
% (✓92 

WHA40/1987/REC/3 

WORLD HEALTH ORGANIZATION 

FORTIETH 
WORLD HEALTH ASSEMBLY 

GENEVA, 4 -15 MAY 1987 

SUMMARY RECORDS OF COMMITTEES 

GENEVA 

1987 



AI3I3REVIATIONS 

The following abbreviations are used in WHO documentation: 

ACABQ - Advisory Committee on 
Administrative and Budgetary 
Questions 

ACC - Administrative Committee on 
Coordination 

ACHR - Advisory Committee on Health 
Research 

AGFUND - Arab Gulf Programme for United 
Nations Development Organizations 

ASEAN - Association of South -East Asian 
Nations 

CIDA - Canadian International Development 
Agency 

CIOMS - Council for. International 
Organizations of Medical Sciences 

DANIDA - Danish International Development 
Agency 

ЕСА - Economic Commission for. Africa 
EСE - Economic Commission for. Europe 
ECLAC - Economic Commission for Latin 

America and the Caribbean 
ESCAP - Economic and Social Commission for. 

Asia and the Pacific 
ESCWA - Economic and Social Commission for. 

Western Asia 
FAO - Food and Agriculture Organization 

of the United Nations 
IAEA - International Atomic Energy Agency 
‚ARC - International Agency for. Research 

on Cancer 
IBRD - International Bank for 

Reconstruction and Development 
(World Bank) 

ICAO - International Civil Aviation 
Organization 

'FAD - Inter.national Fund for 

Agricultural Development 
ILO - Inter.national Labour. Organisation 

(Of fi. ce) 

IMO - International Maritime Organization 
ITU - International Telecommunication 

Union 
NORAD - Norwegian Agency for. International 

Development 

OAU 
OECD 

РАНО 
PASB 
SIDA 

- Organization of African Unity 
- Organisation for Economic 

Co- operation and Development 
- Pan American Health Organization 
- Pan American Sanitary Bureau 
- Swedish International Development 

Authority 
UNCTAD - United Nations Conference on Trade 

and Development 
UNDP - United Nations Development 

Programme 
UNDRO - Office of the United Nations 

Disaster Relief Coordinator 
UNEP - United Nations Environment 

Programme 
UNESCO - United Nations Educational, 

Scientific and Cultural 
Organization 

UNFDAC - United Nations Fund for Drug Abuse 
Control 

UNFPA - United Nations Fund for. Population 
Activities 

UNHCR - Office of the United Nations High 
Commissioner for Refugees 

UNICEF - United Nations Children's Fund 

UNIDO - United Nations Industrial 
Development Organization 

UNITAR - United Nations Institute for 

Training and Research 
UNRWA - United Nations Relief and Works 

Agency for. Palestine Refugees 
in the Near East 

UNSCEAR - United Nations scientific Committee 
on the Effects of Atomic 
Radiation 

USAID - United States Agency for 

International Development 
- World Food Programme 
- World Health Organization 
- World Intellectual Property 

Organization 
WMO - World Meteorological Organization 

WFP 
WHO 
WIPO 

The designations employed and the presentation of the material in this volume do not 
imply the expression of any opinion whatsoever on the part of the Secr.etar.iat of the World 
Health Organization concerning the legal status of any country, territory, city or area or of 

its authorities, or concerning the delimitation of its frontiers or boundaries. Where the 
designation "country or area" appears in the headings of tables, it covers countries, 
territories, cities or. areas. 



PREFACE 

The Fortieth World Health Assembly was held at the Palais des Nations, Geneva, from 
4 to 15 May 1987, in accordance with the decision of the Executive Board at its 
seventy -eighth session. Its proceedings are published in three volumes, containing, in 

addition to other relevant material: 

Resolutions and decisions,1 and list of participants - document WHA40 /1987 /RЕC /1 

Verbatim records of plenary meetings, and committee reports - document WHA40 /1987/REС/2 

summary records of committees - document WHA40/1987 /RЕС /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, II and III (first edition) of which 
contain most of the resolutions adopted by the Health Assembly and the Executive Board between 
1948 and 1986. 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 III (first 
edition) of the Handbook (page XIII). 
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2 In adopting the agenda the Health Assembly referred this item to Committee B. 
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SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Monday, 4 May 1987, at 17h50 

Chairman: DR J. VAN LINDEN (Netherlands), 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Document A40 /1) 

The CHAIRMAN reminded the Committee that, under its terms of reference as defined in 
Rule 33 of the Rules of Procedure of the Health Assembly, its first task was to deal with 
item 8 of the provisional agenda (Adoption of the agenda and allocation of items to the main 
committees), so that it might be able to make its recommendations on that agenda (prepared by 
the Executive Board aid issued as document A40 /1) to the Assembly in plenary session. 

Requests for supplementary items to be placed on the agenda 

The CHAIRMAN drew the attention of the Committee to document А40 /GC /2 in which the 
Director -General submitted to it, in conformity with Rule 12 of the Rules of Procedure, a 

request that he had received from a Member State for a supplementary item to be placed on the 
agenda of the Fortieth World Health Assembly. He invited comments. 

Dr HAJAR (Yemen) recalled that the subject of the request had already been discussed in 
sessions of the Health Assembly and Executive Board, which had concluded that they were 
unable, for lack of adequate documentation, to express an opinion. It seemed to him that the 
same thing would obtain in the present case. 

Dr AL -SAIF (Kuwait) said he was of the same opinion. 

Mr SHAFII (Islamic Republic of Iran), speaking at the invitation of the CHAIRMAN, said 
that his delegation had requested that The disastrous consequences for human health that 
would result from the use of chemical weapons" be added to the agenda by virtue of the very 
aims of the Organization, which had examined the problem nearly twenty years before and which 
had at that time adopted a resolution complementing that of the United Nations. A report 

drawn up by WHO in implementation of that resolution had noted that chemical and 

bacteriological weapons constituted a particular threat for civilians, and the conclusions of 
the report were in agreement with those of a group of experts of the United Nations. The 

documents to which reference was made reflected the feelings of WHO and of the international 
community on the matter. 

The Islamic Republic of Iran considered that it was high time for WHO to return to an 
examination of the problem of chemical and bacteriological weapons, which had prompted its 
request that the item be placed on the agenda; it was convinced that the Organization would 
concentrate on the health aspects of the problem in setting about such an examination. 

Dr AL -KADHI (Iraq), intervening in his turn at the invitation of the CHAIRMAN, shared 
the opinion already expressed by the delegates of Yemen and Kuwait, members of the General 
Committee. He made the following observations: 

(1) the request invited the pointless politicization of WHO, which had to devote itself 
to many tasks directly connected with health; 
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(2) the matter in question would more usefully be examined by any of the political 
bodies of the United Nations; 

(3) its consideration by WHO would involve the Organization in additional expenditure, 
which it could well do without in a period of financial crisis; 

(4) the placing of the matter on the agenda would be a source of confusion and 
controversy, and would involve WHO in controversies and debates in which the great 
powers were involved with, moreover, the risk that the latter would be deflected from 
their main negotiations that were then under way. 

On those grounds, the delegation of Iraq called upon the Committee to turn down the 
request. 

Professor BORGOÑO (Chile) recalled that two of the Rules of Procedure of the Health 
Assembly were relevant to the case in point: Rule 11, which provided that proposals for new 
activities to be undertaken by the Organization might be placed upon the agenda of a session 
only if received at least six weeks before the date of the opening of the session; and 
Rule 12, which made it possible for a supplementary item to be added to the agenda of a 
session provided that the request for it was received within six days from the day of the 
opening of a regular session, subject to the provisions of the previous Rule. He also 
recalled that the procedure had been discussed several years before by the Committee on the 
occasion of a similar previous request, and that the Committee had decided to reject that 
request. He therefore considered that on this occasion also the Committee should recommend 
to the Assembly that it should not add the supplementary item to its agenda. 

Mr SHAFII (Islamic Republic of Iran), speaking again with the permission of the 
CHAIRMAN, said that the penultimate speaker had based his argument in favour of rejecting the 
request on some of the points he himself had already made in his presentation of that 
request, in which he had emphasized, in particular, the wish of his delegation not to raise 
questions of a political nature in WHO - there were other more appropriate bodies for that - 

and his keen wish to see WHO concentrate on the aspects of the problem that were clearly 
within its competence, namely those that concerned human health. Regarding the financial 
implications of considering the item that had been raised, he pointed out that a problem of 
such importance deserved to have money devoted to it. He urged the Committee to admit how 
regrettable it would be for WHO not to be in a position, for financial or political 
considerations, to discuss what was preeminently a health problem, and consequently to accept 
the request made by his country for a supplementary item to be placed on the agenda. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) pointed out that 
the delegate of the Islamic Republic of Iran had stressed the health aspects of the problem 
that his country wished to see examined by WHO. Were the Committee to apply that approach to 
the problem, it could recommend that it be referred to the Executive Board for examination. 
In brief, the Committee could opt for one of three solutions: to accept the request for the 
item to be placed on the agenda, to reject it, or to refer the matter to the Executive Board 
for consideration. 

Mr BENCHEIKH (Morocco) also recalled that the placing of the matter on the agenda of the 
Health Assembly had already been requested previously, and that the request had not been 
endorsed. The consensus that had emerged was that it would be difficult to examine the 
problem for lack of useful information from countries in which most of the matters to be 
considered were covered by a thick cloak of State secrecy. Given that the situation had not 
altered, he was of the opinion that the Health Assembly ought not to be obliged to devote 
valuable time to the examination of such a problem without prior study. He was, moreover, 
prepared to support the suggestion of Sir John Reid that the problem should be referred to 
the Executive Board for thorough examination. 

The DIRECTOR- GENERAL said that, in all honesty to the Health Assembly irrespective of 
political considerations, he found the proposal made by Sir John Reid and supported by 
Mr Bencheikh extremely important. He was personally aware of the horrible effects that 
chemical weapons could have, and he was convinced that more information on the subject would 
be extremely useful. He had already taken steps to organize a consultation to be held in the 
autumn to examine the feasibility of updating the report on the matter previously published 
by WHO. 
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In the absence of further comment, the CHAIRMAN said that, having regard to the 
information that had just been given by the Director -General, the Committee would wish to 
recommend to the Health Assembly that the matter be referred to the Executive Board for 
preliminary examination at its eighty -first session. 

It was so agreed. 

The DIRECTOR -GENERAL informed the Committee that he had, that very day, received a 

further letter also requesting that a supplementary item be placed on the agenda. It was a 

request from the Council of Arab Ministers of Health, signed by Dr Abu Salih, Minister of 
Health of Sudan, that the following matter be added to the agenda of the Health Assembly 
under a new sub -item 2.6: "Embargo of medical supplies and its effects on people's health ". 
The request had been submitted in conformity with the relevant provisions of the Rules of 
Procedure of the Assembly; the Committee would wish to state its opinion on the matter. 

Dr AL -SAIF (Kuwait) considered that the matter was one of great importance for world 
health and supported the request for its addition to the agenda. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) and 
Professor GIRARD (France) requested clarification of the request. 

Dr HAJAR (Yemen) stated that the aim was to prohibit the practice of depriving 
populations of much -needed drugs for political reasons. He supported the request that the 
item be added to the agenda of the Health Assembly. 

Mr SHAFII (Islamic Republic of Iran), speaking at the invitation of the CHAIRMAN, noted 
that the request originated from Member States whose delegations had been opposed to the 
placing on the agenda of the supplementary item proposed by his own, allegedly so as to avoid 
politicizing the deliberations of the Health Assembly. He could not help but see in that an 
illustration of the application of a double standard because the delegates of some Member 
States, having succeeded in obtaining the referral to the Executive Board of one question by 
claiming that it was of a political nature, were engaged in securing the acceptance of 
another that was just as political behind an extremely ambiguous wording. Such an attitude 
was indicative of the credibility of the delegations in question and gave grounds for serious 
concern. 

Professor BORGOÑO (Chile) said that the Committee should be consistent; if it was 
conceded that the item for addition to the agenda was essentially concerned with health, it 

would be appropriate to refer it, like the previous item, to the Executive Board for 
preliminary study. It ought not to be forgotten that the Board had expressed the wish that 
the Health Assembly should not examine technical problems until the Board had done so. 

Dr AL -SAIF (Kuwait) stated that his delegation had opposed the first request for an 

addition to the agenda because examination of the matter with which it was concerned had 
already been rejected by bodies of the Health Assembly. The other matter was being brought 
to the attention of the Health Assembly for the first time. 

Dr SAMPSON (Nicaragua), speaking as delegate of a country experiencing the situation 
referred to in the request, indicated that it was in favour of the addition of the suggested 
item to the agenda. Should the Health Assembly desire further information on the matter, his 
delegation stood ready to prepare a report. 

Mr BOYER (United States of America) noted that judging by the information given by the 
delegate of Yemen the item that it was requested be added to the agenda was of a political 
nature because it was a question of countries' placing an embargo on the supply of drugs. 

The delegate of Kuwait had, moreover, pointed out that it was a matter newly submitted to the 
Assembly, which called for rejection of the request because Rule 11 of the Rules of 

Procedure, as already stated, stipulated that a proposal for new activities to be undertaken 
by WHO might be placed on the supplementary agenda of a session of the Assembly only if it 

had been received at least six weeks before the date of the opening of the session. It 

should not be forgotten that the Fortieth World Health Assembly already had an extremely 
heavy programme: were political subjects such as nuclear war, chemical arms, and the embargo 
on medical supplies to be added, it would not get through its agenda. He was opposed to 
referring the latter question to the Executive Board. 
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Dr AL -ZAIDI (Libyan Arab Jamahiriya), speaking at the invitation of the CHAIRMAN, said 
the matter was not a political one, but required a technical solution from the Health 
Assembly. His country was also suffering from the embargo in question, which raised purely 
health problems for it. He therefore asked the Health Assembly to consider practices contrary 
to medical ethics and prejudicial to the health of populations that would result in a medical 
catastrophe. Faced with a new scourge threatening humanity, the Health Assembly should have 
all the technical information to enable it to oppose its spread. 

The DIRECTOR -GENERAL said he felt obliged to express regret that the document on the 

political dimension of the Global Strategy for Health for All that he had submitted to the 
Executive Board at its seventy- seventh sessionl had obviously been very little read: 
delegates would see from it that WHO attempted to show good will in the matter and to seek a 
consensus. He regretted that he could not agree with the delegate of the United States of 
America: he considered that it was up to WHO to examine from the technical point of view the 
questions that the delegate had referred to and qualified as political. 

In the case under consideration, he suggested the question might be submitted to the 
Executive Board for preliminary examination. 

Professor MENCHACA (Cuba), speaking at the invitation of the CHAIRMAN, associated himself 
with the remarks of the Director -General. He deeply regretted the way in which the Fortieth 
World Health Assembly had begun and he feared that it did not augur well for the future of 

WHO. He expressed the wish to one of the previous speakers that his country might never be 
subjected to an embargo, a situation to which Cuba had had to submit and one whose 
difficulties it had succeeded in overcoming only at the price of heavy sacrifices for its 
people. 

The Committee should determine whether the question raised was within the competence of 
WHO: in his opinion, it was, and he could not see any body more appropriate for its 
discussion than the Health Assembly, in so far as it examined it from the technical 
standpoint. Regarding its possible referral to the Executive Board in arder to save the time 
of the Assembly, he recalled that in accordance with the relevant Rules of Procedure, any 
Member State had the right to request that any supplementary item whatsoever be placed on the 
agenda of the Health Assembly without having to go through the Board (even if prior 
examination of the question by the Board might seem desirable). 

The CHAIRMAN asked whether the Committee agreed to recommend to the Health Assembly that 
the matter be referred to the Executive Board for preliminary examination in conformity with 
the Director -General's suggestion. 

It was so agreed. 

Deletion of agenda items and allocation of remaining items 

The CHAIRMAN pointed out that certain items on the provisional agenda that contained in 
brackets the words "if any" should be deleted: items 10 (Admission of new Members and 
Associate Members), 22 (Supplementary budget for 1986- 1987), 23.1 (Assessment of new Members 
and Associate Members) and 24 (Working Capital Fund) with its two sub -items. 

There being no objections, the Committee would recommend that the Assembly should delete 
those items from its agenda. As for item 21.3 (Members in arrears in the payment of their 
contributions to an extent which may invoke Article 7 of the Constitution), it was the words 
"if апу" that should be deleted, since that item would have to be considered by the Assembly. 

He would accordingly transmit the Committee's various recommendations to the plenary 
meeting of the Assembly the following morning. 

It was so agreed. 

As for the allocation of items to the main committees, the CHAIRMAN noted that the 
Executive Board had ranged those items in the provisional agenda under Committee A and 
Committee B according to the terms of reference of those Committees as laid down in Rule 34 of 
the Rules of Procedure. He took it that the General Committee would wish to recommend to the 

1 Document ЕB77 /1986 /REC /1, Annex 10. 
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Assembly that it accept that allocation, which did not exclude the transfer of certain items 
from one Committee to the other during the session, depending on the volume of work before 
each Committee. 

It was so agreed. 

Lastly, referring to the provisional agenda items to be considered in plenary meeting, 
namely items 1 to 16, the CHAIRMAN recalled that the Assembly had already dealt with items 1 
to 7 in the course of the afternoon. The Committee was at present dealing with item 8 and 
would shortly go on to consider item 9. He would transmit to the plenary meeting the 
following morning the Committee's recommendations on those two items. 

Dr KOSENKO (Union of Soviet Socialist Republics) said that as there were differences of 
opinion in regard to certain of the Rules of Procedure of the Assembly which it was proposed 
to amend under item 9 of the provisional agenda (Method of work of the Health Assembly), he 
proposed that that item should not be examined at the outset by the Assembly in plenary 
meeting as foreseen in the agenda, but should be sent for preliminary discussion to 
Committee B. 

Professor MENCHACA (Cuba), speaking at the invitation of the CHAIRMAN, informed the 
Committee that the health coordinators of the Movement of Non -aligned States, who had just 
met, had decided to ask the Ministers of Health of those countries (who in their turn would 
be meeting in the afternoon of Wednesday, 6 May) to ask for referral to Committee B of item 9 

of the provisional agenda, so that the method of work of the Health Assembly could be 
thoroughly examined in committee before being discussed in plenary meeting. 

Dr KLIVAROVA (Czechoslovakia) supported the proposal put forward by the delegates of the 
USSR and of Cuba. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) associated himself 
with the proposal, although the question had already been discussed in the Programme 
Committee and then by the Executive Board at its January session. In view of the 

considerable problems that it must face in the current year, the Health Assembly should not 
devote the time it had available in plenary meeting to questions of procedure. He therefore 
supported the request for referral of item 9 to Committee B but asked that the Committee 
should carry out its examination of the item towards the end of its work programme. 

It was so agreed. 

The CHAIRMAN said that the remaining items (items 11 to 16, item 10 having been deleted) 
would be examined in plenary meeting. 

It was so agreed. 

2. PROGRAMME OF WORK 

The CHAIRMAN drew 
Board had decided that 
Saturday, 16 May 1987. 

OF THE HEALTH ASSEMBLY 

the Committee's attention to decision ЕВ79(14) in which the Executive 
the Fortieth World Health Assembly should close not later than 

The preliminary daily timetable prepared by the Executive Board (document А40 /GC /l) 
stated, inter alia, that the Technical Discussions were to take place on three consecutive 
mornings - Wednesday, 6 May, Thursday, 7 May, and Friday, 8 May - at the same time as the 

discussion in plenary meeting on agenda items 11 and 12. In the absence of any objections to 

the timetable, he concluded that the Committee approved it in principle, subject CO any 
changes that might become necessary. 

The General Committee then drew up the programme of meetings for Tuesday, 5 May, 

Wednesday, 6 May, Thursday, 7 May, Friday, 8 May and Saturday, 9 May and decided to hold its 
next meeting on Thursday, 7 May, at 17h30 in order to draw up the programme for the following 
week. 

The CHAIRMAN proposed that in accordance with established procedure the order of the 

list of speakers wishing to take part in the debate on items 11 and 12 - a list which already 
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contained 75 names - should be strictly followed and that additional names should be entered 
in the order in which they were received. The list would appear regularly in the Journal of 

the Assembly. If the Committee agreed he would inform the Assembly of those arrangements at 
the plenary meeting the following morning. 

It was so agreed. 

In conclusion, the CHAIRMAN noted that the subject of the Technical Discussions was 
"Economic support for national health -for -all strategies ". He invited the General Chairman 
to say a few words about them. 

Dr NERI, General Chairman of the Technical Discussions, made a brief statement on the 

subject of the discussions and the arrangements for them. They would take place in four 
working groups with a plenary session at the end which would adopt the recommendations. 

The meeting rose at 19h00. 

SECOND MEETING 

Thursday, 7 Nay 1987, at 17h35 

Chairman: Dr J. VAN LINDEN (Netherlands), 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing reports from Dr FERNANDO (Sri Lanka), Chairman of Committee A, and 
Dr CUNNING (Australia), Chairman of Committee B, on the first meetings of those committees, 
whose work was proceeding normally, the General Committee set the programme of meetings for 
Monday, 11 May, and Tuesday, 12 May, fixing its own next meeting for Monday, 11 May, at 17h00. 

V V 
Professor SCEPIN (Union of Soviet Socialist Republics) noted that many of the delegates 

who had spoken in the plenary debate had stressed the great importance of the problem of AIDS 
control, which would be discussed in Committee A. As some of the heads of delegation who 
were anxious to take part in that discussion would have left Geneva by the following week, he 
wondered whether it would be possible to bring it forward. 

The DIRECTOR -GENERAL reminded the meeting that it was for the two main committees to 

organize their work as they wished. He suggested that Dr Fernando, Chairman of 

Committee A, - who said that he was willing to do so - should consult Committee A as to 

whether the discussion on AIDS should be brought forward. 

It was so agreed. 

The meeting rose at 17h45. 
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THIRD MEETING 

Monday, 11 May 1987, at 17h00 

Chairman: Dr J. VAN LINDEN (Netherlands), 
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 reminded members that the usual procedure for drawing up the General 
Committee's list of proposals to the Assembly for the annual 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 Rules of Procedure of the Health Assembly. To assist the 

General Committee in the performance of its duties, the following documents were before it: 

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

(b) 

(c) 

a list, by Region, of Members of the Organization which were or 
to designate persons to serve on the Executive Board; 

a list - by Region and in alphabetical order within each Region 
names had been suggested following the announcement made by the 
Assembly in plenary meeting, in accordance with Rule 101 of the 
of the Assembly; 

had been entitled 

- of Members whose 
President of the 
Rules of Procedure 

(d) lastly, a table showing the current composition of the Executive Board, with the 
names underlined of the 10 Members whose term of office would expire at the end of 

the Fortieth World Health Assembly and who had to be replaced, namely: for the 
African Region, Côte d'Ivoire, Equatorial Guinea, Guinea and Kenya; for the Region 
of the Americas, Ecuador; for the South -East Asia Region, Thailand; for the 

European Region, Hungary and United Kingdom of Great Britain and Northern Ireland; 
for the Eastern Mediterranean Region, Egypt; and for the Western Pacific Region, 
Republic of Korea. 

He invited preliminary discussion. 

Professor KHAN (Pakistan) wondered whether, since the number of candidate countries was 
the same as that of the countries whose term of office was expiring, the General Committee 
might not dispense with a time -consuming procedure. 

The CHAIRMAN replied that Rule 80 of the Rules of Procedure of the Health Assembly did 
indeed allow the General Committee to draw up a list of candidates without voting on it if 

there was agreement upon the list. Since it appeared that such was the case, he concluded 

that the General Committee was ready to transmit to the Health Assembly, in accordance with 
Rule 102 of the Rules of Procedure, a list of the following ten countries for the annual 
election of Members entitled to designate a person to serve on the Executive Board: 

Bangladesh, Brazil, Italy, Japan, Jordan, Malawi, Mali, Mauritania, Mauritius, Sweden. The 
list would be transmitted to the Health Assembly at least 24 hours before the Assembly 
convened for the purpose of the annual election of Members to be entitled to designate a 
person to serve on the Executive Board. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing Dr CUMMING (Australia), Chairman of Committee B, followed by Dr FERNANDO 
(Sri Lanka), Chairman of Committee A, on the stage reached in those Committees' work, the 
General Committee drew up the programme of meetings for Wednesday, 13 May (having already the 

previous week fixed the programme of meetings for Tuesday, 12 May) and agreed to meet that 
day at 17h30 to decide upon the programme of meetings for the following days. 

The meeting rose at 17h10. 
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FOURTH MEETING 

Wednesday, 13 May 1987, at 17h35 

Chairman: Dr J. VAN LINDEN (Netherlands), 
President of the Health Assembly 

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

TRANSFER OF AN AGENDA ITEM FROM COMMITTEE A TO COЛΡMITTEE B 

Invited by the CHAIRMAN to report on the progress made by Committee A in its work, 
Dr FERNANDO (Sri Lanka), Chairman of that Committee, said that it had been making slow 
progress with its consideration of the proposed programme budget the last few days, but he 

hoped it would be able to finish agenda item 18.2 (Programme policy matters) early in the 
afternoon of Friday, 15 May. As it would still have to deal with item 18.3 (Financial policy 
matters), consideration of which might take at least three hours, he suggested that the 
General Committee transfer to Committee B the other item remaining on the agenda of 
Committee A, namely item 19 (Eighth General Programme of Work covering a specific period - 
1990 -1995 inclusive). Should the General Committee wish to fix the date of closure for 
Friday, 15 May, the closing plenary meeting could not, in his opinion, take place till the 

evening of that day. 

Dr CUNNING (Australia), Chairman of Committee B, said that he was glad to be able to 
inform the General Committee that Committee B had just completed its consideration of the 
agenda items allocated to it at the beginning of the session. 

The CHAIRMAN concluded from the reports of the Chairmen of the two main committees that, 
as Dr Fernando had suggested, and subject to the agreement of the General Committee, agenda 
item 19 should be transferred from Committee A to Committee B. 

It was so agreed. 

Professor KHAN (Pakistan), assuming that consideration of item 19, whose transfer had 
just been decided, would not take Committee B much time, wondered whether it would not be 
possible to transfer item 18.3 to that Committee as well. 

Professor ВORGOÑO (Chile) replied that while the transfer of item 19 was necessary to 

enable the Assembly to conclude its work on time, to detach sub -item 18.3 from the preceding 
sub -items of agenda item 18 under which Committee A would be considering the proposed 
programme budget for 1988 -1989 would not be admissible, lie felt that the timetable envisaged 
by Dr Fernando for completing that Committee's programme of work seemed reasonable, but 
doubted whether the Health Assembly would be able to hold its closing meeting on Friday, 
15 May in the evening. 

The CHAIRMAN reminded the General Committee that in accordance with Rule 33 (g) of the 
Rules of Procedure of the Assembly it was required to fix the date of adjournment of the 
session and invited its members to make known their views on the subject. 

Speaking at the request of Professor SCEPIN (Union of Soviet Socialist Republics), the 
DIRECTOR -GENERAL said that he thought the haste with which the Assembly would be conducting 
its work if it was set on finishing on Friday, 15 May in the evening would be undignified. 
It seemed to him that the Assembly had a duty to itself and to the Organization to close its 
session in an atmosphere that inspired respect. He accordingly suggested that the General 
Committee fix Saturday, 16 May as the closing date of the Health Assembly. 

It was so agreed. 

In view of the decisions just taken regarding the transfer of an agenda item to 
Committee B and the closure of the Health Assembly, the General Committee drew up the 
programme of meetings for Thursday, 14 May, Friday, 15 May and Saturday, 16 May. It was 

understood that Committee A, which still had a heavy programme of work, would meet in the 
afternoon at 14h00 on the first two days and would sit until 20h00 on Thursday, 14 May, and 
until it completed its agenda on Friday, 15 May; since that Committee would be concluding 
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its work by considering the budget level and the draft appropriation resolution, then 
Committee B - if, against all expectations, it had not completed its business - would not 
meet while that discussion was in progress. On Saturday, 16 May, the date of closure of the 
Health Assembly, a plenary meeting would be held at a time to be announced in the Journal to 

approve the last reports of the main committees followed, after a short break, by its closing 
meeting. 

Apologizing to the General Committee for his lateness in raising the question, Mr BOYER 
(United States of America) wondered whether proceedings might not be speeded up by a 
different allocation of items between the two main committees. Since consideration of 
item 19, transferred to Committee B, had some chance of being finished in one day, and item 
18.3 must remain a matter for Committee A, might not the two committees be asked to share 
item 18.2 (i.e. Programme policy matters), dividing the programmes (12 to 15) which had still 
to be considered between them? He realized that his suggestion was not very orthodox and he 
was only making it to gain time. 

The DIRECTOR -GENERAL said he thought that to split up consideration of the budget in its 
final stage would give rise to difficulties in the short term and feared it would be a 

dangerous precedent for the future; he asked Mr Boyer - who so agreed - to withdraw his 
suggestion. 

He pointed out that the Health Assembly would have to vote on the Appropriation 
Resolution at its penultimate plenary meeting and that there would have to be a quorum for 
that vote, namely a majority of the Members represented at the session. 

2. CLOSURE 

Appealing to delegates to heed the Director -General's reminder and addressing the 
customary courtesies to the members of the General Committee and to the members of the 
Secretariat serving it, the CHAIRMAN declared its work completed. 

The meeting rose at 17h50. 





COMMITTEE A 

FIRST MEETING 

Tuesday, 5 May 1987, at 11h00 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

1. ELECTION OF VICE -CHAIRMEN AND RAPPORTEUR: Item 17 of the Agenda (Document A40/22) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. 

He then drew attention to the third report of the Committee on Nominations (document 
А40/22)1 in which that Committee had nominated Dr Arabang P. Maruping (Lesotho) aid 
Dr H. S. Helmy (Egypt) as Vice -Chairmen, and Mrs F. A1- Ghazali (Oman) as Rapporteur. 

Decision: Committee A elected Dr Arabang P. Maruping (Lesotho) and Dr H. S. Helmy 
(Egypt) as Vice -Chairmen, and Mrs F. Al- Ghazali (Oman) as Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN emphasized that the agenda before the Committee was heavy. He accordingly 
appealed to delegates to limit the length of their interventions so as to ensure the fullest 
possible participation in the debates. 

Introducing the background documents for the session, he suggested that the normal 

working hours should be from 9h00 to 12h30 and from 14h30 to 17h30. 

It was so agreed. 

3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and ЕB79 /1987 /REC /1, Part II) 

The CHAIRMAN explained that, since past experience had shown that grouping the budget 
discussion under five broad categories corresponding to the five main appropriation sections 
of the programme budget had proved confusing, it had been decided, after "General policy 
matters" (item 18.1), to take smaller groups of programmes, referred to for the purposes of 
the discussion as "major programmes ", for consideration under "Programme policy matters" 
(item 18.2); major programme 13, "Disease prevention control ", which contained 17 
programmes, would be subdivided into four parts. Under "Programme policy matters" the 
Committee would be required to consider simultaneously major programme policy issues, 
including contingent programme budget implementation reductions and questions of adjustments 
in resources allocation covered in the Board's report, separate reports on individual 
programmes submitted by the Director -General, and questions of a specialized nature raised by 
delegates, including any possible resolutions. The third part of the discussion would be on 
"Financial policy matters" (item 18.3). 

In the absence of any comments, the procedure was approved. 

1 See document WHA40 /1987/REC/2. 
2 
Decision WНА40(4). 
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GENERAL POLICY MATTERS: Item 18.1 of the Agenda (Documents РВ/88 -89 and EВ79 /1987 /REС /1, 
Part I, resolution EB79.R7, and Part II, Chapter I) 

Dr Uthai SUDSUКН (representative of the Executive Board) introduced the Board's report 
on its review of the proposed programme budget for the financial period 1988 -1989 (document 
EВ79 /1987 /REC /1, Part II). 

The Executive Board suggested at the beginning of chapter I of that report that the 

delegates to the Fortieth World Health Assembly should pay particular attention to the 

Director -General's Introduction to the proposed programme budget (document P8/88 -89), which 
outlined major policy and programme matters for 1988 -1989 and raised for debate critical 

issues for the Organization's future. The Board had unanimously endorsed the eight principal 
objectives for 1988 -1989 set out in paragraph 34 of the Introduction. 

The Board had recognized that the Organization was facing unprecedented difficulties 
stemming from a huge expected shortfall of income from assessed contributions in respect of 
1986 -1987 and 1988 -1989. Accordingly, it had expressed its very grave concern for the 
Organization's financial future. The Board had unanimously agreed that the severe liquidity 
crisis facing the Organization should not be construed as a confidence crisis, which had been 
the deep concern expressed by the Director -General in his Introduction. The Board firmly 

believed that the difficult situation had rather resulted from a delay on the part of several 
Member States, especially one major contributor, in paying assessed contributions, as well as 

from the unanticipated and substantial fluctuations in currency exchange rates. 
The Board had fully supported the Director -General's criticisms of the way in which WHO 

was being unfairly victimized because it belonged to the United Nations family. It had 

deplored the fact that it was precisely WHO's display of fiscal responsibility in the past 
that had led to the false assumption that its budget was able to absorb further shocks. The 

Board had felt strongly that WHO should be judged on its merits and not subjected to sweeping 

stringency measures against the United Nations family as a whole. 
The Board had considered various ways of alleviating the financial situation, but had 

found no fully satisfactory solution. It therefore wished to convey to the Health Assembly 
its deep concern regarding the effects of unilateral action in breach of international 
obligations and the serious impact of such breaches on the financing of WHO. It had strongly 
urged Member States to discharge punctually and in full the financial obligations incumbent 

upon them as Members of WHO. 
In those economically hard times it had become more than ever essential to improve 

further the management of WHO's technical cooperation so as to ensure the optimal use of 
WHO's scarce resources. The Board had therefore appreciated the efforts of the 

Director -General who, in a spirit of continuing self -criticism, had presented some sobering 
findings in the light of three years' experience in the implementation of the Seventh General 
Programme of Work covering the period 1984 -1989. 

The Board had been disturbed to find that there was still some misunderstanding of the 
nature of WHO, at least in some Member States which regarded WHO as yet another donor 
agency. It regretted particularly the inadequate compliance with resolution WHA33.17 
reported by the Director -General; by that resolution the Thirty -third World Health Assembly 
had decided in 1980 to concentrate the Organization's activities over the coming decades on 
support to strategies for health for all, and had requested the Director -General and the 

Regional Directors to respond favourably to governments' requests only if those requests 
conformed to the collectively- agreed policies of the Organization. The Board called the 

attention of the Health Assembly to the sad fact that, if governments continued to flout the 
resolutions of the Health Assembly and the Executive Board, there could be little guarantee 

that other measures, such as instituting regional programme budget policies as well as 

financial audits in policy and programme terms, would fare any better. 
The attention of the Health Assembly was further drawn to a number of options for 

remedial action put forward by the Director -General for debate in paragraphs 22 -33 of his 
Introduction. The Board had recommended that careful study should be made of the 
Director -General's proposals. 

The Board had adopted resolution EВ79.R7 on the management of WHO's resources, in which 
it had recommended to the Health Assembly that it request the regional committees to review 
the Director- General's Introduction to the proposed programme budget for 1988 -1989, as well 
as the Executive Board's comments on it, and to report on the outcome of their deliberations 
to the Board so that it could review the action taken by them and report on it to the 

Forty -first World Health Assembly. 
The Board had also adopted resolution EB79.R9 on cooperation in programme budgeting. In 

that resolution it had requested the Director -General, inter alia, to submit programme budget 

proposals with a zero budget growth in real terms for the foreseeable future, to make 

explicit the factors leading to cost increases, to absorb such increases to the maximum 
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extent, and to continue his efforts to mobilize extrabudgetary funds. The Board had 

entrusted its Programme Committee with the task of reviewing the Director -General's proposed 

guidelines for all levels of the Organization in respect of the forthcoming programme budget 
and its global and interregional components, and of making recommendations to the 

Director -General on them. The Board had decided to make recommendations to the Health 
Assembly on proposed programme budgets that were the result of a cooperative process aimed at 
reaching consensus. It had decided that such a process should be followed by its Programme 
Committee in making recommendations regarding programme budgets to the Director -General and 
had requested the regional committees to follow the same process when making their programme 
budget recommendations to him. 

Finally, the Executive Board, mindful of resolution WHA33.17 concerning the study of 
WHO's structures in the light of its functions, and of the concerns expressed by members of 
the Board regarding the Director -General's Introduction to the proposed programme budget for 
1988 -1989, had requested the Programme Committee to review opportunities for strengthening 
relations between the regional offices and headquarters, the involvement of the 

Director -General in the appointment of all Regional Directors, and the decision -making 
processes for the implementation of WHO policies, programmes and guidelines in the regions, 
and to report to the Board in January 1988. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that, probably for the first time 
for many years, the Committee had before it an introduction to a proposed programme budget 
that was destined to be discussed not only in Committee A but also in the regional committees 
and at sessions of the Executive Board and the Health Assembly as a whole. He was impressed 
by the Director -General's critical approach to the appraisal of the current situation in WHO, 
the fearless exposure of shortcomings being indicative of the Organization's great authority 
and potential. 

To some of the many important questions raised in the Introduction clear answers had 
been given by the Executive Board at its seventy -ninth session. For example, in paragraph 7 

of its report on its review of the proposed programme budget for the financial period 

1988 -1989 (document EB79 /1987 /REC /1, Part II, page 206), the Board had correctly stated that 
the liquidity crisis facing the Organization should not be construed as a confidence crisis. 
In the governing bodies of WHO the overwhelming majority of delegations had made statements 
testifying to their full support for the Organization and to the increase in its 

international authority. That had been due, to a considerable extent, to WHO's successful 
implementation of its constitutional functions, including those relating to the United 
Nations. Only by participating in the coordinated work of that Organization and the 
specialized agencies was it possible to find fair and correct solutions to many global health 
problems having a close relationship with economic and political problems that had to be 
solved on a just and democratic basis. WHO's many years of experience bore witness to the 
effectiveness and usefulness of its cooperation with the United Nations. Moreover, the 
measures taken by the United Nations with the participation of WHO had a very definite 
bearing on health and always met with the approval of the Health Assembly. WHO enjoyed 
extensive United Nations support in its major undertakings, particularly in the effort to 

attain the goal of health for all by the year 2000 and the implementation of the Declaration 
of Alma -Ata. Consequently, the remarks made in the Director -General's Introduction - in 
paragraph 31, for instance - and in the Executive Board's report to the Health Assembly, 
suggesting that WHO was a kind of "victim" of its membership in the United Nations system, 

and the attempts to isolate the two from one another, or even to set them against one 
another, were groundless. 

He shared the Executive Board's concern regarding the financial difficulties which the 
Organization was experiencing as a result of unilateral action taken in violation of 
international obligations concerning the payment of contributions; the timely payment of 
contributions was a constitutional obligation binding upon every Member State. The USSR had 
paid its contribution for 1986 in full, even though it had abstained in the vote on the level 
of the budget for 1986 -1987 because of its unswerving advocacy of the need to stabilize the 
budget. 

A great many shortcomings noted by the Director -General and the Executive Board needed 
to be eliminated in order to strengthen WHO's financial position and to improve its 

performance. First of all, the practice of looking upon the Organization as a donor agency, 
which was in fundamental contradiction with the Organization's consensus on technical 
cooperation, had to be overcome and the provisions of resolution WHA33.17 had to be 

effectively complied with so that governments' requests were met only if they conformed to 
the collectively agreed policy of the Organization. Responsibility for eradicating those 
shortcomings lay not only with countries, but also with the Secretariat. 
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The measures proposed by the Director -General in paragraphs 25 -29 of his Introduction 
were difficult to assess unless they were given more concrete expression. For example, the 

proposed new arrangements for financial control were sound in principle, but he wondered 
whether there was any guarantee that regular audits would not become just a waste of 
resources. With regard to the questions raised by the Director -General in paragraphs 26 and 
27, it should be borne in mind that whatever change might be made in the arrangement for 
assigning budgetary allocation between the regions and individual countries, the amounts of 
such allocations must be approved by the Health Assembly. 

The course of action suggested in paragraph 30 of the Introduction - namely, to devote 
more resources to global programmes that developed health policy and strategy, generated 
appropriate technology, provided valid information on health matters and promoted scientific 
research - would go a long way towards solving the basic problems raised. The preferential 
development of global programmes would give priority to Member States' collective needs and 
activities and would serve as a guarantee that WHO was not used as a donor agency and that 

measures not in conformity with its policy were not implemented. 
With regard to paragraph 31 of the Introduction, he considered that it would be better 

to improve WHO's technical and administrative functions in practice than to make a study of 
the balance between them. The comments made regarding WHO's involvement in United Nations 
matters seemed far -fetched and artificial, since the United Nations and WHO cooperated only 
in respect of problems connected with health. 

So far he had followed the example set by the Director -General in his Introduction and 
had adopted a critical approach. However, he wished to conclude on a more buoyant note by 
stating that the Organization's experience was such that he was confident that it would 
manage to overcome current difficulties and shortcomings. All the objectives for 1988 -1989 
set forth in paragraph 34 of the Introduction were worthy of support, and he hoped that they 
would be attained. 

Dr Uthai SUDSUКН (representative of the Executive Board) said that the remarks of the 
delegate of the USSR on general policy matters were very appropriate. As had been pointed 
out, many of the questions raised in the Director -General's Introduction had already been 
answered by the Executive Board at its seventy -ninth session. It was clear that the remedial 

action recommended, especially in respect of the financial crisis, was fitting. 

Professor BORGOÑO (Chile) said that he shared the concern over the current situation 
expressed by the Director- General. Not everyone agreed, as the Soviet delegate's remarks 

concerning the "crisis of confidence" discussion in the Executive Board confirmed. But 
Member States should be consistent and, if they stated that they had confidence in WHO, they 
ought to pay their contributions. His country has paid its contribution for 1987, but 

unfortunately the number of countries in arrears, which now included some major contributors, 
was increasing rather than declining. 

In his Introduction to the proposed programme budget, the Director -General had referred 
to the possibility that 10% of budget proposals would not be implemented in practice in the 

biennium 1988 -1989; he had also made proposals for improved management and technical 
cooperation in order to make optimum use of resources in accordance with policy decisions. 
The Health Assembly would therefore have to establish priorities for programme activities and 
guidelines to ensure that they conformed with Health Assembly resolutions and to avoid undue 

imbalances. 
It was also important to determine precisely how other resources, such as casual income, 

were used. The Executive Board had made proposals in that regard. He asked the Secretariat 
whether such funds were to be used to reduce Member States' assessments. There was perhaps a 
danger in utilizing all such funds in that way. 

It was essential that all Member States should meet their responsibilities within the 
Organization by making efforts not only to pay their arrears but also to manage resources in 
the best possible manner to achieve health for all by the year 2000, focusing on issues of 
the highest priority. The two resolutions adopted by the Executive Board in that area also 
merited support. It was important for the regional committees to play a full role in 

preparing better budgets and ensuring a more rational use of resources. 

Mr BOYER (United States of America) said that his delegation, while recognizing the good 
work being done by WHO, its excellent financial management, and the sound ideas outlined in 

the Introduction to the proposed programme budget, also recognized the limitations on 
financial resources that existed in many countries, including the United States of America. 
The latest financial report showed that at the end of 1986, 45 of 166 Member States had made 

no payment whatsoever during 1986, and 35 others had paid only part of their assessments. 
The budget proposal was for a nominal increase of 16.69 %, with an increase in assessment for 
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Member States of more than 20% in the first year, and the possibility of an even higher 
increase in 1989. If Member States were having difficulty in paying assessed contributions 
at the lower rate in 1987, what were the prospects for prompt payment of the much higher rate 
in 1988? 

In his Introduction to the proposed programme budget the Director -General had made some 
useful proposals for possible improvements in the budget situation, for example, better use 
of the regional offices and regional committees in the budget formulation process. Although 
in the past two bienniums the Director -General had asked for greater regional committee 
review of each country's plans for the use of WHO's resources, the regional committees had 
not yet responded adequately. The proposal merited serious attention and he was therefore 
pleased to learn that such reviews would soon take place. 

The Director -General had spoken of countries that regarded the WHO programme budget as 
little more than a shopping list, with activities chosen without regard to real national 
needs or priorities. Thus, although the greatest need was for strengthening health 
infrastructures, many countries seemed to be failing to develop that aspect of their national 
programmes. He suggested that starting immediately there should be tougher application of 
the Director -General's belief that the allocation of resources among countries should be 
based directly on their correct application of WHO programme policies. 

In January 1987 the Executive Board had adopted a resolution on the management of WHO's 
resources (resolution EВ79.R7) recommending to the Fortieth World Health Assembly the 
adoption of a resolution which would request the regional committees to review the evaluation 
of the situation and reflections on future developments made by the Director -General in his 
Introduction, together with the comments thereon of the Executive Board and the Health 
Assembly, and to take steps to secure the best possible use of WHO's limited resources. He 
supported that resolution, which was now before Committee A. He also supported the Board's 
resolution on cooperation in programme budgeting (resolution EB79.R9), which further provided 
for the greater involvement of the regional committees, as well as other levels of the 
Organization, in working towards a more considered analysis of the use of WHO's resources. 

He welcomed the Executive Board's decision EB79(10) to review the process of selection 
of Regional Directors and the question of making them more accountable to the 
Director -General (who, surprisingly, was not currently involved in their selection). That, 
too, should have salutary effects on the development of the budget. 

As his delegation had indicated at a plenary meeting, the United States Government had 
decided that it would decline to accept the 1988 -1989 allocation proposed for the United 
States of America in the proposed programme budget and to ask that the budget be reduced by 
that amount. The United States would continue to benefit from its involvement in WHO but 
believed that, in the light of the difficult financial situation facing the Organization, the 
programme areas now covered by those funds could be met in some other way. Other Member 
States might consider whether they might take a similar step in order to make further budget 
reductions possible. 

Such a move was unlikely to produce sufficient economies and he therefore had a further 
proposal. The Director -General had proposed a freeze on some US$ 50 million earmarked for 
programme activities in 1988 -1989. It was probable that that sum would not be spent, just as 
the US$ 35 million frozen during the current biennium would not be spent. It seemed likely 
that WHO would be able to maintain an effective programme without that US$ 50 million. It 

therefore appeared that there was an artificial inflation of the assessments of Member States 
in an attempt to collect money the Organization had no intention of spending. It might be 
preferable to adopt a real rather than a "phantom" budget by reducing the budget proposal by 
US$ 50 million and reducing assessments accordingly. There would still be an increase in the 
nominal growth of around 9% - a large increase but easier to accept than the proposed 16.7 %. 
There were many ways of achieving such cuts, either by across -the -board reductions or by 
identification of programme areas of lower priority that might have to be sacrificed. He 
agreed with the previous speaker that WHO would have to set priorities in preparing future 
budgets. 

His Government strongly supported the work of WHO and many of the proposals in the 
Introduction to the proposed programme budget. However, the Health Assembly should recognize 
the need to take steps to establish a budget that all Member States were able to afford. He 
hoped that the forthcoming discussions would achieve that goal. 

Dr CABRAL (Mozambique) commended the Director -General for the realistic analysis 
presented in his Introduction to the proposed programme budget. The prevailing mood of 
pessimism was a logical precaution in view of an unpredictable future. The 
Director -General's reflections for 1988 -1989 and beyond (paragraphs 23 -33 of the Introduction 
to document РВ/88 -89) were understandably critical in their appraisal of national activities 
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for health for all and uses of WHO resources. However, the corrective measures proposed 
would have to be carefully monitored to avoid any further deterioration in the situation in 
developing countries, which would increase still further the gap between developed and 
developing countries. The Director -General had stated clearly (paragraph 8) that the most 

pressing need for developing countries, particularly in the African Region, was the 
strengthening of health infrastructures. Because of that basic weakness, those countries 
also had weak planning, management and evaluation systems. The implementation of collective 
policies at the national level was also reduced in such circumstances. He agreed with the 
Director -General that WHO therefore had a duty to strengthen health infrastructures, to set 

up mechanisms to obtain the best returns on international cooperation, and to improve 
planning, management and evaluation capabilities. There were many examples of lack of 
compliance to be found in both developed and developing countries, and it seemed unfair that 
developing countries should be more severely punished because they were more dependent on 
external resources. 

The WHO representatives could play a critical role. In his own country, regular 
meetings between the WHO representative and the Ministry of Health had proved most valuable 
and were a source of initiatives in those difficult times. Such a useful experience should 
be the rule rather than the exception. 

He agreed with the Director -General's proposals (paragraph 29) regarding the staffing of 
the regional offices and the greater use of country specialists and collaborating centres as 
sources of specialized know -how. 

The table on page 1 of document РВ/88 -89 indicated an expected decrease in contributions 
from extrabudgetary sources from other organizations of the United Nations system and other 
funds: he inquired why such a decrease was expected. 

He believed that other delegations shared his own delegation's appreciation of the 
correctness and courage of the Director -General in aiming at reducing expenditure on 
administrative activities at the global and interregional levels. He wondered, however, what 
would be the consequences for the WHO global programme of some of the cuts proposed, in 
particular those shown in table 5 annexed to the report of the Executive Board on the 
proposed programme budget (document EВ79/1987/REC/1, Part II, Annex 1, Appendix 3). For 
instance, with the reductions proposed for programme 2.4 (External coordination for health 
and social development) (page 225), and the diminution of extrabudgetary resources, would not 
WHO be in an even worse situation as regards obtaining extrabudgetary funds in the future? 
Reductions were also proposed for programme 4 (Organization of health systems based on 
primary health care) and, in particular, in research and development to support strategies 
for health for all (page 227), which was one of the main objectives of WHO's activities. 
Would other institutions develop those activities to enable WHO to make savings? 

To sum up, his delegation was in general agreement with the balance proposed for the 
distribution of resources among the various programme sections and the various activities of 
the Organization and with the proposals for reductions set out in the annexes to the report 
of the Executive Board (document ЕB79 /1987 /REC /1, Part II). 

Dr LIU Hailin (China) said that the main proposals in document РВ/88 -89 reflected the 
general spirit of the Strategy for Health for All by the Year 2000. His delegation therefore 
supported them and would make every effort to see that they were implemented. The great 
efforts made by WHO in improving the world's health aid moving towards the attainment of the 
goal of health for all by the year 2000 had already produced visible achievements and led to 
worldwide confidence in the Organization. 

