be inserted between "tobacco" and "in developing countries ". 
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He recalled that during the Health Assembly's discussion of a global strategy for 

attaining the goal of health for all by the year 2000 it had been indicated that there was a 

need to define the concept of social health, and also to establish proper statistical 

indicators to be used in evaluating it. Once that had been done, it would be possible to 

include the smoking factor in the definition of social health, so that the level of health of 

a country could also be evaluated according to the prevalence of tobacco smoking. 

Dr КRUSНКOV (Bulgaria) said that his country had developed measures to ban smoking in 

public places as early as 1969. In 1976 it had been decreed that the control of the misuse 

of tobacco and alcohol should become one of the nation's priority tasks, and regulations on 

the subject had been drawn up which formed part of a body of social, administrative and 

educational measures designed to protect his country's most valuable national asset, the 

health of its people. Under those regulations, smoking was prohibited in areas where pregnant 

women and nursing mothers were present, and also in airports, in railway and bus stations, in 

railway carriages, and in aircraft where the duration of the flight did not exceed two hours. 

Smoking was also prohibited in rest and eating areas in factories, as well as in educational 

institutions such as schools, youth hostels and youth clubs, and in restaurants except for 

specially designated areas. 

The price of tobacco had recently been increased by over 30% in Bulgaria. Observance of 

the anti - smoking regulations was strictly monitored, and there were legal penalties for all 

who violated them. The Ministry of Health had thus responded to the exhortations of 

resolutions WHA29.55 and WHAЗ1.56, a response which was particularly timely in view of the 

slogan "Smoking or health : the choice is yours ", which had been chosen for World Health Day 

1980. 

His delegation wished to be included among the sponsors of the draft resolution. 

Professor GIANNICO (Italy) congratulated the Secretariat on its active participation and 

collaboration in the various activities undertaken concerning the epidemiology of tobacco 
smoking. In answer to paragraph 6.1.1 of the Director -General's progress report, his 

delegation believed that the activities outlined in section 4 (Proposed future action) were 

appropriate, but not fully adequate to deal with such a large -scale problem. Chronic 

bronchitis, emphysema, lung cancer and cardiovascular diseases constituted a very heavy burden 
on public health. Although he realized that there were many economic, political and social 
constraints on effective action for the control of smoking, health bodies at both national 
and international level should be aware that attempts to neutralize efforts to protect human 
health in this field should be resisted. The Minister of Health of his country had recently 
announced that he intended to redouble his efforts to combat smoking and to introduce new 
preventive measures, particularly in regard to young people. Any programme launched by the 
Organization to foster those aims would be welcomed. 

At the meeting of health ministers of the nine countries of the European Economic 
Community held in November 1978 a common programme had been launched involving the exchange 
of information on the causes of tobacco smoking and the study of a common methodology of 
health education in the field of prevention of diseases related to smoking. Under that 
programme, the sectors considered as being at greatest risk had been pregnant women, nursing 
mothers, sufferers from respiratory and cardiovascular diseases, and workers who were already 
at risk because of other factors. The role of the international organizations should be to 
encourage cooperation between different countries and to sensitize public opinion, which 
should be the basis for all initiatives in the field, and WHO should play a leading part in 
mobilizing resources for that task. At the Thirty- second World Health Assembly, the 
Assistant Director- General had stated that programmes on smoking and health were progressing 
actively, almost aggressively, arid his delegation had welcomed that development. However, 
he regretted that in the list of headquarters services in document WHAЗЗ/DIV/2, which 
included such items as alcohol - related problems, drug dependence, ecology, and diabetes, 
there was no reference to smoking - induced diseases. In view of the pathology associated with 
the smoking habit, there did not seem to have been enough consideration given to the creation 
of a service to cover that area. 