He expressed China's satisfaction with its own cooperation with WHO whereby much medical 
work had been promoted; he hoped that that cooperation would continue. 

The Director -General had accomplished a great deal in trying to face up to the budgetary 
problems confronting the Organization, problems which would undoubtedly affect the 
health -for -all strategy. The concern expressed by Member States showed the importance they 
attached to WHO's work. In view of the problems, his delegation supported the measures which 
had to be taken, but in reducing activities every endeavour should be made to ensure that the 
national importance of the goal was not affected. 

The reasons which had led to WHO's budgetary difficulties were well known. Member 
States should nevertheless endeavour to fulfil their obligations to the Organization. 
Although the situation in the developing countries regarding payment of contributions was 
difficult, some countries were able to pay and he hoped that they would do so as soon as 
possible. 

Paragraphs 22 to 33 in the Director -General's Introduction to document РВ/88 -89 were 
especially important. Particular endeavours must be made to strengthen the management of 
resources thereby leading to maximum results for the least possible cost. The suggestion 
made in paragraph 28 that WHO should expand its cooperation to other sectors than ministries 
of health should be viewed with caution. 
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Dr STORANI (Argentina) expressed his delegation's concern at the gravity of the task 

facing the Health Assembly. His country attached great importance to the work of the 

Organization and to the efforts of the Director -General and his staff. 

The serious economic and financial situation in which many Member States found 

themselves could not fail to be reflected in international organizations. His delegation 
approved the efforts of the Secretariat to achieve a "zero- growth" budget. For developing 

countries like his own, however, in the United States dollar zone, any increase in 

assessments due to the fall in value of the United States dollar meant an enormous increase 

in costs. Since in the current crisis emergency measures were necessary, he was sure that 

the Secretariat would be able to devise an imaginative solution which would take into account 
capacity to pay, the principle of equity and the situation of the developing countries. In 

the end, assessments must not be unduly increased and must have wide support. Countries 
whose currency had increased in value vis -à -vis the United States dollar might be paying up 
to 30% less than in the previous biennium, whereas many developing countries faced an 
increase of up to 30 %. If the assessments of the latter were to be increased, even more 
countries would find themselves in arrears and that might lead to a situation in which the 

Organization's functioning was endangered. 
In conclusion, he pointed out again that developing countries most needing WHO 

cooperation and assistance were faced with increased contributions whereas other, developed 
countries were called upon to pay less. Any solution to WHO's financial difficulties should 
take that situation into account and should seek equity. 

The meeting rose at 12h30. 



SECOND MEETING 

Tuesday, 5 May 1987, at 14h30 

Chairman: Dr S. D. M. FЕRNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 

(Documents РВ/88 -89 and EB79 /1987 /REC /1, Part II) (continued) 

GENERAL POLICY MATTERS: Item 18.1 of the Agenda (Documents РВ/88 -89 and EB /79/1987/REC/1, 

Part I, resolution EВ79.R7, and Part II, Chapter I) (continued) 

Professor WESTERHOLM (Sweden), speaking on behalf of the five Nordic countries, pointed 

out that the Director -General had called the proposed 1988 -1989 programme budget a "phantom" 
programme budget because the expected shortfall in income from assessed contributions would 

make it impossible to carry out at least 10% of programme proposals; he had identified the 

"phantom" haunting the Organization as a crisis of confidence. She assured the Health 

Assembly that the Nordic countries were far from indifferent to the situation. It was not 

acceptable to them that a phantom budget should be adopted, nor that countries should 

withhold mandatory contributions, thereby failing to meet their international obligations. 
They could also not accept that countries which had previously fully supported the WHO 

programme and its level of expenditure should suddenly demand significant and totally 
arbitrary reductions in it because of alleged financial constraints of their own, and by so 
doing impair the ability of the Organization to achieve its carefully planned, debated and 
agreed long -term objectives; that applied particularly to the Global Strategy for Health for 
All by the Year 2000. 

The world was changing and WHO must change with it. In that connection the Organization 
must pay attention to the following issues: the relationship between programme activities at 
headquarters, regional and national levels; the operational role of the Organization in 
technical cooperation, and especially the relationship between WHO, bilateral donors and 
governments of developing countries; the relationship between programme activities financed 
through assessed contributions and those financed by voluntary contributions. Change must be 
based on careful analysis, thorough discussion and review, and international decision - as 
far as possible by consensus; it should not be sudden, forced, ill- deliberated change. 

The Nordic countries firmly supported the proposed programme budget for 1988 -1989. They 

could agree to the Board's recommendation to use US$ 25 million of casual income to reduce 
contributions in 1988 but would find it difficult to agree to any use of casual income beyond 
that point as they believed that the remainder should be kept to offset any future 
unfavourable fluctuations in the exchange rate. 

Policy discussions and decisions in the Health Assembly must reflect the current 
financial situation and emphasize the continuing need for appropriate rationalization of the 
Organization. It had become necessary to be particularly vigilant in the introduction of new 
programmes and the expansion of existing ones and to ensure that programme needs were always 
ranked higher than purely administrative functions. In the past WHO had repeatedly 
demonstrated its effectiveness and ability to reach concrete and decisive results. It was 
playing an invaluable role in international cooperation. 

Mr GHACHEM (Tunisia) congratulated the Director -General on the efforts made in relation 
to programme administration and for his clear Introduction to the proposed programme budget. 
He drew special attention to objective (1) on page xxxi of document PB/88 -89. The allocation 
for infrastructure, amounting to some 32 %, was commendable. However, bearing in mind the 
budgetary problems of the Organization and the economic crisis, which was affecting different 
aspects of health, he warned against allowing research - to which almost 14% of the total 
budget had been allocated - to become a poor relation, the more so as most developing 
countries had to meet more urgent needs and might tend, for lack of funds, to neglect 
research. 

- 18 - 
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Referring to contributions, he pointed out 
contribution and called upon all governments in 
possible. His country, like others, was facing 
priority to payment of its contribution because 
health, an idea which some 40 years earlier had 

Organization had proved could be realized. 

that his country had regularly paid its 
arrears to meet their obligations as soon as 
economic problems but none the less accorded 
it believed in international cooperation in 

met with scepticism but which the 

Dr FURUICHI (Japan) stressed the importance of the proposed 1988 -1989 programme budget. 

The Organization was faced with difficulties in the collection of assessed contributions, 
unfavourable exchange rates and the need to improve the efficiency of existing programmes, 
which could be resolved only by the joint efforts of Member States and the Secretariat. The 

budget must be acceptable, affordable and have the support of all Member States in terms of 

both its size and programme content. Each Member State must be accountable and responsible 
for its assessment in order to ensure that financial responsibility was properly shared. 

Professor HUYOFF (German Democratic Republic) said that the evaluations, assessments and 

conclusions presented in the Introduction to document РВ/88 -89 deserved particular attention 
because they revealed the full scale of the achievements, potential and contradictions which 
characterized the current phase of the Organization's development. His country shared WHO's 
concern about the effects of inflation, rising prices and the financial problems being faced 
by a number of Member States. Such a situation could and should lead to further 

strengthening of the joint responsibilities of all Member States. The current problems were 

temporary and, despite the difficulties, his delegation shared the conviction that the 

Organization had chosen the right course in adopting and systematically developing the Global 
Strategy for Health for All by the Year 2000. 

The Director -General had rightly pointed out in paragraph 6 of the Introduction to 
document РВ/88 -89 the growing need to foster the interdependence of economic and social 
thinking and action. Such action meant strengthening society's overall political 
responsibility for life and health and calling a halt to the expenditure of vast sums for 
purposes incompatible with human dignity. His delegation agreed with the positive assessment 
of strategy implementation and of the Seventh General Programme of Work, as outlined in 
paragraphs 18 and 19. It was disturbing to note that in a number of Member States WHO 
resources were being used in an inappropriate and irresponsible way. 

Paragraphs 23 -33 and the objectives outlined in subsequent paragraphs largely 
corresponded with his country's own conceptions in that area. The many forward -oriented new 
objectives would undoubtedly influence the future work of WHO. The fact that approximately 
two -thirds of budgetary resources would be allocated to regional budgets called for increased 
trust and supervision on the part of the Secretariat aid the Member States. His delegation 
considered that a long -term stabilization of the budgetary level was both desirable and 
feasible. However, that would require all Member States consistently to abide by their 
collectively decided policy, which in turn implied meeting all their financial and other 
obligations. 

Like some previous speakers, he had the impression that not all Members in arrears were 
facing real financial problems in the way most developing countries were. His delegation 
therefore appealed to all countries to avoid taking steps which might jeopardize the future 
work of the Organization. 

Mrs PARKER (Jamaica) said that her delegation associated itself with the concerns 
expressed by previous speakers about the programme budget as presented. The Committee had 
been informed, first, that there was a shortfall in payment of contributions for 1986 -1987 
leading to a reduction in the implementation of the programme budget; secondly, that unless 
there was a radical change, there would be a huge shortfall in income from assessed 
contributions in 1987 -1989; and thirdly, that the shortfall was expected to be substantially 
greater in 1988 -1989. It would therefore seem inappropriate to increase contribution 
quotas. While her delegation agreed that Member States should make every effort to pay their 
contributions, it must be appreciated that for economic reasons some developing countries had 
had to make adjustments in their rates of exchange, which meant that national budgets would 
have to be increased to pay contributions that, expressed in United States dollars, had 
remained unchanged. In such cases, to obtain budgetary allocations to pay arrears as well as 
increased contributions became almost impossible. The reality of the situation must be faced 
and a cost -benefit analysis of the current proposal undertaken. It might be that, by 
increasing contributions, the amount collected would in fact be less in relative terms. As 

other speakers had suggested, consideration should be given to reducing the budget on the 
basis of a reasonable level of collection and the establishment of priority areas. 
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Dr GIAIDI (Libyan Arab Jamahiriya) said that his delegation wished to support the 
proposed programme budget. It commended the Organization on its efforts to achieve its 
objectives in all fields of health and in particular in health for all by the year 2000. It 

none the less recognized that it might be necessary to reduce some activities while avoiding 
any adverse effect on the overall interests of the regions. The economic and financial 
situation had indeed become more difficult in many countries and consultation was therefore 
necessary to devise flexible programmes emphasizing health promotion at country level. 

His own country had been unable fully to meet its financial obligations to the 

Organization for 1986 -1987 as a result of the economic embargo of which it was the victim and 
which affected important sources of medical supplies. It therefore proposed that its annual 
contribution should be reduced accordingly, which would enable it to comply with its 
obligations aid contribute to the success of WHO programmes. 

Dr KLIVAROVA (Czechoslovakia) reminded the Committee that WHO had come into being as a 

specialized agency in accordance with Article 57 of the Charter of the United Nations. It 

therefore served no purpose to complain that the financial difficulties of the Organization 
arose from the fact that it was part of the United Nations system; without the United 
Nations, WHO would not exist. Her country had repeatedly expressed its confidence in WHO and 
fully appreciated many of the Organization's activities, such as the campaign to eradicate 
smallpox, but it could still become even more efficient. 

Despite the fact that her country had not voted for an increase in the budget and 
notwithstanding its repeated calls for budgetary stabilization, Czechoslovakia had always 
discharged its financial obligations in accordance with the decisions of the Health 
Assembly. Her delegation wished to call attention to the need for Member States to pay their 
contributions; that applied particularly to those that had voted in favour of the 1986 -1987 

budget. Her delegation supported measures for tighter budgetary control aid considered that 

it would be appropriate that only those requirements of Member States that were in keeping 
with the Organization's programme should be met from the budget of WHO. It was also 
desirable for the Health Assembly to approve the regional budgets. It should not be 
forgotten that global problems existed on which resources should be focused, AIDS being one 

example. A whole range of scientific research programmes should be expanded so as at least 
to make it possible to bring together groups of experts and to conduct training programmes 
for national health personnel. 

Her country supported the programme budget for 1988 -1989 as proposed. 

Dr LARIVIERE (Canada) said that it was clear from the Introduction to the proposed 
programme budget for the financial period 1988 -1989 and from the Executive Board's report on 
it that the Organization as a whole was facing a crisis. Regardless of whether that crisis 
was considered to be financial or administrative in origin or a result of a failure of 
confidence, the ultimate effect was to make the usual methods employed by WHO to balance 
means against needs apparently ineffective. Admittedly, it was not always easy for Member 
States to keep continuing to increase their contributions from budget to budget. It had to 

be recognized, however, that WHO would be unable to implement its strategies and meet Member 
States' expectations unless contributions were forthcoming from all. The proposed programme 
budget was drawn up on the basis of needs notified by Member States, formulated by the 
regional offices and submitted by the Regional Directors. Although that procedure lay 
largely outside the Health Assembly's direct control, he believed that, despite certain 
defects, it had served the interests of Member States well. He therefore endorsed the 
Executive Board's conclusions as to the overall budget figure and the means proposed for 
funding it. By its work, the Executive Board had greatly facilitated the Health Assembly's 
review of the proposed programme budget, which was, in his view, both reasonable and 

acceptable; he therefore hoped that it would be adopted. 

Dr GEORGIEVSKI (Yugoslavia) expressed his support for the Director -General's efforts to 

find effective solutions to the Organization's current financial difficulties. However, 
since he did not consider increasing Member States' contributions to be a useful or feasible 
means to that end, he was in favour of the proposal for "zero budget growth" not only in real 
terms but also, where necessary, in nominal terms. He joined other delegations in calling 
for each Member State to make every effort to pay its contribution, as that would be the most 
effective way of solving the Organization's cash -flow problems. 

Dr HAJAR (Yemen) said that, as a result of the decline in the rate of exchange for his 
country's currency against the United States dollar subsequent to the adoption of his 
country's current budget, the resources allocated in 1986 no longer sufficed to meet the 
needs of 1987. The administrative repercussions of that situation had led to a delay in the 
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despatch of Yemen's contribution to WHO; the Organization would however be receiving that 
contribution shortly. 

The joint programme review carried out recently by the Government and the Regional 
Office for the Eastern Mediterranean would be useful in achieving more effective use of WHO's 
resources. As a result of that study, it had been found possible to reschedule 

US$ 600 million in order to improve health care. He stressed that the WHO representative 
provided valuable support for the activities of the Ministry of Health, precisely because he 
was located within that Ministry. Transfer of the representative elsewhere would entail 
financial loss and lead to a lesser degree of cooperation with the Organization. If such a 
transfer of function was inevitable it should preferably be to the UNDP office. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) commended the 

Director -General for his forthright and stimulating Introduction to the proposed programme 
budget. He particularly welcomed the frank discussion of those aspects of the Organization's 
work where improvement might be necessary and respected the Director -General's determination 
to tackle those problems, in which he could count on the United Kingdom's full support. 

The Health Assembly faced many challenging issues. It was therefore particularly 
disturbing that it should also be confronting problems stemming from a substantial shortfall 
in income from assessed contributions at a particularly important stage in the Organization's 
efforts to achieve health for all by the year 2000. WHO had a very creditable record - 
outstanding in the United Nations family - in terms both of its responsiveness to the wishes 
and needs of Member States and of the proportion of its income that was spent on technical 
cooperation at country level, in the way that it faced up to the hard facts of economic life 
by adopting prudent budgeting policies and fiscal management, in coping with new problems as 

they arose, and in particular in adhering to a tradition of self -criticism and of taking 
appropriate action to remedy short -comings and weaknesses in both its organizational 
structures and functional activities. In view of that exemplary record, the current 
financial crisis was regrettable. The United Kingdom, for its part, paid its assessed 
contribution in full and on time as a matter of principle. Furthermore, it fully supported 

the level of appropriations in the proposed programme budget. 

He was disturbed to note from the Director -General's Introduction to document РВ/88 -89 
that there still appeared to be some misunderstanding as to the nature of WHO in some 
countries, where it was seemingly regarded as just another donor agency. The 
Director -General's indictment in paragraph 17 should be thoroughly investigated and action 
taken to remedy the situation described; otherwise the Organization would undoubtedly 
attract legitimate criticism of the way it was managing its affairs. In paragraphs 22 -38 the 

Director -General had made some interesting proposals in that context. Some of them, for 

example those in paragraphs 25 -27 and 32, seemed particularly sensible, while others, such as 
paragraph 28, were more controversial; the traditional relationship between WHO and 
ministries of health should be maintained except where it would be to mutual advantage to 

have different arrangements. On the issue of the balance between generalists and technical 
specialists raised in paragraph 29, there would be real benefit in strengthening the 

managerial roles at regional level, although it was equally important to retain an adequate 
technical input if credibility was to be maintained. A fair balance had to be struck between 
the types of expertise to be deployed at headquarters and at regional level. An interesting 
suggestion had been made in paragraph 30. The Organization made its main impact by 
successfully implementing its global programmes; he therefore supported the shift towards 
strengthening global components. He also supported the need for WHO to continue to be 

involved in United Nations matters extraneous to its mandate, as mentioned in paragraph 31. 

While acknowledging the difficulties caused to some countries by the high rate of 

nominal growth reflected in the proposed programme budget, the United Kingdom supported that 
budget at the level proposed by the Executive Board and the main appropriation sections, 
subject to the adjustments suggested by the Executive Board at its seventy -ninth session. It 

hoped that consensus could be achieved on that approach. 

Dr WILLIAMS (Nigeria) said that the Director -General had drawn forthright attention to 

the serious financial crisis facing the Organization. In his view, the proposed programme 
budget was extremely well balanced and gave die priority to appropriate areas. He noted with 
satisfaction that Africa, the region of greatest need, had been accorded favourable 
allocations. The Organization continued commendably to strive hard to achieve ever higher 
goals for health and human development. Any failure to maintain proper funding would thus 
severely jeopardize its ability to attain its objectives and respond speedily to the needs of 

the poor and disadvantaged throughout the world, and more especially in the developing 
countries. All countries should therefore rally to the support of WHO in its praiseworthy 
task. The powerful countries with enormous financial resources that had in the past provided 



22 FORTIETH WORLD HEALTH ASSEMBLY 

a large portion of the WHO budget would no doubt note that it was the Third World countries 
currently suffering from crushing financial and economic problems that stood to lose most 
from WHO's financial incapacity. The gains in health inspired and promoted by WHO as a 

result of low -cost and effective interventions would undoubtedly suffer a severe setback. 
The Third World countries were going through a period of economic uncertainty with falling 
incomes, slashed budgets and an acute shortage of foreign exchange, which adversely affected 
prospects for growth and development - both of which depended on imports. Such countries, 
including Nigeria, were in the midst of economic reforms involving drastic devaluation of 
their currencies as well as the elimination aid reduction of subsidies on goods and services 
for their peoples. They also faced severe debt problems. 

For the Third World countries, assessed contributions were always remitted in foreign 
currencies, which were not only in short supply but also called for an allocation in local 
currency three or four times higher than before devaluation. He appealed to countries to 

make every effort, despite the difficult economic situation, to remit their assessed 
contributions in full or in part. That was a sacrifice that all were called upon to make to 

maintain and strengthen an Organization which had done so much for humanity. 

Mr MECHE (Ethiopia) said that Ethiopia had regularly paid its assessed contributions. 
However, while making due allowance for the financial problems the Organization was facing, 
he considered that any increase in contributions would have adverse effects as fewer 
countries would be able to discharge their financial responsibilities. 

Mr SMITH (Australia) said that he recognized and acknowledged the continuing strong 
sense of fiscal responsibility demonstrated by the Director -General and his staff in the 
preparation of the proposed programme budget. He also recognized the difficult situation in 

which the Organization found itself for reasons totally beyond its control, such as the 
inability or refusal of some Member States to pay any or all of their contributions and the 
sharp decline in the value of the United States dollar, which had put additional pressure on 
the budgets of both the current and forthcoming bienniums. He was pleased to note that the 
proposed programme budget showed no real growth; Australia supported that principle in all 
organizations of the United Nations system during the current period of international 
economic difficulty. The exchange rate problem was not, however, confined to international 
organizations. National budgets had been affected in a significant number of countries, 
including Australia, for which a "zero- growth" budget in United States dollar terms meant a 

very significant increase in the allocation required in its own currency from its own budget 
at a time of general budgetary contraction. He therefore hoped that such problems, which 
were common to a number of countries, would be taken into consideration by the Committee when 
it reached its decision on the level of the budget for 1988 -1989. 

Dr NYAYWA (Zambia) said he had been much struck by the references in the Introduction to 
document РВ/88 -89 to Member States that had failed to honour their financial obligations to 

the Organization at the proper time. All Member States were affected by the current foreign 
exchange problems. Defaulting countries, in his view, were receiving benefits from the 
Organization that far outweighed their assessed contributions. He therefore considered that 
it was time that serious measures were taken to deal appropriately with Member States that 
failed to pay those contributions. Lack of such action in the past had contributed to the 
current budget deficit and such practices should not be allowed to continue. 

Mr ВISKUP (Federal Republic of Germany) said that he endorsed the proposed programme 
budget. He stressed, however, that it would be preferable if the total casual income 
available at the end of 1986 - of the order of US$ 49 million - was used to reduce the 
contributions of Member States during the next biennium. 

The DEPUTY DIRECTOR- GENERAL said that he shared the hope expressed by the United Kingdom 
delegate that the Committee would be able to find a way to accept the proposed programme 
budget by consensus. The powerful address given by the Director -General in the plenary 
meeting that morning had, he believed, engendered more confidence not only in the continued 
existence of WHO but in its increasing strength. However, the Organization had reached a 
crossroad where Member States had to agree either to support the Organization in all its 
efforts or to deny it the strength and energy to address those tasks. 

Having listened carefully to the statements of delegates including the United States 
delegate, he fully appreciated their misgivings and the difficulties - some of which were 
indeed critical - facing Member States. There was no doubt that WHO, too, had serious 
difficulties to face. Notwithstanding those problems, however, the Organization had 
achievements of which it could be proud. There had been a reorientation in the programme 
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budget and in the programmes themselves, an effort to reorder priorities and give increased 
attention to the most urgent fields of action. With the wisdom of all present, WHO was in a 
good position to strengthen those areas which were recognized as being most effective, and 
also take a new look at some of the more controversial proposals contained in the proposed 
programme budget. 

Mr FURTH (Assistant Director -General), responding to the question raised by the delegate 
of Mozambique on the apparent decrease in extrabudgetary resources as shown in the table 
entitled "Integrated International Health Programme: Estimated Obligations and Sources of 
Financing ", on page 1 of the programme budget document, said that the estimates under "Other 
sources ", both in the table and elsewhere in the document, were only tentative forecasts 
relating to activities for which financing was either assured or expected at the time of the 
preparation of the proposed programme budget in 1986. The apparent decline from one biennium 
to another in the total of extrabudgetary funds shown as being available was attributable to 

differences between the timing and procedures of the other organizations' programming and 
budgetary cycles and those of WHO. Accordingly, the estimates did not fully reflect the 
extrabudgetary funds likely to become available two to three years later, i.e. by 1988 -1989. 
For example, in the programme budget document for 1986 -1987, the estimate for extrabudgetary 
resources in that biennium had been only US$ 436.7 million, which had now increased to 

US$ 520.3 million. He was convinced that there would be a very substantial increase in the 
estimates for extrabudgetary funds for 1988 -1989 by the time the programme budget for 
1988 -1989 was implemented. 

A number of delegates had commented on the amount of casual income they would like to 
see appropriated to help finance the regular budget for 1988 -1989. He drew the Committee's 
attention to the fact that that matter was on the agenda of Committee B, which would report 
in writing to Committee A, which in turn would consider it in conjunction with the adoption 
of the proposed programme budget. In order to avoid duplication of discussions, he suggested 
that further discussion on the exact amount to be appropriated to help finance the budget 
should be postponed to the time when Committee B's report was being considered. 

By way of general comment on that subject, he said that the Director -General did of 
course wish to be in a position to recommend that the entire US$ 49.1 million of casual 
income should be appropriated to help finance the regular budget. He was unable to do so 
immediately because, notwithstanding the programme implementation reduction of US$ 35 million 
he had made in the current budget, the situation regarding the collection of assessed 
contributions had deteriorated to such an extent that he was not certain WHO's financial 
obligations could be met before the end of the year unless casual income could be borrowed 
pending the receipt of contributions. As he had said at the Board, if the actual shortfall 
in assessed contributions for 1986 -1987 should be less than US$ 35 million by the end of 1987 
and at that time appeared likely to become less than US$ 50 million during 1988 -1989, the 
Director -General would propose to the Forty -first World Health Assembly, in May 1988, that 
the total amount of casual income available as at 31 December 1986, i.e., US$ 49 100 000, 
should be appropriated to finance the 1988 -1989 programme budget and thus reduce the 
assessments on Member States by that amount. If that proposal were to be adopted by the 
World Health Assembly in May 1988 - and he was sure it would be - the increase in assessments 
for the biennium would be reduced from 25.64% to 20.64 %. 

A number of delegates had stated their desire to see the proposed budget reduced, 
despite the Director -General's contingent programme implementation reduction of 
US$ 50 million and despite the fact that it was not known how far the devaluation of the 
dollar in relation to other currencies would proceed and what WHO's financial situation would 
be in that respect in the following biennium. He recalled the Director -General's statement 
to the Executive Board that if it were not for the convergence of two unfavourable factors - 
the non -payment of assessed contributions and the decline in the value of the dollar - the 
proposed programme budget would be hailed as an outstanding one, fully responsive to the 
desires of all Member States.' It was a budget with zero growth in real terms and yet 
small real growth at country level, and one which had the lowest inflationary cost increases 
seen in WHO since 1971. 

The fact must be faced that of the 16.69% increase proposed for 1988 -1989 9.72% was 
solely attributable to currency adjustments, i.e., to the fall in the exchange value of the 
United States dollar in relation to the Swiss franc and some of the major regional office 
currencies. The dollar had continued to decline against those currencies since the programme 
budget proposals had been prepared in October 1986, so that if the proposals were to be 
updated the increase would be even higher. In fact, the proposed budget would have to be 
increased by the Health Assembly by US$ 24 131 000, from US$ 634 million to US$ 658 million, 

1 See document ЕB79/1987/REC/2, p. 44. 
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if the practice followed by past World Health Assemblies of recalculating the budget on the 
basis of the latest exchange rates were adopted this year. 

A deduction of 9.72% for currency adjustments from the total increase of 16.69% left an 
increase of only 6.97 %. That should be compared with the budgetary increases adopted for the 
three preceding programme budgets, which not only did not reflect unfavourable currency 
adjustments but benefited from extremely favourable currency adjustments. The increases in 
those budgets had been 4.46% in 1986 -1987, 10.92% in 1984 -1985 and 9.74% in 1982 -1983. Thus 
the proposed 6.97% increase - without currency adjustments - was lower than the average 
budgetary increase for the preceding three programme budgets. Since the 6.97% increase 
reflected a decrease in real terms of 0.11 %, the remaining component of the budgetary 
increase - i.e., the increase due to inflation and statutory costs - was 7.08 %, far lower 
than the inflationary and statutory cost increases of 12.04% for the current 1986 -1987 
budget, of 17.42% for 1984 -1985 and 11.93% for 1982 -1983. In fact, it was the lowest 
inflationary and statutory cost increase in any WHO budget since 1971. 

Before delegates called for further reductions in the budget, they should seriously 
consider all those factors aid analyse the reasons for the increases, which were the same as 
those that had resulted in extraordinarily low increases in assessments in the previous three 
bienniums. 

Mr BOYER (United States of America), commenting on Mr Furth's reference to the 

Director -General's claim that if the two major causes of the Organization's financial 
difficulty were left aside the proposed programme budget would be hailed as an outstanding 
example of budget preparation in the United Nations system, said that those two factors could 
not be ignored and the budget dealt with in isolation. It could not be ignored that more 
than one -third of the Member States were not paying their annual assessments, that there were 
exchange rate fluctuations bringing about an almost 10% change in the budget and that, under 
the current proposal, Member States were required to ask their legislatures for an increase 
in assessment in excess of 20% at a time when most governments and finance ministries, 
including his own, were having difficulty in paying for their own domestic programmes. The 
matter should be viewed realistically, and WHO should try to be cooperative with Member 
States, which were attempting to meet that concern at home, and propose assessments they 
could afford to pay. 

The CHAIRMAN informed the Committee that resolution EB79.R7 on management of WHO's 
resources would be taken up at a later stage to give delegates more time to study it (see 
summary record of the sixth meeting, page 81). 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89; ЕB79 /1987 /REC /1, 
Part I, resolutions EB79.R8, EB79.R16 and ЕB79.R17, and Annexes 8, 15 and 17, and Part II, 

Chapter II; A40/4; A40/5; A40 /INF.DOC. /1; А40 /INF.DOC. /2; А40 /INF.DOC. /4; 
А40 /INF.DOC. /8; and A40 /INF.DOC. /9) 

The CHAIRMAN said that, as he had explained at the beginning of the first meeting, the 
item would be considered under small groups or blocks of programmes to which he would refer 
as "major" programmes. The first of those major programmes, "Governing bodies ", included 
three subprogrammes: World Health Assembly, Executive Board aid regional committees. 

Direction, coordination and management (Appropriation Section 1; Documents РВ/88 -89, 
pages 43 -46 and ЕB79 /1987 /REC /1, Part II, Chapter II, paragraphs 18 -21) 

Governing bodies (programme 1) 

Professor FORGÁCS (representative of the Executive Board) said that the Board had not 
made any observations on programme 1. Throughout its review of the proposed programme budget 
it had been aware of the fact that budgetary reductions would lead to constraints in the 
implementation of activities. However, the Board had also been mindful of the important 
stage that WHO and Member States had reached in respect of health for all, and of the 

importance of carrying out the activities described in the proposed programme budget. Those 
considerations were clearly reflected in its report (document ЕB79 /1987 /REC /1, Part II). It 

was hoped that delegates reviewing the various programmes in the programme budget for 
1988 -1989 would make direct use of the Board's report, which had been prepared to facilitate 
discussions on the various groups of programmes. 



COMMITTEE A: SECOND MEETING 25 

WHO's general programme development and management (programme 2) 

Professor FORGACS (representative of the Executive Board) said that the Board had been 
concerned that the contingent reduction in the allocation to programme 2.2 

(Director -General's and Regional Directors' Development Programme) was likely seriously to 

affect WHO's ability to respond flexibly to unforeseen requests and events and to meet urgent 
and unforeseeable health problems. The increase under programme 2.3 (General programme 

development) reflected a shift of funds within the budgetary allocation for the African 
Region to cover the cost of three new subregional offices that were to become fully 
operational in that Region during 1988 -1989. 

Dr FURUICHI (Japan) welcomed the modest increase under programme 2.2 (Director -General's 
and Regional Directors' Development Programme), but requested further clarification in regard 
to the 65% increase shown in respect of the European Region. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) referred to programme 2.4 (External 
coordination and health and social development) a programme whose function was to coordinate 
the efforts of WHO and the various other bodies tackling health problems, especially those of 
the United Nations and the other specialized agencies. Such coordination and intersectoral 
cooperation were essential for the attainment of health for all, the main social goal of WHO 
and its Member States, as stressed in the Declaration of Alma -Ata. The programme had proved 
very effective and deserved full support. However, the reasons given for the increase in 
provisions at global and interregional level that it was for emergency preparedness 
activities and activities in response to resolution WHÀ36.28 on health and peace (WHOPAX) 
(document PB/88 -89, page 65, paragraph 19) raised certain doubts and called for 
clarification. Indeed, the details of global and interregional activities (document 
P8/88 -89, pages 431 -432) indicated that, under programme 2.4, US$ 153 600 had been 
appropriated for the disaster /emergency preparedness programme and US$ 40 900 for the WHO 
management group for follow -up of resolution WHA36.28, i.e. a total of about US$ 200 000 
only, which was a disproportionately small amount in comparison with the total increase, 
namely, US$ 972 200. He suggested that it was incorrect that, as it appeared to indicate in 
paragraph 19, page 65, the entire increase should be attributed to those two components. 

Professor BORGORO (Chile) said that he understood the Executive Board had recommended 
for approval a total amount for the budget. The Committee could hardly be expected to 
approve the various components without knowledge of where it was proposed reductions should 
be effected. That point called for clarification if discussions were to be conducted on a 

rational basis. 

Dr RUESTA DE FURTER (Venezuela) supported the delegate of Chile, requesting further 
information on how the decisions of the Executive Board in regard to reductions affecting 
individual components related to the original programme budget proposals, so that they could 
be discussed rationally before the consideration of the proposed programme budget programme 
by programme. 

Professor FORGACS (representative of the Executive Board), in reply to the question 
raised by the delegate of Japan, said that the Director- General's and Regional Directors' 
Development Programme provided valuable flexibility for financing innovative activities, 
enabling WHO to respond to major policy changes and urgent health problems. The Board 
realized that the reduction in the overall provision to the programme was bound to reduce 
WHO's capacity to respond to unforeseen events and requests. Having noted the substantial 
increase in the provision for that programme in the European Region, the Board had requested 
the Regional Director to discuss the allocation in relation to the global and other regional 
programmes at the 1987 session of the Regional Committee for Europe. 

Mrs BRUGGEMANN (Director, Programme for External Coordination), replying to the question 
raised by the delegate of the Union of Soviet Socialist Republics, said that the increase in 
the global and interregional provision shown on pages 66 and 432 was primarily a cost 
increase. The provision of US$ 40 900 for the implementation of resolution WHA36.28 in 
connection with WHOPAX reflected the foreseeable future requirements of the WHO management 
group. The figure of US$ 153 600 for the disaster /emergency preparedness programme reflected 
a real increase to the programme from the regular budget. It was recalled, however, that 
that programme had to rely heavily upon extrabudgetary funding, as it had done relatively 
successfully in previous years. 
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Health system infrastructure (Appropriation Section 2; Documents P8/88 -89, pages 67 -104; 

ЕB79 /1987 /REC /1, Part II, Chapter II, paragraphs 22 -32; and А4O /INF.DOC. /2) 

Health system development (programme 3) 

Professor FORGACS (representative of the Executive Board) said that there was still a 

need for effective health information support to Member States and for training in 

epidemiology. The contingent reduction in the allocation to programme 3.1 (Health situation 
and trend assessment) was considerably greater than the average of reductions in other 
programmes, and the Board had therefore recommended that appropriate priority should be given 
to restoring funds to that programme as soon as the Organization's financial position 
improved. Provision was none the less being made to support Member States in effecting a 

smooth transition from the Ninth to the Tenth Revision of the International Classification of 
Diseases. The Board had noted with satisfaction that the publication of the WHO Weekly 
Epidemiological Record would not be affected by the planned reduction. However, the 

Organization's policy in respect of the sale and distribution of publications was under 
review for the purpose of instituting economies. Although governments would continue to 
receive the Weekly Epidemiological Record free of charge, it was envisaged that this and 
other periodicals would in future be distributed on subscription to institutions in the more 
affluent countries that could afford to pay for them. 

Referring to programme 3.2 (Managerial process for national health development) he said 
that the Board had recalled that, following an evaluation in 1985, the experiment of using 
national programme coordinators in countries had been abandoned in the interest of ensuring 
the best possible use of WHO resources at the country level. The Board had endorsed the 
proposed direction of programme 3.3 (Health systems research) and had stressed that "success 

stories" could increase awareness among decision -makers of the contribution health systems 
research could make to improving the organization aid management of national health systems 
and reducing costs. The Board had recognized that health systems research was a component of 
many other programme areas. 

Mr RAMYEAD (Mauritius) recalled that the Executive Board and the World Health Assembly 
had decided to allocate additional resources to programme 3.3 (Health systems research) for 
the biennium 1986 -1987. In accordance with that decision, additional resources had been used 
to undertake and strengthen health systems research activities in priority areas, as defined 
by Member States. In that context, WHO had cooperated with Mauritius in improving the 
planning and management of its health services at national, district aid community levels. 
Considerable progress had been achieved and the case of Mauritius illustrated the extent to 

which the support of WHO could effectively supplement national resources. However, minimal 
resources had been allocated to the programme in the proposed programme budget for 
1988 -1989; an explanation was needed of how the efforts made during the past two years were 
to be continued. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the development of health 
systems was becoming particularly relevant because the weakness of the health infrastructure, 
i.e., of the interacting complex of services and facilities of all types, as well as the 

shortage of trained personnel and suitable equipment, and poor communications, were often the 
main obstacles to the attainment of health for all in many countries, as pointed out in 
paragraph 8 of the Director -General's Introduction to the proposed programme budget (document 
РВ/88 -89). It was therefore appropriate that the first objective listed by the 
Director -General in his Introduction (paragraph 34, page xxx) should be the strengthening of 
national capacities to prepare and implement national health- for -all strategies, with special 
emphasis on sound health infrastructure development. The importance of that matter was duly 
reflected in the appropriation for programme 3, since it accounted for 11.06% of the entire 
regular budget. It was gratifying that the Executive Board had considered reductions to be 
undesirable, and even that there should be an increase in allocations in the future for those 
programmes currently affected by the adverse financial conditions. 

Health systems research was the most interesting component of the health system 
development programme, which included provision for a broad application of new approaches and 
methods and the strengthening of health systems research and health legislation in Member 
States. The need for possible reductions in the provision for programme 3.1 (Health 
situation and trend assessment) was understandable, provided it was restored to its previous 
level when the Organization's financial situation improved. The delegation of the USSR 
supported the proposal to maintain the provision for the publication of the Weekly 
Epidemiological Record at its existing level. 
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Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) requested further 

information on the progress of the Tenth Revision of the International Classification of 

Diseases. It was hoped that the division responsible for epidemiological surveillance and 

health situation and trend assessment would not be adversely affected by decisions to reduce 

the resources available to it, because that division was providing excellent services. Work 

on health systems research was also very valuable, but it was undervalued and underutilized. 

The Director -General's proposal to mobilize additional resources in that area was therefore a 
source of satisfaction. 

Professor ВORGOÑO (Chile) said that programme 3.1 (Health situation and trend 
assessment), including the structure of the responsible headquarters division, was very 

important. It was hoped that the results of the adjustments made to bring epidemiology into 
statistical information activities would be seen in the evaluation process. There was an 

important relationship between the health situation and trend assessment for the various 

countries and a number of WHO publications, particularly the Seventh Report on the World 
Health Situation, which was extremely useful for all countries. 

A further important point was the progress achieved in the health systems research 
programme, which had received support from the Director -General's Development Programme. The 

delegate of Mauritius had described what was being done in his country, and there were 
similar developments in other countries. Two aspects of the cooperation being given were 
fundamental: first, the strengthening of countries' health systems research in order to make 
an adequate diagnosis and take rational and realistic action to deal with the problems 
concerned, and secondly, the support to be given to such substantive research in priority 
areas. He urged that full approval be given to the proposed budgetary allocation for that 

important activity. 
He reminded the Chairman of the question he had raised concerning the programme budget 

and the agreements reached by the Executive Board. 

The CHAIRMAN reminded the Committee that, in discussing each of the programmes, 

delegates should consider simultaneously major programme policy issues, including contingent 
programme budget implementation reductions and questions of adjustment in resource 
allocations highlighted in the Board's report, separate reports on individual programmes 
submitted by the Director -General, and questions of a specialized nature raised by delegates, 
including any draft resolutions. 

Dr GEORGIEVSKI (Yugoslavia), referring to programme 3.2 (Managerial process for national 
health development), and particularly to paragraph 11 concerning the building -up of a 
critical mass of health -for -all leaders in countries, in bilateral and multilateral agencies 
aid in nongovernmental and voluntary organizations, said that his Government had been 
cooperating with WHO in that area for the past three to four years in organizing symposia for 
the training of qualified staff in developing countries. A further such symposium - one of 
the most important of its kind - was to be held in October 1987. Twenty candidates from ten 
countries were to be trained as "resource persons" in the organization of seminars, courses 
or other means of training in their respective countries, in order to increase the number of 

health, paramedical and economic and social workers who could together develop the management 
process and its monitoring and evaluation, and help to strengthen the international network 
of health institutions and institutions engaged in organizing courses or studying the 
management process at the technical level. Yugoslavia would be happy to cooperate with other 
countries wishing to promote and organize such courses or seminars and could assist them not 
only technically but also in providing staff support at his Government's expense. 

Professor FORGACS (representative of the Executive Board), replying to the questions 
raised by the delegates of Chile and Venezuela, said that the Executive Board had accepted 
the proposed programme budget by consensus. Its discussion on the subject was reflected in 
its detailed report on the proposed programme budget for the financial period 1988 -1989 
(document EB79 /1987 /REС /l, Part II). The proposed appropriation resolution for the period 
appeared in Executive Board resolution EB79.R4. The Board had discussed the programme budget 
implementation reductions proposed by the Director- General which were presented in document 
EВ79 /1987 /REC /1, Part II, Annex 1. 

Mr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and 
Trend Assessment), replying to the delegate of the United Kingdom of Great Britain and 
Northern Ireland, explained that WHO had assumed responsibility for revising the 
International Classification of Diseases as from the Sixth Revision and it had since been the 

custom to revise it every ten years in order to incorporate any medical progress that had 



28 FORTIETH WORLD HEALTH ASSEMBLY 

occurred. In the case of the current, Ninth Revision, however, it had been considered that 
more detailed evaluation of its usefulness and appropriateness to Member States was required, 
and after consulting all Member States, the Director -General had decided that the Tenth 
Revision would be carried out after some 15 years instead of the customary ten. 

The Secretariat had therefore been in constant consultation with experts in various 
countries, nongovernmental organizations and WHO collaborating centres for classification of 
diseases. There were now eight collaborating centres in various parts of the world, 
including one in London. 

The first draft of the Tenth Revision, in its broad structure only, had been sent to all 
Member States for their comments some two years earlier, and, on the basis of the comments 
and suggestions received, the more detailed second draft had been prepared and circulated to 
Member States for their further comments and suggestions, which had since been received and 
were being consolidated for revision of the second draft and review of the third draft by a 
meeting of the heads of the WHO collaborating centres for classification of diseases in 

June 1987. The text would then be submitted to the Expert Committee approved by the Health 
Assembly for the current biennium, which would meet later in 1987 so that the technical 
review for the Tenth Revision would be almost completed during that year. After taking 
account of the Expert Committee's further recommendations, the final draft text would be 

submitted to the International Conference on the Revision of the International Classification 
of Diseases to be held in 1989 and for approval to the World Health Assembly in 1990. It was 
expected that its implementation by Member States would begin in 1993. 

It could thus be seen that there were long -term plans for the International 
Classification of Diseases. The Organization was ensuring that all Member States and all 
appropriate technical groups, particularly the nongovernmental organizations, were consulted 
to make the revision as useful, practical and scientific as possible in order to cater for 

the current and future requirements of its users. 

Dr NUYENS (Health Systems Research and Development) recalled that the delegates of 
Chile, Mauritius and the United Kingdom of Great Britain and Northern Ireland had expressed 
concern regarding the minimal resources allocated to programme 3.3 (Health systems research) 
and had raised questions about the continuity of the efforts made over the past two years. 

In 1985, the Executive Board and the Health Assembly had allocated additional resources to 
the programme in order to initiate or strengthen health systems research activities, 
particularly at the country level. The Director -General had decided to monitor very closely 
the progress made in that area following the additional resource allocation. To that end he 
had set up a global advisory group on health systems research, the first meeting of which had 
taken place in 1986 arid during which some initial recommendations for follow -up during 1988 
and 1989 had been made. 

By the end of 1987 - the end of the biennium for which the additional resources had been 
allocated - a serious evaluation of the programme had to be made, to see whether the 
additional resource allocation had in fact improved the situation, particularly at the 

country level. A few countries, including Mauritius, provided an illustration of the success 
achieved. He was confident that at the Executive Board's session in January 1988 a more 
extensive and systematic evaluation would be carried out. 

A systematic effort had been made to raise additional resources for health systems 
research, and there had been some success in persuading donor agencies to invest in that 
crucial area. In particular, a four -year joint project with one donor agency had started in 
one of the subregional health development offices of the African Region. 

In his comments on future action with regard to health systems research, the delegate of 
Mauritius had referred to the fact that, following WHO cooperation, his Government had 
decided to allocate the necessary resources for the continuation of such research within the 
regular budget of the Ministry of Health. WHO's efforts should go further in that direction 
during the coming years. 

With regard to the concern expressed by the delegate of the United Kingdom concerning 
the under -utilization of health systems research, the programme for 1988 -1989 gave increased 
attention to its use and the bringing together of decision -makers and research workers to 

achieve a more effective utilization of research findings for decision -making at the various 
levels of the health system. 

Concerning the comments by the delegate of Chile, the strengthening of national 
capabilities was indeed crucial. The Regional Office for the Americas would collaborate in 

five subregional workshops in 1987, which would consider both the production and the 
utilization of health systems and manpower research. Similar efforts were also being 
developed in other regions with the strong support of headquarters. 
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Dr RUESTA DE FURTER (Venezuela) said that her delegation failed to understand how the 

Committee came to be discussing a programme budget that would have to be adjusted to the 

existing situation, on which the Executive Board had already made revisions for the purpose, 
and on which delegates had made interesting proposals that had not yet been studied. Her 

delegation therefore reserved the right to refer back to agenda item 18.1, as she considered 
the subject had not been exhausted. 

Mr LONCAN (Brazil) associated his delegation with the comments made by the delegates of 

Chile and Venezuela concerning the programme budget. 

The CHAIRMAN said that an explanation of the procedure being followed would be given to 
the delegations of Chile and Venezuela at the beginning of the next meeting. 

The meeting rose at 17h25. 



THIRD MEETING 

Thursday, 7 May 1987, at 14h30 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and EB79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕВ79 /1987 /REС /1, 
Part II, Chapter II) (continued) 

Professor FORGАСS (representative of the Executive Board) said that he would respond 
first to questions raised by delegations, including those of Brazil, Chile and Venezuela, at 

the previous meeting as to how the proposed programme budget for 1988 -1989 was affected both 
by the reduction in the appropriation resolution by an amount of US$ 2 920 000 and the 
programme budget implementation reductions outlined in the Executive Board's report (document 
ЕВ79 /1987 /REC /1 Part II, Annex 1). It would be noted that the appropriation resolution 
proposed by the Board was contained in resolution EВ79.R4, which proposed an effective 
working budget of US$ 633 980 000, i.e. US$ 2 920 000 less than the proposal of 
US$ 636 900 000 on page 27 of document PB/88 -89. That reduction reflected reduced statutory 
costs resulting from measures taken by the United Nations General Assembly in December 1986 
and was calculated on an overall basis by appropriation section and not on a 

programme -by- programme basis. It would have the effect of reducing each programme 
proportionately in respect of cost increases, but those reductions did not affect the 
programme proposals as such. 

With regard to the second set of questions as to the expected shortfall in income for 

the regular budget for 1986 -1987 and possibly 1988 -1989 because of the anticipated 
non- receipt of a large proportion of assessed contributions, he said that the 
Director -General had been compelled to take provisional and contingency measures for 
1986 -1987 in an amount of US$ 35 million, and to plan such measures for 1988 -1989 in an 
amount of US$ 50 million, in order to avoid a situation in which the Organization would not 
be able to meet its financial obligations. Those measures were described in Annex 1 of 

Part II of document ЕВ79 /1987 /REC /1. While delegates might wish to comment on the planned 
contingency reductions, the programme budget proposals were as contained in document РВ/88 -89. 

Health system infrastructure (Appropriation Section 2; Documents PB/88 -89, pages 67 -104; 
ЕВ79 /1987 /REС /1, Part I, resolution EВ79.R16, and Part II, Chapter II, paragraphs 22 -32; and 
А4O /INF.DOC. /2) (continued from the second meeting) 

Organization of health systems based on primary health care (programme 4) 

Professor FORGACS (representative of the Executive Board) said that the Board had 
welcomed the emphasis given to the role of intersectoral collaboration and to the role in the 
attainment of the goal of health for all by the year 2000 of sectors outside the health 
sector. The Board strongly endorsed the Organization's activities in support of national 
efforts to strengthen the district health system, inter alia, through good managerial and 
operational procedures, such as administrative and financial decentralization, and the 
identification and training of intermediate -level leaders and managers. The Board believed 
that increased attention to primary health care in urban districts was needed and that the 
role of hospitals required reappraisal in order to determine how they could provide more 
effective support to all levels of the health care system within the context of primary 
health care. 

Dr LIU Hailin (China) expressed support for programme 4, which saw the organization of 
the district health system as an essential component of primary health care. The emphasis on 
strengthening essential health manpower was welcome. Primary health care was a very 
important means of achieving the objective of health for all by the year 2000. The concept 

- 30 - 
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of primary health care had always been strongly supported by the Chinese Government and 
served as a basis for health services in his country. Out of a population of 1000 million, 
800 million were peasant farmers, and it was accordingly only with a sound urban and, 
particularly, rural health infrastructure that preventive and curative health care - 
including maternal and child care, family planning and other health services - could be 
provided to the whole population. In China there were thousands of district hospitals, over 
4000 commune health centres and some 625 000 village health posts, all of which had helped 

the country to combat disease and move towards the goal of health for all by the year 2000. 
While China was progressing in the provision of health services, it was none the less a 

developing country and could not as yet satisfy all the needs of the population. His 

delegation appreciated the proposal of the Executive Board to strengthen international 
cooperation in the field of primary health care and felt that there was a need for greater 
efforts in training primary health care personnel at the local level and in the distribution 
and rational use of such personnel. China intended to pursue and strengthen its cooperation 
with WHO in the organization of health systems based on primary health care. 

Dr KHALID BIN SARAN (Malaysia) expressed support for the budget proposals for 
programme 4, welcoming the real, though small, increase in the budget allocation. He also 
noted the increase in country allocations, and believed that continuing support to the 

programme was crucial to the health -for -all strategy. 
Economic support for the strategy deserved special mention, first, because of the 

current economic recession and shrinking national resources, which might adversely affect its 
implementation, and secondly because the Technical Discussions on economic support for 
national health -for -all strategies were currently taking place. The four extremely important 
areas covered in the Technical Discussions had led to useful and informative exchanges in the 
working groups, and important and valuable recommendations would surely emerge. The Health 
Assembly might adopt a resolution based on those recommendations which his delegation would 
submit in due course (see summary record of the tenth meeting, pages 143 -154). 

Professor WESTERHOLM (Sweden) said that the factors producing and reducing inequities in 
health were usually related to general economic strategies and specific policies in other 
health -related sectors, and that, consequently, intersectoral actions for health often 
constituted the only realistic and certainly the most cost -effective approach for improving 
the health status of disadvantaged groups in rich and poor countries alike. Resolution 
WHA39.22 recalled the importance of those socioeconomic determinants of health. Pending the 
report of the Director -General to the next World Health Assembly on the implementation of the 

activities recommended by that resolution, she wished to underline the importance of certain 
activities presented under programme 4. 

First, WHO should promote the formulation of specific equity targets expressed in terms 

of improved health among disadvantaged groups, such as the rural poor, the inhabitants of 
urban slums, and those engaged in hazardous occupations. The health status of those groups 
and its changes over time should then be used as an indicator for assessing the quality of 
development. Secondly, greater efforts must be made to support specific equity -oriented 
intersectoral actions for health at national and district levels as related to education, 
agriculture, food and nutrition, working conditions and community -based environmental hygiene 
and sanitation. In order to facilitate that type of technical cooperation, it was of the 
utmost importance further to develop appropriate methods for health impact analyses. 
Thirdly, high priority must be given to the promotion of multidisciplinary research focusing 
on the socioeconomic and environmental determinants of health. Priority should be given to 
action -oriented research focusing on country -specific causes of inequities in health and 
possible ways of combating those inequities. Finally, WHO must carry out those activities in 

close cooperation with other agencies such as FAO, UNESCO, UNEP and ILO; the United Nations 
family must be in the forefront in developing equity -oriented health policies within the 

context of their own sectoral policies at the global and regional levels. 

Dr MAGANU (Botswana) said that programme 4 was one of WHO's most important programmes 
and must be given the priority it deserved, concerned as it was with the implementation of 
primary health care and the attainment of equity. In Botswana the programme had been used to 

strengthen management capability, including structures for community involvement. In 

collaboration with WHO's Division of Strengthening of Health Services, training workshops had 
been organized for district health teams. Also with support from the Division, Botswana had 
embarked on a programme to improve the contribution of community health workers, known as 
family welfare educators, to health care delivery at village level. 

His delegation was pleased to note that the programme would continue to support national 

authorities in health policy and strategy analysis and in monitoring and evaluation, and also 
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that WHO was documenting experience gained by countries and disseminating the data 

collected. Within the context of the development of district health systems, Botswana was 
also building up such documentation so that its experience might benefit other countries, 
while enabling it to remain open to criticism with a view to improving its own health 
services. 

Botswana's experience with the delivery of integrated services, especially in the area 

of maternal and child health, had been very positive. With WHO's encouragement many 
successful pilot projects had been carried out and the integrated approach was now being 

implemented in all districts, for the greater benefit both of health staff and the people 
they served. 

His delegation noted with some misgivings that the budgetary allocation for the African 
Region under programme 4 showed a decrease, it hoped that that reduction would in no way 
jeopardize the important activities undertaken under the programme, and that extrabudgetary 
funds would be available for those countries wishing to expand their activities further. 

Dr SEKERAMAYI (Zimbabwe) expressed support for the proposed programme, since the 
implementation of primary health care in countries such as his was the key to the attainment 
of the goal of health for all by the year 2000. While economic constraints should be borne 
in mind, the implementation of primary health care was one of the most cost -effective ways of 
attaining the health -for -all goal. The question had been discussed by delegates from the 
non- aligned and other developing countries, and a resolution had been drafted for submission 

to the Health Assembly; they hoped that it would be supported by all delegations (see 

summary record of the eighth meeting, page 102). 

Professor BERTAN (Turkey) supported the proposed budget allocation for the programme on 

the organization of health systems based on primary health care for 1988 -1989. However, the 

small increase in the regular budget indicated on page 91 of document РВ/88 -89 should perhaps 
have been greater in view of the poor primary health care infrastructure of many African 
countries. WHO should continue to support health systems based on primary health care at all 
levels. 

A new draft health law had recently been submitted to the Turkish National Assembly for 
approval, with a view to providing better economic support to health services, and thereby 

strengthening primary health care. The law provided for equal health care for all, with 
special emphasis on preventive health services. Moreover, if enacted, it would contribute 
significantly to human resource development, and provide for the integration of the health 
services offered by various sectors under the Ministry of Health and Social Assistance; for 

the creation of a more effective referral system that would prevent the overcrowding of 
hospitals; and for a new form of financial management whereby curative services would be 
largely self -financing on the basis of a unified health insurance scheme, which would cover 
90% of the population by 1990, and make persons not so covered eligible for assistance from 
the Government's solidarity funds. 

Professor ВORGOÑO (Chile) said that the programme under consideration was one of crucial 
importance for the attainment of health for all by the year 2000, and expressed concern at 
the decline in bugetary allocations for that programme in recent years, and especially for 
1988 -1989. That trend was not in line with the targets set and agreements reached at the 
Health Assembly, and action should be taken to reverse it. 

The organization of health services at the district level was essential not only for the 
integration of health services, but also for increasing coverage and community 
participation. In the final restructuring of health services, therefore, that point was of 

the greatest importance. His delegation fully shared the views expressed earlier by the 
delegate of Sweden. Technical Discussions in recent years had been devoted to issues related 

to the programme under consideration, such as intersectoral cooperation, economic support for 
national health -for -all strategies, and the role of universities in health for all by the 
year 2000. The recommendations approved on those matters, as well as those that would now be 

approved, must be fully incorporated in programming, and the importance of the various issues 
must be reflected in the programme budget. 

Dr HABIB (Afghanistan) said that his country had taken many measures aimed at developing 
an equitable health system based on primary health care, including the organization of 
workshops, seminars and training courses for health personnel at various levels. Cooperation 
with other sectors involved in health care, especially education, had been increased and a 

national intersectoral committee was being established to coordinate intersectoral 
collaboration. The mechanisms that had been established to promote community participation 
had proved useful, particularly during the recent immunization campaign, where coverage had 
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exceeded 85% in the target areas. The information- gathering system had still to be improved, 
but as a result of the financial problems confronting the country and of the undeclared war 
imposed on it, some 200 health centres and hospitals had been destroyed or damaged, seriously 
impeding progress. The Organization was urgently requested to make extrabudgetary resources 
available for the programme on the organization of health systems based on primary health 
care and to provide more support to countries in greater need. 

Professor HIZA (United Republic of Tanzania) supported the programme under 

consideration; it was very important for the health system in his country, where the 

organization of a health system based on primary health care had been under way since 1983. 
Most of the country's programmes had subsequently been coordinated at the district level, for 
it was at that level that efforts were being made to strengthen manpower and managerial 
capabilities. The country had embarked upon training programmes for district medical 
officers and primary health care and maternal and child care coordinators. District medical 
officers were expected to be good managers because they were actually responsible for the 
management of the primary health care system. They were therefore being trained to work out 
a district profile aimed at improving planning and community participation. The district 
primary health care committees were the main functional bodies at the district level, but 
committees had also been set up at the regional level, and programming, planning and 
supervision were being carried out by the Primary Health Care Steering Committee of the 
Ministry of Health and Social Welfare. Four workshops had been organized in the past two 

years to train district and regional medical officers, who then returned to their field posts 
to train others. Emphasis had thereby been placed on teacher training under a programme that 

had been substantially financed by WHO. 
Despite the very small increase in the budget, it was hoped that the programme under 

consideration would facilitate progress towards the attainment of health for all by the year 
2000. 

Mr GHACHEM (Tunisia) drew special attention to the importance of organizing health 
systems based on primary health care in the framework of an integrated and multisectoral 
approach, and to the efforts made by the Regional Office for the Eastern Mediterranean to 

promote primary health care systems. If budgetary reductions were necessary, every effort 
should be made to spare programme 4. 

Dr WASISTO (Indonesia) expressed strong support for the programme, particularly with 
regard to district health systems. The district level was of crucial importance because it 
could serve to supervise and strengthen the implementation of primary health care activities 
in subdistricts and rural areas. Indonesia was collaborating closely with WHO in that 
respect, and pilot projects at the district level were being launched with the view to 
improving management. Such work was also being facilitated by the recent enactment of new 
legislation providing for decentralization. It was gratifying to note the increase in 
budgetary allocations for activities at country level, but the decrease in funds from other 
sources for South -East Asia and the fact that there were none for Africa were disappointing 
and called for an explanation. 

Dr RAKCEEV (Union of Soviet Socialist Republics) expressed his agreement with the 
previous speakers and supported the programme under consideration, whose objectives followed 
logically from the situation analysis and were based on the results of the first evaluation 
of the Global Strategy for Health for All by the Year 2000. The strengthening of the role of 
institutions and authorities at the local aid district levels was very important, as stressed 
at the Thirty -ninth World Health Assembly, because their work had a direct bearing on the 
quality of the medical services provided. The programme must emphasize the importance of 
developing primary health care at the district level. To decentralize the management of 
primary health care while strengthening the coordinating role of the ministry of health was 
essential, as demonstrated by the experience of a number of countries, where the planning and 
organization of primary health care were tasks of the district authorities. 

The success of the programme in the attainment of health for all by the year 2000, in 

which primary health care was an essential component, would depend largely on intersectoral 
cooperation and the contributions of other ministries and organizations. The Executive Board 
had quite rightly drawn attention to the importance of strengthening the role of hospitals in 
providing primary health care at all levels of the health system and improving referral 
arrangements. He was happy to note that funds to finance activities under the programme at 
the country level had been made available from a wide range of other sources. 
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Dr AL -JABER (Qatar) supported the programme on the organization of health systems based 
on primary health care, especially since his country had adopted that approach in its own 
health system. Thus centres, including centres placing emphasis on maternal and child care, 
immunization, environmental health, communicable disease control, occupational health, etc., 
had been established with a view to integrating primary health care. However, Qatar still 
lacked training programmes capable of developing its own human resources in the area of 
primary health care, and it was hoped that the Regional Office for the Eastern Mediterranean 
would be able to assist it in that respect. 

Mr INFANTE (Spain) supported programme 4 because it benefited all Member States, 
irrespective of their health and social systems. It facilitated an equitable distribution of 
health resources and was aimed both at eliminating the main causes of disease throughout the 
world and at increasing the responsibility of social groups and individuals for their own 
health. The programme was also one in which resources could be used most efficiently. Spain 
was in the process of restructuring its own system on the basis of that approach. Primary 
health care districts and regional hospitals were being integrated into "health areas ", as 

defined by the General Health Law of 1986, with a view to improving the distribution of 
resources within each area. Furthermore, Spain's technical cooperation programmes with many 
countries were essentially aimed at supporting those countries' efforts to implement the 
primary health care strategy. It was essential to emphasize the importance of intersectoral 
cooperation because responsibility for health administration far exceeded that of the 
ministry of health alone and involved government policy as a whole. 

It was important to link primary health care with the promotion of health education, and 
to continue the efforts to make people aware of the new approach to health initiated at the 

Alma -Ata Conference. Indeed, primary health care was intended, inter alia, to promote 
greater individual and collective responsibility, not only within the government and the 
administration, but also among the population and community organizations. His delegation 
believed that the budgetary allocations for programme 4 should be appropriate to its 

objectives and should not be reduced, even though reductions might be necessary in other 
activities. 

Dr GLYNN (Canada), noting that paragraph 38 of the programme statement for programme 4 

referred to the inclusion of provision for research and development on the concept and 
implementation of health promotion, drew attention to the conclusions of the first 
International Conference on Health Promotion, held in Ottawa in November 1986, and thanked 
WНO for co- sponsoring it. That conference had produced the "Ottawa Charter for Health 
Promotion ", which defined health promotion as the process of enabling people to increase 
control over, and improve, their health. Health promotion focused on achieving equity in 
health by enabling all people to achieve their fullest health potential, and provided for 
mediation between divergent interests in society in matters pertaining to health care. The 
Charter stated that health promotion strategy and programmes must be adapted to the different 
social, cultural and economic systems of States. Health promotion could therefore be used in 
developed and developing countries alike. Furthermore, it was geared to the elaboration of 
healthy public policies and therefore went further than health care since it involved 
policy -making in all sectors and at all levels, by making decision -makers aware of the health 
consequences of their decisions and of their responsibility for health. The concept also 
included the creation of supportive environments, the strengthening of community action, the 
development of human skills and the reorientation of health services. WНO should therefore 
be encouraged to continue to follow up the Ottawa Charter for Health Promotion, and delegates 
were urged to commit themselves to health promotion by making "a concerted and integrative 
move beyond health care" to achieve health for all by the year 2000, as called for at the 
International Conference by the Director -General. 

Mrs POOLE (United Kingdom of Great Britain and Northern Ireland) said that her 
delegation considered the programme under discussion, which formed the foundation of the 
health -for -all movement, to be one of the most important in the entire programme budget. The 
situation analysis showed that much progress had yet to be made. Her delegation was 
concerned that it did not appear to have received sufficient priority in country allocations 
in regional programme budgets, possibly because of continuing reservations about the primary 
health care approach, particularly since the programmes concerned competed with the 
ever -increasing demands for money and manpower in many countries' secondary and tertiary 
services. Everything possible must be done to redress the balance. 

Her delegation welcomed the emphasis placed on the need for the appropriate 
organization, management and training of personnel, which must be translated into practical 
results. Attention had rightly been drawn to the need to provide services in a 
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cost -effective and efficient manner. Such endeavours deserved every support, not only in 

primary health care but also in all aspects of health care delivery. The increasing 

attention being paid by WHO to intersectoral cooperation at the district level was to be 
welcomed. There were encouraging signs in her country that that philosophy was beginning to 

bear fruit. Activities were being initiated at the city level, thus reinforcing the message 
that primary health care was as relevant in an urban as in a rural context. Her delegation 
welcomed the innovative "healthy cities" approach launched by the Regional Office for Europe 
and would watch its progress with great interest. 

Mr MECHE (Ethiopia) strongly supported the programme for organization of health systems 
based on primary health care and the increased attention given to strengthening district 
management. That concept was directed not merely towards the structural organization of 
health systems at the intermediate or local levels but was an important innovation for 
bringing services closer to the people. That, however, called for a genuine decentralization 
of management, including financial management, if it was not to remain merely theoretical. 

A start had been made in Ethiopia in training physicians in district -level management. 
The theoretical aspect of the training had been completed and field training had begun. 

Professor KHAN (Pakistan) said that with the help of WHO his country had devised a 
primary health care programme designed mainly to cover rural areas. The focal point was a 

basic health unit for a population of about 10 000 in a rural area, staffed by a doctor and 
three paramedical staff, who were providing both curative and preventive services linked with 
rural health centres. For every five basic health centres there was a rural health centre, 
with three doctors and provision for all preventive and curative aspects of care, including 
maternal and child care. 

His Government had given priority to rural health, and particularly to the primary 
health care system. There were some 4000 union councils, each of which was to have a basic 
health unit; 3500 units had already been established. The country was thus approaching the 

goal of health for all by the year 2000. 

Professor HUYOFF (German Democratic Republic) said that programme 4 deserved particular 
attention. The primary health care approach provided the only means whereby many countries 
could implement the principal aims of the strategy and, as the current year's Technical 
Discussions had shown, the philosophy behind it might be helpful in overcoming some social, 
economic or even geographical obstacles. 

The translation of ideas and concepts into practical recommendations and measures, in 
particular social, economic and cultural situations and circumstances, was, however, far from 
easy and in most cases required additional and sophisticated situation analyses, as shown by 
the vast number of fully justified priority items enumerated in the subsequent programme 
section. 

His delegation therefore wished to stress the central importance of the programme area 
under discussion, which should be linked more closely with other programmes, both in the same 
section and in other sections, such as maternal and child health, workers' health, etc. The 
programme should also be supported more strongly by research activities and given high 
priority within the context of health systems infrastructure. That was difficult, however, 
in view of the modest allocations or even drastic reductions proposed in that key area. In 
considering improved efficiency of services and management and the saving of funds, it was 

essential to understand the importance of research and of an uninterrupted flow of knowledge 
and experience. 

Referring to programme 6 (Public information and education for health), he said that 
renewed stress was being placed in his country on health education and information, 
individual health counselling provided by physicians and other health personnel aid maximum 
community involvement. All experience gained in that field was channelled to the WHO 
collaborating centre, the German Hygiene Museum in Dresden, which had celebrated the 
seventy -fifth anniversary of its foundation in April 1986. The staff of that institution and 
their partners in all counties of the German Democratic Republic had welcomed the encouraging 
assessment of their work made by the Regional Director for Europe on World Health Day in 1987 
and were prepared to assume further tasks. 

Professor MIGUES (Uruguay) said that the programme under discussion was one of the most 
important in the proposed programme budget for 1988 -1989. In common with all other 
signatories of the Alma -Ata Declaration, Uruguay intended to do everything possible to 
develop its strategy under that programme. Ever since the restoration of democratic 
government in March 1985, the Ministry of Public Health had been progressively planning, 
coordinating and integrating both public and private institutions so as to establish a 
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national health system based on primary health care. It had defined and begun to implement 
strategies for achieving universal coverage by improving economic, cultural and geographical 
accessibility and above all by promoting public awareness of the need for a change of 
attitudes leading to a healthier life- style. 

Despite its very limited health resources, his country had succeeded in disseminating 
the basic concept of primary health care in the community. It had proved to be far easier to 

induce communities to engage in self -help activities than to change the curative medicine 
bias of physicians. It had been possible to persuade rural communities to form themselves 
into groups together with various institutions in establishing regional and district health 
objectives and working jointly to achieve them. Intersectoral coordination at the local 
community and district levels had been more easily achieved than at the central level, and 
efforts should therefore be made to work with communities, to achieve institutional 
coordination at district level and to develop a spirit of self -responsibility and thus ensure 
greater efficiency in health care. Equity, universality and solidarity in the provision of 
resources for health care were based on primary health care and were of fundamental 
importance in achieving health for all by the year 2000. 

Professor RAKOTOMANGA (Madagascar) said that the universally accepted primary health 

care approach could and must be introduced at all levels of the health system in all 
countries. It was an approach involving a range of activities which, though costly, would 
prove rewarding. Success would depend on many factors, but in developing countries it would 
depend essentially on the basic training and continuing education of health teams, the 
provision of drugs and vaccines, logistic support in the information and transport sectors, 

coordination and, above all, monitoring of planned activities. In short, success in primary 
health care lay in the national will at the highest level and in WHO's efforts to support 
programmes envisaged or already in hand. His delegation therefore fully supported the 
proposed programme for the biennium. 

Dr DA COSTA DELGADO (Cape Verde), supporting the programme for 1988 -1989 on the 
organization of health systems based on primary health care, said that statements by previous 
speakers had clearly shown the results of that approach. His country was following the same 
course. Its health system was based on the decentralization of services, on prevention and 
on community participation. A public health coordination office had been established at the 

central level which, in addition to coordinating activities at that level, was concerned with 

the training of physicians and other basic health personnel. Efforts were being made to 

change from vertical to horizontal programmes in such areas as leprosy, malaria and 
diarrhoeal diseases control, with a view to reducing costs aid making the best use of the 
scarce resources available. To assess the accessibility of the health services, a national 
survey had been conducted which would make it possible to improve coverage. His delegation 
supported the programme, since it was convinced that health care could best be developed 
through the primary health care approach. 

Mr DHANOA (India) said that his country fully endorsed the programme and had adopted a 

health system based on primary health care. Under the national health policy approved by 
Parliament and the Central Council of Health, the goal of health for all by the year 2000 was 
to be achieved through the primary health care approach. Health was the primary 
responsibility of the state and union territory governments, but the central Government had 
been playing a leadership role, initiating and financing programmes and providing training 
facilities, particularly for primary health care. Some 17 000 primary health care centres 
had been established, with some 90 000 subcentres, each manned by an auxiliary nurse, a 

midwife and a basic health worker. 
There were many problems arising from the highly varied character of the country, from 

limited resources, and from the fact that the primary health care approach was a basic 
departure from health care as traditionally understood. The country had a core of physicians 
trained for health care in hospitals, and there were problems in implementing the policy of 
preventive medicine and health promotion through professionals trained in different 
disciplines. A scheme had been adopted for the reorientation of medical education. It was 

essential that the same prestige should come to be attached to those working successfully in 
the delivery of primary health care as was attached to clinicians. Unless that could be 
done, people would regard primary health care as some kind of low -level health care. His 

country was aware of the problem and hoped that, with assistance aid support from WHO, it 
would be possible to achieve the target that had been established. 

Dr BARAL (Nepal) said that his delegation endorsed the proposed programme budget for 

1988 -1989, and believed that the primary health care approach was the only way to attain 
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health for all by the year 2000. The King of Nepal had called for the provision of the basic 
minimum needs to all the people of the country in all areas including health, and the health 
system had been restructured and reorganized accordingly. 

The curriculum of the Institute of Medicine had been revised with a view to training 
community doctors. Doctors in the district, general and national hospitals were now being 
trained to work in the community in diarrhoeal diseases control and other primary health care 
activities. Steps were being taken towards integration, regionalization and 
decentralization. That was the only course to be followed by such countries as Nepal, with 
their limited manpower. Some nongovernmental organizations were working actively in the 
country. The Queen was patron of the Social Services National Coordination Council, and 
social workers were encouraged to engage in primary health care activities. 

Dr HASSOUN (Iraq) said that measures to improve health administration and increase the 
output of health programmes based on primary health care had been taken in his country in all 
health fields despite the difficult situation. Efforts were being concentrated on the 
primary health care approach, based on modern and scientifically sound knowledge adapted to 
the specific conditions prevailing in the country. Particular importance was attached to the 
most vulnerable groups and efforts were being made to increase the rational use of 

resources. High priority was accorded to field work, and endeavours were being made to 
mobilize all human arid material resources, to eliminate bureaucracy and to implement useful 
and cost -effective activities. Emphasis was placed on maternal and child care, control of 
the six target diseases of the Expanded Programme on Immunization, protection of workers' 
health, and sanitation arid hygiene. His delegation strongly supported the priority accorded 
to the activities provided for in the programme under discussion for 1988 -1989. 

Dr HOUÉNASSAOU- HOUANGBÈ (Togo) said that the programme was a particularly important 
one. It would be fitting in 1988 to celebrate the fortieth anniversary of the Organization 
not only in the usual manner but also by ensuring that primary health care policies were made 
better known. Other international governmental and nongovernmental organizations should be 
invited to participate in activities. In Togo the Ministry of Public Health, Social Affairs 
and Conditions of Women arid the information services would join forces to make known to young 
people, women and workers the importance of the primary health care approach adopted at 
Alma -Ata. 

His country was putting its faith in the restructuring of the health system elaborated 
in collaboration with WHO, and adopted by the highest national authority. The World Bank and 
USAID had agreed to assist Togo to establish a system of primary health care and enable it to 

implement related activities. At district and prefectural level, health leaders had been 
instructed on the introduction of the primary health care system and were currently being 
asked to collect information and carry out surveys to determine priority needs in order to 
see how, together with the local population concerned, problems were to be tackled. The 
strengthening of the role of district authorities in the socioeconomic development of 
villages and communities called for the prior collection of information for those in charge 
and their assistants in order to carry out work at district level and coordinate it at 

prefectural level. Emphasis must be placed on solving urgent problems. At the same time, 
effective intersectoral action was required to facilitate collaboration with the officials 
and nongovernmental organizations in the field. Much remained to be done to dispel the idea 
that health was a field where expenditure failed to produce results arid to show through 
information that primary health care was the basis of social and economic development. 

There was a great need to train health leaders for decentralization and the new methods 
of work, with skills in management, planning and other areas necessary to achieve the 
objective of health for all through primary health care. While there was general agreement 
that a primary health care system must be introduced, it was not certain that everyone would 
have the courage and strength of will to change existing structures. Such a decision gave 
rise to many problems, among both those in authority and technical staff, who were not always 
in favour of change. Assistance would have to be provided for some time to those countries 
which wished to reorient their health systems but had been unable to do so. That price would 
have to be paid if the objective of health for all by the year 2000 was to be achieved. 

Dr TARIMO (Director, Division of Strengthening of Health Services) said that the number 
of delegates' questions and comments was a clear indication of the importance and relevance 
of programme activities being proposed to meet the current needs of countries. In response 
to the comments of the delegates of China, Ethiopia, Indonesia, Togo and the Union of Soviet 
Socialist Republics relating to activities at district level and the strengthening of 
district health systems, he said that it had been rightly'pointed out that support at the 
district level must be seen as supporting overall national health systems. Within WHO, 
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particular emphasis had been placed on support to countries in activities to strengthen 
district health systems, particularly after the Director -General's statement at the 
Thirty -ninth World Health Assembly.1 In almost all regions, activities had been grouped in 
coordination with a steering committee at headquarters, bringing together programmes to 

ensure their coordination and the provision of more effective support to regions and 
countries. Activities related to support and training in countries, including provision of 
training materials, as a number of delegates had mentioned, were under way, as well as 
support and participation in research and development. 

Referring to intersectoral action and with particular reference to the follow -up of the 
Technical Discussions in 1986, he thanked the Swedish delegate for her suggestions for 

strengthening activities in that area. The suggestions of the delegates of Canada, the Union 
of Soviet Socialist Republics, the United Kingdom and Uruguay had also been noted. 

The United Kingdom delegate had referred to primary health care in urban areas. 
Reference to district health systems in the programmes also included primary health care in 
urban areas, taking into account increasing migration trends from rural to urban areas which 
meant that almost every country was having to find better ways of organizing urban health 
care. The European Region and other regions were involved in the collection and exchange of 
experience in organizing such care. 

The delegate of the German Democratic Republic had rightly referred to the importance of 
linking the activities presented under programme 4 with those of other programmes. That was 
being done, for example, in the context of primary health care reviews: several programmes 
were associated in the development of methodology for such reviews of progress; and district 
health systems by their nature implied contributions from several programmes in the 

development of training materials or other support. The headquarters steering committee was 
facilitating all such efforts. 

Referring to the level of resources, he said that, in the table on page 91 of document 
PB/88 -89, provision from "Other sources" for the African and South -East Asia Regions was 
shown as less in 1988 -1989 than in 1986 -1987 because the figures were based on estimates made 
at the time of preparation of the programme budget; it was expected that amounts from other 
sources would be the same as or more than in 1986 -1987. Concerning contingency reductions, 
it was hoped that the situation could be rectified so that the reductions would not be 
implemented or could be absorbed elsewhere, and every effort would be made to obtain 
extrabudgetary resources so as to ensure that activities were implemented as planned. 

Health manpower (programme 5) 

The CHAIRMAN drew the attention of delegations to the highlights of the Acapulco 
Conference in Health manpower out of balance: conflicts and prospects,2 presented by the 
Executive Board to the Health Assembly through resolution EB79.R16. 

Professor FORGÁCS (representative of the Executive Board) said that the Executive Board 
had endorsed the strengthening of WHO activities in the integration of health systems and 
manpower development under programme 5. It had further urged support to national efforts to 

increase the focus on primary health care in undergraduate and postgraduate training. 
Although some countries were still facing an acute shortage of health manpower, the Board had 
emphasized the need to support countries in redressing present imbalances and preventing 
further imbalances in numbers, categories and quality of health personnel. 

Professor BADALIK (Czechoslovakia), referring to the role of scientific research in 
improving health manpower development, said that to ensure quality and quantity was a very 
complex process. Experience gained by a number of countries clearly showed that the approach 
to effective management of the process was often not sufficiently pragmatic. Decisions made 
by health leaders should be based on the results of operational research if they were to 

avoid errors having serious and long -term effects on the development of health manpower. In 
an attempt to provide favourable conditions for research projects, Czechoslovakia, within the 
framework of its health research programme, had established a committee on health manpower 
training to concentrate on the most important problems in health manpower development and to 

direct research in that area. In the light of its experience a meeting of WHO experts had 
been held in Prague in 1981 on research on health manpower training. 

1 Document WHA39 /1986 /REC /2, p. 16. 

2 Bankowski, Z. and Fülbp, T., ed. Health manpower out of balance: conflicts and 
prospects. Highlights of the XXth CIOMS Conference, Acapulco, Mexico, 7 -12 September 1986. 
Geneva, Council for International Organizations of Medical Sciences, 1987. 
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One of the main obstacles to the implementation of such research in some countries was 
the low standard of training of research workers, and in order to overcome that obstacle his 
country had suggested to the Regional Office for Europe that courses for young research 
workers should be held periodically. 

The first international travelling seminar on the methodology of research on health 
manpower training had been held in 1986 in Warsaw, Prague, Bratislava and Budapest. On the 
basis of an evaluation of the preliminary experience, his delegation proposed that the next 
such course should enable a larger circle of interested specialists from a number of 
countries to be involved in related research activities, thereby providing an opportunity to 
lay the scientific foundation for decision- making in the management of health manpower 
development. 

Miss BELMONT (United States of America) said that health manpower development was of 
critical importance to effective health care delivery and to the achievement of the goal of 

health for all. There was growing concern in industrialized and developing countries alike 
about the increasing imbalance in health manpower. In some areas, there was a surplus of 
health personnel - particularly medical and dental graduates, many of whom were unemployed or 
facing unemployment - while in others there was a severe shortage, depriving populations of 
providers of even the most rudimentary of health care. It was evident that a balance had to 

be reached so that they were trained and used for the appropriate health needs and systems. 
She commended CIOMS for its foresight in organizing the Acapulco Conference. 

She supported the resolution recommended by the Executive Board in resolution EB79.R16, 
with a few minor amendments which would be handed in to the Secretariat (see summary record 
of the sixth meeting, page 81). 

Dr AL -SAIF (Kuwait) said that health manpower was a programme of major importance to 
which due attention should be given by the Organization. In many countries faculties of 
medicine were unaware of the manpower requirements of ministries of health and were content 
merely to produce graduates without any concern for their future responsibilities. Thus, not 

only the provision of health services but also determination of the numbers and types of 
health manpower required fell to the ministries of health. It was therefore imperative that 
WHO should seek a way to bridge that gap between the faculties of medicine and the ministries 
of health. 

He requested information from the Secretariat on the World Federation for Medical 
Education, which he believed was a body concerned with medical education throughout the world 
and with the organizing of international conferences on the matter. 

Mrs KADANDARA (Zimbabwe) said that health manpower had been widely discussed in WHO and 
in many other forums over the years. Research on the subject had already been carried out in 
Zimbabwe and, as a result, a detailed picture had emerged of what manpower the country had, 
what it needed in the future and what its present output from its training institutions was. 
Consequently, it had been expected that the manpower needed - as far as nursing, for example, 
was concerned - could be provided and planned for effectively. However, many difficulties 
had arisen. Accurate planning for future nursing manpower had been rendered uncertain by the 
high mobility of nurses and the low salaries prevailing in the profession, which resulted in 
a high rate of attrition and slowed down provision of the many important services carried out 
by nurses, especially in primary health care. It should be remembered that in many 
developing countries nurses were often the sole health manpower resource. In Zimbabwe, a 

large proportion of the national budget had had to be set aside for training to compensate 
for the high rate of attrition and to maintain a certain minimum level of effectiveness. The 
present position of nursing was like that of health services management and financial 
planning, where training had been neglected in the past but which was now the very sector 
expected to provide the health manpower information and primary health care data required to 

plan the health services. She therefore appealed to WHO to consider carefully whether major 
training resources should go to the training of medical personnel or should be directed to 

that of nurses, who - in Zimbabwe, for example, where there were few doctors - carried out 
98% of health activities in all areas, and particularly in rural areas. The nursing 
profession had not received adequate recognition of its priority role from WHO, which ought 
to provide more resources for nursing training. 

Mr VOIGTLANDER (Federal Republic of Germany) said that his delegation could support the 
health manpower programme. The significance of optimal use of the right kind of trained 
personnel in health infrastructures could not be overemphasized. Cooperation between all 
those concerned in the entire health system was desirable; however, the importance of 
private initiatives should not be neglected. 
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He had a number of reservations regarding health manpower planning. The programme 
stemmed from the assumption that detailed health manpower planning could be carried out by 
individual countries, but that was not possible in the Federal Republic of Germany or in a 

number of other federal States; the basic right of vocational freedom and constitutional 
constraints did not allow direct control of health manpower training in order to meet 
demand. The programme statement thus appeared to be too narrow, as had been confirmed by the 
results of a working group held in the European Region. He reserved the right to return to 

the subject when the resolution recommended by the Executive Board was under discussion, 
since that text reflected the same basic idea of a central national planning mechanism and a 

national health service, which obviously did not exist in many countries. 

Dr VARET (France) said that in view of the widely differing situations throughout the 
world, her delegation would support the resolution recommended by the Executive Board and 
wished to stress, in particular, the importance of the exchange of information recommended in 
paragraphs 23 and 24 of the programme statement in facilitating the planning of international 
action. It was also important, given the decline in resources, to ensure a high quality of 

training by improving evaluation methods and introducing more effective technologies in order 
to concentrate efforts and improve efficiency. Lastly, she recalled the Board's discussion 
at its seventy -first session on the policies of the Organization in respect of 
fellowships.1 The principles worked out on that occasion were still relevant and she hoped 
that they were now generally applied. 

Dr HOSEIN (Trinidad and Tobago) said that the new Government of Trinidad and Tobago had 
recognized the failures in the areas of manpower planning in the past; it also recognized 
the imbalance in the country's current manpower situation and the need to reorient it to 
primary health care. The excellent analysis of and suggested solutions to health manpower 
problems contained in the programme statement failed to mention one constraint that affected 
his country: the practice of many of the health professions was governed by independent 
legal bodies, such as the dental, nursing and other councils. WHO's proposals would in such 

circumstances be a little difficult to implement. The independent legal bodies were also 
very resistant to change, hampering the creation of new categories of health professionals. 

He asked whether other countries were experiencing similar constraints. 
The medical faculty of the University of the West Indies, located in the Caribbean 

subregion, had concentrated on producing doctors and nurses but had so far paid little 
attention to training in subjects allied to medicine, such as physiotherapy, dietetics, 
radiography and others. The new Government of Trinidad and Tobago had requested that an 
appropriate adjustment be made to the medical education programme at the University and 
especially at the new medical sciences complex, a teaching and research hospital to be built 
in Trinidad and Tobago as part of the the University's medical faculty. Unfortunately, owing 
to its economic problems, Trinidad and Tobago was unable to meet the full cost of 

commissioning and running that institution and had requested assistance from РАНО. He was 

therefore concerned to note from paragraph 35 of the programme statement that there was to be 
a substantial decrease in provisions for health manpower in the Region of the Americas and 

feared that PAHO's ability to meet his country's request might be affected. 

Dr HABIB (Afghanistan) said that in Afghanistan a national health manpower policy and 
plan had been drawn up in 1980 and was reshaped from time to time to meet the country's 
needs. The plan emphasized not only the quantitative but also the qualitative projection of 
health and manpower. The Government, in attempting to extend health care to the underserved 
population in rural areas, had adopted new legislation which provided reasonable incentives 
for all health workers in hardship areas; medical graduates had been exempted from military 
service provided they worked in rural areas; a continuing education programme had been 
devised with WHO assistance reorienting health personnel to primary health care. However, 
many problems still remained to be solved, among them the building -up of national 
capabilities in the preparation and use of teaching and learning materials suitable for local 
needs. He appealed to WHO to give more emphasis to that area. The brain -drain still 
affected health manpower in a number of countries, including Afghanistan, while it was 
encouraged by some others. He was confident, however, that WHO could play a major role in 
international measures to solve the problem. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at 

the invitation of the CHAIRMAN, said that for several years health leaders from both 
industrialized and developing countries had been expressing a deep concern about an 

1 Document ЕВ71 /1983 /REC /2, pp. 138 -148. 
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unprecedented level of unemployment, particularly among medical and dental graduates. The 
number of unemployed physicians was poorly documented, but some data were available to 
illustrate that disturbing phenomenon. For example, 45 000 physicians were unemployed in 
Italy, 40 000 in India, 23 000 in Spain and 2500 in the Netherlands. The United States of 

America forecast an excess of 70 000 physicians in 1990 and 150 000 in the year 2000. In 

Mexico in 1984 there had been about 40 000 unemployed physicians and in Bangladesh more than 
5000; Pakistan reported 6000 and Egypt 4000. According to those trends, the world faced the 
prospect of having 250 000 or more unemployed physicians by the year 2000. That would be a 

wasteful mockery in the year targeted to celebrate health for all, as had been stated by one 
of the outstanding participants at the Acapulco Conference. Associations of unemployed 
physicians had been founded in Argentina, Bolivia, Chile, Mexico and the Netherlands. It 

should be underlined, however, that the shortage of certain categories of health workers 
remained, and would probably remain for a long time, a major problem in many developing 
countries. 

At the Acapulco Conference the working documents had been based on country studies, 
representing diverse economic, cultural and sociopolitical conditions which illustrated their 
respective health and manpower imbalances. In addition, several "issue papers" had been 
prepared concerned with the nature, scale, natural history, demography and economics of health 
manpower imbalances, covering not only physicians but also dentists, nurses aid pharmacists. 

All those documents had been published in book form, and were available to delegates, as were 
the published "Highlights" of the Conference. 

After five days of deliberations, conducted in small working groups as well as in plenary 
sessions, the Conference had concluded that oversupply was only one manifestation of health 
manpower imbalance, since imbalances also occurred in the types, functions, distribution and 
quality of health workers. Very few countries, if any, were exempt from all such imbalances, 
and thus the need for action, both preventive and curative, was worldwide. The Conference had 
formulated a set of recommendations for preventive action and for measures to redress acute 
qualitative and quantitative imbalances. Among the former the Conference had recommended a 
regular exchange of information between countries and urgent studies on that fast -growing 
problem. Among radical measures to reduce the surplus of physicians the Conference had 
suggested limiting the intake into medical schools and /or restricting the number of foreign 
graduates licensed, postponing the opening of medical schools or closing existing ones, 
introducing a compulsory retirement age for physicians, and imposing work -sharing on 

practising doctors. Such radical action might be politically "sensitive ", and unacceptable to 
the profession. However, it might prove necessary if the situation became more serious. 

The gist of the recommendations could be summarized by the following statement made by 

the Chairman of the Conference: 

"Concerted action is now imperative. Both quantitative and qualitative health 
manpower imbalance has serious implications for the attainment of health for all. We all 
agree that imbalances may be predicted and prevented; therefore, the necessary 
interventions have to be initiated now." 

One of the important recommendations of the Conference had been to alert not only health 
professionals and health policy -makers, but also general policy -makers and the public at large 
to the alarming trends and their predictable negative consequences. In the implementation of 
that recommendation several articles had been published in the press and interviews had been 
broadcast by radio. The latest issue of World Health magazine had also been devoted to the 

subject. In addition, UNESCO was to distribute the "highlights" of the Conference to its 
national committees. 

He was convinced that the Health Assembly would take appropriate steps to prevent further 
imbalances in health manpower and to redress existing imbalances. He assured the Health 
Assembly of the willingness of the Council to continue to collaborate in finding a solution to 

the problem, which had not only negative social, economic and political consequences, but also 
completely new and extremely important ethical aspects. There was thus a moral responsibility 
to initiate immediate action. 

The meeting rose at 17h20. 



FOURTH MEETING 

Saturday, 9 May 1987, at 9h00 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and ЕB79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and EB79 /1987 /REC /1, 

Part II, Chapter II) (continued) 

The CHAIRMAN said that the General Committee had proposed that, in view of the interest 

expressed in AIDS, it might be advisable to start the discussion of the programme on AIDS 

earlier than scheduled so that as many ministers of health as possible could participate. 

AIDS was to be considered as part of programme 13.13 (Other communicable diseases prevention 
and control activities). He proposed that programme 13.13 should be discussed immediately 
after the conclusion of the discussion on programme 5 (Health manpower). 

Sir Donald ACHESON (United Kingdom of Great Britain and Northern Ireland) proposed that 
the discussion on AIDS should start immediately, to be followed by the conclusion of 
discussions on programme 5. 

Professor ZDANOV (Union of Soviet Socialist Republics) supported that proposal. 

The CHAIRMAN said that, as there was no objection, Committee A would begin the 
discussions with programme 13.13 (Other communicable diseases prevention and control 
activities). 

Health science and technology - disease prevention and control (Appropriation Section 4; 
Documents РВ/88 -89, pages 195 -268; EВ79 /1987 /REC /1, Part II, Chapter II, paragraphs 53 -73; 
A40/4; A40/5;1 A4O /INF.DOC. /4; and A4O /INF.DOC. /8) 

Disease prevention and control (programme 13) 

The CHAIRMAN reminded delegates that the review of programme 13.13 (Other communicable 
diseases prevention and control activities) was not limited to AIDS but should also deal with 
other diseases covered by that programme. He drew attention to the relevant documents and to 
the following draft resolution on the global strategy for the prevention and control of AIDS 
proposed by the delegations of Australia, Bahrain, Belgium, Botswana, Burundi, Cameroon, 

Canada, Chad, Denmark, Ethiopia, Finland, France, Gambia, Guinea, Haiti, Iceland, India, 

Italy, Kenya, Kuwait, Lesotho, Liberia, Malawi, Mozambique, Netherlands, Norway, Qatar, 

Seychelles, Somalia, Swaziland, Sweden, Switzerland, Togo, Uganda, Union of Soviet Socialist 
Republics, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, 
Zaire, Zambia and Zimbabwe. The draft resolution read as follows: 

The Fortieth World Health Assembly, 
Having considered the report of the Director -General on AIDS;1 
Deeply concerned that the disease has assumed pandemic proportions affecting all 

regions of the world and represents a threat to the attainment of health for all; 
Impressed by the accelerated response of WHO to this emergency during the past year; 
Noting with satisfaction that WHO has invested funds from its regular 1986 -1987 

budget for this serious public health problem despite current financial constraints; 
Grateful to all those whose generous extrabudgetary contributions have made it 

possible to give the required momentum to WHO's efforts to combat AIDS; 

1 Document WHА40 /1987 /REC /1, Annex 4. 
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Stressing the need for substantial additional voluntary contributions to permit WHO 
to fulfil its international leadership role in this field; 

Emphasizing that all contributing countries are protecting the health of their own 
people no less than that of others, since AIDS knows no geographical boundaries; 

Realizing that the worldwide emergency created by AIDS will require urgent and 
vigorous globally directed action in the development of epidemiological surveillance, 
the intensification of research in prevention, control, diagnosis and treatment, the 
training of national health workers and other relevant areas of prevention, control and 
research; 

1. CONFIRMS that WHO should continue to fulfil its constitutional international 
leadership and coordinating role in the global, urgent and energetic fight against AIDS; 

2. ENDORSES the establishment of a Special Programme on AIDS and stresses its high 
priority; 

3. FURTHER ENDORSES the global strategy and programme structure prepared by WHO to 
combat AIDS; 

4. URGES Member States: 
(1) to establish or strengthen effective programmes to combat AIDS in line with 
the above -mentioned global strategy and recommendations of the Third Meeting of 
Participating Parties; 
(2) to cooperate fully with one another in facing this worldwide emergency; and 
(3) to share in full openness with WHO and with other Member States all relevant 
information on AIDS and related infections; 

5. URGES Member States to make voluntary contributions in cash and kind for the 
implementation of the global strategy; 

6. APPEALS to bilateral and multilateral agencies, as well as nongovernmental and 
voluntary organizations, to support the worldwide struggle against AIDS in conformity 
with WHO's global strategy; 

7. REQUESTS the regional committees: 
(1) to keep the situation concerning AIDS in the regions under constant review; 
(2) to ensure that regional resources to combat AIDS are used in conformity with 
the global AIDS strategy; and 
(3) to report annually to the Director -General on the situation in the region; 

8. REQUESTS the Executive Board to review twice yearly until further notice the global 
epidemiological situation concerning AIDS and progress in implementing WHO's global 
strategy to combat it; 

9. REQUESTS the Director -General: 
(1) to ensure that the global strategy to combat AIDS is effectively implemented 
by all levels of the Organization; 
(2) to assert WHO's international leadership and coordinating role in support of 

national AIDS programmes; 
(3) to support national AIDS prevention and control programmes by ensuring 
adequate coordination and cooperation between the governments concerned, WHO and 
other external partners; 
(4) to continue to develop effective strategies to prevent the transmission of 
AIDS; 
(5) to reinforce the Organization's support to Member States in designing or 
strengthening, implementing, monitoring and evaluating national programmes for AIDS 
prevention and control; 
(6) to issue guidance on the prevention and control of AIDS on a continuing basis 
as new information comes to light and the Special Programme evolves; 
(7) to continue to seek extrabudgetary funds to implement the global AIDS strategy; 
(8) to establish a Special Account for AIDS in the Voluntary Fund for Health 
Promotion; and 
(9) to report on the matter to the Executive Board twice yearly and to the World 
Health Assembly annually. 
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Professor FORGACS (representative of the Executive Board) said that the Board had 
unanimously expressed its concern at the magnitude and gravity of the threat posed to all 
countries by AIDS and fully supported the priority accorded by WHO under programme 13.13 
(Other communicable diseases prevention and control activities) to that unprecedented 
challenge to the international health community. It had endorsed the proposed strategy, 
emphasizing prevention through education of the public, and had stressed the importance of 
WHO's role as a neutral and expert authority in guiding and coordinating relevant 
international efforts and resources. In view of the complexity and sensitivity of the issues 
involved, WHO had an important role to play in closely monitoring the evolution of the 
situation. Sinсe Member States needed reliable and valid information to enable them to take 

appropriate and effective action, the Board had underlined the importance of WHO's role as an 
international clearing -house for information on all matters relating to AIDS. The Board had 

endorsed the organizational structure of the proposed programme, since it considered 
centralized direction and management to be essential in a global crisis situation. Despite 
the need for a rapid and resolute response, the Board had emphasized that WHO's scarce 
resources should not be diverted from other priority health concerns, such as the 

immunization, malaria and diarrhoeal diseases programmes, and smoking and health. 

Dr MANN (Director, Special Programme on AIDS) said that the documentation from the 
informal session on AIDS held earlier in the week was available on request. 

AIDS was indeed a global problem, with more than 49 000 cases reported from 105 
countries, representing all continents and regions, by 6 May 1987. The number of countries 
officially reporting cases to WHO had more than doubled in the past 16 months, reflecting an 
increase in openness and willingness to consider AIDS as a global health problem, rather than 
a sudden rapid spread of the disease. 

He wished to confine his comments to the global strategy for the control of AIDS. AIDS 
was an unprecedented problem that would require the best knowledge and experience possible, 
and it must be realized that it was not like any other situation faced before. In the 

absence of a vaccine or treatment that could be widely used, the global strategy focused on 
the strengthening of national AIDS programmes and the development of such programmes in every 
country throughout the world. The strategy, which included coordination, leadership, 
communication, and the elaboration of guidelines at the global level, would succeed only if 
national programmes were strong and complete. Fortunately, epidemiology had made it possible 
to focus on the way the virus spread. Other viruses now being discovered that could also 
cause AIDS appeared to be transmitted in the same fashion as the human immunodeficiency virus 
(HIV) itself. Strong national programmes could therefore be based on prevention of the 
further spread of the virus through sexual transmission, transmission through blood and blood 
products, transmission through practices involving skin -piercing instruments, and 
transmission from mother to child. 

It was a remarkable fact that transmission of the virus occurred by means of discrete 
and recognizable human actions. It was therefore possible to stop the spread of the virus by 

human actions of a concrete and clear nature. 
Those informed about AIDS realized that they could play a personal role in stopping the 

epidemic. National programmes would therefore be based not on the imposition of medical 
technology but on a thorough understanding at the national level of the ways in which 
individual responsibility, combined with specific actions in the health sector, such as 
protection of blood, would stop the spread of the virus. 

Regardless of what was achieved in public health in the next five years there would be a 

dramatic increase in the number of AIDS cases, occurring among those already infected with 
the virus. Since there was as yet no treatment, there was no way to prevent them from 
developing AIDS. It would be critical, at both the national and international level, that 
the number of AIDS cases should not be used as a measure of the effectiveness of preventive 
activities and that the inevitable and precipitous rise should not in any way discourage the 

implementation of such activities. 
The global strategy was thus to strengthen and support national programmes in every 

country throughout the world and to provide global coordination, leadership, exchange of 
information and guidelines. 

The Special Programme on AIDS had been officially established on 1 February 1987 and had 
already received tremendous moral support as well as financial support from extrabudgetary 
sources. Current financial resources were sufficient to implement the activities planned for 
1987. The budget for the Special Programme would need to be almost doubled for 1988 and it 
was not yet clear whether such a level of funding would be forthcoming. However, the 
increasing realization of the global nature of the problem would, it was hoped, increase the 
willingness of countries to participate in global control and to provide increased resources 
through WHO and through bilateral arrangements. 
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There had been a remarkable change in attitudes to AIDS in many countries worldwide over 
the last 12 months, reflecting the realization of the global nature of the problem and that 
openness in the context of WHO was essential. Coordination was also becoming more and more 
essential in view of the increasing numbers wishing to help. In view of the consensus 
statement issued following the Third Meeting of Participating Parties for the Prevention and 
Control of AIDS, held on 27 and 28 April 1987 (document А40 /INF.DOC. /8), it was felt that WHO 
should play an active role as the guarantor of national strategies - the steady partner of 
every country in its approach to the complex problem of AIDS. 

He thanked the many Member States that had expressed invaluable moral support for the 
concept of and need for the Special Programme and which, by their actions, had demonstrated 
their support for the way WHO was approaching the problem. 

Mr KOOIJMANS (Netherlands) said that the energetic steps taken by WHO in response to the 
alarming worldwide problem of AIDS had once again demonstrated the unique and pioneering role 
the Organization played in the field of international health care. Although tangible results 
could not be expected in the near future, WHO had nevertheless created an impressive momentum 
in global efforts aimed at AIDS prevention and control. He commended the Director -General 
for the speed and effectiveness with which WHO had responded. Already Member States could 
rely on WHO, through the Special Programme on AIDS, as a source of inspiration and concrete 
guidance when setting up national AIDS programmes. The Netherlands would actively support 
WHO and its Member States by sharing its own national experiences so far in combating AIDS. 