He hoped that the Committee would support the draft resolution, of which his delegation 
was a co- sponsor. 
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Dr НAAS (Austria) said that national measures to combat smoking needed to be supplemented 
by international action if they were to be effective. Much had been done in his country in 
that direction by means of health education and through a "gentlemen's agreement" between 
the Ministry of Health and the tobacco companies whereby the nicotine and tar content of 
cigarettes was indicated on packages. Tobacco advertising on radio and television was 
prohibited by law, and tobacco advertising in the media, particularly those sections that 
were influential with youth, was severely restricted. 

He welcomed the draft resolution under consideration and hoped that in addition to 
strengthening WHO's programme on smoking and health it would provide a basis on which national 
health administrations could initiate further action in the field. 

Dr HELLBERG (Finland) said that in his country efforts to combat smoking had shown the 
need for a comprehensive approach involving health education, legislation, and research into 
the effects of smoking on health. Finland had imposed a total ban on tobacco advertising; 
it had restricted smoking in public places and required that warnings be printed on all 
tobacco products. In addition, there was control of harmful substances in tobacco products by 
means of compulsory registration. Those measures had led to a continuing decrease in smoking 
among men and among teenagers, and also to a halt in the increase in smoking among women. 
Importance was attached to a realistic price policy for cigarettes, and it was felt that 
cigarette prices should at least keep pace with the general level of prices. That restrictive 
legislation had been well received, and Finland was now experiencing a demand for even more 
restrictions on smoking in places of work; initiatives in that direction were being 
developed with the cooperation of trade unions. 

He supported the proposals for future action set out in paragraph 4 of the progress 
report. 

Mrs LUETTGEN (Cuba) said that in 1979 a high -level committee had been set up in her 
country to formulate a national health education programme. It had been decided to incorporate 
into that programme a campaign to change the smoking habits of the people, as well as stressing 
the need for physical exercise and the proper use of leisure. Although the programme was not 
yet fully implemented, experience so far indicated the need for multisectoral participation. 
The programme had the active support of other ministries as well as of sporting and other mass 
organizations. 

The International Conference on Smoking and Health held in Stockholm in 1979 had shown 
that the degree of concern felt by governments over the seriousness of the problem varied 
greatly. Whereas in developed countries cigarette packets were required by law to indicate 
carbon monoxide, tar, and nicotine yields, tobacco with a much higher toxic content was sold 
by multinationals to developing countries which lacked adequate laboratory facilities for 
analysis. 

Until people could be convinced that the only solution to the problem was to give up the 
habit of smoking, WHO could help by giving advice or by setting up a central laboratory for 

these countries so that they could at least know the extent to which they were being poisoned 
by the tobacco they consumed. 

She too supported the draft resolution under consideration. 

Dr d'EN Wen -chieh (Assistant Director -General) thanked all delegates on behalf of the 
Director -General for their interest in the programme and for their encouragement and support. 
He assured delegates that their valuable guidance and comments would be implemented in WHO's 
future activities in this field. 

With regard to collaboration between FAO and WHO, that collaboration had already been 
initiated and would be further strengthened in the future. The suggestions made by the 

Committee in that regard would be transmitted to FAO accordingly. However, he emphasized the 

need for Member States to make direct requests to FAO to carry out studies on such subjects as 

crop diversification. 

As to the comments made about World Health Day, the Director -General was particularly 
appreciative of the way in which so many Member States had collaborated in this year's World 
Health Day. Almost all Member States had used it as a basis for intensive national campaigns 
on smoking and health. The examples of the literature and press campaigns received at WHO 
headquarters were truly impressive in their creative approach to a difficult issue. It was 

particularly heartening to see that activities had not been limited solely to the information 
and education aspects of the problem, but that World Health Day had been used as a springboard 
for introducing important legislative and administrative measures to curb the smoking epidemic. 

Thus the Day had been truly action -oriented. 
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He assured delegates that WHO would continue to support national efforts to combat the 

smoking habit. 