The global approach called for by the Special Programme was indeed warranted by the 
certainty that the adverse impact of AIDS would be felt worldwide - the financial and social 
consequences might well prove catastrophic. Given the magnitude of the costs involved, many 
countries, especially the developing countries, would find it difficult to come to grips with 
the problem unless WHO assumed its mandate as a global leader, responsible for initiating 
policies, coordinating international activities, mobilizing resources for prevention, control 
and research and thereby setting priorities. A major priority would be expert and financial 
assistance to countries lacking the resources for adequate implementation of their national 
AIDS programmes. Given the fact that the only effective way of combating AIDS, an epidemic 
that knew no geographical boundaries, would result from a global strategy, such assistance 
should be distributed in a rational and well -coordinated manner. Donor countries and 
organizations should be aware that coordination would be the key to the effective deployment 
of resources and they should adhere to the notion of true multilateralism. 

His delegation supported the draft resolution since it addressed so appropriately, inter 
alia, the issue of coordination, committing Member States to a common and coordinated effort 
under the leadership of WHO to combat the AIDS epidemic worldwide. His country attached 
great priority to a speedy implementation of the Special Programme and would therefore, in 

addition to an initial contribution of US$ 1 million make available to the Special Programme 
a second contribution for 1987 of 5 million Dutch guilders (about US$ 2.5 million). 

Professor SZCZERBAÑ (Poland) expressed support for the Special Programme on AIDS. The 

documents provided detailed information which was both impressive and instructive. 
Since 1985, Poland had been undertaking a campaign to provide information on all aspects 

of AIDS. It was essential that society should recognize the problem and be well informed in 
order to prevent undesirable emotional actions and reactions. 

The Polish epidemiological registry had recorded 28 seno- positive cases, of whom 15 were 
in high -risk groups for sexual transmission and 13 were haemophiliacs. One patient, a 

homosexual, had died in 1986 and one, with cerebral symptoms, was in hospital. The remainder 
were currently asymptomatic but were under medical observation; four had recently shown 
signs of lymphadenopathy. 

His Government had recently assigned 500 million Polish zloty for the information and 
education campaign, as a preventive action. All blood donors were being tested. So far 
119 000 persons, including some haemophiliacs and others from high -risk groups, had been 
screened. Clinical institutions and reference laboratories had been established to deal with 
AIDS. 

The documentation provided made no mention of the problem of how medical services should 
deal with AIDS patients. Most medical staff had no experience in that area, and information 
and guidance would be needed. Education campaigns should therefore be directed to the 
medical profession as well as to the general public. 

His delegation fully supported any action taken by the Special Programme on AIDS and 
wished to cooperate closely with WHO and other relevant organizations. 

Sir Donald ACHESON (United Kingdom of Greet Britain And Northern Ireland) commended the 
Director -General and the Director, Special Programme on AIDS on their swift progress in 



46 FORTIETH WORLD HEALTH ASSEMBLY 

setting up the Special Programme to cope with the urgent and unprecedented threat to health 
posed by the disease. He supported the draft resolution. 

Professional people with expertise in the field of AIDS were in short supply and thus it 
would be unfortunate if there was any duplication of effort among the various organizations 
concerned. The United Kingdom delegation therefore supported wholeheartedly the 
establishment of WHO as the organization through which global efforts should be coordinated 
and national programmes supported. 

He also supported WHO's position regarding free travel between countries in relation to 
the AIDS epidemic and agreed that the epidemiological information available did not indicate 
that travel restrictions would significantly influence the spread of the virus. 

It had already been emphasized that, in the absence of a vaccine or effective treatment, 
public education was the central and crucial means of combating the spread of infection. His 
Government had already made substantial efforts using all the media - television, radio, 
newspapers, posters and leaflets - to inform the public of the nature of the infection. An 
evaluation of the campaign had indicated that public awareness had increased; the public had 
a more accurate idea of how the virus spread. If they were to ensure appropriate changes in 
behaviour, the efforts of central governments would have to be reinforced by efforts in every 
community and neighbourhood. That would require the development of new techniques; the 
scientific knowledge on which it would be possible to base programmes aimed at changing 
sexual behaviour was not yet available and further research was urgently needed. In order to 
evaluate the effectiveness of such programmes and to adjust them accordingly, it would be 
essential to know more about the actual sexual behaviour of populations - an area where there 
was abysmal ignorance. 

The United Kingdom, jointly with WHO, was organizing an international conference to be 

held in December 1987 or January 1988 at the ministerial level to discuss policies for public 
education and the control and spread of HIV infection. 

Dr MORK (Norway) commended the Director -General on his comprehensive report and the way 
in which WHO had already assumed its constitutional role of directing and coordinating the 

common effort to combat AIDS. The information and guidance provided by WHO headquarters and 
the Regional Office for Europe had been of great value to his country's health authorities. 

The Norwegian Government would continue to support the Special Programme on AIDS; it 
was his privilege to introduce on behalf of the sponsors the draft resolution before the 
Committee, which was the result of extensive consultations between a number of Member States 
from all regions, and the Secretariat. It emphasized the need for vigorous concerted action 
by all Member States and for close cooperation among countries worldwide with WHO as the 
coordinating authority at the international level. Success would require a common strategy 
based on scientific research. No country alone could successfully control the disease, which 
knew no geographical boundaries. A global strategy was therefore essential. It would also 
be important to strengthen WHO's activities at the regional level. The draft resolution did 
not cover some important aspects of AIDS; the situation was such that new results were 
continually emerging from scientific research and from the experience of national AIDS 
programmes, and operative paragraph 9(6) requested the Director -General to issue guidance on 
the prevention and control of AIDS on a continuing basis as new information became 
available. Operative paragraph 8 requested the Executive Board to review the global 
epidemiological situation and progress in implementing WHO's global strategy twice yearly 
until further notice, and operative paragraph 9(9) requested the Director -General to report 
on the matter twice yearly to the Executive Board and annually to the Health Assembly. It 
was exceptional for the Board and the Health Assembly to review a specific item at every 
session but the situation was exceptional and called for exceptional measures. He hoped that 
the draft resolution would be adopted by consensus. 

Dr BRAMER (German Democratic Republic) said that his delegation appreciated WHO's 
activities and commitment to the global coordination of all efforts for the prevention and 
control of AIDS. In its view, there could be no doubt that WHO, as the specialized agency of 
the United Nations with responsibility for health, was called upon to take the leadership 
role in the struggle against that new threat. By concentrating all resources, a solution of 
the problem should be possible. 

While he understood that the programme under review would be based on a strong group at 
headquarters, the role to be played by WHO's regions should not be underestimated. It was 
necessary to take the specific situations prevailing in the various regions into account, and 
that should be reflected in corresponding structures. 

There was, in addition, a special need for WHO to support the elaboration of standard 
laboratory procedures as well as to ensure the supply of reference material for diagnostic 
purposes to all Member States. Greater emphasis should also be given to research within the 
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proposed programme. In view of the limited resources available, the enhancement of WHO's 
coordinating role in research, prevention and control was seen as of particular importance. 

Despite the fact that only a small number of AIDS cases had occurred so far in his 

country, high priority had been accorded at the outset to AIDS control and prevention. As 

far back as 1983, an expert group of epidemiologists, virologists and other scientists had 
been set up to advise the Ministry of Health, and scientific work had been initiated in that 

area. His country would willingly offer its assistance and participate in research on and 

control of AIDS, particularly surveillance programmes such as those conducted by the Regional 

Office for Europe, and the development of vaccines and therapeutic substances as well as 

screening methods for HIV infections. An immuno- dot -assay was at present being developed in 

the German Democratic Republic. His Government was willing to strengthen cooperation with 
the WHO Special Programme on AIDS by the designation of a collaborating centre and the 

participation of its scientists in the elaboration and further development of diagnostic, 
therapeutic and prophylactic methods relating to AIDS. 

His Government was ready to give active support to initiatives to establish an 
international convention for the control of AIDS. His delegation wished to appear as a 

co- sponsor of the draft resolution proposed on the global strategy for the prevention and 
control of AIDS. 

Professor ZDANOV (Union of Soviet Socialist Republics) expressed appreciation to the 

Director -General and to the Director, Special Programme on AIDS for the extremely sober and 
constructive report and the other material made available, in particular the documentation on 
the Meeting of Participating and Interested Parties at the end of April, the first 

comprehensive discussion of WHO's Special Programme. 

He stressed the complexity of the pandemic situation. The unusual character of the 
disease called for a radically new approach; rapid progress was being made in scientific 
knowledge in that area, but many countries were totally helpless against AIDS. 

There was consequently a primary need for coordination through WHO of all scientific 
efforts in countries, with a view to arriving as soon as possible at a solution of the most 
acute problems, including therapy, preventive action and vaccines. Since no immediate 
solution was in sight, efforts should be concentrated on a strategy which could at least make 

it possible to limit the spread of AIDS in aid between countries. He reiterated the emphasis 
which had to be placed on preventive action, and WHO's Special Programme reflected that. The 

Organization's unique experience in the eradication of smallpox could to some extent be 
adapted against AIDS, while recognizing that AIDS was in many ways even more complex and 
difficult and would require the mobilization of very considerable efforts. 

In relation to the proposed programme budget, his delegation believed that the Special 
Programme on AIDS warranted separate consideration from other communicable diseases, as had 

been suggested in the draft resolution. The Soviet Union wished to place its substantial 
scientific potential at the disposal of WHO; many of its scientific institutions had carried 
out studies on AIDS, and some fairly successful preliminary results had been obtained. The 
delegation fully understood that a high -priority task of that nature required not only a 

well -conceived and well -coordinated effort, but was also dependent on adequate resources. 
The Soviet Union had already made an initial contribution to the Special Programme, as had 
been indicated in the statement made by the Minister of Health in plenary. 

The draft resolution on the global strategy submitted by a number of delegations 
including the Soviet delegation, deserved support. It reflected the basic position and, in 

particular, an essential new approach in the fight against AIDS. It set out priority tasks 
and rightly provided for twice- yearly review by the Executive Board and twice- yearly 
reporting by the Director- General. His delegation would give WHO's Special Programme on AIDS 
its full support. 

Mr DHANOA (India) expressed his delegation's deep appreciation for the lead taken by WHO 
in establishing a strategy for the control and containment of AIDS. The guidelines prepared 
by WHO for the prevention aid control of AIDS infection, as well as its advice on 

international travel, the workshops it had organized on test kits and reagents, and the 
suggestions relating to blood and blood products had all helped enormously in working out a 

national programme. 
His country had taken serious note of the possibility of the disease's spreading since 

it had received the first confirmation of AIDS infection in six Indian women in April 1986. 
A national strategy for the control of AIDS had been evolved, with surveillance and health 
education as its main basis. Since that time, up to the end of March 1987, as many as 36 500 
persons had been screened among high -risk groups, and 113 had been confirmed as having AIDS 
infection, of which nine had been full -blown cases of AIDS, five of them Indians, one a 
non -resident Indian, two United States nationals and one of another nationality; all nine 
were male. It was interesting to note that all such cases were imported. There had been no 
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success thus far in identifying and isolating the HIV virus responsible for the indigenous 
cases, which appeared unique. 

Restrictions had been placed on the import of blood and blood products which were not 
accompanied by an AIDS clearance certificate, and instructions had been issued to all blood 
banks to screen professional blood donors for AIDS. All the state health authorities had 
been advised to ensure strict sterilization practices and as far as possible to use 
pre -sterilized disposable syringes and needles. University authorities had been advised that 
all foreign students seeking admission to Indian universities should have a health check, 
including an AIDS test. All available mass -media channels were being brought into action to 
publicize behavioural guidelines in relation to AIDS. A more comprehensive professional 
booklet had been prepared and circulated to members of the medical profession. Twenty -seven 
surveillance centres had been established, and four more were likely to become functional 
shortly. In addition, four referral centres had been established for AIDS confirmatory 
testing. 

A task force had also been constituted at the national level to consider, formulate and 
recommend measures against AIDS infection. Its recommendations had been finalized, and 
action would soon be initiated, including proposals for legislation for the prevention and 
containment of AIDS. While there was no panic, the Government of India was giving the 
emerging menace all the serious attention it deserved. Moreover, it was felt that the 
population of India, with a generally unsatisfactory level of nutrition and health status and 
many people existing below the poverty line, was specially vulnerable to that new pandemic. 
India looked to WHO to develop guidelines for effective prevention of the spread of AIDS, 
and, as its Minister of Health and Family Welfare had stated at a plenary meeting, WHO's 
guidelines would receive its wholehearted support. His delegation fully supported the draft 
resolution before the Committee, and was happy to be a co- sponsor. 

Dr MOLNAR (Hungary) emphasized the fact that the national health services had, from the 
moment they had become aware of the existence of AIDS, considered the struggle against that 
disease as a task of vital importance. Hungary had already amassed considerable information 
and experience in the field of communicable diseases and it was now possible to determine and 
define the epidemiological situation with regard to AIDS. Blood donors and high -risk 
categories had been screened, and 142 cases at risk had been detected. Detailed research had 
been carried out and a network of diagnostic laboratories set up over the past few years. 
Various methods of training medical personnel had been studied. The necessity for mobilizing 
forces within the country to ascertain the available material resources had become apparent; 
the necessary measures to monitor the AIDS epidemiological situation with a view to improving 
it clearly called for further funds and resources. In 1987, 600 000 investigations relating 
to HIV would be carried out, and to that end 3.5 million information leaflets had been 
distributed by the local authorities. 

He emphasized the importance attached by Hungary to cooperation within the WHO 
framework, since it was obvious that any long -term results in the fight against AIDS would 
only be brought about through coordinating various measures and through joint action. As had 
been stated, AIDS knew no frontiers. Out of a population of some 10 million in Hungary, many 
could be at risk. All factors, including the large number of visiting tourists, pointed to 

the necessity for carrying out essential measures, which would cover most of the population. 
Frequent references had been made to WHO's limited resources and the serious financial 

situation in general. It was consequently essential to establish a strict order of priority 
among the Organization's many activities, and he felt that action relating to AIDS should 
certainly figure among the top programmes on any such list. It was also necessary to take 
into account the fact that the AIDS situation was further complicated by the high expense 
involved. For instance, the price of medication was unjustifiably high, and efforts should 
be made to endeavour to reduce the cost of such drugs and of other means of combating AIDS, 
as well as of preventive measures. 

Dr Sung Woo LEE (Republic of Korea) said that his delegation joined in commending the 
Director -General and his staff, and in particular the Director, Special Programme on AIDS, 
for the excellent work carried out in AIDS control and for the excellent report before the 
Committee. 

His delegation expressed deep concern at the current and predicted magnitude of the HIV 
pandemic and the enormous social and economic cost it represented for both developing and 
industrialized countries, although, in many countries, numbers of AIDS cases were not 
recognized or reported. 

In the Republic of Korea, the Government had decided to promulgate a special law to 

prevent the introduction of AIDS. At the same time, all blood donors would be screened for 
HIV to safeguard recipients of blood. Furthermore, the Government had strengthened 
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laboratory capacity for the screening of those at risk and had intensified health education 
for health personnel and the public. 

The conclusion of the recent consultation on international travel and HIV was that the 

screening of international travellers would only briefly check the spread of HIV; he 

expressed concern for the vulnerability of countries where HIV infection appeared low. 

His delegation urged the Director -General to respond to the current needs and problems 
created by AIDS by providing global leadership in efforts to minimize the spread of HIV 
infection. The Republic of Korea fully supported the draft resolution, and wished to become 
a co- sponsor. 

Dr MONIZ (Cape Verde) said that his delegation was in agreement with the activities 
proposed under programme 13.13 (Other communicable disease prevention and control 
activities). Certain diseases persisted as a cause for concern in the world, and all efforts 
should be pursued in close cooperation to fight them. AIDS created a particularly serious 
situation; he informed the Committee of the related health policy and measures taken in his 

country. 
One of the first patients in whom HIV type LAV -2 had been isolated had been a national 

of Cape Verde at the Claude Bernard Hospital in Paris. In 1986 -1987 a preliminary 
seroepidemiological survey had been carried out to confirm the presence of HIV. Two thousand 
out of a population of 300 000 had been tested in collaboration with the Claude Bernard 
Hospital. The results had not yet all been received but showed 25 seno- positive cases with 
three AIDS cases, one of whom had already died. 

A number of measures had then been taken: an anti -AIDS action group had been set up in 

January 1987 to implement and coordinate government policy. An education and information 
campaign, aimed both at the general public and health personnel, played a prominent part, 
since the authorities felt that information and training represented the key to success in 

avoiding the spread of infection. Epidemiological surveillance of HIV infection was being 
expanded to define the scope of the problem. In due course, the seroepidemiological 
information would be transmitted to the action group. A laboratory had been set up and, once 
the preliminary stage of staff training was completed, investigations would be undertaken 
into seno- positive response among blood donors, as well as in relation to tuberculosis, 
pregnancy and suspected cases, in order to provide improved data on HIV infection in the 

country. 
The Government of Cape Verde had already acquainted WHO with the situation and health 

policy and had requested technical and financial cooperation to safeguard the development of 
the action programme. Although France was cooperative, Cape Verde required more 
international cooperation and above all WHO collaboration in order to expand its plan in 
conformity with the global strategy. He supported the draft resolution. 

Dr OKWARE (Uganda) said that six years earlier it would have seemed inconceivable that 

AIDS should ever be discussed in a body such as the Health Assembly, since it had then been 
seen as affecting morally -defective social drop -outs, homosexuals and drug addicts; there 
had been a silent public consensus that AIDS victims were being punished by a process of 
natural justice for their deviant life -styles. 

The situation had radically changed. In many parts of the world, such as in Africa 
including Uganda, cases were being detected with increasing frequency. Preliminary studies 
indicated that AIDS had diversified its modes of transmission and was now threatening 
heterosexual communities, with far -reaching consequences. Indeed, the health -for -all 
strategy was based on a need for adequate manpower, and yet it could be the young productive 
population which would be decimated by AIDS, and the disease could moreover neutralize or 
reduce the benefits of the Expanded Programme on Immunization. It was important not to dwell 
on the early causes of introduction of the disease but rather to concentrate on action aimed 
at containing its spread. The situation was potentially extremely grave, since AIDS could 
strike any race and either sex, and normal sexual activity could prove dangerous. 

His Government believed that AIDS was an eminently preventable disease, and that 
constituted the basis of the plan of action adopted. Uganda maintained a policy of frankness 
about the disease, and openly acknowledged its existence in the country, where it was 
confined to the southern part. Health education campaigns had been initiated, urging people 
to limit their sexual activity to a single partner. As the disease was relatively new, some 
problems had arisen in respect of diagnosis, criteria for which were based on WHO clinical 
criteria that had not been fully evaluated. Studies were under way to assess the 
sensitivity, specificity and predictive value of WHO clinical definitions for AIDS cases in 

Uganda. 
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He drew attention to the problem for the developing countries of inadequate financial 
resources to deal with the AIDS pandemic; WHO should speedily provide more funds to assist 
them. 

He emphasized that AIDS, however terrifying, did not represent the highest cause of 
mortality in the developing countries, where infectious diseases, parasitosis and 
malnutrition continued to take a heavy toll. It was important, therefore, to exercise 
caution and not to divert too many resources from measures to check such basic problems at 

the global and national levels. 
WHO had an important role to play in coordinating all activities. AIDS was a highly 

sensitive subject, calling for a mature and responsible approach at both national and 
international level. In a world and with a press highly charged with AIDS phobia, only WHO 
could respond in the sensitive and neutral manner which that controversial subject deserved. 

His delegation, which was a co- sponsor, urged support for the draft resolution. The 
AIDS virus was a deadly challenge and a great cause of worry. The World Health Assembly 
could either do nothing and face the inevitable, or it could take action, for which posterity 
would thank it. It should act now, before it was too late. 

Dr SADRIZADEH (Islamic Republic of Iran) congratulated the Director -General on the 

establishment of the Special Programme on AIDS. Combating AIDS called for a long -term 
commitment by governments, as well as for the technical cooperation of WHO and financial 
support from donor agencies. Geographical frontiers would not stop disease, and it should be 
considered a worldwide problem. 

While developed and developing countries alike should take urgent action for the 
epidemiological assessment of AIDS and for the development of national plans of action for 
its prevention and control, it should not be allowed to overshadow more serious and 
persistent health problems in the countries concerned. Furthermore, considering the 
importance of measures to change behaviour in order to prevent and control AIDS, a great deal 
of behavioural research would be needed, and WHO should clearly lend its support to such 
research. 

Dr MOCHI (Italy) stated that his delegation endorsed and supported the WHO Special 
Programme on AIDS as a global effort for control, as was evident from its co- sponsorship of 
the draft resolution. In particular, Italy welcomed any action taken by WHO to ensure the 
vigorous coordination of contributions from donors at global level, commitment to national 
plans of operation, and provision of technical and financial support to developing countries 
within the general framework of the global strategy. The Special Programme could play a 
major role in establishing and strengthening an international data bank and an international 
network of collaborating centres with a capability for storing and exchanging representative 
retrovirus isolates and reference sera. WHO should also hеlp establish international terms 
of reference for the standardization of procedures and guidelines for activities endorsed by 
Member States. 

Italy proposed to join in action under the Special Programme and provide short -, medium- 
and long -term support in a number of fields, particularly through its technical and 
scientific bodies, whose capabilities had been organized in a national task force at the 
disposal of the Organization and of participating countries. For the prevention of HIV 
transmission through blood transfusions and blood products, equipment would be made available 
and screening surveys would be undertaken. Furthermore, test kits for screening would form 
part of an essential list in order to apply the principle of primary health care for AIDS 
control. 

Italy also proposed to support training at all levels. On- the -job training would be an 
essential component of field activities undertaken by Italy in recipient countries. 
Fellowships would be made available in accordance with jointly planned objectives. 

In order to foster the prevention of HIV transmission through injections, syringes and 
needles would be made available for curative services and immunization campaigns. That 
should also help to strengthen education on sound injection and vaccination practices. 

While development of guidelines and training materials would remain the responsibility 
of recipient governments, Italy could support their publication and distribution. As a 

contribution to health education Italy could assist in campaigns aimed at the consolidation 
of behavioural attitudes to reduce HIV sexual transmission, including supply of family 
planning devices. 

In operational research particular stress would be placed on the social, demographic, 
and anthropological impact of the pandemic and of activities to control transmission, and the 
epidemiological evaluation of risk factors including, for example, genotypes; the importance 
of such research might have been underestimated. Studies should be undertaken on the role of 
the traditional birth attendant in HIV transmission and control, and on the role of human 
oncogenic viruses and "satellite" pathologies, e.g. tuberculosis and malaria. 
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Particular importance was attached to the strengthening of countries' logistic 

capabilities taking into account the basic role that primary health care could play in AIDS 
control. Vertical strategies were to be avoided. Italy recognized the importance of 
assisting countries in planning, implementing, monitoring and evaluating - with WHO support - 
HIV control activities; it was the responsibility of national health administrations to 

ensure that the role of bilateral donors was coordinated and standardized. Italy, in its 

cooperation programme, was ready to consider special requests from developing countries for 
the strengthening of AIDS control activities. 

le welcomed the statements made by the Director -General and by the Director, Special 
Programme on AIDS and looked forward to further collaboration. 

Dr KOOP (United States of America) said that AIDS had an apparent mortality rate of 
100 %. There was no preventive vaccine and no cure. AIDS had already spread through much of 
the world, even though the intensity of infection might differ from region to region and some 
countries had their own peculiar problems. AIDS was incompletely understood, having its 

cause in a naturally occurring virus of great complexity. He wished to amend the third 
preambular paragraph of the draft resolution to reflect that fact. It seemed unlikely that 
any country would be spared. Estimates of the global number of persons infected were five to 
ten million, and as many as 100 million might be infected by the end of the century. It was 

not difficult to extrapolate the potentially devastating impact on development aid 
particularly on child survival. Healthy young adults - the workforce, the productive 
citizens of a nation - were those who would succumb. 

The past year had fortunately seen a welcome change in attitudes towards AIDS, from 
denial to acceptance permitting the development of systematic plans of action. Much of the 

credit for that change of attitude had to go to WHO, which had acted responsibly and rapidly 
to develop plans and cooperate with countries. The Director -General and the Director, 
Special Programme on AIDS were to be congratulated on their perceptive action. WHO must 

continue, where possible, to influence attitudes that were counterproductive; a disease was 
being fought, not people. It should teach and encourage an understanding of, and compassion 
for, those carrying the virus or showing manifestations of the syndrome. There was an 
immediate need not only to contain the epidemic of AIDS but especially to prevent AIDS 
gaining a foothold where it might not yet be established. 

Mankind was at the beginning of what could be a global pandemic of historic 
proportions. Many countries were now on the rising slope of such an epidemic. The long 
incubation period from infection by the virus to full -blown syndrome, coupled with the 
uncertainty of the percentage of those carrying the virus who would eventually die, made 
projections difficult; yet the potential still existed to make a responsible and aggressive 
response. 

While research into vaccine development and therapeutic modalities went forward, 
prevention strategies had to be in place. An effective AIDS control and prevention programme 
required careful planning and adequate health manpower to prepare information and educational 
material to be effectively communicated to all segments of society. Appropriate monitoring 
and evaluation of such programmes were essential and the results should be universally 
shared. Of highest priority for national governments were: the safety of blood for 
transfusion, the safety of blood products, the sterilization of needles, syringes and other 
medical equipment, a programme of adequate testing for sero -positivity, and the eventual 
provision for the terminal illness of large numbers of patients who would depend on others 
for care. 

In order to be able to project the impact of the epidemic, much more information was 
needed on the passing of the virus to infants through pregnancy or delivery. Sero- positivity 
in a newborn had to be understood either as passive immunity, which would disappear aid leave 
a non -infected child, or as evidence of infection with the AIDS virus. The easy transmission 
of the AIDS virus by the sharing of needles, syringes, and other paraphernalia among 
intravenous drug abusers should focus the attention of those countries where drug abuse was a 

problem, but especially it should serve as a warning to those where it did not yet exist. 
The United States Government stood ready to send a consultant to WHO periodicially to share 
experiences. 

To meet the enormous and complex challenge to global health and development an 
unprecedented level of aggressive, global intervention by WHO was required. The centralized 
action that had eradicated smallpox would be a useful model for a plan of attack. Control of 

the epidemic was an urgent challenge, far more difficult and complex than any other that the 
public health community had ever had to undertake. 

In 1986 he had prepared a report to the people of the United States, a copy of which had 
been sent to the minister of health of every Member State of WHO. The President of the 
United States had recently indicated his intention of establishing a national commission on 
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AIDS. The Government was ready to share all the information it had on AIDS, either through 
WHO or, when requested, bilaterally. 

Dr DE SOUZA (Australia) recalled that the United Kingdom delegate had mentioned the high 

level of awareness about AIDS following the intensive campaign carried out in Britain. He 

stressed the importance of making people in various countries more aware, not only of the 
main modes of transmission of AIDS but also of the need to modify behaviour, particularly in 

relation to high -risk activities, and to dispel many myths which existed in the community. 
Although many delegates might believe that publicity already given to AIDS in the media in 
many countries, not least his own, had been adequate to raise public awareness, this was not 
necessarily so. As at 30 April 1987, Australia had some 470 cases, of whom 255 had died, and 
there had been a great deal of AIDS publicity in the press and on television; doubts had 
however remained about the general public's awareness and a few months previously a 

comprehensive survey of the population had revealed that most Australians thought that AIDS 
was someone else's problem and that it did not affect them or their families or friends; 
most tended to see it as a threat only to homosexuals and drug users; moreover, despite the 
media publicity of the past two years, 36% of those surveyed had inaccurate ideas about how 
the disease could be caught, many still considering that casual contacts, such as 

hand -shaking, hugging and sharing food, could put them at risk. Of particular concern were 
the answers to the series of questions concerning knowledge of AIDS. A very large number of 
respondents simply replied that they did not know. Even more worrying was the fact that 
about a third of the men and women between the ages of 16 and 34 were engaging in high -risk 
behaviour. Indeed, 21% of the total population studied engaged in high -risk behaviour 
although nearly half of that 21% were married or living with a partner. There was no need to 
explain the high risks of heterosexual transmission that such a situation entailed. 

In spite of all that the Government of Australia had done, and the publicity and 
newspaper articles, knowledge about AIDS had remained unacceptably poor. This had stimulated 
the Government to undertake a huge awareness campaign, spending some A$ 36 million. The 
campaign was linked with a country -wide television answering programme. In the two days 
following the awareness campaign, 10 000 calls had been received, and many thousands of calls 
continued to be received daily. He stressed the need for a concentrated awareness programme 
such as had been carried out by the United Kingdom and was currently under way in Australia, 

to get the message across and dispel myths. 
Recalling the comments made by Dr Mann, he noted that there was great concern not only 

over current AIDS cases but also over the number of sero -positive cases in the community. It 

was important to have as accurate figures as possible in order to predict the number of AIDS 
cases there would be in five to ten years time. Accurate predictions were vital for health 
and social planning and for economic purposes. To avoid a serious credibility problem, it 

was vitally important for the media, the public and politicians to understand that prevention 
and health education campaigns currently being implemented in many countries would not 
produce immediate results because of the long time lag (5 -10 years) between infection with 
HIV and the development of AIDS. Politicians and health service planners ought also to be 
apprised now of the possibility of further sequelae of HIV infection, e.g. neuropsychiatrie 
sequelae which could well occur ten to twenty or more years hence; populations currently 
infected with HIV might be faced with a massive rise in cases of dementia during that period 
and it was important that health service planners were aware of that possibility. It was 

obvious that AIDS was a global problem. 
Australia strongly supported WHO's Special Programme on AIDS and would play an active 

role in strengthening that Programme. As he had already mentioned in the plenary Health 
Assembly, Australia would be holding a workshop in July 1987 for ministers of health of the 

Asian and Pacific region. He fully supported the draft resolution. 

Dr WILLIAMS (Nigeria) congratulated WHO on promptly establishing the Special Programme 
on AIDS, assuming global leadership and mobilizing resources for the control and prevention 
of AIDS. He noted with satisfaction that the Programme was well publicized and that it was 
in no way diverting resources from other important programmes. It had taken off smoothly and 
had mapped out the appropriate strategy for AIDS control and prevention. The excellent 
publications put out by the Special Programme and disseminated widely were extremely useful, 
and its documents would guide all Member States in their programmes of prevention and control. 

The whole world was gripped by an acute sense of fear and anxiety about the apparent 
inability to treat or vaccinate to prevent AIDS, the incidence of which continued to 
increase. He agreed that public education and information remained vital tools for 
preventing the spread of the infection and he believed that the public should be informed 

that there was at present no effective treatment or vaccine, in order not to raise false 
hopes. In the public education programme in Nigeria the novel step had been taken of 
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bringing together all the religious leaders of all denominations to inform them and make them 
more aware of how AIDS was contracted and spread and could be prevented. They had emphasized 
to the Minister the need for fidelity within marriage and chastity outside it. They had been 
given health education materials and asked to assist in passing on the information regularly 
to worshippers in mosques, churches, etc. All the media were involved in education. 

He expressed his appreciation to WHO for its technical collaboration in setting up 
screening and confirmatory centres for AIDS in medical institutions in Nigeria, as well as in 

assisting in the training of pathologists and technicians to carry out screening and 
confirmatory tests. A few sero- positive cases had already been registered and, once the 
screening centres were in operation, other carriers of the AIDS virus were likely to come to 
light. He fully supported the draft resolution. 

Professor GIRARD (France) noted that his country was a co- sponsor of the draft 
resolution and reiterated his approval of the Special Programme on AIDS. The role of the 
Organization was justified on two counts: AIDS was a global disease, as everyone had said; 
and AIDS was also a public and social matter which had to be dealt with by a higher authority 
that was manifestly neutral. The Organization was responsible enough to face that challenge. 

Concerning the draft resolution, he first supported the amendment proposed by the United 
States delegation on the third preambular paragraph. Secondly, as had been stressed by most 
delegations and by Dr Mann, it was evident that emphasis had to be placed on prevention and 
education as they were the only means at present available. It was a difficult area and all 
efforts should be united if they were to be effective. In France, screening was available on 
request and was carried out anonymously and free of charge. Health education was difficult 
to carry out in the varied sociocultural contexts, where sociological information was often 
lacking. In addition, the information appearing in the newspapers was not always to the 

point. As the United States delegate had said, the fight was against a disease and not 
against people. As the delegate of Uganda had demonstrated poetry and common sense could be 
powerful means of communication. In the coming months it would be important to concentrate 
efforts to gather rapidly all the epidemiological information and reports of meetings. 
Finally, it would be useful to have evaluation protocols for kits and screening, which were 
essential elements in national programmes. He proposed that operative paragraph 4(1) of the 

draft resolution be amended so as to state explicitly the importance of education and 
prevention programmes. 

Thirdly, the modalities of coordination should be specified. The responsibility of 
governments should be harmonized with the role of the Organization. Time would surely show 
that each side could have confidence in the other. 

Fourthly, as the Chairman had stated, AIDS should be discussed in the context of other 
infectious diseases with related transmission modes. It was difficult not to concentrate on 
AIDS, but it would be easier to categorize HIV infection if it were compared with other 
infections which had the same mode of transmission. In addition, it would facilitate the 
understanding of all infections of that type if a global view were taken rather than one 
concentrating only on HIV virus. 

In his opinion, it was not up to the Executive Board to review the global 
epidemiological situation. The role of the Executive Board was adequately covered in 
operative paragraph 9(9) of the draft resolution and he therefore suggested that paragraph 8 

should be be deleted. 

Dr NTABA (Malawi) commended WHO's Special Programme on AIDS and supported the draft 
resolution. 

To overcome the AIDS pandemic required a well- planned global strategy. There was no 
need to spend any more time on misguided and fruitless debates on such subjects as the origin 
of the virus, and unnecessary and counterproductive accusations stigmatizing innocent AIDS 
victims should be avoided. 

The exact number of AIDS cases in Malawi was not known. Until recently, facilities for 

screening or confirming AIDS had not been available. Cases were, however, being seen that 
were clinically consistent with AIDS. There was great concern about the extent of HIV 
sero- positivity in the general population. A national sample survey on HIV infection in the 
general population was nearing completion and it was intended to use such baseline data for 
planning Malawi's AIDS control programme and monitoring the future progress of the epidemic. 

It was possible occasionally to screen blood for transfusion in only two hospitals; the 

necessary reagents to do so continuously were not always available. Malawi was anxious to 

establish a nationwide capability for HIV screening of blood in all hospitals. A 
broadly -based national AIDS committee, including members of the mass media, organized the 
AIDS campaign. The press, with their mass communication skills, had a moral obligation to be 

helpful and play their role in the fight against AIDS. They had to be given appropriate 
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information and be actively involved. It had been found that the public health information 
campaign on AIDS progressed more effectively with the mass media's participation. It went 
without saying that the fight against AIDS had to be multisectoral. 

Education campaigns for the general public and workshops for special groups, such as 
medical personnel, various government officials and civic leaders, had been carried out. The 
press had been included as full participants in information workshops, not just as reporters. 

Adequate quantities of condoms had been received from external donors for child -spacing 
activities, and their free distribution in all health centres had been stepped up as part of 

the AIDS campaign. A social marketing campaign for those items was also about to be launched 
in the private sector. 

Some traditional healers in Malawi claimed and sincerely believed that they could cure 
AIDS. Follow -up of some laboratory -confirmed cases in hospitals was planned to investigate 
such claims. 

It was sometimes difficult to give counsel; quite a few blood donors were no longer 
willing to donate blood because they did not want to be screened for AIDS; even more 
distressingly, there were individuals who, on being told they were HIV positive, went on to 
have either "revenge sex" because they did not want to die alone, or indiscriminate sex 
because they felt that they had nothing to be careful about any longer. Such behaviour had 
been observed but it was not known how to modify it. lad such a phenomenon been observed in 
other countries and, if so, what was being done about it? 

Some leprosy vaccine trials were being carried out in one part of Malawi, and HIV 
sero -positivity would be followed more closely in that connection. Close attention was also 
being paid to HIV infection rates in children so that the exact implications of giving live 
viral vaccines in the immunization programmes could be rapidly determined. Malawi looked 
forward to the benefit of WHO's expertise and resources to help in its fight against AIDS. 

Mr KWON sung Yon (Democratic People's Republic of Korea) thanked the Director- General 
for his excellent report on WHO's special Programme on AIDS and for his progress report, as 
well as for the WHO's activities for the prevention and control of AIDS. He welcomed and 
supported the establishment of the Special Programme. 

Although there were as yet no cases in his country, it was important to be ready to 

combat AIDS since the disease was a serious world health problem. WHO should provide active 
support to national AIDS prevention and control programmes and continue to develop effective 
strategies for the prevention of transmission. He supported the draft resolution. 

Dr ROSDAHL (Denmark), speaking on behalf of the Nordic countries, which were among the 
co- sponsors of the draft resolution, noted with satisfaction that the discussions on AIDS, 
both in the plenary and in the Committee, had been characterized by openness, frankness, 
responsibility and commitment and a realization of the international implications. The 
Nordic countries had from an early stage made substantial contributions to WHO's activities 
related to AIDS. That support was expected to continue; he urged others to follow suit. 
The Nordic countries intended to further develop national programmes and international 
cooperation; an international conference on information strategy to defeat AIDS would be 
held in Copenhagen on 19 and 20 November 1987 and the Fourth International World Congress on 
AIDS in Sweden from 12 to 16 June 1988. 

The Special Programme on AIDS provided the necessary framework for future action, 
including technical cooperation, by WHO, Member countries and others. The most efficient 
preventive strategy would of course have to be adapted to local cultural and social 
patterns. Importance must be attached, however, to safeguarding the fundamental rights of 
individuals suffering from HIV infection and AIDS. Communicable diseases could not be 
combated by discriminatory measures, and the spread of AIDS could at present only be 
controlled through continuing information, education and motivation. The goal was to show 
that AIDS was a potential threat to everyone, and to provide active health information so 
that all individuals would look responsibly at their own life -styles and adapt their 
behaviour accordingly. 

AIDS would be a major threat for at least another decade. For that reason, it was 
important for national and other programmes to be integrated, where possible, into the 
existing health infrastructure. Examples included the further development of facilities and 
programmes for health education and information, and of systems for the provision of blood 
products, immunization programmes and programmes on drug abuse control and family planning. 
Only through such an integrated approach could the necessary optimum mobilization of 
resources be secured. 

The Nordic countries saw the global AIDS strategy as a historic milestone on the road to 
full -scale involvement of Member countries, WHO and others in the struggle against the global 
challenge. The resolution would underscore the indispensable leading and coordinating role 
played by WHO in world health matters. 
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Dr KLIVAROVA (Czechoslovakia) said that her delegation welcomed the measures being taken 
by WHO under the Special Programme on AIDS, but in view of the importance of the problem it 
considered that WHO should adopt a more active approach: a clear global programme should be 
drafted; committees should be set up to combat AIDS, at headquarters and at the national and 
regional levels; collaborating centres should be increased in number; manpower should be 
trained in the diagnosis of AIDS; support should be given to centres already operating; and 

diagnostic kits should be produced in all Member countries of the Organization. It would be 
advisable to establish a special department on AIDS at headquarters, which would support and 
promote new diagnostic, preventive and therapeutic measures, health education and certain 
administrative measures. 

Her delegation supported the draft resolution on the global strategy for the prevention 
and control of AIDS, and wished to join the list of co- sponsors. 

Dr SHIMAO (Japan) reported that, although there were only 38 cases of AIDS in Japan so 
far, a national AIDS committee and a surveillance system had been established aid a draft 

AIDS control law had been submitted to Parliament. The desire to control the spread of AIDS 
was firmly established in Japan among policy -makers, health administrators and the general 
public. 

In view of the magnitude of the AIDS epidemic, international cooperation was needed to 
control its spread and to develop research, vaccines, treatment and diagnosis. His 

delegation welcomed all WHO endeavours to promote AIDS control at country, regional and 
global levels. 

Japan had pledged financial contributions as well as technical and manpower support to 

the Organization; such support was forthcoming both from the Government and from the Japan 
Shipbuilding Industry Foundation. A Japanese delegation had participated in the Third 
Meeting of Participating Parties for the Prevention and Control of AIDS, and Japan wished to 
participate in the Special Programme. 

He supported the draft resolution and expected the Secretariat to present a more concise 

plan to the Executive Board and then to the Health Assembly. 

Dr QUAMINA (Trinidad and Tobago) welcomed the opportunity given to Member countries to 

share their experience regarding AIDS. Trinidad and Tobago was one of the countries reported 
as having a high incidence of AIDS. While the population had considerable knowledge of the 
disease, it was to be regretted that such knowledge had not brought about sufficient change 
in behaviour patterns. Other delegates' information on education campaigns had been highly 
instructive and would be useful in her own country. 

In Trinidad and Tobago the first cases had been diagnosed in 1983, and since the 
Thirty- eighth World Health Assembly in 1985 screening of blood donors had been instituted, as 
well as free screening of high -risk groups. Since 1983 a national AIDS surveillance group 
had been in operation. However, all AIDS control activities had so far had to be undertaken 
at the expense of other diagnostic tests since there was no special funding. 

She drew attention to the support received from the Caribbean Epidemiology Centre 
(CAREC), particularly in the field of counselling and training, including the provision of 
educational material and training manuals. She expressed appreciation of the contribution of 
US$ 350 000 to CAREC from the Special Programme on AIDS, which would be used, in particular, 
for educational and training purposes specific to the sub -region. A European Economic 
Community initiative, with the offer of assistance to all the countries in the region, also 
deserved mention. Her country was grateful for PAHO and WHO support and hoped to play its 
part in combating AIDS. 

Dr MANENO (Kenya) commended the Special Programme on AIDS and expressed confidence that 
progress would be made in preventing the spread of the disease. Kenya had set up a national 
committee on AIDS to work out a national strategy for combating the disease with emphasis on 
education and screening. However, in order to assess the magnitude of the problem in 
countries such as his, laboratory support was needed. The cost of the test kits now 
available, as well as the necessary machinery, was more than they could afford. The costs of 
screening all blood for transfusion and the use of disposable syringes and needles were 
prohibitive and yet were the minimum needed for AIDS control. He urged WHO and all friends 
of Africa to provide assistance for the minimum epidemiological and preventive work 
consistent with their moral obligations. 

He expressed full support for WHO's efforts and approach, and for the draft resolution 
before the Committee. 

Dr BARAL (Nepal) said that, while his country was fortunate in having so far not a 

single case of AIDS to report, it had already taken precautions, setting up a national 
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committee whose activities included free screening and public education. Nepal attracted and 
would continue to attract tourists and was thus exposed to the risk of HIV infection. His 
delegation fully supported any action by WHO in that area including its Special Programme on 
AIDS, and requested developed countries to strengthen WHO's hand by providing generous 
financial support. 

Professor KAPTUE (Cameroon) expressed appreciation for the efforts made under the 
Special Programme on AIDS to combat the disease, but was concerned at the discriminatory 
measures taken in some countries against nationals of countries from a certain subregion who 
were accused of being the source of the spread of AIDS throughout the world. Member States 
of WHO should do their utmost to discourage such a negative attitude. The problem was not so 

much where the disease originated as what the international community could do to rid the 

earth of a disease which knew no national frontiers. 

The preliminary findings of sero -prevalence surveys carried out in his country had shown 
that, unlike observed patterns in diseases with animal reservoirs, the incidence was much 
higher in urban than in rural areas, which made it necessary to re- examine the role of 
monkeys in the origin and spread of the disease. 

Systematic screening of blood donors had been introduced at the major hospitals in 

Douala and Уaоundé and, with the help of WHO and certain countries, was to be extended to the 
rest of the country. Public information campaigns were also being launched especially 
through the media, with emphasis on modes of transmission, methods of prevention and, 
particularly, sexual discipline and proper sterilization of medical equipment. 

His delegation was co- sponsoring the draft resolution before the Committee because it 
was convinced that only a global strategy would make it possible to take up the challenge of 
AIDS. 

Professor HIZA (United Republic of Tanzania) commended the Special Programme on AIDS and 

the prompt action taken in assisting several national AIDS control programmes. His 

delegation fully endorsed the resolution before the Committee, with the amendments placing 
emphasis on public information. 

Irrespective of the origins of AIDS, every Member State, whatever its financial 
capabilities, must be aware that AIDS control was its own basic responsibility and must 
therefore have an AIDS control programme to which the international community might be 
invited to contribute under the guidance of WHO. 

He endorsed the comments made by the delegate of Uganda, and would limit his own to 
national data. Since the discovery of the occurrence of the disease in the United Republic 
of Tanzania in 1983, it had been found that the virus was spread by heterosexual contact in 
over 90% of the community. In urban areas, heterosexual contact and blood supplies were the 

main routes of spread. Control measures, by order of priority, included epidemiological 
studies, public education - especially through the radio, for better access to rural areas, 
and through the press and poster campaigns - blood donor screening in all hospitals, 

screening of mothers attending antenatal clinics, especially mothers at high risk, periodic 
critical evaluation of all parameters of AIDS and counselling of AIDS patients to enable them 
to receive ambulatory treatment. A national AIDS task force had been established to 

coordinate all the control measures and, with assistance from WHO, had worked out a national 
AIDS control programme with a five -year plan of action at an estimated cost of 

US$ 11 million. The international community was invited to contribute to the programme, 
preferably through WHO. However, the most urgent prerequisite was assistance in laboratory 
materials for screening of blood donors in the four major hospitals concerned. 

His delegation supported the guidelines outlined by WHO on international travel. In 
addition, it was important to educate the lay press and the public in general regarding 
irresponsible and unscientific statements which might be misinterpreted socially aid 
politically. Any such statements should be corrected by ministries and governments. 
Furthermore, frank reporting to WHO was a necessity, regardless of pressure from political 
circles. It was also essential for Member countries, especially Third World countries, to 

continue to monitor communicable diseases, as the United Republic of Tanzania was doing 
through its communicable diseases control committees, which operated at all levels. 

Mrs MAKHWADE (Botswana) expressed strong support for the timely initiatives taken to 

control AIDS; they were a great credit to the Organization. She particularly appreciated 
the statement by the Director of the Special Programme on AIDS that the Organization would 
respond to any approach from a Member State. 

The psychological, social, cultural and political implications of the disease were 
profound, and the recent awareness of those implications had caused some countries to respond 
somewhat irrationally, for instance by interfering with movements of international 
travellers. What was needed in many cases was a change in life -styles. 
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Since the first reported case of AIDS in Botswana in April 1986, 12 cases had been 

reported and 10 carriers identified; five blood donors had been identified as sero- positive 

as a result of screening. From that information it had been ascertained that the AIDS virus 
was circulating in Botswana, and an AIDS control programme had been initiated, the components 
of which were a public information and education campaign launched in March 1987, 
epidemiological surveillance, including seno- prevalence surveys on some high -risk groups, and 
screening of donated blood currently covering more than 80% of donor blood. 

The financing of the programme had been mainly domestic and Botswana had not yet asked 
for direct funding from WHO, but was expecting to do so. It wished to cooperate in the 

development of WHO's Special Programme on AIDS, and would be discussing with WHO 

possibilities of technical cooperation. 
She fully supported the draft resolution before the Committee. 

Professor MIGUES (Uruguay) fully supported the draft resolution as an example of WHO's 
efficacy in responding rapidly to serious world health problems. Hе shared the view of the 

delegate of France; the form of contagion and modes of transmission of AIDS made it more 
appropriate for inclusion among the sexually transmitted diseases. Indeed, the measures 
taken against AIDS assisted in the control of other such diseases. 

It should always be borne in mind that in its spread AIDS knew no political frontiers. 
Although only six cases had been identified in Uruguay, all originating outside the country, 
a subregional meeting of experts from Argentina, Brazil, Paraguay and Uruguay, held in April 
1987 with the support of PAHO and the Ministry of Health of Uruguay, had adopted a set of 

coordinated measures for a subregional programme on AIDS, including preventive measures and 
information for the public at large, high -risk groups and health workers. One of its merits 
was to break down taboos in some Latin American societies regarding sexual behaviour. It 

also provided for compulsory screening of blood donors and for a network of control and 
reference laboratories, although the high costs involved for coverage of the entire 
population constituted a serious problem. The subregional programme also aimed at improving 
epidemiological surveillance machinery, particularly on a regional basis, with provision for 
the exchange of information. 

Тпе nigh cost of medical care for AIDS patients was a critical problem in the developing 

countries when allowance had to be made for related expenditure in national health plans. 
As the delegate of Malawi had said, irresponsible behaviour among some AIDS patients was 

a matter of concern, leading as it did to the further spread of the disease. Provision 
should be made in programmes for psychological assistance for AIDS patients to enable them to 
take their place in society. 

He expressed support for the draft resolution, which his delegation wished to co- sponsor. 

Dr EGOZ (Israel) expressed appreciation for the prompt action taken in establishing the 

Special Programme on AIDS. Although the incidence of AIDS in Israel was very low, with only 
34 cases reported to date, epidemiological information and forecasts had prompted Israel to 

give high priority to the swift implementation of control measures. Since the beginning of 

April 1986 all blood units had been screened for HIV and positive units destroyed. The 

result of that screening was that in the first ten months at least 30 new cases of HIV 
infection had been prevented. Seven centres for information, consultation, diagnosis and 
treatment had been opened and their services were dispensed free of charge. A nation -wide 
AIDS information and education programme was about to be launched. The Ministry of Health 
was considering expanding routine screening to pregnant women. 

The Government of Israel supported the Special Programme on AIDS and the activities 
proposed within the framework of the global strategy, and expressed its willingness to 

cooperate in coordinating international activities against AIDS under the leadership of WHO. 

Dr BATCHVAROVA (Bulgaria) said that the Bulgarian delegation greatly appreciated WHO's 
prompt reaction to the threat presented by AIDS and welcomed the measures it had already 
taken to combat it. As in many other countries, a plan of action to fight the disease had 
been drawn up and was being implemented. It depended to a great extent on the assistance of 
the mass media. High -risk groups were being screened, and thus far 24 seno- positive cases 
had been found, almost all of whom were foreigners. 

The Bulgarian delegation considered the WHO programme to be of high priority. It also 
supported the draft resolution, with the amendments proposed by the French delegate, and 

wished to be included among the co- sponsors. 

Mr WILLIAMS (Grenada) expressed his country's appreciation of WHO's quick action against 
the AIDS pandemic. In Grenada there had been two deaths from AIDS, in 1985 and in 1986. At 
present there was one confirmed case, with the probability of a second case by mid -1987. All 
the cases so far had been imported. 
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While recognizing the need for global action to combat the disease, as a very small 
State Grenada would have to rely heavily on WHO /PAHO for assistance, as it was without the 
financial means or resources for undertaking worthwhile research. He was sure that many 
other small States would find themselves in a similar situation. 

At the Health Assembly each country could learn from others; the statement of the 
Australian delegate had made him realize that he himself could do more. 

He supported the draft resolution, and especially operative paragraph 1, which stressed 
WHO's international leadership and coordinating role. 

Dr GEORGIEVSKI (Yugoslavia) urged WHO to insist that the free movement of international 
travellers was not the main way in which AIDS spread. There were countries which insisted on 
a blood test for HIV from nationals of, or travellers from certain other countries; there 
had even been statements in the press that persons with AIDS or with HIV in their blood had 
been expelled. WHO should follow up such statements and make clear its opposition to 

discrimination of that kind. 
His delegation supported the draft resolution and wished to become a co- sponsor. The 

role of the regional offices should be clearly spelled out in operative paragraph 9(1). 

Professor BERTAN (Turkey) expressed her delegation's appreciation of the WHO Special 
Programme on AIDS and supported the draft resolution. 

She wished, however, to draw attention to a particular type of infection which might be 
classified under programme 13.13 (Other communicable disease prevention and control 
activities), namely, streptococcal infections. They left many children with rheumatic fevers 
and glomerulonephritis which, in Turkey, affected up to 60% of children between the ages of 4 

aid 12 years. Paediatric cardiology wards were full of children with rheumatic heart 
disease. The Turkish delegation approved of the budget allocation for programme 13.13, but 
wished to see streptococcal infections added, in paragraph 14 on page 247 of document 
РВ/88 -89, to the list of diseases to receive special emphasis. 

Mr SAMARASINGНE (Sri Lanka) welcomed the priority which WHO was according to the public 
hazard represented by AIDS, and fully endorsed the Special Programme. WHO should continue to 

play a leading role in combating the disease. 
He stressed the onerous costs which would be incurred by developing countries for public 

education, surveillance of high -risk groups and testing blood for transfusion, and urged that 
their difficulties should be borne in mind. 

The draft resolution was timely; his delegation supported it and wished to become a 
co- sponsor. 

Mr INFANTE (Spain) endorsed the approval of the Director -General and the Special 
Programme already expressed by other delegations. 

So far, Spain had had very few cases of AIDS and they had been confined to certain 
groups of the population. But the country was under no illusion that it would be spared, and 
its estimate of the spread of the disease was in line with that of the Special Programme. 

Spain had already started on an AIDS programme, with checking of blood banks, screening 
of donors and special information for high -risk groups provided in a manner that would be 

easily understood. During the next few weeks a public information campaign was to start, 
including television programmes, under the auspices of an AIDS committee on which high -risk 
groups, nongovernmental organizations and scientific institutions were represented, in 
cooperation with the Ministry of Health and Consumer Affairs. Stress was being placed on 
psychosocial support for AIDS sufferers. The National Institute for Virology at Majadahonda, 
near Madrid, was already setting standards for screening and detection of HIV, which would be 
adopted in the network of laboratories already existing throughout Spain. 

His country's experience, though not vast, was at the disposal of all WHO Members. AIDS 
afforded a tragic reminder that mankind lived in one world, and it presented a challenge of 
historic proportions. If all worked together, he was sure that the threat could be overcome. 

He supported the draft resolution with the amendments proposed by the French delegate; 
Spain wished to become a co- sponsor. 

Dr НASSOUN (Iraq) said that the debate indicated the importance attached by Members of 
WHO to AIDS. He expressed his delegation's thanks to the Director -General, to the Director, 
Special Programme on AIDS and to their assistants for elaborating the Special Programme. 

Although, in Iraq, AIDS was not as yet a serious problem, the country had adopted all 
the precautions deemed possible as advised by WHO with the aim of preventing AIDS. 
Fortunately, the politicians in Iraq were as concerned as the health authorities and were 
providing all necessary support. 
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The Iraqi delegation, therefore, supported the draft resolution, with the proposed 
amendments, which would surely then be adopted unanimously. 

Dr GLYNN (Canada) strongly urged adoption of the draft resolution, which it was pleased 
to co- sponsor. The Canadian delegation considered WHO to be the most competent and 

appropriate body to lead and coordinate the global fight against AIDS. To support that work, 
Canada had already announced substantial financial support to the Special Programme for 
activities in 1987. 

He endorsed the warning of the Australian delegate and of the Director, Special 

Programme on AIDS; preventive campaigns and programmes would not stop the projected sharp 
increase of AIDS cases over at least the next five years. He urged Members, however, not to 

become discouraged or to relax their resolve in such an important global endeavour. 

Dr MASSAMВА MATONDO (Zaire) congratulated the Director -General and the Director, Special 
Programme on AIDS on their efforts to combat AIDS. 

The importance of AIDS had been quickly recognized in his country and in 1985 a national 
committee to coordinate the fight against the disease had been established in cooperation 
with friendly countries and the WHO Regional Office for Africa. To provide information for 

the public, two brochures in all the local languages had been produced and television and 
radio programmes were being devised. Screening was being carried out in several laboratories 

and hospitals. Yet, the real number of cases was not yet known. 

Experiments in the development of a vaccine were being undertaken in Professor Lurhuma's 
laboratory. In Zaire, the same phenomenon of abusive sexual behaviour of diagnosed patients 
referred to by the delegate of Malawi had been noted and the psychosocial behaviour of 
patients was being studied. 

He supported the amendments to the draft resolution proposed by the delegates of France, 
Italy and Denmark. The fight against AIDS should be integrated in the fight against sexually 
transmitted diseases within the framework of primary health care. Despite the severity and 
widespread incidence of AIDS, the existence of other equally or more dangerous epidemics and 
endemics the control of which called for strong financial support should not be lost sight 
of. As the Italian delegate had stressed, vertical strategies, which needed more resources, 
should be avoided. 

He suggested adding to the draft resolution a sub -paragraph (10) to operative paragraph 
9 to read: 

(10) to ensure that the control of AIDS is integrated into present primary health care 
structures. 
His delegation supported the view expressed by the Yugoslav delegate concerning 

international travel and tests. 

Dr CORNAZ (Switzerland) said that, to avoid repeating comments already made, she would 

limit herself to five brief points. The Swiss delegation supported the WHO Special Programme 
on AIDS; secondly, it supported the draft resolution; and, thirdly, it supported the 
amendment proposed by the delegate of Zaire concerning integration into primary health care 
programmes. The Swiss delegation had intended itself to propose an identical amendment. It 

considered that incorporation of the programme into primary health care should also be 
referred to in the preamble. 

Her fourth point was that diversion of funds from primary health care to AIDS might 
weaken primary health care, whereas if the campaign against AIDS was integrated with primary 
health care services its costs might be reduced and its chances of success increased while at 

the same time primary health care services might be improved by, for example, the 
introduction of sterilization of all material which might transmit AIDS or hepatitis B. Her 

appeal was addressed to health authorities in the countries, North and South and to 
cooperation and development agencies, not to neglect support to primary health care services 

in their anxiety to fight AIDS. She therefore suggested adding two additional preambular 
paragraphs which would read: 

Convinced of the crucial importance of closely linking AIDS combating programmes 
with all the services and activities of the health system; 

and: 
Convinced of the necessity of ensuring that priority accorded to the AIDS campaign 

does not detract from primary health care services, which constitute an indispensable 
foundation for success of the campaign;. 

Her fifth point was the importance of information about the very nature of AIDS of the 

kind that the Australian and other delegates had indicated: the draft resolution should 

mention expressly that AIDS could be prevented, that information was essential and that it 
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was a matter of the responsibility of each individual. Thus, a final preambular paragraph 
might read: 

Conscious of the fact that AIDS is an essentially preventable disease, that 
information is an indispensable element in the fight against it and that the 

responsibility of each individual is involved,. 

Dr AL -JABER (Qatar) acknowledged that the control and prevention of AIDS was increasing 
WHO's financial burden. The Qatar delegation supported the Special Programme and the draft 
resolution, of which it was a co- sponsor. 

The nine cases of AIDS identified in Qatar, all of which had been fatal, had mainly 
originated in transfusions of imported blood. Others who had received the same blood were 
being sought. Newcomers to Qatar were screened, and blood for transfusion was examined for 
HIV virus and hepatitis B. An education campaign was being carried out on hepatitis B and 
brucellosis as well as AIDS. 

A committee of the Gulf States was studying the spread of AIDS. Complete control of the 
disease would only be achieved when a vaccine had been discovered: meanwhile, all Member 
States should endeavour to fulfil the global strategy laid down by WHO. 

Dr HELMY (Egypt) said that as there was as yet no cure or vaccine for AIDS, health 
education was most important. It was especially important to provide education for health 
personnel and to keep the mass media up to date so that the public should be made fully aware 
of developments and of the fact that there was no need to be frightened by misinformation. 

Screening was important, but in the end a cure and a vaccine would remain mankind's hope 
for control as had been the case with smallpox. 

The Egyptian delegation supported the Special Programme on AIDS, congratulated WHO on 
the speed with which it had reacted to the call for help, and supported the draft resolution 
and the amendment proposed by the delegate of Zaire. It wished to become a co- sponsor. 

The meeting rose at 13h00. 



FIFTH MEETING 

Monday, 11 May 1987, at 9h00 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and ЕВ79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕВ79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

Health science and technology - disease prevention and control (Appropriation Section 4; 

Documents РВ/88 -89, pages 195 -268; ЕВ79 /1987 /REC /1, Part II, Chapter II, paragraphs 53 -73; 
A40/4; A40/5;1 А40 /INF.DOC. /4; and A40 /INF.DOC. /8) (continued) 

Disease prevention and control (programme 13) (continued) 

The CHAIRMAN said that a revision of the draft resolution on the global strategy for the 
prevention and control of AIDS, which contained proposed amendments, would be distributed 
later (see summary record of the eighth meeting, page 103). 

Dr BIZIMUNGU (Rwanda) said that Rwanda fully supported the global action against the 

AIDS pandemic. At that very moment, WHO representatives were in Rwanda to finalize a 
national plan for AIDS control. A national commission on AIDS had existed since 1986 and an 
entire range of control activities had been undertaken. 

Concurring with earlier statements, he called attention to the fact that scarce 
resources were being greatly depleted by the financing of biased and worthless studies on the 
causes of AIDS often based on preconceived judgements, and particularly on claims that AIDS 
had originated in one specific region. 

Certain practices also could be considered as discriminatory; a number of countries 
demanded screening of travellers for HIV before allowing entry. Several speakers had already 
emphasized that such a practice had little impact on the propagation of the disease. The 

delegation of Rwanda was gratified to see that, as was apparent in the report by the 
Director -General on the WHO Special Programme on AIDS (document А40/5),1 the Organization 
had taken a logical and reasonable stand in that regard. 

It was not yet known whether an effective vaccine or drug against AIDS could be 
developed. He himself was convinced that the efficacy of the preventive measures envisaged 
would largely depend on the modification of both individual and collective behaviour. Few 

tangible positive results were as yet apparent, in spite of the aggressive campaigns of 
health education in sexual behaviour and against drug addiction. Consequently it was a 
matter of urgency for WHO to identify institutes specialized in behavioural sciences for 
worldwide collaboration in planning, implementation and evaluation of action to influence 
behaviour so as to facilitate control of AIDS. The delegation of Rwanda was deeply grateful 
to the Director -General, the Director, Special Programme on AIDS, and other WHO staff for 
their work for the control of AIDS. 

The Head of State and the Government of Rwanda had adopted a vigorous and decisive 
policy, since AIDS could have effects as devastating as nuclear weapons. The delegation of 
Rwanda fully supported the draft resolution on the global strategy for the prevention and 
control of AIDS. 

Dr SОМВIЕ (Burkina Faso) said that his country had started to implement the strategy for 
AIDS control endorsed by WHO; he expressed appreciation to the Director -General for his 
far -sighted and pragmatic attitude. A national control committee had been set up in 1986, 
and its strategy was based on health information. Accordingly, following the conference on 

1 Document WHA40 /1987 /REC /1, Annex 4. 
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AIDS held at the Regional Office for Africa in 1986, the health authorities in Burkina Faso 
had supplied the officers responsible for health services in the 30 provinces with reliable 
information on aspects of AIDS. Although AIDS had specific characteristics in the mode of 
its transmission, its control was being integrated within the general framework of the fight 
against sexually transmitted diseases; attention was also being paid to parenteral 
transmission. 

The political authorities in Burkina Faso were keenly aware of the problem, and in the 
near future a diagnostic laboratory would be strengthened so as to facilitate epidemiological 
evaluation and surveillance. Some preliminary screening had been undertaken and was being 
pursued with the cooperation of laboratories of friendly countries. Burkina Faso was deeply 
concerned at practices being followed in certain countries, which were expelling 
sero -positive subjects. 

His delegation supported the draft resolution and wished to be associated with 
delegations proposing a revised version. 

Professor MENCHACA (Cuba) said that the Director- General's report' confirmed the 
anticipated trend of the disease. While the increase in the number of reported cases was 
alarming, there was cause for encouragement in the high number of countries reporting, since 
that reflected the serious attention being given to the threat facing the international 
community. However, in spite of the funds now being made available in many countries, there 
was still insufficient reliable information as to the actual extent of the pandemic. 

In Cuba, a series of measures had been in force since 1983 to prevent the introduction 
of the disease, not only by protecting the national population but also by assisting in the 
common struggle against AIDS. A system of epidemiological surveillance and health education 
of the public had been introduced. Furthermore, since diagnostic tools for screening for 
antibodies Liad become available, a well -structured programme had been drawn up, based on 
scientific investigations which had provided data on the various aspects of the disease as 
well as making possible the development of national diagnostic techniques. Great progress 
had been made with one such test with as high a degree of sensitivity and specificity as 
tests more widely recognized. The control programme covered 'nigh -risk groups and all blood 
donated. Up to 3 Marcia 1987, some 700 000 tests for HIV had been carried out. 

The Ministry of Public Health had received clear instructions to introduce all the 
measures necessary to prevent AIDS from becoming a national health problem, and the results 
were already apparent. Nevertheless, there could be no doubt that in the last analysis human 
behaviour was the decisive factor, as certain basic aspects of prevention could not be 
determined by WHO but were the responsibility of the individual. Endeavours should 
accordingly also be aimed in that direction, and he stressed the essential role of primary 
health care through which the population as a whole could be influenced. He believed that 
the draft resolution proposed should stress that point. 

The delegation of Cuba appreciated the offers of cooperation made by many delegations in 

the search for new measures to strengthen the control of AIDS. Cuba was also ready to 
cooperate, since AIDS and other infections knew no frontiers and called for concerted efforts 
by all countries as the only way to achieve eradication. WHO had a valuable role to play in 
coordinating all such efforts, in keeping with the principles and objectives of its 
Constitution. 

While the delegation of Cuba wished fully to support and participate in AIDS prevention 
and control measures, it felt that the Special Programme on AIDS should be financed from 
extrabudgetary resources, so that other programmes which had high priority in a large number 
of countries should not suffer. That had been the position of several heads of delegations 
in their statements to the plenary meetings. The delegation of Cuba was fully confident that 
voluntary contributions would ensure that the Organization's precarious budget was not put at 
risk 

It wished to be associated with those proposing a revised version of the draft 
resolution. 

Dr MARKIDES (Cyprus) said that the main aspects of AIDS had already been covered by 
other speakers. Many problems remained to be solved before prevention and cure could become 
reality. That was, however, no excuse for any country to refuse to take proper control 
measures based on existing knowledge, nor for relaxation of effort and apathy. 

AIDS was a threat to all irrespective of race, age, sex or nationality, and consequently 
a global response was urgently required to control the spread of the virus. He recalled that 
the world had seen instances of the elimination of diseases before the emergence of an 
effective drug or vaccine. Leprosy and tuberculosis were such diseases, though he was not, 
of course, suggesting inhuman measures such as had been taken to control those two diseases 

1 Document WHA40/1987/RЕС/1, Annex 4. 
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in the past. As far as AIDS was concerned, modern scientific knowledge should be applied, 
and some epidemiologically proven and sound methods already existed. As a matter of urgency 
every country should immediately take all the measures necessary at its frontiers with a view 
to preventing the spread of the virus as far as possible. The world was becoming ever 
smaller as a result of modern transport, so that the AIDS virus was being carried from 
country to country. 

The delegation of Cyprus commended the Director -General for the speedy action he had 
taken. It was confident that the WHO Special Programme would be able to mobilize 
international resources and assist countries to apply the necessary measures for the benefit 
of the whole world. 

Although Cyprus was a very small developing country with political problems, it had from 
the outset fully realized the magnitude and severity of the disease and had undertaken the 
necessary control measures. It was particularly concerned in view of its dependence on 
tourism and because a number of its nationals suffered from thalassaemia and thus required 
regular blood transfusions. Cyprus had already set up its own national committee on AIDS and 
had over the past year screened all blood donors and tested for both AIDS and hepatitis B all 
blood used for transfusions. A centre for voluntary screening and counselling had been set 
up; it operated in strict confidence and free of charge. So far, nine seno- positive cases 
and one case of AIDS -related complex had been discovered in Cypriots who had received 
transfusions abroad or had been living abroad for several years, or in foreigners, either 
students or visitors. 

Health education campaigns on AIDS should be intensified, increasing public awareness 
that AIDS victims were not only homosexuals, prostitutes or foreigners, and correcting wrong 
notions that might have been spread by the mass media as to the mode of transmission. 

Tie delegation of Cyprus fully supported the Special Programme on AIDS and looked 
forward to receiving adequate guidance from WHO, since some other sources had been confusing 
rather than helpful. The delegation also supported the proposed draft resolution. 

Dr HAJAR (Yemen) said that in cooperation with the Government of Kuwait, the Regional 
Office for the Eastern Mediterranean had organized a scientific meeting on AIDS in 
February 1986. The meeting had had positive results, leading notably to an improvement in 

the dissemination of information, for which a real need existed both in the health sector and 
among the general public. 

Yemen had set up a working group on AIDS with the participation of a large number of 
experts, and the necessary action was being initiated to investigate the background history 
of the disease in the country. 

He urged the Director- General to appeal to Member States to implement WHO governing body 
resolutions and other WHO recommendations regarding international travel. He hoped that 
Member States would not individually take measures that might well cause difficulties with 
neighbouring countries and give rise to political constraints and reciprocal restrictions, 
wasting the efforts being made to control the disease and the financial resources available. 

He also requested the Director -General to give some clear indication as to the measures 
each country should adopt to facilitate diagnosis of the disease among its nationals. He was 

confident that the Organization would take whatever action was necessary, and he looked 
forward to such guidance, including advice on the dissemination of information and 
expertise. It was important to make it understood that AIDS was not necessarily a shameful 
disease; it could be present in haemophiliacs and infants. If the disease were to be openly 
declared, that would facilitate the adoption of appropriate steps for its control. 

Commenting also on the question of vaccination, and in particular on broad immunization 
programmes for children, he said that Yemen had some experience in the control of 
communicable diseases, and vaccination as such now formed an integral part of primary health 
care. An important increase in coverage, combined with a substantial reduction in cost, had 
been noted since vaccination had come to constitute one of the main components of primary 
health care. Yemen was about to launch an immunization campaign, the objective of which was 
to achieve the broadest possible coverage. At present, the level stood at 11% and it was 
hoped to increase that to 80% by 1988. The delegation of Yemen wished to pay a particular 
tribute in that regard to the cooperation achieved between WHO and UNICEF, which was of 
considerable assistance in that campaign. 

Mr SAKUHUKA (Zambia) said that the delegation of Zambia supported the draft resolution 
on the global strategy for the prevention and control of AIDS. 

With the help of WHO's coordinated efforts and support, Zambia had been in a position to 

intensify its campaign for the dissemination of information aimed at halting the spread of 
that deadly disease. All sectors of the mass media had been mobilized to that end through 
national, provincial and district committees, embracing all sectors of the community. 
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Tree delegation of Zambia commended the effective role being played by WHO in combating 
the spread of AIDS. It appealed to WHO, however, to ensure that Member States were provided 

with guidance that would be universally acceptable, so as to avoid the victimization of 

international travellers by individual Member States. It advocated justice and tine fair 

treatment of international travellers, and urged that, where possible, procedures should be 
similar to those applicable to other deadly diseases, such as yellow fever and cholera. 

He was convinced that Member States would extend the maximum cooperation and support to 

WHO in order to ensure success in the search for a vaccine and for total control of the 

disease. He expressed appreciation to the Director -General, the Regional Directors and staff 
concerned for the excellent manner in which the Organization tackled all health aid 
health -related problems with vigour in a critical economic climate. 

The delegation of Zambia wished to be included among the Member States that were 
proposing the draft resolution. 

Dr МАТТHEIS (Federal Republic of Germany) commended the Director -General and the 

Director, Special Programme on AIDS for the vigour and vision with which that Special 
Programme had been developed. The delegation of the Federal Republic of Germany fully 

supported the draft resolution on the subject. She wished particularly to emphasize the 

global coordinating role of WHO, which should bring about effective control and avoid 
overreaction arising out of unjustified fears. 

The Federal Republic of Germany was prepared to increase cooperation with the developing 
countries aimed at helping them to fight the disease; some 6 million Deutsche mark were 
available for that purpose. The efforts made by WHO to coordinate bilateral and multilateral 
programmes with the countries concerned were highly appreciated and provided an effective 
guide to donor assistance. In addition to bilateral funds, the Federal Republic of Germany 
was mobilizing funds -in -trust for the Special Programme on AIDS. 

A national commission on AIDS had been established in the Federal Republic of Germany, 
supplemented by commissions in the Under. A special programme of research, prevention and 

treatment was under way. Taking into account also the many psychosocial aspects of the 

epidemic, a total of 100 million Deutsche mark would be made available for that purpose. Out 

of those funds, a whole series of models would be initiated, which, if successful, would be 

multiplied and integrated into the regular budgets. For instance, an information campaign 
for students in high schools was in preparation, taking into account not only the biological 
aspects of tie disease and such topics as safer sex, but also the ethical and social 

implications. 
As the delegate of France had reminded the Committee that AIDS should be discussed in 

the context of other infectious diseases, she thought other delegates might be interested to 

learn that in one of the Federal Republic of Germany's large cities, in which a great deal of 
information on AIDS had been disseminated, the number of cases of gonorrhoea had gone down by 
30% in the last two years and a similar trend had been noted as regards hepatitis B infection. 

Of special concern to her Government was the situation of about 100 infants aged up to 

three years who, it was known, had been infected by their mothers. Most of them were so far 

without symptoms, but they were being kept under close observation as part of the action 
programme. 

Professor ВORGOÑO (Chile) noted that all who had spoken had approved of the Special 

Programme and of the leadership role of WHO in the fight against AIDS. He stressed two 
aspects: one, which had already been mentioned in the plenary meeting and in the Committee, 
was that there should be a balance between tie AIDS programme and others. The main donors to 
the AIDS programme were the same as to the other programmes. He therefore urged that there 

should be no competition for funds between programmes. Secondly, research on the social 
aspects of the disease and the behaviour of individuals infected by the AIDS virus or at risk 
should not be neglected as they were crucial to a better knowledge of the disease and its 

prevention. 
Supporting the draft resolution, he suggested adding in operative paragraph 4(2) a 

reference to the forms of cooperation advocated. While the English wording of paragraph 4(3) 
was satisfactory, the Spanish should be re- phrased as it lent itself to the interpretation 
that Member States were not always frank or open. Operative paragraph 4 should also include 
research into the social aspects of the disease and the behaviour of those infected. To meet 
the feelings expressed by many delegates, operative paragraph 9(3) should include a reference 
to the need for preserving due balance between AIDS and other important health problems in 

the provision of support for national health programmes. 
He paid tribute to Dr Fakhry Assaad, for several years Director of the Division of 

Communicable Diseases, will had died in December 1986. Dr Assaad's career and work on the 

beginning of the AIDS programme provided a fine example of the work of a good international 
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civil servant. He requested that the Committee should observe one minute's silence as a 

tribute to his magnificent service. 

The Committee stood in silence for one minute. 

Dr CORNAZ (Switzerland) said that, when reflecting on the debate, she had realized that 
one important point had hardly been mentioned, namely, the role that women could and must 
play in the prevention and control of AIDS. She was not drawing attention to the point 
because she was a woman, or because the Swiss women's organizations had suggested it, but 

because experience was showing that information campaigns addressed to women led them to 

become active partners in the fight. Although women often could not influence the sexual 
behaviour of their husbands, apart from their own relations with them, if well -informed they 
could play an effective propaganda role, particularly in determining social change. The 

social changes that AIDS called for would have to be accepted by both men and women. Thus, 
it was of primary importance that information campaigns should be explictly addressed to 
women and that measures should be taken to ensure that the information reached them, whatever 
the traditional sexual behaviour of their society might be. 

Dr BOWEN- WRIGHT (Jamaica) said that while AIDS was not the only communicable disease 
under programme 13.13, the fact that the debate had been almost exclusively focused on it 
indicated the importance attached to it by Mеmber States. 

So far, Jamaica had had 16 cases of AIDS, all except one of which had been imported or 

had occurred in persons who had lived abroad in countries with a high prevalence of the 
disease. The one exception, a four -year -old girl, was the child of a mother in good health, 
but sero -positive. Investigations of how the mother had become infected were still 
continuing, and the hypothesis was that the child had been infected in utero. The child had 
been repeatedly hospitalized for diarrhoea and malnutrition. No one had at first suspected 
AIDS until the publicity about the disease had led to its consideration and subsequent 
confirmation. 

A particular aspect of the Jamaican experience was that it had been determined that farm 

workers who went as migrant workers to developing countries with a nigh prevalence of AIDS 

were the group most at risk, rather than other recognized risk groups, such as the homosexual 

community and prostitutes. 
Jamaica's control and surveillance activities were similar to those described by other 

speakers. She wholeheartedly endorsed the point made by the delegate of Switzerland that 
educational campaigns must be explicitly structured in terms of the role of women in 

protecting themselves and their families. She also supported the request that the draft 
resolution should explicitly state the use of primary health care in the control of AIDS. 
She congratulated the Director- General the Director, Special Programme on AIDS and the WHO 
Secretariat on the informative report.1 

Turning to diarrhoeal diseases, she said that the young child with AIDS she had 
mentioned earlier provided an example of the problem many developing countries faced with the 
etiology of diarrhoeal diseases. Through the use of oral rehydration therapy, fatality rates 
in Jamaica from diarrhoeal diseases had been reduced to 0.03% outside hospital and 0.16% 
cases among those admitted to hospital. Despite that reduction in mortality, the number of 
cases of diarrhoeal disease in children up to five years of age was increasing and remained 
the main cause, or associated cause, of death. That situation was not peculiar to Jamaica, 
it was characteristic of the developing world. The fact that the etiology of diarrhoeal 
diseases was still not well understood remained a stumbling block to prevention or effective 
control and was a great drain on the economy of those countries. 

The delegation of Jamaica expressed its gratitude to WHO for continuing the fight 
against diarrhoeal diseases and hoped that, while new diseases such as AIDS must be tackled 
with vigour, equal vigour would be sustained in programmes such as that on diarrhoeal 
diseases. 

Dr HABIB (Afghanistan) said that no cases of AIDS had so far been reported in 
Afghanistan but that, as disease was no respecter of international or geographical 
boundaries, the threat was there. The Government was committed to preventing AIDS from 
becoming a public health problem and nad already taken various measures. Educational 
material had been translated into the local languages and made available to public and 
medical personnel in order to increase their awareness of AIDS transmission and prevention. 

Two participants from Afghanistan liad attended AIDS workshops abroad, but that was not 

enough to cope with the problem. In intensifying its programme of cooperation WHO had to 

1 Document WHA40 /1987/REС/1, Annex 4. 
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ensure that the Member States where AIDS had not so far penetrated, such as his own, were not 
neglected. 

Dr LÓPEZ (Nicaragua) fully shared the concern of the international community over AIDS 
expressed by the previous speakers. Progress in epidemiological studies had been noted and 
there had been calls for more research. WHO had the authority and the responsibility to 
become the focal point for the exchange of information and any progress made, while it was 
the duty of Member States to provide every facility for and promote the exchange of 
information aid experience. The general programme of activities proposed and the action 
recommended were satisfactory, and his country would endeavour to implement them as far as 
its resources allowed. Obviously, the systematic appeal for more resources was essential. 

He agreed with previous speakers that until a cure for AIDS had been found it should 
remain on the agenda of the Health Assembly. 

Nicaragua was on the alert. Having increased coverage of communicable diseases 
preventable by immunization, the diarrhoeal and respiratory diseases, especially in children, 
and faced with AIDS, the Ministry of Health had decided to accord that disease top priority. 
A national committee to combat AIDS had been established and a programme including the main 
diagnostic measures was being initiated. An educational campaign was being developed within 
the primary health care strategy. 

His delegation supported the draft resolution. 

Dr MENDES COSTA (Guinea Bissau) said that his delegation supported the draft resolution 
on the global strategy for the prevention and control of AIDS and wished to become a 
co- sponsor. 

AIDS was a new public health problem to add to the many already besetting developing 
countries. Moreover, new retroviruses had recently been isolated, such as LAV -2, which made 
screening increasingly difficult. Several cases of AIDS diagnosed in West African countries 
appeared to be connected with LAV -2. Without a vaccine AIDS control was difficult, and 
developing countries would have to mobilize further resources and strengthen their health 
systems. 

He welcomed WHO's efforts to help African countries and requested that the Regional 
Office for Africa should play a more important role in coordinating the fight against AIDS in 
Africa. 

In Guinea- Bissau a national AIDS control committee had been established and the first 
phase of an epidemiological study had just been completed. Four thousand samples of blood 
had been taken and the study should provide an estimate of the status of the country as 
regards HIV. 

He urged Member States to intensify their efforts to support WHO in the fight against 
AIDS. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland), referring to his 

delegation's statement at the fourth meeting, emphasized the importance it attached to 
extrabudgetary contributions for the Special Programme on AIDS. In addition to supporting 
the international ministerial conference, which would take place in December 1987 or January 
1988, the United Kingdom had pledged US$ 4.5 million to the Programme for the current year. 

Dr MONEKOSSO (Regional Director for Africa) said that he wished to speak on the item, 
since the eyes of the world were fixed on Africa. The first cases of AIDS had been 
identified in Africa in 1982 -1983. Before then, as in the rest of the world, nothing had 
been noticed. Since that time, the number of African countries having reported cases of AIDS 
to WHO had increased and, by 15 March 1987, 36 African countries were participating in the 
AIDS surveillance system established by WHO. More then 4000 cases of AIDS had been notified 
in 21 countries of the Region. As distinct from what had been observed elsewhere, where most 
cases had been found among homosexuals and drug abusers, the disease in Africa was 
transmitted chiefly through heterosexual contact and blood transfusion and there was also 
transmission from the mother to the fetus or newborn child. 

The policy basis for the strategy to combat AIDS in the Region had been established 
during the course of three meetings. A workshop had been held at Bangui in October 1985. 
During that workshop, a clinical definition of AIDS had been established; it was being 
assessed in the majority of countries. It had also been recommended that a plan of action to 
combat AIDS should be established in each country. Six months later, in Brazzaville in March 
1986, participants from all the Member States of the African Region had adopted criteria for 
a plan of action against AIDS. Finally, in November 1986, a regional conference had been 
held in which experts from countries in the African Region and the rest of the world had 
participated. That conference had led to an exchange of information and had given rise to 
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hope that the disease could be controlled. Important recommendations had been made in 
relation to clinical epidemiology, laboratory diagnostic techniques, blood transfusion, the 
education of health professionals, prevention and the treatment of cases. 

A further series of meetings on laboratory diagnostic techniques had been held in Ghana, 
Rwanda, and the United Republic of Tanzania, and other workshops were planned for 
Cate d'Ivoire, Kenya and Senegal during 1987. 

The initial stages of the strategy to combat AIDS called for the establishment of a 

national committee. So far, 30 Member States of the Region had established such committees. 
They had played an important role in informing the public through the mass media. It was 

hoped to make a concerted attack on AIDS in the continent of Africa and, to that end, an 

initial inventory of available resources had been undertaken. That evaluation had already 
been made in Cameroon, Central African Republic, Congo, Ethiopia, Kenya, Liberia, Mauritius, 
Mozambique, Nigeria, United Republic of Tanzania, Uganda, Zaire and Zambia and would be 
continued in the other countries. 

He assured the delegate of Guinea Bissau that the Regional Office was playing an 
effective cooperative role along with headquarters in the global fight against AIDS. A 
multidisciplinary team had been established at the Regional Office. Its leader was the head 
of the regional disease control programme and its members were the regional officials 
responsible for epidemiological surveillance, health education and public information and the 
peripheral health laboratories respectively, together with the medical officer directly 
concerned with AIDS prevention and control. The administrative secretary of the team had 
qualifications in behavioural and social science. The team would constitute the machinery 
through which the WHO Regional Office for Africa would collaborate with the Special Programme 
at headquarters to provide the necessary support for the national campaigns set up by Member 
States. The activities of the team would also be coordinated with the strategies for action 
at district level, to which every regional official contributed and the secretariat of which 
was the Regional Director's office. Thus, there would be coherent and coordinated 
administration of the AIDS prevention and control programme, support for health 
infrastructures, and primary health care at the district level, with a view to health for 
all. The three intercountry teams, based at Bamako for West Africa, at Bujumbura for central 
Africa, and at Harare for southern Africa, would be strengthened by additional staff, who 
would help the Member States in those areas to integrate the AIDS prevention aid control 
activities within the health system. Particular importance would be attached to 
sero -epidemiological supervision and to the strengthening of peripheral laboratories, 
particularly by providing chemical reagents for the control of blood and blood derivatives 
and by helping Member States to participate in research on vaccines and medicines. 

The real challenge of the Special Programme was the help it might bring to African 
Member States. To that end, experts should be made available for periods lasting from 
several weeks to several months. In the most seriously affected Member States, they should 
be on a normal two -year contract and should form part of the permanent staff. The WHO 
Regional Office for Africa hoped to continue and expand the recruitment of young associate 
experts in laboratory technology, health education and journalism, public health nursing and 
medicine to participate in the Programme. It was hoped that help would also be given in the 
form of equipment, e.g. microscopes and laboratory equipment, and logistic support. 

The Regional Office had encouraged Member States to play a decisive role in the global 
campaign against AIDS in an effort to counter the activities of the foreign media. In March 
1986, no Member State of the Region had notified WHO of a case of AIDS. By March 1987, 36 

out of 43 Member States were sending in regular reports and 22 of those had notified cases of 
AIDS. In that connection, he appealed to the other Member States that had not yet done so to 
report to WHO. The African media had been of considerable help to the Regional Director and 
the Director -General in dispelling international misunderstanding aid limiting the 
dissemination of hysterical propaganda. The regional AIDS prevention and control team 
should, in collaboration with headquarters, publish the information collected in a monthly 
bulletin. WHO as a whole could then occupy its key position in the inevitable social, 
economic and political debate of which AIDS was the subject throughout the world, on the 
basis of reliable information. 

Dr MANN (Director, Special Programme on AIDS) thanked the many Member States who had 
offered their support, both financially and in the form of personnel, to the global struggle 
against AIDS and WHO's Special Programme. In addition, he expressed to the delegates his 
appreciation of their moral support and thanked them for their suggestions for further 
action. Progress depended ultimately on the steps that could be taken in countries to set up 
strong national AIDS prevention and control programmes. 
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With regard to prevention, WHO was as concerned with the areas of the world that were 
apparently not yet affected by HIV as with the areas already experiencing substantial HIV 

transmission. In Member States, in addition to prevention, which was the major goal, WHO was 
seeking to help those already infected. The mechanism for assisting those individuals, 
through national programmes, included the provision of accurate information as a means of 

combating fear and ignorance, and information on strategies for counselling the affected 
individual and his associates. In the area of drugs and vaccines, WHO was working as 

actively as possible to ensure international collaboration in their development. However, 
the development of a safe and effective treatment or vaccine would be only one step towards 
the goal. It was also necessary to ensure the delivery and availability of such products to 

the entire world. 
The development of strategies for the prevention and control of AIDS was WHO's highest 

priority. A beginning had been made with educational strategies at a meeting held in June 

1986, and it was expected that a manual would be available by July 1987 to help national 
programmes to profit by worldwide experience in educational programmes not only on AIDS but 

also in other areas of health. In addition, during May, criteria for HIV screening 
programmes were being prepared, and during June and July methodology would be elaborated for 

assessment at the national level of the scope of HIV infection. 
In the area of research, he fully agreed with the many delegates who had commented on 

the vital importance of social and behavioural research. In order to educate, it was 

necessary to know what people already did and to what extent additional motivation Co combat 
the disease could be provided, through information and education, to achieve the long -term 
behavioural changes that might be necessary to stop the epidemic. Epidemiological research 
was also critical. Areas of particular importance, beyond the assessment of national levels 
of infection, included the perinatal period and transmission from mother to child. Another 
vital area was natural history; were there remediable risk factors that could be determined 
which might play an important role in propelling an HIV -infected person into the category of 
an AIDS patient? WHO was looking at every possible way in which it might intervene, not only 

in the primary prevention of infection but in preventing the development of AIDS or 
AIDS -related conditions in HIV -infected persons. 

In the biomedical area, WHO reference sera were already available and attempts were 
being made to establish a bank and network through which a free exchange of 
well -characterized viral strains and sera, representative of the entire world, would be 

available to medical researchers. In the field of vaccines, ne drew attention to the 

informal discussions on AIDS vaccine efficacy trials in human populations, held in 
December 1986, the report of which was available. 

In addition Co applying statistical techniques to forecasting of the course of the 

pandemic, he believed that scenarios must be developed in countries to include a realistic 
assessment of the current scope of the HIV problem and of the probable economic cost aid the 
burden on hospital and other medical services. For many Member States such a scenario would 
represent the critical step towards preparation to deal with foreseeable conditions for the 
coming years. The experience gained in one Member State might make the vital difference in 
the development of effective worldwide strategies, and WHO was therefore supporting a system 
for the exchange of experience aid materials at regional and global level. 

Mayor uncertainties included the future shape of the epidemic, the emergence of new 
strains of related retroviruses and the breadth of impact that the disease would have on 
societies. Among the certainties, the first was commitment, and he paid tribute to the 

Regional Directors and the role they had played in expressing commitment to the global 
struggle against AIDS. The second certainty involved primary health care. If HIV had 
emerged in its worldwide epidemic form some 20 years previously, the world would have been 
literally defenceless, because the scientific knowledge of retrovirology would not have been 
sufficient to allow rapid characterization of the virus or the development of diagnostic 
tests and progress towards a vaccine. However, even more important was the development of 
the primary health care concept; if HIV had emerged 20 years previously, lack of a 

well -developed primary health care approach would have been a more important reason for the 
world's potential defencelessness against the problem than the lack of scientific 
information. If AIDS had emerged before the concept and structure of primary health care had 
been developed it would have been necessary to invent primary health care in order to deal 
with AIDS. He also believed that effective AIDS prevention and control programmes would help 
strengthen the capacity of Member States to implement the primary health care approach far 

beyond tt►e prevention and control of AIDS itself. The third certainty was the strong desire 
expressed by many Member States that WHO should develop its coordinating role and action to 
the maximum extent possible. Coordination must take on a new intensity, depth and meaning. 
It must be coordination in deed as well as in word, and commitment to it in the face of the 
unprecedented problem of AIDS had been strongly expressed. The fourth certainty was the 
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historical role of WHO. At the Fortieth World Health Assembly WHO was still at the beginning 
of a historical evolution. A worldwide epidemic the dimension and ultimate shape of which 
could not yet be predicted, had been detected, observed and studied; it was being attacked 
now instead of waiting for it to become the worldwide pandemic for which it had the 
potential. He paid tribute to the delegates to the Fortieth World Health Assembly; their 
statements and the draft resolution recognized the universal responsibility to take immediate 
aggressive action. 

(For continuation of discussion on the revised draft resolution, see summary record of 

the eighth meeting, page 103). 

Health system infrastructure (Appropriation Section 2; Documents РВ/88 -89, pages 67 -104 and 
EB79 /1987 /REC /1, Part I, resolution EB79.R16, and Part II, Chapter II, paragraphs 22 -32) 
(continued) 

Health manpower (programme 5) (continued from the third meeting) 

Dr CABRAL (Mozambique) said that his main comments concerning programme 5 related to 

paragraphs 19 onwards. Paragraph 19 mentioned the two main priorities of WHO's activities 
for the coming biennium, and he agreed with the emphasis given to the managerial process for 
health manpower development as opposed to the training of health personnel. In the African 
Region, development as regards training had been quicker than development of the managerial 
process and most countries had already developed their own training facilities at the 

graduate level for both medical and paramedical personnel. They had adopted the contents of 

training curricula and, even in Africa, had produced considerable numbers of different types 
of health personnel. 

What kind of support and cooperation did the developing countries need in view of the 
economic crisis in the health sector and the need for optimum utilization of resources, if 

emphasis was to be placed on the managerial process, and what should be the role of WHO in 
helping them, in coordination with central administrations such as ministries of health, to 
develop better plans in accordance with needs, and to relate the numbers and types of 
personnel to the expansion of national health services and the foreseeable evolution of the 
technical contents of specific health programmes? There was, however, an even more important 
aspect and one for which the developing countries required a great deal of support, namely, 
management and evaluation at regional and provincial level. Management and evaluation tools 
were required for the optimum use of human resources which must be sufficiently simple to be 

used by the regional and provincial management personnel concerned. He was glad to note that 

it was WHO's intention to support country studies in that area. Moreover, he was glad to see 

that 19% of the African Region's budget was to be devoted to health manpower activities at 
country level. Finally, he supported the draft resolution recommended by the Executive Board 
in resolution ЕB79.R16. 

Mr LESETEDI (Botswana) said that the importance of manpower in the delivery of primary 
health care had been recognized in Botswana; it meant reorienting the curricula of health 
personnel in various programmes to their new roles, using the primary health care approach. 

In particular, the content of the training programme for community health workers 
(called family welfare educators) had been reviewed so as to emphasize the community -based 
approach, as opposed to the health -facility -based approach. Continuing education for various 
cadres of health worker was also being emphasized. A workshop on the leadership role of 
nurses in primary health care, attended by 75 participants, had been held in March 1987. 
Workshops on research methodology had also been held, with considerable emphasis on the use 
of research results in the planning of health programmes. 

He acknowledged WHO's support in all those activities. While he appreciated the 
constraints on the budget, he felt that the health manpower programme would benefit 
substantially from an increase in funding to accommodate emerging requirements of the primary 
health care approach. He noted that WHO was going to strengthen the capacity of training 
institutions in a number of countries, and hoped Botswana would be able to avail itself of 
those facilities. 

Dr RAК6EEV (Union of Soviet Socialist Republics) reminded the Committee that a number of 
delegates had expressed the view that, despite the great importance of AIDS control, that 
programme should not obscure other important WHO programmes. 

The delegation of the USSR believed health manpower development to be one of WHO's 
priority programmes because of the essential role to be played by health personnel in 
implementing the strategy for health for all. It was also increasingly important to ensure 
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that staff should have not only the necessary professional knowledge and skills, but also a 
greater sense of social responsibility, a clear understanding of the goals of health for all, 
and the ability to involve the mass of the people in solving concrete health problems. 

It was evident that, in the training and use of health manpower, changing needs should 
be taken into account, as reflected in the draft resolution recommended to tie Health 
Assembly by the Executive Board, which the delegation of the USSR fully endorsed. He noted 

with satisfaction that all the issues to which he nad previously referred had been duly 
reflected in the programme statement in document РВ/88 -89. They included, in particular, a 

meeting of an expert committee on continuing education with special regard to district -level 
health personnel, and study groups on the integration of health manpower development in 

health systems and on the role of research and information systems in decision- making for 
health manpower development. He also welcomed WHO's participation in the preparation of a 

world conference on medical education, to be held in 1988; one of the aims of that 

conference would be to help to reorient medical education and the education of all other 
categories of health personnel on the basis of the concept of health for all and the 

implementation of global and national health- for -all strategies. 

However, not enough attention was given in the programme to global and interregional 
activities, for which the allocated resources for 1988 -1989 represented only 6.3% of all the 

programme resources. Yet, recommendations concerning the solution of many manpower problems 
might be elaborated at precisely those levels. Those problems included, in particular, 

developing programmes and methods for training manpower and for manpower management, 
assessing public opinion and combating the brain -drain in the medical profession, a very 

topical issue which was referred to in paragraph 8 of the programme statement in document 
РВ/88 -89. It was regrettable to note, in paragraph 16 of that statement, that only limited 

progress had been made in implementing the WHO policy on fellowships set out in resolution 
EB71.R6. Such a situation clearly pointed to the need for a closer monitoring of the 

implementation of the resolutions adopted by WHO. 

Mr CARON (Canada) supported programme 5 and the draft resolution recommended by the 

Executive Board in resolution ЕB79.R16. Cooperation among Member States was essential for 
improved health manpower planning based on better indicators of requirements in the various 

categories, and for a better distribution of health manpower with a view to attaining the 
goal of health for all by the year 2000. In Canada, there was no shortage of physicians but 

rather an over -supply of practitioners in certain fields and a problem of distribution across 
a very broad, sparsely populated territory. They preferred to practise in large towns where, 

as in other developed countries, there was an ample supply of medical staff. To remedy that 
situation, certain strategies had been developed respecting, where possible, the federal 
structure of Canada and fundamental freedoms. A committee comprising representatives of the 

federal and provincial authorities had been set up for a better identification of health 
manpower needs. Coordinating committees comprising representatives of health ministries, 
universities, ministries of higher education and of the medical profession had also been 
established. 

Restrictions in some provinces on the number of admissions to medical faculties, and in 
one province the requirement for all young physicians to complete two years' practice outside 
the main towns, had provided partial solutions; in the wider context, the over -supply of 
health manpower led to problems in the employment of medical practitioners in some countries, 
differences in curricula, uncertainty in training courses, and difficult working conditions. 

Dr HOUENASSOU- HOUANGBE (Togo) said that his delegation fully supported the draft 
resolution, which aimed at enabling each Member State to find a solution to its specific 
problems; but while the situation in the developed countries might be difficult in terms of 

unemployment and over -supply, in the developing countries there was a shortage of manpower in 

the various categories, precluding wide coverage of the population; in addition, the 

economic crisis prevented public services from hiring the manpower they needed. Naturally, 
there was room for improvement in health manpower planning and management, but it would be 
advisable, when implementing the resolution, for WHO to assist the developing countries to 
benefit from consultation and cooperation among all sectors, involving universities and 
various ministries, including ministries of finance, since the economic crisis and the 
freezing of recruitment affected all sectors. 

Dr WASISTO (Indonesia) said that Indonesia gave high priority to the health manpower 
development programme, and, like other countries, had manpower imbalances. When initiating 
its domestic programme it had recognized the need for some 120 000 additional health 
personnel between 1984 and 1989, and new paramedical schools had been set up to meet those 
needs. Unfortunately, however, on account of the deteriorating economic situation, only half 
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of the required posts had been allocated to the Ministry of Health. A situation of relative 
over -supply had resulted, in that the production of paramedical personnel was sufficient but 
the Government was unable to employ them in the health services network. It was anticipated 
that physicians might be similarly affected in the future. In order to ease the situation, 
it had been decided not to build any new paramedical schools. Plans were under way, 
furthermore, to improve the qualifications of nursing staff and review the role and function 
of health personnel working in the health services. It was also planned to reduce 
selectively the number of students entering paramedical schools. Health manpower imbalance 
was critical in the current economic situation with its restricted employment opportunities. 

The delegation of Indonesia welcomed the nominal increase in budget allocations to the 
South -East Asia Region and supported the programme and the draft resolution recommended by 

the Executive Board. 

Dr NTABA (Malawi) supported programme 5. The shortage of health manpower was a major 
obstacle to the attainment of the goal of health for all by the year 2000. It was accounted 
for in part by inadequate financial resources, but also by a weakness in manpower planning 
capabilities. 

Malawi was reviewing its manpower development policies, making efforts to improve the 

management of health personnel and increasing their managerial and leadership skills through 
on- the -job training. It relied on WHO's expert cooperation in all those activities. It was 
strengthening its training institutions for all paramedical personnel, and would continue to 

take full advantage of the WHO fellowship programme. 
Malawi had a particularly acute shortage of doctors; it had no medical school and the 

doctor /population ratio was one to 53 000. It did not have the resources to attract 
unemployed medical practitioners from countries with an over -supply; moreover, most doctors 
from Malawi who were trained abroad did not return. If WHO was considering requesting Member 
States with unemployed doctors to reduce their student intakes, it should urge them to open 
their doors to medical students from countries like his own. Assistance was clearly needed 
to train more doctors for primary health care programmes. 

Plans had been drawn up to set up a medical school in Malawi, its curriculum based on 
community health. The delegation of Malawi therefore hoped that WHO and donors would 
appreciate the unique and difficult situation facing Malawi and come to its assistance in the 

establishment of the medical school. 

Mrs ODUORI (Kenya) supported the programme, considering manpower resources to be a key 
component in the implementation of the Global Strategy for Health for All by the Year 2000. 
In Kenya, national staffing norms had been developed on the basis of work -load with a view to 
utilizing manpower resources more effectively, identifying shortcomings and taking 
appropriate action in manpower training projections. 

Concerned as Kenya was with the quality and relevance of the service provided, a review 
of training -programme curricula was currently being undertaken to prepare the various 
categories of health worker for the roles they had to play. Despite some progress, there 
were still acute shortfalls in certain specialized areas and they would be given priority in 
Kenya's manpower development programme for 1987 -1988. The Government of Kenya was grateful 
for the cooperation it had continued to receive from WHO, friendly countries and donor 
agencies. 