Dr MASIRONI (Cardiovascular Diseases), referring to an observation by the delegate of 

Sri Lanka about the need to undertake a study on health costs caused by smoking -related 

diseases, said that such a study was indeed being carried out by WHO in collaboration with 

FAO, as part of overall investigations into crop diversification. FAO was currently 

evaluating the economic benefits of tobacco production and trade in various countries and 

WHO hoped to issue a mathematical model for Member States wishing to assess health costs 

caused by smoking - related diseases. 

In response to the delegate of Malaysia's request that WHO should collect and disseminate 

information on research and other issues relating to smoking and health, he stressed that data 

were being gathered on smoking trends throughout the world, with special emphasis on promoting 

data collection in countries where such information was as yet lacking. An international 

clearing house of information on smoking trends would be established by WHO in cooperation 

with the United States Office on Smoking and Health. Doubts had been expressed as to the 

utility of its creation since efficient work was already being done on the subject by that 

Office and by WHO collaborating centres, but he emphasized that it was not a new body being 

set up, but merely the beginning of a new activity to meet frequent requests for information 

that had not yet been organized for international distribution. 

With regard to collaboration with FAO, he repeated that Member States should submit their 

requests for studies on matters such as crop diversification directly to FAO and not to WHO. 

Several delegates had mentioned the need to prevent the spread of tobacco smoking, 

and that was indeed the line of action pursued by WHO, particularly in the primary prevention 

of ischaemic heart disease. Smoking control activities were especially appropriate in the 

context of the developing countries, where the prevalence of smoking and therefore of 

ischaemic heart disease was still relatively low. 

The CHAIRMAN invited the Committee to consider the draft resolution introduced at the 

previous meeting. 

Dr BROYELLE (France) considered that the draft resolution did not lay sufficient emphasis 
on the increase in smoking among young people, and the need to strengthen health education 
particularly for that age group, a point stressed by many delegates. She therefore suggested 
that the words "particularly with respect to youth" be inserted in operative paragraph 1 (1), 

after the words "educational approaches ". 

Mr NYGREN (Sweden) speaking on behalf of the co- sponsors of the draft resolution, agreed 

with the amendments suggested by the delegate of France. He also accepted the amendment to the 

fifth preambular paragraph proposed by the delegate of the USSR and his suggestion to amend 
the fourth preambular paragraph, on the understanding that the word "children" referred to an 

age group affected by passive smoking. As to the amendment suggested to operative paragraph 
2 (4), the repetition of "in particular" and "particularly" could perhaps be avoided by 
deleting the former. Lastly, he did not consider that the amendment put forward at the 

previous meeting by the delegate of Swaziland, was essential since WHO already had a Voluntary 
Fund for Health Promotion including a Special Account for Miscellaneous Designated 

Contributions which would adequately meet the purposes of operative paragraph 2 (5). 

Dr DLAMINI (Swaziland) accordingly agreed to withdraw his amendment. 

Professor LISICYN (Union of Soviet Socialist Republic) said that the delegate of Sweden 

had correctly interpreted his intention in wishing to insert the word "children" in the fourth 

preambular paragraph. It might be possible to add the words "and young people ", since they 

were also affected by passive smoking. 

Mr NYGREN (Sweden) did not consider young people as a risk group of the same importance as 

pregnant women or lactating mothers. He would therefore suggest the insertion of the word 

"children" only. 
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Professor LISICYN (Union of Soviet Socialist Republics) concurred. 

The draft resolution, as amended, was approved.1 

3. SEVENTH REPORT OF COMMITTEE B 

The CHAIRMAN invited the Committee to adopt its draft seventh report, in which it 

recommended the adoption of the draft resolution just approved. 

The report was adopted (see document WHA33/1980/REС/2). 

4. CLOSURE 

After the customary exchange of courtesies, the Chairman declared the work of the 

Committee completed. 

The meetíng_rose at 16h30. 

Transmitted to the Health Assembly in the Committee's seventh report and adopted as 
resolution WHA33.35. 
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