Mrs RUSTAD (Norway) said that while the over -supply of physicians and dentists referred 
to in the draft resolution recommended in resolution EB79.R16 was critical, it was equally 
important to recognize the worldwide under -supply of nurses. Nurses were the world's largest 
group of professional health workers and their role in promoting WHO's goals was of major 
importance. 

At the Thirty -ninth World Health Assembly a progress report on the role of 
nursing /midwifery personnel in the Strategy for Health for All" had been discussed. It had 
aroused considerable interest, and several speakers had requested that a final, revised 
version of the report might be submitted to the Fortieth World Health Assembly. She 
regretted that it was not on the agenda. Completion of the work presented in 1986 in the 

previous progress report was basic to effective health manpower planning, and the delegation 
of Norway looked forward to a nursing progress report in 1988. 

Dr MOJI (Lesotho) said that manpower development and training were crucial to the 
success of health for all. Health continued to be labour -intensive, regardless of 
technological advances. There was more than ever a need for a stable core of suitably 
qualified health personnel, in Lesotho and other developing countries. Countries with meagre 
resources but a firm commitment to primary health care should be assisted in their endeavours 
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to meet the challenges before them. Emerging problems such as AIDS called for additional 
forward planning, including manpower planning, at the national level over and above the 

Global Strategy. 
The limited training facilities in Lesotho called for accelerated and systematic 

training outside the country if its targets were to be met. He expressed gratitude to WHO 
and other agencies and friends of Lesotho for their continued support, particularly in 
providing training facilities and in improving training within the country in the field of 
nursing, pharmacy, laboratory work and environmental health. 

He supported programme 5; but it should be remembered that financial provision did not 
suffice unless it was coupled with efficiency in the utilization of resources. As the 
Technical Discussions had shown, rational use of personnel was crucial. Training must be 
supported by corrective measures in balanced employment policy to prevent the exodus of 
expensively trained personnel to other sectors. The regimented type of personnel management 
in many countries had to be replaced by more flexible management to deal with modern 
challenges. 

Mrs MATANDA (Zambia) said that as had been stated by several delegates 80% to 90% of 

health care in some countries was provided by nurses. Although the expanded role of nurses 
had been recognized, their monetary rewards and incentives had not reflected such 
recognition. The result in some countries had been a drift from the public to the private 
sector. The delegation of Zambia therefore supported the relevant comments in the programme 
statement in document Рв/88 -89. 

In Zambia, equitable distribution of nursing staff had not been achieved. Construction 
of schools in rural areas had not solved the problem because of the effect of marriages which 
tended to favour the more developed urban areas. The offer of incentives to nurses in rural 
areas might well lead to the postponement of marriages. In an attempt to minimize the 
imbalances, enrolment of male trainees in nursing programmes would be increased and male 
nurses had been given the opportunity to undertake midwifery training. The first male 
midwives had completed their training in December 1986. 

Zambia was grateful to friendly countries, donor agencies, the Director -General and the 

Regional Director for Africa for providing fellowships and helping to strengthen the medical 
school. Further support was sought in strengthening managerial capabilities of personnel at 
district level, through in- country and intercountry leadership training; in establishing a 
reliable health manpower information system; in strengthening technical cooperation with 
other countries in fields where local training programmes did not exist, e.g. in pharmacology 
and dentistry; and in strengthening health manpower research capacity. 

Her delegation supported the comments made by the delegate of Norway. 

Dr BARAL (Nepal) said that health manpower imbalance was a major problem in Nepal as in 
other Member States. The responsibility for producing health manpower in his country lay 
with the institute of medicine which came under the Ministry of Education, while the user - 
for the various activities in support of health for all by the year 2000 - was the Ministry 
of Health. Fortunately, the institute had been set up following the Alma -Ata Declaration, so 
that the curriculum was designed to produce community- oriented health workers responsive to 
local needs. Thus Nepal was slightly ahead in stressing community medicine and motivating 
workers to go to rural areas and serve the underprivileged. In the reorganized health 
services, it was compulsory for undergraduates and other health workers to serve in rural 
areas for a definite period. However, it was recognized that without proper coordination 
between the different sectors imbalances in the health services would continue. 
Consequently, all sectors were actively formulating health manpower policies with related 
information systems and setting up health science research to improve services and ensure 
proper implementation of primary health care. 

The development of teaching /learning materials was essential for providing community 
health workers with the tools to carry out primary health care efficiently. Such materials 
were currently being processed in a WHO- supported project in Nepal, and it was hoped that it 
could be continued to form a WHO clearing -house. 

Technical cooperation among developing countries (TCDC) was an important part of overall 
development in health, and WHO should divert major fellowship funds to that area so as to 
train a maximum of manpower to assume primary health care leadership. In the South -East Asia 
Region, Thailand had taken the lead in implementing the primary health care strategy, and 
increasing numbers of health workers due to take up leadership positions should be sent there 
to familiarize themselves with the primary health care system. 

It was also important not to neglect the hospital as a tertiary care aid reference 
centre, and in general to arrange for staff to be sent to neighbouring countries under TCDC 
for specialized diagnostic and therapeutic techniques, so that they too could become active 
partners in primary health care. 
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Mr CHAUHAN (India) said health manpower development was the key to success in all health 
programmes; unless the production of adequate numbers of properly trained staff could be 

ensured, it would not be possible to achieve the goal of health for all. Health manpower 

policies should aim not only at producing personnel but also at achieving a balanced growth, 
taking into account requirements for various categories of manpower. 

In 1983 India had adopted a national health policy emphasizing the need for an integral, 
comprehensive approach to medical education, research and health services, so as to meet its 
actual health needs and priorities. The policy stressed that the effective delivery of 
services would depend largely on the nature of the education and training and the appropriate 

orientation towards community health of all categories of personnel, as well as their 

capacity to function as an integrated team. Education at all levels should thus be reviewed 

in terms of needs and priorities, aid the curricula and programmes restructured to produce 
the necessary personnel. A national medical and health education policy should be 
formulated, setting out the changes required in curriculum content and training, taking into 
account the need to balance staff at various grades, to provide guidelines for the production 
of staff on the basis of realistic assessments, to resolve the existing sharp regional 
imbalances in their availability, and to ensure that personnel at all levels were socially 
motivated to render community health services. Indeed in 1986 the authorities had evolved a 
national education policy linking health services and education and specifying that health 
policy, planning and health service management should be coordinated with the training of 

appropriate categories of health manpower through health -related vocational courses. Health 

education at the primary and middle levels would ensure the commitment of the individual to 
family and community health and lead to health -related vocational courses at the stage of 
higher secondary education. 

India had been fortunate in the numbers of practising physicians. Many new medical 
colleges had opened, bringing the total to 106, producing 13 000 graduates a year compared 
with 2000 in 1947; 60% to 70% were going on to postgraduate studies, but most were opting 
for the "attractive" specialties to the detriment of others, especially those in the 

non -clinical field where there was large scope for their services. There were also shortages 
of paramedical and technical staff. India had recently set up an expert committee on 
manpower planning, production and management; its report had been received and follow -up 
action was planned. 

Problems were being encountered even in calculating the available manpower and future 
requirements. The total numbers of trained personnel were not known, because there was no 
provision for renewal of registration; the registers showed the total number of staff 
produced since the inception of the medical education system, without taking into account 
death or migration of doctors. 

Thus, despite the overproduction of staff, it had not been possible to establish a link 
between supply and demand, and the institute for applied manpower research had been requested 

to make a thorough country -wide survey of available manpower and the requirements in both 

governmental and nongovernmental sectors. It was hoped in future to be able to gear the 

training machinery and institutions to match the production and utilization of staff. 
His delegation fully supported WHO efforts for health manpower development and the draft 

resolution recommended by the Executive Board in resolution EB79.R16. 

Dr LIU Hailin (China) agreed with the statement of the health manpower policy and the 

situation analysis contained in the programme budget document. It was appropriate that WHO 

should attach importance and give support to that field, calling on Member States to regard 

the health manpower policy as an important component of general health policy. Health 

manpower was the key to achieving the objectives of health for all by the year 2000 and the 

key to health development in Member States. To achieve progress in health, it was necessary 
to have a sufficient number of trained workers at all levels and to assign and use them 

rationally so that they could play their proper roles. Some countries, especially developing 

countries, faced a shortage of health manpower, particularly of middle -level nursing 
personnel; it was therefore right for WHO to allocate a relatively large proportion of the 
budget to that field. 

China with its population of over 1000 million had a great need for health manpower. 

The national health development programme stressed training of all levels based on a policy 

of self -reliance. Most had been trained to meet the needs of primary health care and to 

develop the national health and pharmaceutical industry. Through cooperation with WHO and 

through bilateral channels, many trainees in primary health care had been sent abroad, and 

returning trainees helped to form the backbone of national departments at all levels. 

Large gaps still existed in the quantity and quality of health manpower between the 
developing and developed countries. Greater flexibility in the fellowships policy and in 

decisions on courses of study would allow Member States more choice when sending fellows 

abroad. 
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The setting -up of a manpower information system was appreciated; it would help 
strengthen the management of all manpower and the rational utilization of resources. Two 

meetings on fellowships organized by the Regional Office for the Western Pacific had made a 

useful contribution to exchange of information and experience on management. 

Dr ANAYAT (Bhutan) welcomed the proposals. Bhutan's health services had been able to 
produce middle -level health workers and to give them refresher and in- service training at its 

own health school and school of nursing, and at the national institute of family health. The 

Royal Civil Service Commission, the Planning Commission, and government ministries and 
departments had jointly worked out the short- and mid -term manpower and training requirements 
for the period 1987 -1992. Bhutan had to meet 70% of its needs for doctors and specialists 
from outside, recruiting contractual staff at a high cost, and there was a shortage of 
manpower for the district and referral hospitals which formed the first and second referral 
levels of primary health care. 

It had not been possible to use the full budget allocation for health manpower 
development, mainly because of difficulties in obtaining placements for studies outside the 

country. The country's requirements were not of such magnitude as to justify setting up its 
own school for training doctors and specialists, and so Bhutan was having to rely on the 
allocation of places in the schools of neighbouring countries, which took between three and 
five years to arrange. Bhutan would therefore welcome further cooperation with neighbouring 
and friendly countries in providing training for physicians and specialists. 

Professor BORGOÑO (Chile) said that the programme deserved the support that had been 
forthcoming from Chile for a number of years. He also supported the draft resolution. 

The development of management and managerial skills seemed particularly important as 
there was a great shortage in many countries. The training had to be based on correct 

critical analysis of the situation and projection of future needs - which it was no easy 
matter to obtain. WHO's cooperation with Member States in improving the quality of 
decision -making on staff employment and performance would be of great assistance. 

A number of delegates had commented on the imbalances among health professionals - 

doctors, nurses and birth attendants; worse still was the unemployment being created, 
despite the existence of real needs, for want of economic support to permit their 
employment. The problem called for political will on the part of governments and the private 
sector. Otherwise, manpower training would simply increase the number of the unemployed. 
That situation, which had been discussed at the Acapulco Conference, was critical in certain 
countries and should receive top priority. 

His delegation hoped the expert committee due to meet in Geneva in November would 
consider those issues. 

Mr WOLFGRAMM (Tonga) expressed full support for the proposals; health manpower was the 
most precious resource of the Ministry of Health. Proper study of the heavy investment made 
in human capital through education was fundamental to manpower planning, particularly for the 
health sector, which was a major user of highly -qualified manpower. 

Tonga had developed a medical manpower plan for 1986 -1995, covering a longer period than 
that of the country's five -year plan, as the lead -time between decision and production with 
regard to manpower was usually seven to ten years. In drawing up the plan, the plannning 
unit had conducted a time-and-motion study in wards to analyse the direct and indirect care 
provided by doctors and the different factors affecting manpower, such as production time, 
attrition and failure rates, age structure and retirement. The plan had also been costed to 
ensure that the Ministry of Health could finance it. A similar exercise involved a nursing 
workforce plan for the Ministry. 

Developing countries, with the assistance of WHO, should make a proper analysis of 
manpower supply and demand and the implications for the health care system in order to avoid 
over- or under -supply. 

At the recent meeting of Commonwealth ministers of health it had been noted that some 
developing countries were not making full use of their fellowships allocations. That 
observation was in line with the Director -General's remark in paragraph 18 of the 
Introduction to the programme bugdet that there were too many unplanned fellowships. 
Reliance on assumptions and comparisons of figures on training needs from other areas were no 
longer appropriate for manpower planning, which should be based on solid data obtained from 
surveys and research. 

The drive towards comprehensiveness and integration of the health care delivery system 
with primary health care had created greater manpower needs at the periphery, requiring 
changes in the functions of various categories of manpower. It was now necessary to delegate 
certain disciplines to health workers, such as nurses, nurse -midwives, health officers and 
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assistant physicians, delineating their roles clearly, with adequate recognition by the 
health care authorities while ensuring that the strategies implemented had no adverse effects 
on the quality of care. 

His delegation would wecome further active collaboration with WHO in the area of health 
manpower planning, research and management. 

Dr QUIJANO (Mexico), referring to paragraphs 13 and 14 of the programme statement, 
commented on the need for research on medical education and the use of human resources, which 
alone could provide an objective basis for decision -making. Much had been said at the 
current meeting and at the Acapulco Conference about the health manpower imbalance in various 
countries. However, imbalances, such as those in the training of health professionals, also 
merited research. It tended to relegate to second place "sociomedical subjects ", since 

health professionals gave too much emphasis to technical aspects. 
It was also necessary to seek to inculcate in health workers a spirit of inquiry which 

would help them to improve their performance, just as medical care was often seen to improve 
when associated with teaching and research in a single centre. Research in manpower training 
could play a role of equal importance. 

The limited progress reported in paragraph 16 in implementing WHO policy on fellowships 
might be turned to advantage, as in Mexico and in most countries where local fellowships 
sponsored by WHO or its regional offices were less expensive and could be as productive and 
fruitful as other types of fellowships. At one time there had been a general rule that PAHO 
country funds should not be used for local fellowships, but that had changed. 

Finally, he would not oppose the proposed reduction of about 25% in the allocation for 
the Americas in 1988 -1989, since fortunately his Region had large amounts of regional funds 

for use in manpower development and training. 

The meeting rose at 12h30. 



SIXTH MEETING 

Monday, 11 May 1987, at 14h30 

Chairman: Dr Arabang P. MARUPING (Lesotho) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and ЕB79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕВ79 /1987 /REС /1, 
Part II, Chapter II) (continued) 

Health system infrastructure (Appropriation Section 2; Documents PB/88 -89, pages 67 -104 and 
ЕВ79 /1987 /REC /1, Part I, resolution EB79.R16, and Part II, Chapter II, paragraphs 22 -32) 
(continued) 

Health manpower (programme 5) (continued) 

Dr MASSAMВА MATONDO (Zaire) said that he supported Executive Board resolution EB79.R16. 
For 27 years his country had had the benefit of WHO support in the training of health 

personnel, in which it had made considerable efforts, almost two -thirds of health personnel 
being trained in Zaire. Steps would have to be taken to avoid an over -supply among some 
categories of health personnel, as in the case of grade -3 nurses, but the matter must be 
carefully considered before any restrictive decision was taken. To ensure that health 
personnel acquired a public health mentality during training emphasis was being placed on 
planning, on the management of staff, finances and equipment and on methods of evaluation. 
Training must cover the various components of primary health care and efforts were being made 
to include that type of training in university -level programmes. The geographical 
distribution of personnel within the country was a problem because health personnel sought to 
remain in the towns and major centres, whereas the population was almost 80% rural and it was 
there that major tropical endemic diseases were still rife. Furthermore the main employer 
was the State, which was suffering the consequences of the financial and economic crisis. 
The matter as a whole would be discussed with the Regional Office for Africa. 

Miss FIORI (Italy) said that as a nurse she supported what had been said by previous 
speakers on the matter. In Italy, there were too many doctors and not enough nurses. 
Italian nurses were currently involved in the preparation for the forum being organized by 
the nursing unit of the Regional Office for Europe, to be held in 1988 in Vienna. In that 

context, the aims for achieving the goal of health for all by the year 2000 were being 
studied both in training institutions and by trained health personnel. A similar initiative 
for doctors was also being studied. 

Mr MECHE (Ethiopia) thanked the Organization for its support to his country in 
developing a health manpower programme and, in particular, in training district -level 
managers. 

The international programme should support and monitor the continued training of a 

balanced supply of the types of health personnel needed by countries. Training of health 
manpower could be easy when it was well planned and funds were available. The lack of 
adequate recurrent budgetary resources for trained manpower to function properly was often a 
cause of underemployment; the draft resolution should therefore link health manpower 
development with the allocation of adequate recurrent resources. Countries should also be 
made aware of the risks of not doing so. 

Professor SZCZERВAN (Poland) said that his delegation had on many occasions in the past 
stressed the importance of health manpower development for the attainment of health for all. 
WHO, in its role as international coordinator with a great fund of expert knowledge, could 
aid should play an important part in international and national initiatives to develop the 
education, planning, distribution, specialization and utilization of health personnel. 

-76- 
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Polish health manpower development policy had already been outlined at previous Health 
Assemblies and on the whole was in line with WHO recommendations. Health manpower 

development was a classic example of the value of international cooperation, and WHO's 
programme should remain one of its highest priorities. 

He fully supported the Executive Board resolution. 

Dr SADRIZADEH (Islamic Republic of Iran) said that in order to close the gap between 
universities as producers of health manpower and ministries of health as its users, which 
caused difficulties in many countries, legislation had been passed in his country in October 
1986 to transfer matters relating to medical schools and paramedical training institutions 
from the Ministry of Higher Education to the responsibility of the Ministry of Health, which 
thus became the Ministry of Health and Medical Education. The new Ministry was expected to 
plan health programmes and manpower training on the basis of the country's real needs. Nine 
new medical schools had been established and medical student intake had been increased from 
3000 to 5000; an increasing number of medical schools were becoming involved in the health 
planning process, while responsible public health officers in the Ministry were being 
considered as potential teachers in medical schools. Preparations were being made for a 

national workshop for deans of medical schools to familiarize them with the concepts of the 

managerial process for national health development. 
To solve the problems of shortage and maldistribution of middle -level health workers, a 

new education programme for three categories of multipurpose health workers had been 
established, trainees being selected from the geographical areas in which they would be 
expected to work in the future. The same approach was being applied to the training and 
recruitment of health auxiliaries, some 10 000 of whom were already involved in running more 
than 5000 health posts. Since 1980, all medical and paramedical graduates had been required 
to serve from three to five years in underserved rural areas, as a result of which a proper 
distribution of health resources had been in part achieved. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) welcomed the proposed 
programme activities and the special emphasis given to the development of health manpower 
policies and training in management skills. His delegation had some reservations about the 
target dates set for achieving those objectives worldwide; however, a move towards changing 
attitudes and strengthening existing policies on both issues would in itself be a 

considerable achievement. There was no doubt that many countries were already facing or were 
moving towards a crisis as a result of imbalances in health manpower development and in the 
quantity, types and geographical distribution of health personnel. He had listened with 

particular interest to the comments made by the delegates of Norway and Zambia concerning 
shortages of nurses, and supported the request for particular efforts to correct those 
shortages. Research on the development of health manpower policies and plans was therefore 
all the more important and should be given the attention it deserved. 

Reference had been made to the fellowships programme and to the concern expressed about 
it in the programme budget document. It was reassuring to read the Secretariat's comments at 
the seventy -ninth session of the Executive Board;1 while much still needed to be done, 

there was at least an indication of movement which should go some way to meeting concerns 
over the programme. The new initiatives being taken by the Regional Office for Europe to 

refine the method of evaluating fellowships and establish a computerized data base on 
training facilities within the Region were to be commended to the attention of other regional 
offices. 

Like the delegate of Kuwait, he was interested in the proposed World Conference on 

Medical Education as well as the inquiry by the World Federation of Public Health 
Associations into the training of physicians throughout the world. 

Professor ORDOÑEZ (Cuba) expressed support for the WHO health manpower programme. Like 

previous speakers, he was of the opinion that appropriate training and distribution of health 
manpower resources was of vital importance; it should be analysed individually for each 
country. Shortages, over -supply or apparent over -supply, poor utilization and 
maldistribution of human resources and lack of defined professional profiles could lead to 
general confusion if the problem of human resources was not analysed in an integrated manner 
in each country. 

The socioeconomic structure of each country determined several vital matters: (1) the 

number of staff required in accordance with society's goals and the tasks it assigned to 
physicians and other health professionals; (2) the way medicine was practised; (3) the way 
public health was organized; (4) the type of medicine - preventive, curative or a 
combination of the two; (5) the system of manpower training; (6) the application of the 

1 Document ЕB79/1987/REC/2, pp. 126 -127. 
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results of scientific progress; (7) manpower financing; and (8) the definition of health 
workers' professional profiles. All those factors must be analysed for each country, bearing 
in mind the health needs of the individual, the family and the community and not merely 
supply and demand, which might mask the apparent imbalance in manpower, as was the case 

paradoxically in some countries which claimed to have an over -supply of physicians with many 
unemployed, while at the same time failing to cover the population's health needs. 

Dr GRECH (Malta) expressed his support of the programme. In regard to nursing training 

and practice, in both developing and developed countries nursing could claim to be the major 

caring profession, in close and frequent contact with the individual, the family and the 
community. Despite its major importance, however, nursing potential was not being fully or 
logically utilized. He agreed with the delegate of Norway that whatever a country's social 
and health needs might be, such a huge investment in skilled manpower must be put to the 
fullest possible use. 

The problems which had long bedevilled undergraduate medical education were well known, 
but the realities had been shirked and there had been no appreciable shift in the curricula 
of medical schools towards primary health care, largely because of the conventional attitudes 
adopted by the medical profession and politicians. The medical student was not to blame for 
having been nurtured in an environment divorced from the social problems of the world outside 
the hospitals. More job satisfaction and glamour still attached to curative medicine, career 
prospects in public health administration were limited and the commissioning of a hospital 

theatre suite or an intensive therapy unit was more newsworthy than the long -term eradication 
of measles or rubella in the community. 

It was universally accepted that inadequate training in health management and 
insufficient use of good management practices led to inefficiency in the use of resources. 
Institutes for training in health administration were often separate from schools of medicine 
and offered theoretical training without field experience or research activity. Rising costs 
in most countries had focused renewed attention on the planning, management and evaluation of 
the health services and greater emphasis was being placed on the development of proper 
training in management skills, on the role of health administrators and on greater 
cost -consciousness among doctors and nurses. 

He shared the Executive Board's concern, as expressed in the resolution adopted in the 
wake of the Acapulco Conference, at the over -supply of health workers in some countries in 
comparison with the capacity of those countries to absorb them, at a time when other 
countries were still facing shortages of many categories of health manpower. He agreed with 
other speakers who had stressed that the causes of imbalance could not be tackled in 
isolation from the attitudes of health professionals or from prevailing socioeconomic 
conditions. 

Dr EGOZ (Israel) said that the most serious manpower problem in Israel was the shortage 
of nurses, who remained in their jobs for only a few years before seeking alternative 
careers. During the past year, a strike of hospital nurses lasting for several weeks had 
caused a split in the Union of Nurses, and the hospital nurses had decided to establish their 
separate union, concentrating on selective improvement of their salaries and working 
conditions. Hе wished to make known the potentially grave implications of developments in 
Israel's nurses' unions in the hope that other Member States could avoid similar unfortunate 
experiences; such developments would only widen the gap and increase the alienation between 
hospital and community nurses and might have a damaging effect on the policy of strengthening 
primary health care, by which Israel set great store. One of its four medical schools - the 
one in Ben Gurion University, Beersheba - was unique in orienting its curriculum specifically 
towards primary health care and family medicine. 

While entirely supporting the proposed health manpower programme activities for 
1988 -1989, together with resolution ЕB79.R16, his delegation attached special importance to 
the paragraphs concerning the need to strengthen national health manpower policies and 
systems, and particularly the need to develop information systems that would form the basis 
for the formulation and implementation of such policies. 

Dr FULOP (Director, Division of Health Manpower Development) welcomed the encouragement 
and support given to the programme by all speakers in the Committee and their recognition of 
its importance. 

Many comments had been made on health manpower development not only during the 
discussion of the programme itself but also when considering programme 4 (Organization of 
health systems based on primary health care) and when discussing AIDS in the context of 
programme 13.13. That was as it should be, since health manpower development was primarily a 
support programme. The only justification for developing health manpower was to develop 
health systems based on primary health care to meet the needs of populations through 
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well -developed health systems and programmes. WHO's health manpower development programme 
had been conceived in that spirit and work on it was closely coordinated with that of all 
other programmes, particularly that for the strengthening of health services. 

The aim of the programme was to ensure that the number and types of health manpower that 
countries needed and could afford were available. That was the essence of the integrated 
health systems and manpower development concept which had been the basic philosophy of the 

programme ever since the adoption of resolution WHA29.72 in 1976. It meant that the 
planning, training and management of health personnel were carried out as a single integrated 

process, in which the health manpower plans defined the quality and quantity of the health 

manpower to be trained and, once trained in accordance with that definition, the manpower was 
monitored and the monitoring results fed back to planning and production so that any 
necessary adjustment could be made. Integrated health manpower development should entirely 
serve health systems development. That was the basis for the integrated health systems and 
health manpower development concept, on which the entire health manpower programme was based. 

The delegate of Mozambique had raised the question of priorities and emphasized the 
importance of one of the two major programme areas: the managerial process for health 
manpower development. That was indeed the first priority, since costly manpower was often 
wasted because of poor planning and management. That point had been emphasized by a number 
of speakers, including the delegate of Lesotho. Emphasis had also been placed, particularly 
by the delegates of Tonga and the United Kingdom of Great Britain and Northern Ireland, on 
health manpower planning and management to alleviate imbalances. 

The delegate of the Federal Republic of Germany, emphasizing the need for efficient use 
of health manpower, had questioned the approach to health manpower planning in States with 
federal structures. It was indeed correct for individual countries to determine the needs of 
their societies and the means of satisfying them, reconciling them with individual rights and 
choices of a particular pattern for the health system. There was no single planning method 

that could be followed by all States. The planning needs of federal States differed entirely 
from those of small island countries, for example. Neither the draft resolution before the 
Committee nor any WHO publication on health manpower planning was meant to imply any 
particular political philosophy or planning methodology. On the contrary, WHO promoted 
flexibility of methods and country -specific health manpower development. As could be seen 
from paragraphs 21 and 22 of the programme statement on programme 5, WHO strongly emphasized 
qualitative planning - the definition of the profile of the various categories of personnel 
needed - and the importance of policy analysis and policy setting, as had been stressed also 
by a number of delegates including those of Cuba and the Netherlands (in connection with 
AIDS), so as to define, as well as to plan, the main goals, priorities, directions and lines 
of action on which to base the detailed planning. 

The imbalances referred to by many delegates and considered at the Acapulco Conference, 
convened jointly by CIOMS and the Government of Mexico and co- sponsored by WHO, clearly 
resulted from errors in the planning, training and management of health personnel. It was 
well recognized that, as stated in the draft resolution before the Committee, "over- supply of 
manpower is only one manifestation of health manpower imbalances, which include discrepancies 
between, on the one hand, the quality, numbers, types, functions and distribution of health 
workers, and, on the other, a country's needs for their services and its ability to employ, 

support and maintain them ". Such ability meant that individual countries had to consider 
what manpower they needed and could afford. Reference to the same concept could be seen in 
paragraph 1 of the programme statement on health manpower in the programme budget. The new 
emphasis given to the economic aspects at the present juncture could well be understood. The 
programme envisaged an analysis of the economic consequences of various alternative 
strategies and of resource utilization and a review of the cost -effectiveness of training and 
other elements of the health manpower development process, to which a number of speakers, 
including the delegates of Botswana, Ethiopia and Togo had referred. 

The other priority area was that of health manpower training, the major emphasis being 
on the reorientation of educational programmes in line with the national strategies to 
achieve health for all through primary health care and on efforts to collaborate with 
countries suffering from a continued shortage of health manpower, in order to create the 
necessary institutions to train the manpower they needed and could afford. In connection 
with that reorientation process, the importance of which had been emphasized by the delegates 
of Botswana and Zaire, the delegate of Malawi had requested WHO's collaboration in 
establishing a competency -based, community -based and problem- oriented educational programme 
for doctors. WHO would be happy to cooperate in that effort. He drew attention to paragraph 
28 of the programme statement, which referred to the network of community- oriented 
educational institutions for health sciences. A nongovernmental organization in official 
relations with WHO had a task force that was ready to collaborate with any country or 
institution intending to orient its programme towards the health -for -all strategies through 
primary health care. 
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In its efforts to promote reorientation, WHO cooperated with various collaborating 
centres and nongovernmental organizations; prominent among the latter was the World 
Federation for Medical Education which was holding a conference and conducting an inquiry on 

training of physicians, in which the delegates of Kuwait and the United Kingdom of Great 
Britain and Northern Ireland had expressed interest. The Federation, consisting of regional 
associations for medical education, had been established with WHO's active cooperation at the 
fourth World Conference on Medical Education in Copenhagen in 1972 and had entered into 
official relations with WHO in 1974. It was carrying out a programme and strategy for world 
action in medical education, consisting of a number of activities aimed at promoting the 
reorientation of medical education programmes, and through them educational programmes for 

other categories of health workers, towards health for all through primary health care. The 
first step had been the organization of national conferences in many countries in 1986. 
Regional conferences were envisaged in the six regions in 1987 at Brazzaville, Caracas, 

Dublin, Amman, New Delhi and Manila and their reports were to be reviewed by a World 
Conference on Medical Education in 1988. The recommendations of the World Conference would 
be presented to the Executive Board in January 1989 and there would then be a follow -up phase 

during which the World Federation, its regional member associations, WHO and nongovernmental 
organizations interested would actively promote the reorientation of training programmes 

towards health for all through primary health care. 
Unfortunately, as mentioned in paragraph 15 of the programme statement, there was 

considerable resistance to change and a lack of incentives for teachers to reorient their 
programmes. The delegate of Trinidad and Tobago had rightly mentioned that there were also 
some legal constraints on change, since various legal bodies prescribing the structure of the 
programme often took a conservative line that made reorientation difficult. WHO had 
recognized that difficulty and, in 1985, had convened a Study Group on Strengthening of 
Regulatory Mechanisms for Nursing Training and Practice relating to Primary Health Care, 
whose report, entitled "Regulatory mechanisms for nursing training and practice: meeting 
primary health care needs" had been issued in 1986 as WHO Technical Report Series, No. 738. 

Copies could be made available to delegations interested. Among the Group's recommendations, 
which were in the process of implementation, was one for the drafting of guidelines; the 

draft had already been completed. A new network of WHO collaborating centres for nursing was 
also expected to have some influence in reorienting the regulatory mechanisms for health for 
all through primary health care. 

Of 36 delegates who had spoken, ten had placed special emphasis on nursing, and the 
delegate of Zimbabwe, joined by the delegates of Israel, Italy, Malta, Norway, the United 
Kingdom and Zambia, had asked whether sufficient attention was being given to the subject. 
Sufficient attention could never be paid to nursing, which WHO recognized as an all- important 
issue, nurses being the backbone of the health system in many countries and bearing the brunt 
of health systems development. In a statement entitled "Nurses lead the way ", the 
Director -General had said that if the millions of nurses in a thousand different places 
articulated the same ideas and convictions about primary health care and came together as one 
force, they could act as a power -house for change; and that WHO would certainly support 
nurses in their efforts to become agents of change in the move towards health for all. The 

activities planned in the nursing field could be seen in paragraphs 7, 28, 29, 30 and 31 of 

the programme statement. The Thirty -ninth World Health Assembly had discussed the nursing 
profession's contribution to primary health care development. The delegate of Norway had 
rightly stated that a further report on the subject had been expected in 1987. Because of 
the very heavy agenda and the discussion of the programme budget during that year, however, 
it had been decided to postpone its submission until the Forty -first World Health Assembly. 

A further category of health worker, to which the delegate of Trinidad and Tobago had 
drawn attention, was that of allied health personnel. It could be seen from paragraph 15 of 

the programme statement that an increasing number of educational programmes in medicine, 
nursing, and allied health sciences were being reoriented to reflect the health problems of 
communities. However, it must be recognized that much more had to be done with those 
important categories of health worker, and WHO was planning, among other things, to promote 
the establishment of a world body bringing together allied health workers as well as allied 
health schools. 

The delegates of China, Mexico, the Union of Soviet Socialist Republics, and the United 
Kingdom had further referred to the question of fellowships, whose importance was 
characterized by the fact that more than 90 000 fellowships had so far been awarded by WHO 
and 4000 to 5000 annually were still being provided. Great attention clearly had to be paid 
to the implementation of resolution EB71.R6 and to continuous assessment. A report on the 
question would be prepared as requested in the resolution. Success could only be achieved, 
however, with the full collaboration of Member States, since fellowships were basically 
awarded on their recommendation. 
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The delegation of Nepal had requested further support for the health learning material 
programme. The interregional health learning material programme, which had started only in 
1981, had so far attracted for countries more than US$ 5 million in extrabudgetary funds and 
there were now nine countries in which health learning material programmes were in full 
operation, eight of them already producing such material, while six others were now starting 
their programmes. Nepal should be commended on the high quality and relevance of its material 
prepared in English and Nepalese. Linguistic networks in the English, French and Portuguese 
language groups had been created and it was hoped that the Arabic language group would 
shortly join. 

All the comments of delegates would be carefully studied and fully taken into account in 
the planning and implementation of the programme. 

The CHAIRMAN invited the Committee to consider the draft resolution proposed by the 
Executive Board in resolution EB79.R16, to which amendments had been proposed by the 
delegates of the United States of America aid the Federal Republic of Germany. 

Dr RAY (Secretary) said the amendments proposed by the delegate of the United States of 

America were as follows. In the fifth preambular paragraph the words "at national level" 
should be replaced by "by Member States ". In operative paragraph 2(1), the word "national" 
should be deleted. In operative paragraph 2(2), the word "national" should be replaced by 
"country- specific ". In operative paragraph 2(3) the words "or, as appropriate, encourage 
reorientation of" should be inserted following "to reorient ". In operative paragraph 2(6) 
the words "and appropriate" should be inserted after "where necessary ". The delegate of the 
Federal Republic of Germany had proposed deletion of the word "national" in operative 
paragraphs 2(б) and 3(1). In operative paragraph 3(3) the words "and organizations" should 
be inserted after "international agencies ". 

Those amendments were approved. 

The draft resolution, as amended, was approved.1 

GENERAL POLICY MATTERS: Item 18.1 of the Agenda (Documents PB/88 -89 and EB79 /1987 /REС /1, 

Part I, resolution EB79.R7, and Part II, Chapter I) (continued from the second meeting, 
page 24) 

The CHAIRMAN invited the Committee to consider the draft resolution on management of 

WHO's resources recommended by the Executive Board in resolution EB79.R7. 

The draft resolution recommended by the Executive Board in resolution EВ79.R7 was 
approved.2 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕB79 /1987 /REC /1, 
Part II, Chapter II) (resumed) 

CONSIDERATION OF A DRAFT RESOLUTION 

Caribbean cooperation in health 

The CHAIRMAN drew the Committee's attention to the following draft resolution proposed 
by the delegations of Barbados, Cuba, El Salvador, Grenada, Guyana, Honduras, India, Jamaica, 

Mexico, Nicaragua, Panama, Saint Christopher and Nevis, Suriname, Trinidad and Tobago, United 
States of America, and Venezuela: 

The Fortieth World Health Assembly, 
Recognizing the long tradition of subregional cooperation in the English -speaking 

Caribbean; 
Sensitive to the current threat and/or danger of deterioration of environmental 

conditions aid health services of the countries of this subregion as a result of their 
economic constraints, and to the measures which must be taken to deal with them; 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WНA40.14. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WНA40.15. 
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Having heard the presentation on the Caribbean Cooperation in Health initiative 
which gives another opportunity for the Caribbean countries to work cooperatively to 
strengthen further their health systems and improve the health of the people through a 

focused approach; 

1. CONGRATULATES the countries of the subregion on their continuing efforts to work 
cooperatively towards strengthening their health systems and address some of the most 
important of their environmental problems; 

2. URGES Member States and the international organizations to support the Caribbean 
Cooperation in Health initiative; 

3. REQUESTS the Director -General to assist the WHO Regional Office for the Americas 
and the Caribbean Community in mobilizing from potential donors such financial and 
technical resources as may facilitate the optimum development of the Caribbean 
Cooperation in Health. 

Mr SIMMONS (Barbados), introducing the draft resolution, said it followed on from the 
presentation of the "Caribbean cooperation in health" initiative at the sixth plenary meeting 
by the Minister of Health of Jamaica. An explanatory booklet and other relevant information 
were available on the subject and had, he believed, been distributed to delegates. 

Dr НOSEIN (Trinidad and Tobago), endorsing the draft resolution, said that the 

initiative demonstrated the degree of unity that existed among the Members, and especially 
the English -speaking Members, of the Caribbean region. It could be recommended to other 
regions and subregions. The countries involved were making independent efforts to raise 
funds for it with the cooperation of the Regional Director for the Americas, whose idea it 

had originally been and for whose assistance in the project he was extremely grateful. The 
priority areas were designed to support the concept of primary health care and to strengthen 
health delivery systems, both of which, as stressed throughout the debates at the Health 
Assembly, were of primary importance in solving the many health problems facing the world. 

Dr BOWEN- WRIGHT (Jamaica) joined the other Caribbean States in supporting the draft 
resolution. The Minister of Health of Jamaica, in his presentation at the sixth plenary 
meeting, had referred to the historical and cultural links between the Caribbean countries, 
the similar health problems they faced and their known tradition of cooperation in areas 
other than health. Singly, the efforts of individual States in the subregion might be 
insignificant, but when united they could be formidable. Similarly, the assistance sought by 
one, perhaps tiny, country of the group could be too small for donor agencies to handle 
cost -effectively; larger, pooled projects were easier to implement. "Caribbean cooperation 
in health" had been born from such experiences and from the positive results of other 
collaborative initiatives in areas such as trade. It was hoped that sister nations as well 
as WHO and other agencies would encourage and endorse that collective effort. The health 
problems common to the Member States of the English -speaking Caribbean might appear small 
when viewed at national level, where populations could be as little as 15 000, but assumed 
their proper significance when their joint population of 6 million was considered. 

Dr BLACKMAN (Guyana) said that the initiative was a further example of the importance 
which the individual Member States of the English -speaking Caribbean placed on cooperation to 
attain health for all by the year 2000. It promoted an exchange of experiences and resources 
among several countries in order to solve common problems through a primary health care 
approach. He urged support for the draft resolution. 

Mr WILLIAMS (Grenada), noting that the draft resolution was of great importance to the 
subregion, said he endorsed the statement made by the delegate of Barbados. 

Dr KNOUSS (Deputy Director, Regional Office for the Americas) expressed thanks on behalf 
of the Regional Director for all the statements made privately in support of "Caribbean 
cooperation in health" and for the comments made during the discussion. Development of the 
initiative had indeed been a joint effort of the governments concerned, PAl0 /WHO and 
CARICOM. It had received strong support from the Conference of Ministers responsible for 
health and the Conference of Caribbean Heads of Governments, which had both adopted and 
endorsed the plan, as well as from the Regional Committee for the Americas by its adoption of 
resolution XI at the XXII Pan American Sanitary Conference in 1986. At the international 
level, the initiative was being presented to the financial institutions (the Caribbean Group 
for Cooperation in Economic Development, the Inter -American Development Bank and the 
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Caribbean Development Bank), to multilateral agencies (including those within the United 
Nations system), to bilateral agencies and to nongovernmental organizations, particularly 
foundations. Furthermore, it might well lead to more structured collaboration between 
English -speaking and French -speaking Caribbean countries. The title "Caribbean cooperation 
in health" had been carefully chosen to underline the fact that the plan had arisen from a 
genuine tradition of subregional collaboration that had existed for many years within the 
Caribbean community and was at present being continued and strengthened in the area of 
health. It was an expression of the policies that had long been promoted by WHO; it was not 

only a desirable approach but a necessity for the peoples of the Caribbean. He expressed 
PAHO's gratitude to the governments of the English- speaking Caribbean for the development of 

the initiative. 

The draft resolution was approved. - 

Health system infrastructure (Appropriation Section 2; Documents РВ/88 -89, pages 67 -104 and 
EB79 /1987 /REC /1, Part II, Chapter II, paragraphs 22 -32) (resumed) 

Public information and education for health (programme 6) 

Professor FORGÁCS (representative of the Executive Board) said that the Board welcomed 
the increased attention paid by the programme to the health education of children and young 

people. More effective use of the media to convey priority health messages, including those 
related to life- styles and healthy behaviour, would inter alia promote awareness of WHO's 
role in international health work and enhance the Organization's public image. 

Professor WESTERHOLM (Sweden) said that during the current Health Assembly there had 
been many references to the fortieth anniversary of WHO in 1988, which also coincided with 
the tenth anniversary of the Alma -Ata Conference on Primary Health Care. She agreed with the 
Director -General and many delegates that the fortieth anniversary should be used to boost all 
that WHO stood for. She proposed to submit a draft resolution on the subject to be 

considered at a later stage. 

V 

Dr RAKCEEV (Union of Soviet Socialist Republics) said that the importance of the 

programme for the Global Strategy for Health for All by the Year 2000 lay in its emphasis on 
the preventive approach and its involvement of the population at large in health measures 
forming part of national health -for -all strategies. The programme statement rightly 
underlined the importance of promoting information on health and healthy life -styles among 
children and young people, the section of the population that would reach maturity in the 
year 2000. The programme was also useful in that it emphasized the need to instil into each 
individual a sense of responsibility for his own health and the health of his family and of 
the community at large. The new and complex tasks the programme involved would require 
methods of work to be improved and updated and a wide use to be made of the mass media to 
promote awareness of health matters and the concept of health for all. Indicators of the 
effectiveness of health education and methods of assessing it were also important. 
Considerable efforts had been made recently in the European Region to strengthen and 
intensify national efforts to introduce healthy life -styles. When the first positive results 
of those endeavours were available, the Region would no doubt be able to pass on its 

experience to others. 
He endorsed the proposal of the delegate of Sweden to use the fortieth anniversary of 

the Organization and the tenth anniversary of the Declaration of Alma -Ata to increase 
awareness of WHO's aims and purposes; it would be particularly useful to do so among those 
working in governments and national and international organizations as well as among the 
general public. 

The programme statement envisaged certain measures in which the Soviet medical community 
would be very interested to take an active part. The mass media had an important 
contribution to make to introducing healthy life-styles, particularly among young people and 
adolescents. Leading personalities in the field of art and culture could, in particular, 
make a very effective contribution to that effort. 

From the financial point of view, the programme represented 2.3% of the regular budget, 
a relatively inconsiderable amount in comparison with the enormous benefits it could bring. 
By strengthening health and preventing disease, a considerable proportion of the funds being 
used to combat diseases generated by harmful behaviour aid unhealthy life -styles could be 
released in the future. 

- Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WНA40.16. 
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Dr HAPSARA (Indonesia) said that public information and education for health were very 
important if countries were to achieve self -reliance in their health development. Community 
involvement was an essential prerequisite for the success of health -for -all strategies. It 

would become even more important in future to describe the essence of health and health 
development and to clarify the various operational activities undertaken in line with the 
strategies. The previous week's discussions in plenary and in the committees had emphasized 
the need to accelerate WHO's efforts in the field of information and education for health. 
UNICEF was also playing a welcome role in that respect. 

His delegation considered it essential to take short -term action to modify the behaviour 
of individuals and the policies of health organizations; in that connection, the celebration 
of the fortieth anniversary of WHO and the tenth anniversary of the primary health care 
strategy could help to increase public awareness of health developments. His delegation 
supported the programme under discussion, but stressed that national programmes must be 
adapted to the cultural values, norms and beliefs of the country concerned. The involvement 
of decision -makers and experts in social behaviour and policy, economics and public health 
was most important, and it was essential that the programme should be implemented in a 

systematic and businesslike manner. 

Dr VISHWAКARMA (India) said that information and mass education activities formed an 
important part of any health programme. In his country, health campaigns were carried out by 
the media and education units of the various states and territories and by the Ministry of 
Information and Broadcasting. Activities were coordinated and monitored by a mass education 
and media division, which also dealt with policy- making and preparation of guidelines. The 
campaigns had brought about a more favourable attitude to such subjects as family planning 
and positive health. The new communication guidelines primarily centred on the country's 

commitments for the year 2000 and beyond. It was recognized that for the attainment of those 
goals, particular attention would have to be given to the condition of women and children. A 

mass mailing unit served opinion leaders throughout the country, and had done valuable work, 
providing effective support to the mass education programme through the production and 
dissemination of journals on specific diseases, pamphlets and transcripts of major speeches, 
as well as the production of conference documents. 

Although the budget allocation for the programme under discussion was not large, his 
delegation wished to express its support for all the proposed activities. 

Dr NOBRE LEITE (Cape Verde) expressed his delegation's support for the programme under 
discussion, since such activities, adapted to the socioeconomic and cultural conditions of 
the country concerned, were essential for the achievement of health for all. However, the 
results to date had not been encouraging: fundamental problems such as illiteracy and 
cultural factors had prevented participation of the population. Certain failures to involve 
the people in the planning of primary health care activities were attributable to health 
professionals' inability to put over information. Another difficulty encountered was that of 
visiting experts' attempting to impose their own solutions without knowledge of the social 
and cultural situation, without entering into any sort of dialogue, and sometimes even 
without consulting the nationals responsible. 

Dr BATCHVAROVA (Bulgaria) said that the information and education programme was 
extremely important in the context of the health -for -all strategy and the current AIDS 
problem. It was not sufficient to integrate information campaigns into primary health care 
activities; intersectoral cooperation was vital as well. In her country, the Ministry of 

Public Health worked with the Ministry of Education, people's organizations and the media to 
plan and implement programmes of education for health. It was not easy to encourage people 
to change their behaviour, even when it was harmful to their health, and her delegation hoped 
that WHO would provide more manuals and other literature in that field. 

Her delegation supported the Swedish proposal regarding a draft resolution on the 
fortieth anniversary of WHO and the tenth anniversary of the Declaration of Alma -Ata. 

Dr MALIK (Pakistan) said that, in his country, health education and information was 
provided by both federal and provincial authorities. The Federal Ministry of Health employed 
a trained health education adviser, who was responsible for the formulation of national 
health education policies, the coordination of international aid, the use of the media to 
strengthen provincial programmes and the organization of health education training. 

His country's national plan, prepared in collaboration with WHO, had as its main 
objectives the integration of education for health into local health services, the expansion 
of health education units to the district level, the training of workers in health education, 
increased use of the mass media and production and distribution of training material, as well 
as research projects on health knowledge, attitudes and practices. Each province had a 
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health education unit, and divisional units were currently being established. Education for 
health and primary health care principles were included in the curriculum of student 
physicians and nurses, local health volunteers, medical technicians and schoolteachers. WHO 
consultants had helped to draw up the curriculum for the college of community medicine in 
Lahore. 

In the last three years, his Government had spent more than 50 million rupees on 
education for health and had succeeded in increasing public awareness in such areas as 
immunization and the health hazards of cigarette -smoking. The existing health information 
system covered health data, collected from both out-patients and in- patients, and management 
information, primarily consisting of data on supplies and staff. However, the system was not 
capable of monitoring the impact of the health services since the data were updated only once 
a month. Efforts were being made to improve information collection; 

information systems in primary health care had been prepared and were 
field trials. 

His delegation supported the proposed budget allocations for the 
discussion. 

operation manuals on 
currently undergoing 

programme under 

Dr VALLEJO (Peru) endorsed the support expressed by previous speakers for the proposed 
budget allocations for the programme on public information and education for health. 

The sustained community participation necessary for success in primary health care would 
not develop by itself, but had to be encouraged by various means. The mere provision of 
information was not enough; it must be accompanied by a social analysis of the community 
which would identify the determinants of individual and group behaviour, including that of 

health professionals. 
Despite its long experience in community participation, his country was experiencing 

some difficulties in promoting primary health care as the main strategy for extending health 
service coverage and achieving real community involvement. It could not rely on the media, 
since many rural areas had no electricity supply and the country's linguistic diversity made 
many of the normal educational methods unworkable. In his opinion, community participation 
called for a new focus by WHO, in its cooperation with Member States, on the reorientation of 

health services towards primary health care. 

Dr HELLBERG (Director, Division of Public Information aid Education for Health) said 
that in its efforts to give more attention to children's and young people's health WHO had 
established contacts with international and national youth organizations. In an attempt to 
improve the disappointing results in education for health, the Organization was placing 
increasing emphasis on the measurement and evaluation of the results of programmes in that 
area 

The meeting of the UNICEF /WHO Joint Committee on Health Policy in January 1987 had led 
to the establishment of a joint working group on information, education and communication in 
an attempt to increase the impact of the activities of the two organizations at country level. 

Many speakers had referred to the problem of social, cultural and linguistic differences 
within countries preventing information from reaching all groups. For instance, it had been 
shown that, in industrialized countries, warnings about the dangers of cigarette -smoking had 
only reached the higher social groups. There was clearly something wrong with the current 
information methods; that, once again, underlined the need for measurement and assessment of 
activities. 

The real increase in budgetary allocations for the programme, amounting to almost 10 %, 
shown in the budget tables and the transfer of the Division to the Director -General's Office 
showed the high priority accorded to that area. Similar restructuring was under way at the 
regional and national levels. 

The public awareness of the AIDS tragedy might be utilized to benefit WHO's information 
and education activities. 

Health science and technology - health promotion and care (Appropriation Section 3; 
Documents PВ/88 -89, pages 105 -194; ЕB79 /1987 /REC /1, Part II, Chapter II, paragraphs 33 -52; 
А40 /INF.DOC. /1; and А40 /INF.DOC. /2). 

Research promotion and development (programme 7) 

Professor FORGÁCS (representative of the Executive Board) said that there was still a 

serious lack of research capacity in many developing countries. The Board therefore 
emphasized the importance of activities to strengthen national institutions under the 
programme and considered that the global health research strategy would provide useful 
guidance to Member States in developing national research programmes to support health for 
all strategies. 

The meeting rose at 16h30. 
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Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

1. FIRST REPORT OF COMMITTEE A (Document А40 /30) 

Mrs AL- GHAZALI (Oman), Rapporteur, read out the draft first report of the Committee. 

The report was adopted (see document WHA40 /1987 /REC /2). 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and Е879 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and EВ79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

Health science and technology - health promotion and care (Appropriation Section 3; 

Documents РВ/88 -89, pages 105 -194; EB79 /1987 /REC /l, Part II, Chapter II, paragraphs 33 -52; 

A40 /INF.DOC. /1; and A40 /INF.DOC. /2) (continued) 

Research promotion and development (programme 7) (continued) 

Dr KLIVAROVÁ (Czechoslovakia) supported the programme on research promotion and 
development. It was necessary to develop research at the national level, to establish 
research centres and institutes, and to designate WHO collaborating centres. The 

coordination of research should begin at the national level and be continued at the regional 
level. 

New discoveries led to new research, the quantity of which was increasing exponentially, 
and it was not possible for a single small country to conduct all the necessary health 
research at the required level. It was therefore necessary to establish regional research 
programmes, regular consultations and meetings. The delegation of Czechoslovakia greatly 
valued the activities of the European Region's Advisory Committee on Health Research, which 
was concentrating on the formulation of research projects on the 38 European targets for 
achieving health for all by the year 2000. The Scientific Council of the Ministry of Health 
of the Czechoslovak Socialist Republic had analysed those targets and agreed with them. It 

realized, however, that reaching them depended not only on political will but also on the 
adoption of a new approach by scientists. For that purpose, in the European Region, use 
could be made of the scientific potential of the Member States to coordinate research, for 
example, in the programmes on cardiovascular diseases and chemical safety. At the global 
level, the six regional offices should communicate their research programmes to one another 
aid thus make it possible for the Member States of the various regions to become acquainted 
with them and avoid duplication. 

It was essential that each WHO programme should have a research component. But, as the 

funds allocated to programme 7 were not large, maximum use should be made of the research 
potential of Member States, and the scientific community should be involved in the most 
important tasks of preserving and improving the health status of the population. 

Dr YOUNG (United States of America), noting that the conquest of disease would depend on 
fundamental research and its application to serve mankind, cited the cooperation between 
France and the United States of America on AIDS as one example of how the world depended on 
scientists from many countries. Just as disease knew no international borders, so research 
knew none. 

-86- 
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The United States' commitment to biomedical research in general and research on AIDS in 
particular had been increased. In 1987 the hundredth anniversary of the National Institutes 
of Health was being celebrated, not to seek praise but to demonstrate how research helped all 
mankind. The United States looked forward to continuing to share its research results 

freely. He referred particularly to those in the field of molecular genetics and their 

contribution to biotechnology. 

The United States was pleased to cooperate with the Advisory Committee on Health 

Research and fully supported the programme under discussion. 

Dr MELКAS (Finland), recalling the challenges Finland had faced when developing its 

health care system, emphasized the need for a reorientation of research policy to the 

Strategy for Health for All. When Finland's national health insurance system had been 

introduced, a research component had been built into it to assess morbidity and health 

services use nationwide. That had revealed severe defects in the structure of the health 

care system and had led, in 1972, to a reform in which primary health care had been given 

priority. As far as national research policy was concerned priority was given to public 
health research activities: epidemiological research on the causes of chronic 
noncommunicable diseases, on life -styles conducive to health, on environmental health risks 

and on health care systems. Finland's research policy had thus been much in line with WHO 
recommendations. The yield of that research had formed the basis of the national 

health -for -all programme, which had been published in December 1986. 

Research was urgently needed on means of ensuring equity in health matters. Both 

general theoretical knowledge and information for adequately analysing the national health 

situation were lacking. Consequently, the Finnish authorities were worried that their 

programme might fail to achieve the goal of health for all. 
With collaboration from the regional advisory committees on health research WHO had 

prepared strategies to improve the application and expansion of knowledge for the achievement 
of health for all in Member States. That presupposed multidisciplinary health -related 
research not only for the expansion of health care but for its progress through a system of 
evaluation. 

The Director -General had spoken of a new paradigm for health. The acceptance of new 
paradigms had always been difficult for the scientific community. Nevertheless, the 
reorientation of research policies in the spirit of health for all was essential if Member 

States were to reach that goal. 
The delegation of Finland fully supported the research promotion and development 

programme. 

Professor ВORGOÑO (Chile) said that the promotion and development of research was an 

essential part of progress in public health and particularly in achieving the goal of health 
for all by the year 2000. The programme therefore deserved the fullest support. 

He joined with the delegate of Czechoslovakia in stressing the importance of national 
research programmes. Chile had established the relevant research institutions and had five 

WHO collaborating centres. 
The long- standing research programme in the Region of the Americas was not only 

supporting Member States in their own activities but, through collaborative studies, was 

fostering exchange of experience and joint effort in solving common problems. The advisory 
committees on health research had been able to help the Organization to establish its 
research policy and to coordinate research activities. That was important, since most of the 

WHO funds were devoted to specific technical programmes of which research formed a 
component. Obviously the research activities of each programme had to be coordinated on a 

general policy basis, not just globally but also regionally and in each Member State. In 

completing that task the Organization should receive full support from the Health Assembly. 

Dr RAКCEEV (Union of Soviet Socialist Republics) said that the provision of solid 

scientific hases for WHO activities was the best guarantee of success: research promotion 

and development was therefore and would remain one of the highest priorities of the 

Organization. As shown in paragraph 41 of the Introduction to document PB/88 -89, the funds 

allocated to research activities under all programmes represented some 14% of all the 

financial resources available to WHO for 1988 -1989. Analysis of the data given in the table 

on page 473 of the same document showed that a considerable proportion of those funds - some 

93% - came from other sources and only 7% from the regular budget. Thus, a most important 
part of the work of the Organization was financed essentially from extrabudgetary resources. 
Such a situation was surprising, and the delegation of the USSR believed that it was very 

important for WHO, irrespective of the sources of financing, to remain independent in taking 
decisions about the development of particular parts of programme activities, including 

research. 
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The delegation of the USSR regretted the fact that the total number of planned meetings 
of expert committees and scientific groups was being reduced, as compared with 1936 -1987, 
from 40 to 30, since such groups provided an important and extremely effective means of 
taking account of the views of scientists, and therefore of developing research. It was 

therefore necessary to look for ways of maintaining or even expanding the level of such 

activities and not to reduce them. 
As the delegate of Czechoslovakia had stated, in the European Region, with its 38 

regional targets, much was being done to promote research and provide a scientific foundation 

for the attainment of those targets. The document prepared in the European Region on the 

development of related research was of great importance. The document had been prepared over 

a period of two years and contained important conclusions. It would be discussed at the 

forthcoming thirty -seventh session of the Regional Committee for Europe and could be useful 

and of interest for research development in the Organization as a whole. 

Dr LIU Hailin (China) said that the delegation of China approved the content of the 

research promotion and development programme and the achievements of the Advisory Committee 

on Health Research. The programme should help developing countries to promote their own 
research activities and strengthen their capabilities to help solve problems of a global 

nature such as AIDS and coronary diseases. 
The delegation of China was happy to note from the report of the Executive Board 

(document ЕB79 /1987 /REС /1, Part II, Chapter II) the achievements that had resulted from 
scientific research. It suggested that the report should mention the desirability of giving 

more help to the developing countries in that domain. 

The delegation of China hoped that support would continue for the WHO collaborating 
centres. WHO had organized two training courses in China and one on standard methodology. 
It was hoped that such activities in China would continue so as to intensify the work of the 
collaborating centres. 

Dr CABRAL (Mozambique) approved the programme. He stressed that in view of the 

difficulties developing countries faced in increasing their research capabilities they would 
need long -term support. 

He referred to paragraph 8 of the programme statement in document РВ/88 -89 aid expressed 
some doubt that the cooperation envisaged at country level could be achieved in view of the 
budgetary constraints facing the Organization. Referring to the statement on global and 
interregional research activities in the same document (pages 471 -473), which appeared to 
indicate that four programmes were to absorb 96% of the total regular and extrabudgetary 

provisions, he asked where the support for Member States who wished to develop research 
capabilities in other areas would come from. 

A solution might be for WHO to encourage bilateral arrangements between developed and 
developing countries to supplement its own resources. A partnership of that kind would be a 
good example of technical cooperation among developing countries and of cooperation between 

North and South. WHO representatives should play a more active role in helping the national 
health authorities to identify needs and priorities before extrabudgetary resources could be 

sought. In that way WHO, in spite of its budgetary constraints, would be helping countries 
to overcome theirs in strengthening their research capabilities. 

Dr QUIJANO (Mexico) said that an important role of WHO was to convince all Member 

States, especially the poor ones, that even modest levels of research could produce positive 
results and a general improvement of the conditions for protecting health. Clinical research 
was just as worthwhile as genetic research. WHO should conduct a campaign to encourage 
countries to undertake clinical research at a modest level in connection with primary health 
care. 

Dr VISHWAКARMA (India) said that it was well recognized that research was essential for 

the success of any programme, including health programmes. Acceptance of the philosophy of 
health for all required the selection of priority areas, research, improved research 

capability and the attainment of self -reliance. 

In India, as a matter of policy, efforts were being made to intensify operational 
research activities in order to improve the various programmes. The Indian Council of 
Medical Research had defined priority areas for research in communicable diseases, nutrition, 
fertility control, environmental aspects and drugs. Specific areas in which research 
activities had been launched included the immunodiagnosis and immunotherapy of diseases such 

as leprosy, tuberculosis and viral hepatitis, AIDS, contraceptive vaccines, evaluation of the 
efficacy of traditional remedies and basic research on cell biology and genetics. 
Operational research on the delivery of nutrition services to the community had also been 
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undertaken and indicators were being determined for nutrition surveillance at primary health 
care level. 

In relation to programme 6 (Public information and education for health), he said that a 
central health education bureau and state health education bureaus had been established in 
India, which coordinated their activities and cooperated with the media, other government 
departments and nongovernmental organizations and agencies. 

Dr SADRIZADEH (Islamic Republic of Iran) said that while the developing countries were 
still suffering from so- called "diseases of deficiency ", namely infectious diseases, 
parasitic diseases and malnutrition, which called for the development of health systems 

research, most of them lacked crucial resources in health research. 
Bearing in mind that health systems research played a major role in facilitating the 

implementation of health -for -all strategies, WHO should continue to support Member States in 
the formulation of national health research policies, strategies and plans for action 
commensurate with their actual needs. Unfortunately, it often happened that research 
institutions and workers were conducting research that was not in line with the priority 

needs of the countries concerned and the results of which were rarely utilized. 
In order to close the gap between research institutions as the bodies responsible for 

research, and ministries of health as the main utilizers of health research results, the 
decision - makers should be familiarized with the concepts of health research and the problems 
it would solve, while research workers should be trained in research methodology and 
management, so as to be able to provide the right answers to the questions raised by the 
health sector. 

Mr GHACHEM (Tunisia) said that the budgetary allocations to programmes 6 and 7 were not 
adequate. He stressed the importance of public information and education for health in the 

achievement of the Strategy for Health for All. WHO was taking an increasing interest in 
that field, and he paid tribute to the efforts of both WHO and UNICEF, particularly with 
regard to integrating health education in schools and in teacher training curricula; but the 
concepts of education and information communication techniques should be introduced in the 
training of physicians who would be called upon to put health education into practice. The 

social sciences in general were still not given due prominence in such training. 
WHO's role in research promotion and development was also particularly important since 

in the economic crisis developing countries, which could not fulfil all their health needs, 
relegated research to a secondary role; in general, research did not produce immediate 
results, and political decision- makers tended to favour more immediate health matters. 

Professor LAFONTAINE (Belgium) said that the medical profession seemed too much inclined 
to concern itself with very learned and intelligent matters rather than being 
standard -bearers for the message of health. He agreed that there was an urgent need for 
practical applied research, as the AIDS epidemic showed, but basic research must not be 
forgotten. Research that did not give immediate results but might open the way to new ideas 
and new solutions in 20 years' time was essential and must be given due prominence in 
conjunction with applied research. Due attention should also be paid to epidemiological 
research. Moreover, so far as basic research was concerned, it should not, as too frequently 
happened, be restricted by financial considerations. 

Mr MECHE (Ethiopia) said that research promotion and development was a significant area 
which deserved support. It was of particular importance to the developing countries whose 
problems in that field were immense. He emphasized the need for the training of qualified 
personnel in research methodology and the use of other tools that could help health workers 
to carry out applied research as part of their service. To that end, the Ethiopian Ministry 
of Health had taken steps to strengthen its national health research centre and had 
established a unit to coordinate health research systems. It had also set up a national 
research committee, the role of which was to advise the Minister of Health on all aspects of 
research. He thanked WHO for its support. 

Dr GRECН (Malta) said that a number of speakers had referred to the many gaps in 
knowledge and in measures to achieve health goals and to reduce health inequalities. In 

particular, there was a need for further study of the influence of life -styles on health and 
of the factors producing changes in behaviour patterns. Moreover, practical measures had to 
be devised to make the health services more accessible to a wider section of the population 
for the provision of simple and basic technology. It was impossible to overstate the vital 
importance of research in support of those health objectives and WHO should maintain its 
catalytic role in that connection. The European Region's Advisory Committee on Health 
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Research had developed a research action plan focused on the regional strategy in an attempt 
to determine the shortest path to each health -for -all target. Having progressed thus far, no 

effort should be spared in mobilizing the scientific community in order to accelerate that 
process. 

Professor SZCZERBAÑ (Poland) said that research had never been a very spectacular 
activity. It was tedious and expensive and its results were not always easy to implement; 
but it was of fundamental strategic significance and, at the present time, when health 
strategy was being reoriented, every attempt by WHO to create a firm scientific basis for 
that enterprise should be welcomed. The delegation of Poland supported the WHO research 
development programmes, especially those oriented towards primary health care. 

The DEPUTY DIRECTOR -GENERAL, summing up the discussion, said there was no doubt that 
research was an indispensable component of the work of WHO, as was indicated in its 
Constitution. The Health Assembly, as well as the Executive Board and the regional 
committees, had always attached considerable importance to research and had regularly 
reviewed the Organization's capabilities and activities in that area. However, gaps in 
knowledge still existed, as well as a variety of strengths and weaknesses in the research and 
development activities related to health problems being carried out, especially in developing 
countries. 

Health problems, particularly in the developing countries, were very severe, as had been 
shown by many of the statements made at the current Health Assembly, and research and 
development would be required to solve them. Research and development needed to cover a wide 
spectrum, ranging from laboratory work to seek improved diagnostic and preventive technology 
to field work, such as epidemiology to seek better means of achieving population -based health 
improvement in the actual conditions of developing countries. 

WHO had in recent years placed much emphasis on research, but there was also a great 
need for Member States to establish and support their own research policies and activities. 
A great deal of collaboration across international boundaries was still needed and the 
rewards of such joint action had in many cases been found to be extremely important even 
though inputs were minimal. He cited the Special Programmes for Research and Training in 
Tropical Diseases, on Research, Development and Research Training in Human Reproduction and 
on AIDS to show what could be achieved within a relatively short time when research 
activities were expanded across national boundaries. He also mentioned WHO's regional 
advisory committees on health research. There again, there were areas of strength and 
weakness, some regional advisory committees being very strong while others still needed a 

great deal of support. He also mentioned the need for the ministries of health of Member 
States to be involved in certain research programmes and to initiate research activities, 
such as epidemiology, and operational research, such as health systems research. 

Undoubtedly much had been achieved in recent years. The contribution of the so- called 
new biology to improved health care had been considered by the Global Advisory Committee on 
Health Research to be remarkable, especially over the last three decades, and its potential 
over the next 50 years was felt to be enormous. Far -reaching and unique applications had 
also resulted from research in molecular biology, the recombinant DNA techniques, immunology 
and the uses of monoclonal antibodies, virus -induced cancers, oncogens, growth factors and 
neurobiology, including the role of neurotransmitters and neuromodulators in health and 
disease. 

Although the importance of transfer of technology had frequently been emphasized, little 
had been done, possibly because of countries' many varying needs. The developed countries 
were using very advanced technology, but there had been very little transfer of the 
technology that was of the utmost importance to the developing countries. As long ago as 
1967, the Executive Board had decided that the subject of the Technical Discussions at the 
Twenty- second World Health Assembly in 1969 should be the application of evolving technology 
to meet the health needs of people everywhere (resolutions EB40.R15 and EB42.R10). The 
health needs of the developed, the newly industrialized and the developing countries varied a 

great deal. Much still remained to be done to meet the health needs of the developing 
countries. 

The results that could be obtained from the application of the behavioural sciences, to 

which only tangential reference had been made in many interventions, and the modification of 
people's behaviour in relation to health promotion were of great importance. However, the 
scale of the total effort was small by comparison with the magnitude of the problems in the 
developing countries, and disproportionately larger sums were being invested in the health 
programmes of the developed countries. The capacity of the developing countries' scientists 
and institutions to conduct and utilize health research and development was relatively 
limited and was increasing only very slowly. He did not himself think that WHO could do more 
than it was now doing in supporting research, in view of the tremendous financial constraints 
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it was facing, but there was no doubt that research was one of the areas that should be 
internationally recognized as requiring greater cooperation between countries. 

WHO had given a great deal of support to such research training, which formed a 

component of most of its programmes. 
Finally, he reiterated his earlier statement that Member States must support national 

research, not only in financial and moral terms, but by structuring their research 
programmes, identifying research priorities and encouraging their scientists to form national 
research councils, such as those in the United Kingdom of Great Britain and Northern Ireland, 
the United States of America, and many other developed countries, where all the available 
resources of universities, institutions and health ministries were being used. 

Dr ABDELMOUMÉNE (Office of Research Promotion and Development) thanked the delegates for 

their valuable comments and suggestions. He would group them into four main categories, the 

first of which was research coordination. All delegates were aware of the difficulties 
involved in coordination; they could not be avoided even by an international organization. 
Coordination might be further divided into two components: research and development policy 
for each of the Organization's specific programmes, and implementation and execution. The 
basic problem in elaborating policy was that of relevance to the main objective of the 

Organization, namely, health for all: it was necessary to define priorities in relation to 

the health -for -all strategy according to the directives of the Health Assembly, the Executive 
Board and the regional committees. It was at that level that the allocation of resources to 

various activities determined the bases of coordination. He stressed the crucial part played 
also by the Organization's consultative structure in the field of research, in particular the 

system of advisory committees on health research. That system constituted an outstanding 
tool, since it had been decentralized and now existed at global and regional level, and at 

national level in the form of health research councils; national health research councils, 
although not yet set up or fully operational in all countries, nevertheless played a vital 
part in the machinery of coordination. As for the second component of coordination - 
implementation and execution - each of the Organization's programmes contained a research 
component and a specialized scientific advisory structure responsible for coordination, which 
began with an exchange of information and subsequently led to interaction between the various 
complementary programmes. Thus, the integration of research activities was directed towards 
health for all by the year 2000. 

Various delegations, including those of Czechoslovakia and the United States of America, 
had given examples of the beneficial effects of the partnership with WHO in their 
operations; he agreed fully with those statements. 

The second category of questions, raised by the delegates of Mozambique and the Union of 

Soviet Socialist Republics, concerned allocation of resources. That matter had already been 
discussed many times; the Director -General had dealt with it at the Executive Board; the 
Deputy Director -General had also touched on it. He would therefore merely say that whatever 
the origin of the funds allocated to the special programmes, those programmes were directed 
towards the problems of the developing countries and were in conformity with the 

Organization's general policies and programme of work. Hence, concern about coordination and 
evaluation should address the functional aspect of the mechanisms concerned rather than the 
strictly financial aspect. The delegate of Mozambique had mentioned the difficulties of 

developing countries and the lack of resources; as could be seen from the table on page 108 

of document РВ/88 -89, in addition to specific programmes, including the special programmes, 
funds were allocated at country, regional and global level under the research promotion and 
development programme as such, totalling some US$ 12 million, for the solution of problems 
arising in countries and to help create research infrastructure in the developing countries. 

The third category of questions, specifically one by the delegate of China, related to 

the research infrastructure. He fully agreed with the concern expressed, and the 
Organization's efforts were particularly intense within the Special Programme for Research 
and Training in Tropical Diseases, the Special Programme of Research, Development and 
Research Training in Human Reproduction, and the diarrhoeal diseases and other special 
programmes. Other global programmes contributed to training through research training 
grants. An average of more than US$ 3 million a year had been allocated over the past 9 -10 
years to that type of training which, as one delegate had said, was the best token of faith 
in the future, since it constituted a medium- and long -term undertaking. 

The importance of the WHO collaborating centres as a mechanism for international 
scientific and technical exchange and cooperation in research had often been stressed. To be 

designated as a WHO collaborating centre had originally been the preserve of the most 
sophisticated and advanced research facilities and institutes, but efforts had been made to 
strengthen research institutes in developing countries, so that the number being designated 
as collaborating centres was increasing. 
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Replying to the comments of the delegate of Belgium and other speakers on basic and 
applied research, he said that WHO's concern was to avoid dwelling on academic 
considerations, but to tailor research to the specific requirements of Member States and to 

the need for information to enlighten decision -making on health policy development, and in so 
doing to provide practical responses to individual situations. 

Delegates' suggestions would help towards the implementation of WHO's research 
programmes. 

General health protection and promotion (programme 8) 

Professor FORGÁCS (representative of the Executive Board) said that the Board had 
expressed concern over the declining use of indigenous foods in favour of imported foods that 
were often more costly and of less nutritive value. It had endorsed the activities in 

nutrition education being undertaken under programme 8.1 (Nutrition) and the encouragement of 

training in nutrition for a number of disciplines. The Board had commended the stimulation 
and support provided by the Joint WHO /UNICEF Nutrition Support Programme to the strengthening 
of national capacities. 

The Board had warmly supported the collaboration between the International Dental 
Federation and WHO in programme 8.2 (Oral health). 

With a view to maximizing resources through the unified management of both regional and 
global activities, the Regional Office for Europe had been entrusted with the responsibility 
for programmes 8.3 (Accident prevention) and 9.4 (Health of the elderly). The Board had 
endorsed the continued priority given to preventing accidents, especially burns, among 
children. 

Dr WILLIAMS (Nigeria) said he was gratified that programme 8.2 (Oral health) reflected 

the desire of many countries to develop their oral health services by increasing the level of 
provisions. In most African countries oral health had been neglected. It was to the credit 
of WHO, through its technical cooperation, that it was being accorded greater recognition in 
national health budgets. He said, as a demonstration of Nigeria's commitment to promoting 

oral health, that the Government had recently agreed to sponsor an intercountry 
demonstration, training and research centre for oral health in Africa, in collaboration with 

WHO. It was hoped that the establishment of the centre would augur well for the development 

and improvement of oral health services throughout Africa. 

Dr VIENONEN (Finland) said that the course of action on oral health to be followed in 
Member States was clearly described in the oral health position paper (А40 /INF.DOC. /1). The 

crucial fact was that two major oral diseases - dental caries and periodontal disease - could 
be prevented almost entirely by utilizing current preventive methods. Although some progress 
had been made, the overall quality of information systems for oral health was still far from 
satisfactory and there was an urgent need for improvement. Regrettably, the emphasis in oral 
health was still on reparative and curative care. Thus, the main emphasis in WHO's 
cooperation with Member States should be on the development of dental and oral health 
curricula and on the structure of the labour force for oral health. Taking into 

consideration past experience and current trends in oral health in all countries, the entire 

scope of dental education should be reviewed. 
He said it was encouraging to see the stronger involvement of the International Dental 

Federation in the formulation and implementation of global strategies for oral health, but 

less so to observe the lack of WHO resources for the programme. Although oral diseases were 
among the most prevalent chronic diseases, there were no oral health advisers in three of the 
WHO regional offices and the Regional Office for Europe was planning to abolish the posts it 
had. 

There had been some encouraging recent experiences in the regional planning of oral 
health services. One was a workshop for the formation of national goals for oral health in 
October 1986, to which all the chief dental officers of countries in Europe had been 
invited. The workshop had been a success but would need follow -up. Another had been a 
regional meeting to plan new curricula for the education of oral physicians, as a follow -up 
to which it was necessary to introduce the new system for the training of oral health 
personnel based on performance logic, a system adopted by the WHO demonstration, training and 
research centres for oral health. 

In addition to the measurable goals formulated for oral health by the year 2000, there 
was now an evident need to plan beyond that date. A number of issues called for action by 
WHO. They included the imbalance in the oral health labour force; the lack of nationwide 

oral health programmes with measurable goals, prevention -oriented oral health care programmes 
and adequate information systems for oral health; the need for a fundamental re- evaluation of 
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dental and oral curricula for all types of oral health personnel; and rapidly changing 
patterns of oral diseases in both industrialized and developing countries. While current 
problem areas had been reasonably well covered in the proposed programme budget for 
1988 -1989, there was an urgent need to strengthen the oral health component in WHO's 

activities, at both headquarters and the regional offices. 

Dr VISHWAКARMA (India) said that oral diseases did not pose a serious problem in India 

on account of social habits and good oral hygiene, such as thoroughly rinsing the mouth after 
every meal. The WHO target that 85% of the population should have retained all their teeth 

at the age of 18 scarcely applied in India, since losses of teeth at that age were almost 
exclusively attributable to dental trauma. Caries and the provision of dentures did pose a 

problem in old age, but were taken care of by the dental departments of various medical 
colleges and by private practitioners. The only clear requirement was for trained dental 
hygienists for primary health care; indeed, that applied to all countries with dental and 
oral health problems. 

There was no substitute for preventive programmes based on oral hygiene and a judicious 
use of sugar. A recent controversy had arisen regarding the use of fluorides in toothpaste 
for the prevention of dental caries. Fluorosis was present in several parts of India, and it 

was feared that fluoride toothpastes might add to the problem. The main problem in India 
resulted from the use of tobacco. Efforts to solve it were focused on education in oral 
health and dental care. 

Dr PAREDES (Colombia) said that health programmes in Colombia constituted the top 
priority in the strategy against absolute poverty. Protection and prevention programmes 
played a preponderant role, and under the nutrition programme several strategies had been 
devised. A child survival and development programme had been initiated to control the major 
childhood diseases, with a nutrition education component for mothers aid children. Another 
programme had been launched in January 1987 to reduce the rates of childhood malnutrition and 
domestic accidents occurring when mothers were away at work by entrusting the children to 
others in the community, who received training in out -of- school activities and handling of 

food. Weekly markets had been set up to cater for minimum nutritional needs. Other 

incentives included grants to mothers involved in the scheme five days a week throughout the 
year. Child health was thus seen as part of community based child survival and development 
activities. It was firmly believed that child health programmes should be community- based. 

Colombia was also planning a food safety programme, with the Ministry of Agriculture 
formulating policies to promote basic foods, in addition to a major food distribution 
programme and a biological enhancement programme. It was hoped that those programmes would 

be successful in alleviating the malnutrition affecting parts of the country. 

Mrs TAGWIREYI (Zimbabwe) supported programme 8. Zimbabwe would be looking for WHO 

support in implementing its oral health programme, a previously neglected area on which 
attention would now be focused. 

With regard to programme 8.1 (Nutrition), a general improvement in the nutritional 
situation in the developing countries might be compromised by the frequent droughts in some 
African countries, including Zimbabwe. The main hope lay in an ability to respond in a 

timely manner; food and nutrition surveillance systems had to be developed and 
strengthened. The delegation of Zimbabwe therefore noted with satisfaction the inclusion of 
monitoring of nutritional status in WHO's programme and looked forward to its support. It 

also welcomed the proposed development of practical indicators of maternal nutritional 
status, which were long overdue in view of the impact on pregnancy outcome and the 

nutritional status of newborn infants. 
While much had been done by WHO to monitor the growth of children under five years of 

age, the question of children above that age had not been adequately addressed. In Zimbabwe, 

there was evidence of malnutrition in young schoolchildren, particularly during drought 
years. The authorities had embarked on a school health programme and would welcome WHO's 
guidance and cooperation as well as information on experience in other Member States. 

Strategies for fundamental changes in nutritional status often fell outside the health 
sector, calling as they did for improvements in overall socioeconomic development. However, 
the health sector had the critical role of advocacy and stimulation of national governments 
to take integrated action on nutrition issues. 

Having listened with interest and concern to the debate on AIDS, she could not help but 
wonder what impact that disease would also have on the millions of undernourished people in 
the developing world, whose immune response was already seriously impaired. In conclusion, 

the delegation of Zimbabwe wished to thank WHO for its support in nutrition activities, 
particularly the six -week regional maternal and child nutrition training programme conducted 
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in Harare earlier in 1987 for 25 district -level participants from ten countries in eastern, 
central and southern Africa. 

Dr N'JIE (Gambia) agreed with the delegate of Zimbabwe; one of the most difficult 
problems in the developing countries was finding an appropriate response to persistently high 
levels of malnutrition, especially in mothers and children. In most countries a relatively 
effective surveillance system identified groups of malnourished mothers and children but 
provided no response other than educating mothers or the family. In the Gambia a wealth of 
information on the nutritional status of mothers and children was available, but no 
intervention strategy had been developed, perhaps because of a lack of effective national 
policy or intersectoral action. On the contrary national economic recovery programmes were 
removing subsidies for basic food items and price control regulations. WHO, in collaboration 
with other international organizations, should cooperate with Member States in determining 
appropriate action. 

He requested information on developments in vitamin A supplementation, reported to have 
significant beneficial effects on children's ocular problems and on overall morbidity and 
mortality. 

Oral health was an area that had previously been neglected in most countries. A 
national nutrition survey on schoolchildren and children under the age of five had been 
conducted in the Gambia; the observed decline in their state of health had been most 
alarming. Consequently, with the cooperation of WHO, the Government had formulated a 
national oral health programme, with emphasis on the community approach. It appreciated the 
support of the Swedish Dental Association in reorienting local dental personnel into 
appropriate community oral health, and was embarking on a public information campaign on 
proven, effective traditional practices, such as chewing sticks, and hoped to be able to 
share its experience with other countries. 

Dr KORTE (Federal Republic of Germany) welcomed the approach to nutrition outlined in 
the proposed Eighth General Programme of Work; it concorded with efforts in the Federal 
Republic of Germany, where a rich supply of foods and high incomes resulted in widespread 
undesirable food habits. In some areas, iodine deficiency required attention. Encouragement 
was given to responsible consumer behaviour through the media. 

Despite the generally positive trend in nutrition in developing countries, the 
deteriorating situation in parts of Africa was disturbing and should be carefully monitored. 
While food aid might be beneficial in some instances, the main emphasis in the Federal 
Republic of Germany's technical cooperation programme was on self -reliance. The Government 
wished to work closely with WHO to improve the nutritional status in underprivileged 
countries. 

The delegation was concerned that AIDS might lead to the discouragement of 
breast -feeding, with potentially serious consequences in developing countries. WHO's 
guidance was needed in that matter. 

The Government was supporting a regional training course on applied nutrition in Kenya 
at the Master of Science level which was open to candidates from countries of the African 
Region. 

Commending the oral health position paper (А40 /INF.DOC. /1), he agreed that health 
education should be comprehensive, but he did not think it wise to burden the dentist with 
too many "health messages ", including family planning, as suggested at the end of Annex 7. 

Despite some improvement in recent years, oral health was still a matter of major concern in 
the Federal Republic of Germany, both with regard to the individual and in the allocation of 
funds. Dental services for schools, from kindergarten onwards, currently focused on teaching 
sound oral health habits; fluoridation was a sensitive issue, coinciding as it did with the 
growing public concern about toxic substances in the environment in general. 

An epidemiological study on oral health would be conducted in the Federal Republic of 
Germany in the near future, on the basis of the norms laid down by WHO and the International 
Dental Federation, and its results would be communicated to WHO. 

Dr VALLEJO (Peru) supported the proposed activities and budget for the programme; its 

various components were of great importance for public health. Nutrition and oral health 
were also priority areas in Peru's national health policy. 

Nutrition was seen as an intersectoral problem; a multisectoral nutrition and food 
programme was supported by the health education, agriculture and fisheries sectors, as well 
as local municipalities and communities and nongovernmental organizations. The Ministry of 
Health also had specific programmes against certain nutritional deficiencies. The 
collaboration by WHO, UNICEF, USAID and the Governments of the Federal Republic of Germany 
and Italy was appreciated. 
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Peru's oral health programme, which was relatively new, was regarded as a priority in 
view of the prevalence of caries and periodontal disease and similar complications. In the 
6 -14 -year age group, for instance, an average of six permanent teeth had caries. Prevention 
and training were important components of the programme and there was adequate coordination 
between the health sector, dental schools and the Dental College of Peru in promoting them. 

The emphasis in prevention was on public health education through programmes undertaken 
both within and outside the school system, by the Ministries of Health and of Education. 
Specific preventive measures included the addition of fluoride to household salt by the 
National Salt Corporation, and a mouthwash containing 0.2% sodium fluoride given by teachers 
in all primary schools. Conditions such as gingivitis were prevented using chlorhexidine 
solutions. 

Community leaders were trained through parents' associations, mothers' clubs and 
neighbourhood associations to support the programme. Auxiliary health staff were trained 
through in- service arrangements, since specialized dental staff were in very short supply. 
Mention should be made of the work done by dentistry students during their compulsory rural 
internship, and by trainee teachers of dentistry. 

Dr RAК EEV (Union of Soviet Socialist Republics) approved the essential objective of the 
nutrition programme - the prevention of nutritional diseases in the developing countries; 
malnutrition and under -nutrition in those countries favoured other diseases, including 
communicable diseases, as pointed out by the delegate of Zimbabwe with reference to AIDS, and 
rational nutrition should be encouraged. Those were very important problems. For the 
developed countries, including the Soviet Union, excess nutrition leading to obesity and 
hypertension, as well as cardiovascular disease and ischaemic heart disease, was a topical 
problem. The latter disease was a leading cause of death in the European Region. To reduce 
the impact of excess nutrition, intensive research was being carried out in a number of 
countries and certain practical measures had been proposed. It would be useful to collate 
the experience of those countries in the prevention of malnutrition and diseases linked to 

nutrition habits and life -style. 
With regard to programme 8.2 (Oral health), he noted that the Committee was considering 

both the proposed programme budget and the oral health position paper (А40 /INF.DOC. /1). It 

was clear from the programme budget statement that the objective and targets were fully in 
line with modern approaches to research and knowledge. He approved the expanded programme in 
oral health and the efforts of the competent WHO units directed towards practical means of 
achieving health for all, but expressed a reservation concerning the title of the programme 
appearing on page 3 of the position paper, and suggested removing the words "in partnership 
with the International Dental Federation ". WHO had many important programmes, and their 
titles did not mention the governmental and nongovernmental organizations taking part in 
their implementation. The latter were in any case named in the Director -General's report on 
the work of WHO and in the programme budget document. He felt it was not advisable to create 
a precedent, although the desirability or value of WHO's cooperation with the International 
Dental Federation or any other organization was of course not in question. 

The functions of the Secretariat, at headquarters and at the regional offices, should 
ensure greater coordination with Member States, which were very interested in coordinated 
action to implement the expanded programme. Coordination should proceed irrespective of 

whether a particular country had provided additional funds for the programme. That approach 
would enable the Secretariat to exercise the necessary control over programme implementation 
and ensure that donors did not influence it. 

He approved the proposed activities of programme 8.3 (Accident prevention); accidents 
were still a major cause of death, particularly among the population under 40 years. The 
objective and targets of the programme stemmed logically from the situation analysis. It 

would also be useful to study the psychological aspects of accidents among young people and 
children, relating behaviour to the number of accidents in different population groups by age 
and sex. Legislative measures relating to the persons directly or indirectly responsible for 
accidents also merited greater attention. 

Professor HUYOFF (German Democratic Republic) supported the targets and approaches 
outlined in programme 8.2 (Oral health), including the mobilization of resources in extended 
cooperation with other programmes and nongovernmental organizations at the international and 
national levels. 

He welcomed the slogan "... promotion of health through oral health" (which should 
rather be "... more health through oral health "), referred to in paragraphs 15 and 16 of the 
programme statement and at the informal meeting held in Geneva the previous week; the 

reorientation of traditionally vertical services increased appreciably the effectiveness of 

health services as a whole. 
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His country's experiences with its school health system and a recent study to evaluate 
comprehensive approaches to both primary medical and social care for the elderly confirmed 
the benefits of fuller integration of stomatologists into the primary health care system, not 

only for prevention but also for the psychosocial guidance of patients. He therefore 
congratulated those who had designed the revised programme, and trusted it would progress 
satisfactorily. 

Dr MINNERS (United States of America) expressed support for programme 8, particularly 
programme 8.2; oral health was important for health for all in the United States of 
America. The United States delegation was very satisfied with the progress made by the Oral 
Health unit and its networking efforts, including transmission of information to the wider 
community of health workers, not only dental workers. 

WHO had arranged bilateral agreements in oral health through the international 
collaborative oral health development project, which was an initiative the United States had 
supported since its inception, and it had been amplified by the development of an excellent 
series of WHO publications and technical reports, while reports of the planning and 
monitoring system had been frequently cited in the world's scientific literature. Even so, 
the resources of WHO and of most national dental units were too small, and it therefore 
seemed particularly important to bring the private sector into the team and to extend the 

regional system by using oral health centres for research, education and demonstration for 
other countries in a region. 

The expanded programme in oral health, in partnership with the International Dental 
Federation, was a conspicuously valuable effort. It was designed to build stronger working 
relationships with organized dentistry and was likely to foster understanding of WHO's aims. 

In turn, such collaboration would enrich governments' understanding of the dynamics of change 
in health care delivery as oral health itself changed. 

Beyond that, the open dialogue made possible by the joint programme with the 
International Dental Federation could be a conduit for information of great common 
importance, e.g. on AIDS. Recent efforts by the Oral Health unit in addressing the oral 
manifestation of AIDS was a prime example of the unit's flexibility and capability, and its 

willingness to engage in priority health issues. The dental community, in both the 
government and the private sector, was affected by and had a strong role in the response to 

that serious threat. Oral health personnel were already in the forefront of public health 
efforts in other respects, and could play an increasingly valuable role in the work towards 
health for all by the year 2000, as described in the position paper. 

He expressed warm support for the concept of "health through oral health" and his 

appreciation of the information meeting on oral health arranged the previous Friday. 

Dr QUAMINA (Trinidad and Tobago) pointed out that at times of economic stress it was 
extremely important to monitor the nutritional status of vulnerable groups. Trinidad and 
Tobago was in such a situation and had therefore introduced careful monitoring of pre -school 
children using the standard growth charts recommended by PAHO /WHO. The authorities had also 
increased the amount of educational materials available to the general public; she commended 
the production of materials for the Caribbean area by the Caribbean Food arid Nutrition 
Institute, together with useful consumer guidelines showing the energy value of local foods 

as well as the energy and nutritional value for money of different items. Obesity appeared 
to be emerging as a major nutritional problem of middle age in Trinidad and Tobago, which 
also had a high prevelance of chronic diseases, particularly diabetes and cardiovascular 
disease. Considerable attention was being paid to those problems. Nutrition was one of the 

areas included in the Caribbean Cooperation for Health initiative and the Caribbean Food and 
Nutrition Institute could be a focal point for subregional collaborative efforts in that 
field; the countries' nutritional problems and basic foodstuffs were very similar. 

She supported the proposals in paragraph 12 under programme 8.2 (Oral health); an 

intercountry centre could well be established in Trinidad and Tobago, which had a training 
school for dental nurses, built under a WHO /UNDP project, and a facility for training dental 
surgeons should be operational in 1988. It was unfortunate that cost constraints had limited 
the national programme for providing oral health care to school and pre -school children 
through dental nurses; it had proved very successful arid was well accepted by both the 
children and their parents, but restrictions on the creation of new posts had prevented its 
expansion as planned. 

She commented under programme 8.3 (Accident prevention) on the extensive work being done 
by the Caribbean Epidemiology Centre on the epidemiology of road traffic accidents in the 

Caribbean region. Again, it was difficult to implement some of the initiatives that had come 
into focus, since remedial measures - for instance, a programme to introduce breathalyzers - 
required substantial capital expenditure. 
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She commended the Director -General and his staff on their presentation of the 
programmes, which had the delegation of Trinidad and Tobago's full support. 

Dr BATCHVAROVA (Bulgaria), referring to programme 8.1 (Nutrition), noted that all 
countries in the world faced nutrition problems. Many countries were concerned with 
combating deficiencies and others with the consequences of excess nutrition. The programme 
was therefore of considerable interest to all of them. 

The programme outlined activities which would help countries to tackle major problems 
faced at all levels - national, regional aid global. Collaboration of the programme with the 
programmes of maternal and child health and education for health and with international 
organizations working in that field, such as UNICEF and FAO, gave guarantees for its 

successful implementation. The information activities and the development of norms, 

including guidelines, manuals and recommended food intakes, would be very useful to Member 
States. 

Bulgaria was particularly interested in research that would shed light on the links 

between nutrition and noncommunicable diseases, including cardiovascular disease, 
hypertension and ischaemic heart disease in particular, and cancer and diabetes mellitus. 
The Scientific Institute of Gastroenterology and Nutrition, Sofia had carried out in -depth 
research on obesity and hyperlipoproteinaemia as risk factors for those diseases. It would 
be useful if WHO would consider harmonizing the methods of research on actual food intake of 

the population and the links between nutrition and noncommunicable diseases, so that the 
results of such research in different countries could be compared and used in all other 
countries. Research activities in that field should be coordinated by the WHO regional 
offices, since the problems faced by countries in a particular region were similar. 

The delegation of Bulgaria supported the programme proposals and expressed the wish for 
collaboration between Bulgaria and WHO in that field. 

Dr EGOZ (Israel) said that the oral health situation in Israel was far from 

satisfactory. Unlike other developed countries, Israel had not yet seen a decline in the 
level of dental caries. Overall dental morbidity was high: over 90% of the population 

suffered from dental disease, but only 30% received regular dental care, and almost half of 

those were treated in the private sector owing to a relative lack of dental services in the 
otherwise very developed and comprehensive network of public medical services. Free dental 
care was provided to less than 5% of the population through school dental services, 

government agencies and voluntary organizations. The cost of dental care in the private 
sector was beyond the reach of over 70% of the population. About 1 200 000 working days were 
lost annually to dental diseases, and the cost to the economy was probably over 
US$ 160 million per year. A high proportion of army recruits at age 18 years suffered from 

advanced untreated dental disease, with an index for decayed, missing or filled teeth of 8.1, 

in which the decayed element was 7.2. Over 200 000 out of the 360 000 elderly population 

suffered from dental disease or lack of teeth and had no way of getting care. The available 
services for the elderly were inadequate, and it was therefore planned to introduce a new 

recognized specialty of geriatric dentistry to encourage the development of a cadre of 

dentists with an interest in that important field. 
It was clear that the solution to Israel's problems did not lie in the development of 

professional manpower that had no chance of meeting the needs, but must concentrate on 

prevention. In the last year, the main efforts of the Ministry of Health in oral health had 
been directed towards prevention, using various approaches such as fluoridation and oral 
health education. Those activities were beginning to have some impact. Although there was 
as yet no significant indication of a drop in the incidence of caries, the increasing trend 
had been halted, and the situation had been fairly stable for the past five years. 
Fluoridation of drinking -water now covered about 23% of the population and by the end of 1988 
it should cover 40 %. It was expected that in two or three years, the impact of the major 
fluoridation plant in the Tel Aviv area would bring a reduction of dental caries among 
children. The Government continued to give the highest priority to expansion of the 
fluoridation programme. In the area of oral health education, two specialized programmes for 

children had been implemented: one for the 4 -7 -year age group in kindergartens and the first 
grades of school, and the other for the 8 -14 -year age group. In addition, a short television 
film on dental health education for the general public had been screened several times. 
Special courses were given to key field personnel in public health nursing and to 

kindergarten teachers. Using all those approaches it was hoped in the next few years to make 
good progress towards the targets outlined in programme 8.2, which the delegation of Israel 
fully supported. 
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Dr HAMDAN (United Arab Emirates) said that the delegation of the United Arab Emirates 
fully supported the programme under consideration. Programme 8.1 (Nutrition) constituted a 

high priority for the United Arab Emirates, which faced a large number of problems in that 
area. Although emphasis was rightly placed on malnutrition, it was important not to overlook 
the fact that excess nutrition and obesity also presented a problem in certain areas of the 
world. It was accordingly essential to give adequate attention to both facets of the 
nutrition problem. 

He expressed his full support for programme 8.2 (Oral health) and for WHO's laudable 
efforts in that regard. While dental problems could be treated, it should be borne in mind 
that they could sometimes lead to psychological problems in an individual, as well as to gum 
disease and digestive disorders, and that oral cavities were a potential focus of infection 
and disease. Moreover, dental problems often accumulated later in life if teeth had not been 
sufficiently cared for earlier. That was, of course, a problem that particularly affected 
Third World countries. 

Despite the considerable progress that had been achieved in dental care in the 

developing countries, difficulties remained, for instance with regard to prosthetics, from 
the point of view of both quality and cost. A problem currently being faced in the United 
Arab Emirates was the degree of attention given by dentists to treatment, to the detriment of 
adequate health education aimed at prevention. While dentistry training had improved in 

recent years in the developing countries, those countries were still faced with a problem of 
transfer of technology; increased attention should be given to oral health research in order 
to arrive at a technology that was simple to apply, not unduly expensive, and appropriate to 
the requirements of the developing countries. 

A need clearly existed for the further training of oral health assistants, to work 
mainly in prevention. Studies recently carried out showed that the dentists' role could be 
expanded if that preventive aspect were emphasized, provided the training given was 
effective. The delegation of the United Arab Emirates also believed that oral health 
research should take into account socioeconomic conditions in the various countries, 
including changes in life -style, particularly nutritional habits. 

He noted that many delegations had spoken in favour of prevention as the best and least 
costly means of promoting oral health. The United Arab Emirates was ready to share its 
experience in the prevention of oral disease with other countries with similar socioeconomic 
conditions. A study had shown that preventive measures during pregnancy had a beneficial 
effect in later life of the child. 

It was known that fluorides could play an important role in the prevention of dental 
caries. Accordingly, the United Arab Emirates had introduced the fluoridation of 
drinking- water, which was often desalinated seawater. He believed that WHO should publicize 
the benefits of fluoridation of water throughout the world. Indeed, if, in spite of the 
present economic situation WНO were to adopt a decision to the effect that fluoridation did 
not constitute a health risk dentists throughout the world would be in a stronger position to 
promote the use of a relatively simple method which could play a vital role in fundamental 
prevention. There was also a need for better training of health manpower for prevention 
activities, which would prove less expensive than training additional dentists. As the 

saying went, health was a crown that should be protected. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that the 

delegation of the United Kingdom fully endorsed the three programmes under consideration. 
Programme 8.2 (Oral health) was well presented in the programme budget document; the 

information given in paragraph б on progress towards targets was particularly valuable; such 
data would be useful for other programmes also. The objective of promoting oral health 
within the framework of national health planning was appropriate and indicated that the 
Organization was continuing to work in the right direction. 

The United Kingdom had recently taken a number of initiatives in prevention: the powers 
of the health authorities had been confirmed to allow water authorities to fluoridate public 
water supplies in their districts. A capitation system, paying dentists to maintain child 
patients in a good state of dental health, had been introduced as a controlled experiment. A 
government committee of inquiry had looked into unnecessary dental treatment, and most of its 
recommendations were to be implemented. The WНO programme emphasized the importance of 
manpower planning, and the Government had set up a review group on dental manpower, which was 
to report shortly. The future of one or more dental schools was under examination. 

The oral health position paper (А40 /INF.D00. /1) outlined a fresh approach to oral health 
care particularly for the non- industrialized countries, obviating the need to develop large 
networks of oral health personnel. That approach built logically on standards and procedures 
already developed by WHO. The paper stated that the whole dental profession was ready to 

collaborate with WHO to implement that approach; if such practical action proved successful, 
it would indeed be a notable achievement. 
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The proposal that dental personnel with minimum training could also promote general 
disease prevention, particularly in the area of hygiene, dietary, and other life practices, 
reinforced the concept of dental health as a part of general health and provided an 
opportunity to broaden the contribution that such dental personnel could make. Nationals 
working in larger resource pools based on intercountry centres for oral health would 
constitute a more effective management strategy than local dental personnel working in 
relatively isolated positions without the regular support and encouragement which regionally 
based experts should be in a position to offer. 

There were, however, some major challenges to the expanded programme in oral health, not 
least the raising of the necessary funds to give the programme a reasonable chance of 
success. That would require a degree of altruism on the part of the national dental 
associations of the industrialized countries. Another area of uncertainty was the priority 
that would be attached to the programme by the national governments concerned and the impact 
the programme was able to make within the social, cultural, political and economic situation 
of the countries. He was aware that planning was already well advanced and that the critical 
phase of implementation had been due to start in January 1987. The delegation of the United 
Kingdom would be interested to learn of further developments. 

Professor HATIAR (Czechoslovakia) said his country participated in the Organization's 
health programmes aimed at achieving health for all by the year 2000. In addition, 
Czechoslovakia's oral health services participated in the programmes of the International 
Dental Federation, which had been implemented in agreement with WHO since 1978 as a programme 
of international dentistry. 

Czechoslovakia had also prepared an epidemiological survey relating to oral health, in 
line with the model prepared by the International Dental Federation. Research groups had 
been set up in each area and had been provided with theoretical and practical training 
enabling them to take note of the results obtained in research and to ensure its 
reliability. That material would cover the population up to 60 years of age, and computers 
would be used to process the data; Czechoslovakia was in favour of using computers in oral 
and dental health, in practice, training activities and research. The oral health programme 
would be modified in the light of the results obtained through the epidemiological survey, 
and the programmes then prepared would relate to planning for health workers, equipment, 
training centres and continued education, aid research. 

The delegation of Czechoslovakia supported the suggestion of the delegate of the Union 
of Soviet Socialist Republics concerning funding of the oral health programme. 

Professor MIGUES (Uruguay) said that nutritional problems remained a common denominator 
where developing countries were concerned. In spite of the efforts being made by WHO, in 
cooperation with UNICEF, FAO and other agencies, anomalous situations persisted in the world, 
governed by market forces, whereby malnutrition existed in some countries and food surpluses 
in others. That topic was obviously widely discussed in international forums, but WHO should 
pursue its strenuous efforts in support of a more equitable distribution of food surpluses. 

He stressed the need for individual countries to formulate realistic nutrition 
programmes adapted to the local availability of food and aimed at meeting the needs of the 
most vulnerable sectors of the community. Moreover, that action should be integrated within 
primary health care, particularly in relation to nutrition education and to the promotion of 
self -sufficiency in food production within regions. 

Uruguay had established definite national nutrition policy goals for attainment by the 
year 1995, including prevention of mortality from malnutrition and related diseases, 
particularly acute diarrhoea in infants under one year of age, and second- and third -degree 
protein malnutrition in children under two years of age; satisfactory growth in children 
under five years of age, with special emphasis on the lowest socioeconomic level; the 
eradication of endemic goitre; the reduction to less than 10% of prevalence of nutritional 
anaemia in pregnant women and infants under one year of age; and the reduction of the 
prevalence of obesity in adolescents and adults, thus contributing to a reduction in the 
prevalence of chronic diseases related to excess weight, such as heart disease and diabetes. 

The national nutrition programme was also based on a strategy for intersectoral and 
inter -institutional coordination for the protection of the high -risk group of mothers and 
children through promotion of breast-feeding, feeding supplements, nutrition education, 
improvement of weaning practices and treatment of infant diarrhoea by oral rehydration 
therapy, as well as promotion of satisfactory development in children under five, with the 
active participation of mothers and the community. All such measures would be applied 
through primary health care and would be closely linked to other maternal and child health 
care activities, thus ensuring total coverage for those high -risk groups. 
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Efforts would also be made to expand nutrition protection through the planning, 
production and marketing of food, and education and other health measures, while identifying 
and implementing appropriate steps at various socioeconomic levels to combat risks of 
nutrition -related diseases, as well as to evaluate results. 

Iodine deficiency did not represent a public health problem in Uruguay but required 
monitoring. Support was needed for a study of nutritional anaemia and the elaboration of 
effective national strategy in the prevention and control of iron deficiency, as well as for 
multidisciplinary research on the link between food intake and communicable diseases or 
noncommunicable diseases such as hypertension, heart disease and diabetes. 

Regional and international networks were needed to support operational research and 
training of health personnel and personnel from other sectors in nutrition, and action should 
be coordinated at the global, regional and national levels between organizations of the 
United Nations system, such as WHO, FAO, UNICEF and UNDP, and other bilateral and 
multilateral bodies, with a view to assessing the repercussions of economic and agricultural 
policies on the nutrition sector. The strengthening of links between the health sector and 
others would promote joint action aimed at improving the nutrition situation, and would also 
bring about a better understanding of the problems arising out of action in favour of 
nutrition and health. 

Other countries in a similar situation might be well advised to formulate and implement 
programmes of the sort he had described. It was imperative to set objectives which would 
make it possible to see whether progress was being made as a result of such nutrition 
policies, as with all aspects of primary health care in the Strategy for Health for All. 

Professor GIANNICO (Italy) commended the Director -General and the Secretariat on the 
oral health programme contained in the proposed programme budget document. The oral health 
position paper (А40 /INF.DOC. /1) rightly emphasized the need to strengthen prevention, 
diagnosis and therapy. 

Preventive measures should be directed not only at dental caries, gum disease, etc., but 
also at improving quality of life and food hygiene. Reference had already been made by a 
number of speakers to the fluoridation of drinking- water; that procedure was worthy of 
support since it represented collective prevention, which was both simple and inexpensive and 
which had already yielded satisfactory results in countries having introduced it. In Italy, 
a recent measure had established the optimum level of fluor in urban drinking -water, thus 
making it possible for the administrative services to rectify the level when necessary. 
Guidance on technical aspects had been obtained from the recommendations made by WHO. 

Oral hygiene also called for health education on the need to clean teeth properly each 
day, and that aspect had been incorporated within national health education programmes. The 
national association of dentists in Italy had adopted a number of favourable initiatives for 
diagnosis and therapy, including free consultations in schools and for other groups, with 
regular inspections; the main aim was to screen the population regularly, and especially the 
children, so as to preserve health and prevent disease. 

He commended the encouragement and technical support provided by WHO to all the 
initiatives undertaken by the national health authorities, and expressed the support of the 
delegation of Italy for the programme proposed. 

Mr INFANTE (Spain) supported the proposals under programme 8 and reaffirmed his 
Government's commitment in all international forums, including the Health Assembly, to any 
policy for food aid to developing countries that was in keeping with its economic situation. 

Referring to programme 8.1 (Nutrition) and programme 8.2 (Oral health), he drew 
attention to an important health problem in Spain, which was the excessive intake of refined 
sugar and the incidence of caries in children. It had not yet been possible to find a 
satisfactory solution to that problem, partly owing to the pressure of publicity promoted by 
industrial interests. Spain had made clear progress in the introduction of fluoridation of 
drinking -water; many cities already had such systems. He stressed the importance of the 
introduction of concepts of oral hygiene in schools, which had already been practised for 
some time in Spain; that had been further strengthened by successful campaigns in the mass 
media. 

Legislation had recently been introduced in relation to workers in the oral health 
profession; in particular, the role of the dental hygienist had been defined. It was 
anticipated that the first fully -trained dental hygienists would be in operation within three 
or four years and their work, which should prove extremely positive, would be coordinated 
with primary health care activities. 

Success had been achieved in integrating the prevention of oral disease in pregnancy 
with general preventive care for pregnant women and maternal and child health care. 
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The social security system in Spain covered only a part of curative care in oral health, 

such as fillings of caries and extractions, but not other important work, for example, 

orthodontic work, although it was hoped to include it once adequate staff was available. 

Road accidents had become one of the main causes of death in Spain. The authorities 

were studying the possibility of making the penalties for speeding and drunken driving more 

severe. In addition, a far -reaching road programme, with minimum road -widths and adequate 

safeguards, was at present under study and would be completed within six years. Road 

accidents represented a clear instance of the need for intersectoral cooperation, on which 

considerable emphasis had recently been placed in Spain. In addition, the compulsory use of 

seat -belts in town and country was being considered, and a programme for the road education 

of children had been introduced in schools. 

The meeting rose at 12h35. 



EIGHTH MEETING 

Tuesday, 12 May 1987, at 14h30 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 

(Documents PB/88 -89 and EB79 /1987 /REC /1, Part II) (continued) 

CONSIDERATION OF DRAFT RESOLUTIONS 

Implementation of the strategy for health for all by non- aligned and other developing 

countries 

The CHAIRMAN drew attention to the following draft resolution presented by the 

delegations of Democratic People's Republic of Korea, Mozambique, Yugoslavia and Zimbabwe: 

The Fortieth World Health Assembly, 
Noting with great satisfaction the decisions taken by a group of Member States - 

the non- aligned and other developing countries - concerning the implementation of the 
Strategy for Health for All by the Year 2000; 

Stressing the importance of the decisions adopted by the non- aligned and other 

developing countries as expressed in the resolution on the implementation of the 
Strategy for Health for All by the Year 2000 and technical cooperation among developing 
countries; 

1. CONGRATULATES the non- aligned and other developing countries on their continuing 

political commitment and vigorous efforts to attain the goal of health for all. 

2. REQUESTS the Director -General to mobilize support for these and other Member 

countries for the implementation of their strategies for achieving health for all and 
for technical cooperation among them, and to keep the Health Assembly informed of the 
progress made. 

Dr SEKERAMAYI (Zimbabwe), introducing the draft resolution, referred to the Eighth 

Summit of the countries of the non -aligned movement, which had been held in Harare in 
September 1986. One of the agenda items at that conference had been concerned with the 

health sector and the action needed to improve the health status of the people of the 
non- aligned and other developing countries. Emphasis had been placed on development of 
manpower and leadership capabilities and on technical cooperation for the implementation of 
the primary health care strategy. While the political will to implement primary health care 
existed in those countries, there was a lack of resources. On 6 May 1987, health ministers 
of the non -aligned and other developing countries had met to discuss the health problems of 
their countries. The resolution reproduced in document A40 /INF.DOC. /11 was a result of the 

discussion and analysis that had taken place at that meeting. 
The draft resolution before the Committee was intended to ensure that the steps already 

being taken by those countries were recognized and that the Health Assembly continued to 

support the efforts of developing countries in implementing primary health care and the 
strategy for health for all by the year 2000. Developing countries were already taking steps 
to facilitate attainment of health for all and did not expect developed countries to do 

everything for them. It requested the Director -General to continue to mobilize support for 

developing countries. 

The draft resolution was approved.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.17. 
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Global strategy for the prevention and control of AIDS (continued from the fifth meeting, 
page 69) 

The CHAIRMAN introduced the following revised draft resolution proposed by the 
delegations of Australia, Bahrain, Belgium, Botswana, Bulgaria, Burkina Faso, Burundi, 
Cameroon, Canada, Cape Verde, Chad, Cuba, Czechoslovakia, Democratic People's Republic of 
Korea, Denmark, Egypt, Ethiopia, Finland, France, Gambia, Grenada, Guinea, Guinea -Bissau, 
Haiti, Iceland, India, Iraq, Italy, Japan, Kenya, Kuwait, Lesotho, Liberia, Malawi, Mexico, 
Mozambique, Netherlands, Norway, Qatar, Republic of Korea, Seychelles, Somalia, Spain, Sri 
Lanka, Swaziland, Sweden, Switzerland, Togo, Turkey, Uganda, Union of Soviet Socialist 
Republics, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, 
United States of America, Uruguay, Yugoslavia, Zaire, Zambia and Zimbabwe: 

The Fortieth World Health Assembly, 
Having considered the report of the Director -General on AIDS; 
Deeply concerned that this disease caused by a virus of naturally occurring origin 

has assumed pandemic proportions affecting all regions of the world and which represents 
a threat to the attainment of health for all; 

Reiterating that public information and education as well as the assurance and use 
of safe blood and blood products are still the only measures available that can limit 
the further spread of AIDS; 

Convinced of the crucial importance of countries closely integrating their 
programme for the prevention and control of AIDS within their general health systems 
based on primary health care; 

Impressed by the accelerated response of WHO to this emergency during the past year; 
Noting with satisfaction that WHO has invested funds from its regular 1986 -1987 

budget for this serious public health problem despite current financial constraints; 
Grateful to all those whose generous extrabudgetary contributions have made it 

possible to give the required momentum to WHO's efforts to combat AIDS; 
Stressing the need for substantial additional voluntary contributions to permit WHO 

to fulfil its international directing and coordinating role in this field; 
Emphasizing that all contributing countries are protecting the health of their own 

people no less than that of others, since AIDS knows no geographical boundaries; 
Realizing that the worldwide emergency created by AIDS will require urgent and 

vigorous globally directed action in the development of epidemiological surveillance, 
the intensification of research in prevention, control, diagnosis and treatment, the 
training of national health workers and other relevant areas of prevention, control and 
research; 

Recognizing that due to the relatively long incubation period of the disease and 
the large number of people already infected, the worldwide number of AIDS cases will 
continue to rise in the next few years irrespective of public health strategies to 
prevent viral transmission; 

Realizing that the transmission of AIDS can be prevented, that information is an 
essential element in all control of AIDS, and that every individual has a responsibility; 

1. CONFIRMS that WHO should continue to fulfil its role of directing and coordinating 
the global, urgent and energetic fight against AIDS; 

2. ENDORSES the establishment of a Special Programme on AIDS and stresses its high 
priority; 

3. FURTHER ENDORSES the global strategy and programme structure prepared by WHO to 
combat AIDS; 

4. URGES Member States: 
(1) to establish or strengthen effective programmes to combat AIDS in line with 
the above -mentioned global strategy and recommendations of the third meeting of 
participating parties; and to ensure that control is integrated into the existing 
system based on primary health care, and is based on effective educational and 
preventive measures to enable each person to protect himself /herself from the 
disease; 
(2) to cooperate fully with one another in facing this worldwide emergency; and 
within the context of the policy of technical cooperation among countries; 
(3) to share in full openness with WHO and with other Member States all relevant 
and reliable information on AIDS and related infections; 
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5. URGES Member States to make voluntary contributions in cash and kind for the 
implementation of the global strategy; 

6. APPEALS to bilateral and multilateral agencies, as well as nongovernmental and 
voluntary organizations, to support the worldwide struggle against AIDS in conformity 
with WHO's global strategy; 

7. REQUESTS the regional committees: 
(1) to keep the situation concerning AIDS in the regions under constant review; 
(2) to ensure that regional resources to combat AIDS are used in conformity with 
the global AIDS strategy; and 

(3) to report annually to the Director -General on the situation in the region; 

8. REQUESTS the Executive Board to review yearly until further notice the global 
epidemiological situation concerning AIDS and progress in implementing WHO's global 
strategy to combat it; 

9. REQUESTS the Director -General: 
(1) to ensure that the global strategy to combat AIDS is effectively implemented 
by all levels of the Organization - country, regional and global; 
(2) to assert WHO's international directing and coordinating role in support of 
national AIDS programmes; 
(3) to support national AIDS prevention and control programmes in due balance with 
other health programmes by ensuring adequate coordination and cooperation of the 
governments concerned, WHO and other external partners; 
(4) to continue to develop effective strategies to prevent the transmission of 
AIDS, including social and behavioural research aid the advocacy of the role of 
women in preventing transmission; 
(5) to reinforce the Organization's support to Member States in designing or 
strengthening, implementing, monitoring and evaluating national programmes for AIDS 
prevention and control; 
(6) to issue guidance on the prevention and control of AIDS on a continuing basis 
as new information comes to light and the Special Programme evolves; 
(7) to continue to seek extrabudgetary funds to implement the global AIDS strategy; 
(8) to establish a Special Account for AIDS in the Voluntary Fund for Health 
Promotion; and 

(9) to report on the matter to the Executive Board and to the World Health 
Assembly annually. 

Professor BORGOÑO (Chile) said that in the Spanish version, in operative paragraph 4(3), 
the words "con entera franqueza" should be replaced by "libremente ", which would correspond 
better to the English phrase "in full openness ". 

Professor DANOV (Union of Soviet Socialist Republics) proposed that at the end of 
operative paragraph 9 (1) the words "with the aim of reducing and eventually stopping the 
spread of the infection" be added. In addition, preambular paragraph 12 partly repeated 
paragraph 3 and the two paragraphs could perhaps be combined. Finally, the first preambular 
paragraph should be changed to refer to the report of the Director -General on WHO's Special 
Programme on AIDS, rather than to the report of the Director -General on AIDS. 

Professor HIZA (United Republic of Tanzania) suggested that, in the second preambular 
paragraph, the words "a virus of naturally occurring origin" should be replaced by "a 

retrovirus ". Little was known so far about the causative agent, and the only sure knowledge 
was that it was indeed a retrovirus. 

Professor HUYOFF (German Democratic Republic) said that, although his delegation had 
already expressed its desire to be included in the list of co- sponsors of the draft 
resolution, the Secretariat had apparently not been able to do that. 

Dr OKWARE (Uganda) fully supported the comments made by the delegate of the United 

Republic of Tanzania regarding the wording of the second preambular paragraph. He hoped that 

the resolution would be adopted by consensus, to reflect the unity and seriousness of purpose 
of the Committee. 
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Dr CORNAZ (Switzerland) commended the revised draft resolution taking into account the 
various amendments. Three important points should be added. First, in the fourth preambular 
paragraph, it should be noted that AIDS control ought to be part and parcel of the general 
health system, and that the idea of primary health care should in no way be undermined. She 
suggested that the words "based on primary health care" should be replaced by "and to ensure 
that primary health care is in no way weakened ". Secondly, paragraph 3 of the preamble 
stated that public information and education as well as the assurance and use of safe blood 
and blood products were the only measures available that could limit the further spread of. 

AIDS; there were other possible measures, such as the sterilization of instruments, and the 
word "only" should be replaced by "the most important ". Finally, she suggested that the last 
paragraph of the preamble should be placed after the second preambular paragraph. 

Mr MBOUMBA (Gabon) said that his delegation had wished to be a co- sponsor of the draft 
resolution. He proposed an amendment to the third preambular paragraph to read "public 
information and education on the one hand as well as the assurance and use of safe blood and 
blood products on the other hand ... . The paragraph would then better reflect the 
underlying idea. Furthermore, in the sixth preambular paragraph in the French version, he 
wished to replace the word "combattre" with "faire face à ". Finally, operative 
paragraph 4 (2) should be more specific on the question of with whom Member States should 
cooperate. 

Dr YOUNG (United States of America) said that, as a research scientist and a physician, 
he wished to clarify one point, in the second preambular paragraph. Because of world concern 
over the origin of the virus, the United States delegation thought that the phrase "of 
naturally occurring origin" would help to clarify the situation, and should therefore be left 
in the second paragraph. 

The CHAIRMAN pointed out that a drafting group would be needed to include all the 

suggested amendments. He suggested that anyone who wished to comment on the draft resolution 
should attend the meeting of the group. 

Professor SZCZERВAN (Poland) expressed the opinion that it would be necessary to develop 
a special programme concerned with protection of members of the medical profession who had to 
deal with AIDS cases. There was growing confusion because of the lack of established 
guidelines on the subject, and some personnel were refusing to treat patients with AIDS. 

Dr VARET (France) said that she had a number of comments regarding the French version of 
the draft resolution and would attend the meeting of the drafting group. 

Dr VISHWAKARMA (India) associated himself with the expressions of concern about the 

pandemic of AIDS and the request to establish effective programmes to combat the disease. As 

far as surveillance and prevention were concerned the most important aspect was accurate 
diagnosis. For that, diagnostic kits were needed, which developing countries could not 
afford to buy. There was therefore a need for transfer of technology to developing countries 
to enable them to manufacture the kits, and that aspect should be mentioned in operative 
paragraph 4 (2). 

Mr OLAFSSON (Iceland) said that he thought the discussion was going into too much detail 
and that it should be borne in mind that the aim of the draft resolution was to promote 
active cooperation among all countries. 

(For continuation, see summary record of the tenth meeting, page 140). 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕВ79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

Health science and technology - health promotion and care (Appropriation section 3; 
Documents РВ/88 -89, pages 105 -194; ЕВ79 /1987 /REC /1, Part I, Annex 15, and Part II, 

Chapter II, paragraphs 33 -52; А40 /INF.DOC. /1; and А40 /INF.DOC. /2) (continued) 

General health protection and promotion (programme 8) (continued) 

Dr MALIK (Pakistan), referring to programme 8.1 (Nutrition), said that the link between 
agriculture and health in that area had been well documented and realized by developed and 
developing countries alike. Pakistan was a developing country which after years of rapid 
progress had recently attained agricultural self -sufficiency, but malnutrition was still a 
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problem among infants, young children, pregnant women and nursing mothers. Most of the 

mothers were below standard weight. Frequent pregnancies, maternal illness and malnutrition, 
and late introduction of weaning food, gave rise to the malnutrition syndrome, and 
unsatisfactory maternal nutrition was generally recognized as a factor in low birth weight. 

In Pakistan, malnutrition was a combination of faulty feeding practices aid recurrent 

infection. Bottle -feeding was a problem in urban areas, and in rural areas introduction of 

foods to supplement mother's milk was late and inadequate. Food production was an important 
requirement for better nutrition, but there were instances in which food had failed to reach 

consumers or had arrived in such a state that it did more harm than good. That called for a 

strengthening of the food quality control system and the education of consumers. 
Economists tended to view expenditure on nutrition as unproductive, and measures to 

improve nutrition were thus seen as a hindrance to economic development. Malnutrition during 

pregnancy, infancy and early childhood could have harmful effects on physical and mental 
development - effects which could be reversed by expenditure on nutrition education, thereby 
saving future expenditure in dealing with nutritional problems. 

He welcomed WHO's contribution to the Joint WHO /UNICEF Nutrition Support Programme. The 

joint programme in his country, which had become operational in July 1986, was a further 
effort to introduce changes that would improve people's dietary practices. Its main theme 
was the provision of nutritional services through the primary health care network and among 
its major components were the dissemination of nutrition information through the mass media 
and the conducting of training and research. 

His Government supported the general health protection and promotion programme as a 

whole. 

Dr NAKATANI (Japan) asked for information concerning the 97.61% budget increase in 

regional and intercountry activities for programme 8.3 (Accident prevention). His delegation 
would welcome energetic programme activities on behalf of Member States of the Western 
Pacific Region, but it was explained in the proposed programme budget that the Regional 
Office for Europe was to carry out global, not regional, activities under the programme. The 

transfer would be justified if it had a favourable effect on the budget or if it could bring 

Member States any other advantages, but it could be seen from page 489 of document РВ/88 -89 
that a new post was allocated to the Regional Office for Europe. A similar transfer could be 
seen in programme 9.4 (Health of the elderly). He requested an explanation of such transfers 
and the practical measures to be taken to ensure the global character of the activities 
concerned allowing for participation by interested Member States in other regions. 

Dr GRECH (Malta), supporting programme 8.1 (Nutrition), welcomed the substantial and 
active steps taken by WHO in recent years in promoting breast -feeding and improving infant 
and young child nutrition. It would be shortsighted, however, for any national health 
strategy to consider those activities in isolation rather than as an integral part of overall 
maternal and child health and nutrition programmes. 

In the control of diarrhoeal diseases, for example, priority action should be directed 
at encouraging breast -feeding and appropriate and timely weaning if the immense waste of 
infant lives caused by those diseases was to be reduced effectively, at relatively low cost 
and within an acceptable period of time. 

A further consideration was prenatal care; all available evidence showed the value of 
good health during pregnancy, which meant balanced nutrition aid the absence of exposure to 

noxious agents, particularly chemicals and drugs, with a view to preventing the common 
handicaps in the newborn (low birth weight, congenital defects and immunological impairment). 

His delegation therefore supported the underlying strategy and the programme's stress on 
the integration of nutrition activities in primary health care and on paying particular 
attention to infants, children and mothers. 

A nutrition study carried out in his country in 1981 and followed up in 1983 had 
indicated that there was a national problem of bad nutritional habits contributing to a high 
incidence of cardiovascular disease and diabetes. In dealing with the problem of 
malnutrition, cultural and psychological factors had to be taken into account. It was not 
entirely correct to assume that malnutrition, whether due to excess or imbalance, was 

necessarily a reflection of affluence. Little could be achieved without political commitment 
to remedy matters or without the acceptance of a rational food policy by other sectors, such 
as agriculture, trade and finance. 

Dr MOJI (Lesotho) said that all the subprogrammes under programme 8 were extremely 
important for his country in view of the great deal that could be done in the promotive and 
preventive aspects. 

Nutrition for the high -risk groups still called for considerable action to promote a 

comprehensive multisectoral nutrition programme, particularly in view of the widening gap 
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between the "haves" and the "have- nots ". The current economic recession called for an 
intensive programme to deal with the problems. 

Oral health was particularly amenable to cost -effective promotional and preventive 

action. The value of health education and information in persuading communities to conform 
to desirable patterns of habit and behaviour should be re- emphasized. 

His delegation noted with deep concern the epidemic proportions assumed by road traffic 
accidents in many countries in the African Region, including Lesotho. The role of alcohol 
and drugs in perpetuating that problem should not be ignored. There was no clear -cut 

strategy for the control of road traffic accidents in the countries concerned. He urged WHO 
to work with countries in developing national strategies to reduce that serious threat to 

health for all. The rapid increase in the number of widows, orphans, handicapped persons and 
wasted human lives placed a serious constraint on the achievement of health for all in the 

countries concerned. 

Dr BOWEN- WRIGHT (Jamaica), while supporting the targets for programme 8.2 (Oral health) 

and welcoming the well -presented summary of activities, regretted that little appeared to 
have been said explicitly about such strategies as fluoridation. With the problems of 
equipment purchase and maintenance, spare parts, and shortages of dental professionals for 
remedial care, preventive strategies might be the only answer for such countries as Jamaica. 

For nearly 10 years her country had trained dental auxiliaries to perform restorative 
work and extractions of primary teeth under the distant supervision of the professional 
dentist. That service had been integrated into the primary health care system and was 
available in approximately 40% of the 365 primary health care centres in the country, with at 
least one centre per health district. The other function of the auxiliaries was to provide 
education on care of the teeth and on life -styles and diets related to good oral health. Yet 

despite nearly 10 years of operation of the auxiliary service, it was still impossible to 

meet community demands and the index of decayed, missing and filled (DMF) teeth remained 

unsatisfactory. It had therefore been necessary to turn to fluoridation of salt as the main 
priority, while not neglecting remedial dental care. In that connection she expressed 
appreciation to WHO /PAID for technical assistance and support. The first supply of 

fluoridated table salt should be available to the population by the end of May 1987. Judging 
from the experience of some of the industrialized countries in the use of fluoridated salt, 
future evaluation of Jamaica's oral health status in its campaign for health for all by the 
year 2000 should show an improved DMF index, and hence a better quality of life for the 
people. 

Dr HASSOUN (Iraq) welcomed the activities under programme 8, and particularly programme 

8.2 (Oral health). Dental and other oral health services under Iraq's Ministry of Health had 
the specific goal of improving methods of ensuring oral health. A start had been made in 

treating primary school children on a systematic basis. Diagnoses and follow -up visits were 
provided for all children, and films and literature were used to make them aware of the 
problem of caries and the importance of dental health. A national statistical study covering 
all age groups had been carried out and efforts were being made to extend services, 
particularly for mothers and children. A growing number of clinics, hospitals and 
laboratories were being established throughout the community and the whole population 
received care free of charge. He welcomed the support given to Iraq in the field of oral 
health and health in general by WHO and its Regional Office for the Eastern Mediterranean. 

Dr CORNAZ (Switzerland) said that proper use was not being made of growing knowledge of 
the role of nutrition in health protection and promotion and its influence on public health, 
and much remained to be done in all countries. The regular budget allocation for the 
nutrition programme, which amounted to US$ 7.036 million, or about 1% of the total regular 

budget, appeared very modest in view of the importance of the problem and WHO's wide -ranging 
tasks. Her delegation was concerned at the programme's reduced share in the total budget 
compared with the current biennium. There also appeared to be some imbalance between the 
regions, the Americas receiving a comparatively substantial share, particularly on the 
regional and interregional level, and Africa appearing to be less favoured. 

The emphasis placed on training and the cupport for national training centres was 
justified. It was essential to improve knowledge of nutrition among health personnel and the 
public, particularly mothers, and to make known the influence of nutrition on health and what 
could and should be done to overcome or preferably avoid nutritional problems. 

Training of medical and paramedical staff in nutrition, and nutritional education of the 
public, particularly of mothers, was inadequate in many countries of both South and North, 
including her own. Some specific activities, particularly making good certain deficiencies 
such as iodine and vitamin A deficiencies and controlling nutritional anaemia, could be very 
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effective, and nutrition education could be decisive. For that it must, however, be linked 

with intersectoral activities, particularly agricultural production and product marketing. 
The promotion of certain modern dietary habits and dietary products did not always lead to an 
improved diet or to a reduction in the family budget, but some of the products deserved to be 

better known to families. WHO had no influence in activities outside the health field, but 
it should nevertheless recognize the interdependence of its activities with those of other 
sectors and should continue to collaborate closely with FAO and UNICEF. Together with the 
latter organization, it should continue its evaluation of growth charts and its growth 
surveillance activities, which should not consist merely of weight registration but should be 

an instrument for improving child nutrition. 
Maternal nutrition and the nutrition of young and adolescent girls were particularly 

important for child health but were frequently neglected in national activities. No mention 

was made of that aspect in the programme. The nutrition of poor urban populations was a 
further problem which would probably worsen in coming years, and her delegation welcomed its 
inclusion in the programme. 

Mrs SANDLUND (Sweden), referring to programme 8.3 (Accident prevention), observed that 

the situation analysis showed that 10% to 30% of hospital admissions, in both industrialized 

and developing countries, were the result of accidents. That placed a very heavy burden on 

countries' health systems and health budgets, and the care of the victims absorbed resources 
which could be better used in primary health care or in health education. 

Accident prevention, however, was an area in which substantial results could be achieved 
particularly by measures taken at the local and community level, where analysis of the causes 
of accidents should preferably be carried out. The area health authorities should be 
responsible for initiating intersectoral collaboration at the local level in order to 
eliminate the causes of accidents. 

Sweden had carried out a pilot project in one community with a view to reducing the 
number of accidents. It had covered all types of accident other than traffic and work 
accidents and had resulted in a decrease of more than 30 %. Only by studying the accident 
"traps" could the responsible bodies in the community take measures to reduce the number of 
accidents. Such measures were generally inexpensive and could be carried out quickly. 
Encouraged by the good results of the local pilot project, Sweden was endeavouring to carry 
out an accident prevention programme in all its communities. 

The regional offices of WHO, within the framework of programme activities for 1988 -1989, 
could play an active and important role in providing Member States with models for accident 
prevention programmes at the local and community levels and furnishing information and 
experience on the subject. 

Dr NTABA (Malawi) supported the activities on general health protection and promotion. 
Referring specifically to programme 8.1 (Nutrition), he said that malnutrition - and in his 
country undernutrition - was a major contributing factor to or cause of morbidity and 
mortality, particularly in the vulnerable groups of women and children. His Government had 
recognized the importance of nutrition and its relation to development, and the fact that its 

fight against malnutrition must be multisectoral. Various ministries had various roles to 

play: the Ministry of Agriculture in ensuring adequate food production; the Ministry of 
Education in strengthening nutrition education in its regular educational programmes; the 

Ministry of Justice in proposing appropriate food legislation; the Ministry of Forestry in 
ensuring sufficient supplies of wood for fuel for cooking; and the Ministry of Labour in 
ensuring adequate minimum wages to feed a family. 

All the participants in a recent multisectoral symposium on nutrition organized by the 
Ministry of Health had fully appreciated the complexity of malnutrition, and every sector had 
recognized and voluntarily assumed its role in fighting it. 

The solution to malnutrition went far beyond the mere provision of communities with 
adequate food. Malawi was encouraging breast -feeding as a means of combating malnutrition in 
infants and children. It had also developed a local weaning food that was readily available 
to the rural population - a simple mixture of flour, maize, beans and groundnuts which 
mothers used for preparing porridge for their infants and children and which was highly 
nutritious. The same preparation was also being used in the rehabilitation of severely 
malnourished children, with good results. Malawi was undertaking vitamin A deficiency and 
goitre control programmes. The vitamin A deficiency programme had concentrated on the 
relationship of the deficiency to ophthalmic problems, but his country would be interested in 

examining the other health implications. It had a food and nutrition committee in the office 
of the President and Cabinet, with multisectoral representation. It welcomed WHO's 

collaboration on nutrition, which it hoped would continue. 
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Mr WILLUMSEN (Norway) supported the budget proposals for programme 8. Concerning 
success, lack of success, learning experiences and, above all, what could be done to 
facilitate the communication of such experiences both nationally and globally, he recalled 
that at a well -organized WHO conference in Bordeaux, France, five years earlier the Norwegian 
delegation had given as examples of its successes its Government's national nutrition policy 
within the programme of intersectoral action for health; its oral health project, which had 
led to a 30% -40% reduction in tooth cavities in children; and its community accident - 
prevention programme. A number of similar success stories in many fields of public health in 
other Member States had also been described. Very little follow -up, however, had occurred. 
WHO had an important role to play in that respect. He was certain that it was playing such a 
role but he had been unable to find any reference to the fact in the programme budget. The 
process of communicating experience of success or failure should be facilitated and speeded 
up. 

He asked whether WHO had a specific policy or programme for spreading knowledge of 
success stories among all Member States and, if not, whether it could build up a bank of 
ideas that could be disseminated throughout Member States. It was equally important to 

communicate any experiences of failure. 

Dr HAMDAN (United Arab Emirates) said that the addition of fluorides to water was very 
important in the prevention of dental caries; it was not a procedure that in his view would 
be very costly or difficult to implement. Recalling resolutions WНА22.30, WHA28.64 and 
WHA31.50 on the subject, he stressed the need to maximize the use of fluorides in water and 
requested the Secretariat to ensure that a report on achievements in the prevention of dental 
caries, through the various uses of fluorides, would be provided to the Forty -first World 
Health Assembly. 

Mrs MAKHWADE (Botswana) said she supported the budgetary provision made for the general 
health protection and promotion programme. In the context of accident prevention, the high 
national incidence of road and domestic accidents was of great concern in her country; the 
active 20 -40 -year age group principally affected was particularly valuable in a developing 
country such as Botswana; the Government had invested large sums in the training of such 
people and could ill afford to lose them at an early age. Such accidents had increased 
manpower shortages and affected the country's development programmes. Road traffic accidents 
also had far -reaching repercussions on individual families and on the country's health 
delivery system. Domestic accidents, which primarily affected children, had been greatly 
reduced following intensification of health education for mothers and schoolchildren. She 

therefore recommended health education as a useful preventive measure to reduce accidents. 
Botswana would welcome opportunities to share its experiences with other countries that had 
had similar problems. 

The nutrition programme was also of interest to Botswana, especially as the country had 
been drought -stricken for the past five years. The Ministry of Health, together with other 
sectors, had been implementing a nutrition surveillance programme to monitor the nutrition 
status of communities. The data thus obtained had made a valuable contribution to the 
development of nutrition programmes for the various groups at risk. Botswana greatly 
appreciated the support WHO had provided. 

Mr OLAFSSON (Iceland) supported programmes 8.1, 8.2 and 8.3 and commended WHO for its 
work in those areas. He called for a search for better accident registration procedures; 

the impact and number of accidents were generally not accurately known, since police reports, 

the usual source of information, notified only 30% -40% of road traffic accidents. Although 
mortality from traffic accidents was declining, probably owing to improved means of transport 

and better medical services, reports showed that the number of persons injured had not 
decreased, and in some cases had even increased, a possible cause being higher traffic 
speeds. Legislation was called for to remedy that situation. He noted the rapidly 
increasing number of leisure -time accidents, a trend that had appeared in the past ten 
years. WHO had recommended community action to combat such accidents and that method had 
been implemented in Iceland during the past three years with good results. 

Dr ASVALL (Regional Director for Europe), replying to the delegate of Japan, who had 
asked about the apparent transfer of accident prevention programme funds from global 
activities to the European Region, as shown in the table on page 121 of document РB/88 -89, 
said that the accident prevention programme, like programme 9.4 (Care of the elderly), had 

been established in 1980 as a global programme. At that time the Director -General, in view 
of the wide experience of European countries in those two fields and the considerable work 

the Regional Office had done on the subject, had asked the Regional Director to establish the 

two global programmes and run them on behalf of headquarters. Thus far the staff and funds 
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concerned had appeared under global and interregional activities, but the Director -General 
had decided that from the biennium 1988 -1989 onwards the relevant funds would be shown under 
regional and intercountry provisions for Europe. No change in the functioning or staffing of 
the two programmes had been involved; the change had been purely a technical budgetary 
procedure. The programmes concerned were genuinely interregional; the seven major projects 
within the accident prevention programme were widely spread over all the regions. The 

Regional Office took great care to ensure that the programme dealt with matters of worldwide 
concern and kept in close contact with WHO headquarters on the subject. In addition, the 
programme managers were present when the Executive Board and the Health Assembly discussed 
the programmes. However, the Regional Office would be willing to consider additional ways of 
making such contacts even more systematic. 

He agreed with the delegate of Norway that it was important that there should be more 
reporting of successes and failures. Although WHO did try to draw attention to success 
stories, it could perhaps be more active in that respect. The subject therefore merited more 
extensive discussions at a later stage, perhaps in the Programme Committee of the Executive 
Board. The Regional Office was in contact with one Member State that had been successful 
with new policies to combat alcoholism in order to review the data concerned and make the 
information available to other countries. The Regional Office was working on the programme 
on care of the elderly in order to be able to produce a success story at the next Health 
Promotion Conference in Adelaide, Australia. A number of nongovernmental organizations were 
also circulating information on successful projects by means of newsletters. 

Dr PRADILLA (Nutrition) thanked all delegates who had made comments and suggestions for 
programme 8.1. In general, it should be noted that many of the components of the programme 
were in fact being handled by other divisions and other programmes. For example, maternal 
nutrition was being handled by the maternal and child health programme, and the Nutrition 
unit had hosted scientific meetings on the subject in 1986. Nutrition of the elderly came 
under the programme for the care of the elderly, which received support and collaboration 
from the Nutrition unit. Life -styles and malnutrition were the subject of very close 
collaboration with the Division of Noncommunicable Diseases. In addition, there was 
considerable cooperation on nutrition with the regional offices. WHO was also involved in 
work at the intersectoral level in a number of programmes such as the Joint WHO /UNICEF 
Nutrition Support Programme, the Belgian Survival Fund and the vitamin A and iodine 
programmes. WHO had worked very closely with other organizations of the United Nations 
system and with nongovernmental organizations to give countries integrated support on 
nutrition. Expansion and intensification of such activities were restricted by budget 
constraints, but perhaps further efficiency could be achieved by closer integration of 
programmes and by closer cooperation within and outside WHO. 

Food and nutrition surveillance, as mentioned by many speakers, was an area where closer 
coordination could be achieved with other agencies in order to provide countries with 
coherent information for the planning and programming of multisectoral activities. Such 
harmonious relations had already been achieved in some countries, and some countries that had 
established food and nutrition surveillance systems were now finding that under -nutrition was 
rapidly disappearing, while obesity and other diet -related problems presented another 
challenge. A properly operated surveillance system was an important tool in achieving better 
nutrition status. During the past four months WHO, UNICEF and FAO had been endeavouring to 
set up a task force to accelerate that type of development at country, regional and global 
level, which had already attracted a certain amount of funding. 

While food and nutrition policies and surveillance had in the past been considered 
important for the developing countries, they were now also recognized as important in many 
developed industrialized States for preventing certain types of malnutrition. 

On the question of vitamin A deficiency raised by the delegates of Malawi aid 
Switzerland, he said that a study in one country had shown a 30% decrease in mortality and 
morbidity under the influence of vitamin A; attempts were being made elsewhere to see if 
those results could be reproduced. With regard to iodine deficiency, there had been a very 
good regional response from WHO. The three regions most concerned by the problem were 
tackling it systematically. A regional strategy had already been developed for South -East 
Asia and a meeting to set up a control strategy had recently been held in the African 
Region. The vitamin A and iodine deficiency control programmes had been established in 
response to a Health Assembly resolution and had given mixed results. The response from the 
countries with the problem had been weak. In addition, few offers of support for the 
programmes had been received. Only the United States of America had agreed to allocate a 
significant amount of funds on a bilateral basis, while specific national surveillance 
programmes in the Americas had been supported by the Federal Republic of Germany. However, 
now that there was a global surveillance programme, support for such national efforts had 
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somewhat decreased. In the management of the anaemia programme, as well as of the other two 
deficiency control programmes, WHO had for a long time been cooperating with consultative and 
nongovernmental groups. 

Dr BARMES (Oral Health) expressed his appreciation to all the delegates who had so 
strongly supported programme 8.2 (Oral health). Their comments, including challenges and 
warnings, had been carefully noted and would be taken into account when the programme was 
being implemented. 

To reply to the Soviet delegate, the use of the name of the nongovernmental organization 

in the title of the information document was in response to resolution WHA38.31 and was 

intended to emphasize that the initiative went beyond the ordinary support from 
nongovernmental organizations enjoyed by many WHO programmes. He assured the delegate of the 
Federal Republic of Germany that care would be taken not to broaden the health messages given 
by oral health personnel too far and to be selective in seizing the opportunity to use such a 
large work force in broader health education and promotion. Although care needed to be taken 
with fluoride -containing toothpaste where there was excess fluoride in water supplies, as 

indicated by the delegate of India, such toothpaste had played a very important role in the 
prevention of dental caries. Defluoridation systems should be the first response to the 

excess fluoride problem. To that end, the Intercountry Centre for Oral Health in Thailand 
had produced a simple and economical defluoridation device. 

As many speakers had mentioned, the use of hard data for planning and monitoring was 
recommended for programme 5. That process had already been in use for some time in oral 
health and might be of interest to others. 

To reply to the United Kingdom delegate, all the steps listed in the timetable in the 

information document had been completed for 1986 and all the items for 1987 were in hand. 

Since the seventy -ninth session of the Executive Board, WHO collaboration with the 
International Dental Federation (FDI) had been discussed at a meeting of officers of FDI's 

Scientific Commission and was at present being discussed by the FDI Executive, which was 
paying special attention to the role of the dental profession in collaborating with WHO's 
Special Programme on AIDS. The oral health programme had already been restructured according 
to the expanded proposal and many relevant activities had already begun. All was therefore 
in readiness for what was hoped would be definitive negotiations between WHO and FDI at the 

World Dental Congress in October 1987. 
WHO would be happy to report on achievements in response to the request by the delegate 

of the United Arab Emirates and covering also the points raised by those of Jamaica and 
Norway; fluoridation had not been specifically mentioned in the programme statement because 
it had been such an important part of preventive activities and had been so often described 
in detail previously. To answer the delegate of Norway's request for success stories, the 

global oral data bank was at present being strengthened and diversified, and reports of 
successes or failures in the oral health sector could be provided. 

The greatest concern in the oral health programme, which was shared by many delegates, 
was that dental education, with regard to appropriateness of personnel or adequacy of their 
numbers, was not being reoriented sufficiently quickly in relation to changing oral health 
status and age patterns. It was hoped that the expanded programme would combine political 
will to follow a common health -through -oral -health strategy and adequate monetary resources 
for assistance, the main source of the necessary expertise being the national professional 
associations, which would provide it through FDI. It would be a great pity and very costly 
if use was not made of present capabilities for prevention and self -care to restore or 
maintain good oral health. 

Dr ROMER (Accident Prevention) thanked delegates for their comments and advice, which 

would be taken into account in the further work of the programme. In reply to the Soviet 
delegate, the psychosocial and behavioural aspects were of basic importance in nearly all the 
related projects, especially with regard to accidents to children and to the elderly. Such 
activities were relatively old and had begun in 1978 with a collaborative project with the 

Belgian Government. Currently, in the case of accidents to children, an epidemiological 
research project had been developed in close collaboration with the Region of the Americas, 
the European Region and a number of centres. 

The Soviet delegate had also referred to legislation problems. They were closely linked 
to psychosocial and behavioural aspects and, in cooperation with the Health Legislation unit, 
reviews of various national legislations were being carried out, the first results of which 
would be published during 1988. 

The delegate from Trinidad and Tobago had referred to the difficulty of obtaining 
instruments to measure alcohol levels for legal purposes. WHO hoped to institute research 
into simpler and cheaper instrumentation, since inexpensive screening techniques were already 
available. 
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The delegate from Iceland had remarked that accident rates could not be judged by 

mortality alone; in some cases, mortality had decreased while morbidity had greatly 
increased; hence the need for better assessment of injury morbidity. All the current 
criteria were based on relatively under -evaluated data, and one of the aims of the programme 
was to improve evaluation methods. The delegates of Botswana and Lesotho had mentioned the 
problem of accidents to children in the home. A project was being developed in the African 
and South -East Asia Regions to elaborate principles for promoting safety at the community 
level and focusing on children and the roles of mothers and the family; a study group was 
planned. 

Although the programme was essentially intersectoral in nature, intersectoral 
coordination was unfortunately still very weak. In view of the large body of knowledge 
already available, efforts must be continued to strengthen cooperation between the various 

sectors in applying that knowledge, particularly in such matters as the prevention of road 
accidents. 

Protection and promotion of the health of specific population groups (programme 9) 

Professor FORGÁCS (representative of the Executive Board) said that the Board endorsed 

programme 9.1 on Maternal and child health, including family planning. It was to be hoped 
that WHO's emphasis on strengthening district health systems would help countries to ensure 
the integration and coordination of services. The Board deplored the fact that the continued 
high levels of maternal morbidity and mortality in many parts of the world were not generally 
recognized as a serious problem and stressed the relationship between the mother's health and 
nutritional status and the survival of her infant. The Board appreciated the emphasis placed 
on the health of adolescents and the promotion of responsible parenthood in that age group. 
It also recognized that WHO's collaboration with United Nations funds such as UNFPA and 
UNICEF, and with nongovernmental organizations, was an effective way of stretching limited 

resources. 
The Board endorsed the continued emphasis placed on programme 9.2 (Human reproduction 

research); it also noted that more attention was being given to infertility caused by 

sexually transmitted diseases. A comprehensive approach covering prevention, socioeconomic 
factors and technical issues had been adopted in respect of programme 9.3 on Workers' health, 
and the Board wished to draw attention to the Director -General's progress report on that 
subject.1 Priority must be given to agricultural, migrant and young workers. 

Professor KALOYANOVA (Bulgaria) supported programme 9, which would remain relevant well 

into the next century. The programme to protect workers' health was particularly important, 
since technological progress continually gave rise to new health problems. It was essential 
that the Organization should provide the financial and staff resources which would be 

necessary. 
Bulgaria provided effective cooperation in such areas as staff training, courses for 

health workers from developing countries and research into ergonomics, psychosocial factors, 
permissible chemical levels, monitoring techniques and occupational diseases. Experts from 
her country had assisted the regional offices and contributed to the preparation of documents 
on such subjects as haematological changes attributable to occupational factors. Bulgaria 
would continue to cooperate with WHO in the field of workers' health. It was particularly 
important to encourage research into monitoring techniques, research methods, long -term 
health hazards and effects on reproductive functions. The chemical and electronic 
industries, biotechnology and agriculture also required particular attention. 

Her delegation hoped that WHO would increase its efforts to promote workers' health, and 
drew attention to the following draft resolution, of which it was a co- sponsor: 

The Fortieth World Health Assembly, 
Concerned about the magnitude of the health and safety problems of the working 

population in many parts of the world; 
Emphasizing that certain groups of workers, in particular in agriculture, 

construction, mining, and small and medium -sized industries, still continue to be 

underserved in many countries, especially developing ones; 
Realizing that the development and application of modern technologies may give rise 

to new health hazards; 
Noting the various organizational patterns of occupational health services at the 

national level in different parts of the world, and aware of the need to enhance 
coordination and cooperation among the various governmental agencies concerned with 

occupational health; 

1 Document EB79 /1987 /REС /1, Part I, Annex 15. 
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Emphasizing also the need to extend primary health care to the underserved sectors 
of the working population both in the workplace and in the home, and taking note of the 
good experience many Member States have gained in integrating occupational health into 
national health services; 

Having noted the Director -General's report on workers' health to the Executive 
Board at its seventy -ninth session, and recalling resolutions WHA32.14 and WHA33.31 as 

well as other relevant resolutions; 

1. EXPRESSES its appreciation of the Director -General's report on workers' health to 

the seventy -ninth session of the Executive Board; 

2. URGES Member States: 
(1) to pay special attention to the establishment and maintenance of safe working 
conditions, and to consider workers' health care as an integral component of 

primary health care, initiating measures for functional integration and 
administrative coordination; 
(2) to identify the existing and newly -emerging health and safety problems of 
workers in the underserved sectors, and to extend primary health care in these 
sectors along the lines recommended in the Director -General's report to the 
seventy -ninth session of the Executive Board; 

3. INVITES nongovernmental organizations and other interested parties to collaborate 
with national authorities, employers and employees in promoting appropriate health care 
delivery; 

4. REQUESTS the Director -General: 
(1) to pay due attention to the workers' health programme, and to promote its 
implementation in close collaboration with other relevant programmes, as part of 
national health systems based on primary health care; 
(2) to promote regional activities in workers' health where appropriate; 
(3) to elaborate guidelines on primary health care in the workplace, addressed 
particularly to the underserved working population and including the educational 
material needed at the various levels; 
(4) to continue to mobilize extrabudgetary resources, particularly for the 
implementation of the primary health care approach in the underserved sectors of 
the working population; 
(5) to develop guidelines on health promotion in the workplace in cooperation with 
the WHO collaborating centres, aid to strengthen cooperation with these centres, 
particularly in developing countries. 

Professor LAFONTAINE (Belgium) said that it was important to consider the health of all 
workers, including housewives and others working at home. The problems experienced by 

elderly people, such as Alzheimer's disease, could only be solved by a great deal of 
fundamental research. The Regional Office for Europe had considered how best to combat 
feelings of isolation among the elderly, and a recent meeting in his country had discussed 
the problem of hip fractures in elderly people. 

Mr GHACHEN (Tunisia) said that WHO should give high priority to maternal and child 

health and family planning, applying the health -for -all strategy, especially through 
intersectoral cooperation and economic support to health work. 

In view of the importance of family planning in Tunisia's economic and social 
development plan, special attention was paid to the contributions to be made by the bodies 
and departments concerned. The Higher Population Council, presided over by the Prime 
Minister and representing the different departments, determined overall policy while regional 
councils representing their local administrations elaborated the regional programmes. Thanks 
to President Bourguiba the family planning programme benefited from regular support, clearly 
defined political will and legislative backing, and promoted the role of women and harmonious 
development of the family. It was integrated with primary health care, from health centres 
down to areas served by mobile units. Related education had for some ten years been 
integrated in school curricula and in activities for the working population and those of 
fertile age, with the collaboration of occupational health authorities, public and private 
companies and labour unions, and the assistance of friendly countries, WHO, UNICEF, UNFPA, 

USAID and other international organizations. 
However, much remained to be done to make the services more readily available to the 

population and to establish a maternal health care surveillance system and cover all aspects 

of maternal and child health and population activities. 
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Tunisia wished to be added to the lists of sponsors of the draft resolutions on maternal 
health and safe motherhood and on research on aging.1 Although, demographically speaking, 
it was a young country it had relatively the "oldest" population on the African continent. 
Consequently, it was taking a proper interest in the health of the elderly and adopting a 

preventive approach; he thanked WHO and its Regional Office for the Eastern Mediterranean 
for assistance in that task. 

Greater attention should be given to maternal and child health aid family planning in 
particular since, in spite of global efforts, early and repeated pregnancies continued to 
damage the health and welfare of children, mothers and families, particularly in the African 
and Eastern Mediterranean Regions, which had the highest rates of urbanization (some 70% and 
60% respectively) and of birth (4.6% and 4.0 %), threatening to compromise the attainment of 
health for all by the year 2000. 

It was encouraging to note that the regular budget allocations for the maternal and 
child health programme had been increased by 15.53% (document РВ/88 -89, page 129), although 
that increase could not compensate for the reduction in other sources of finance. His 

delegation called upon States that were in a position to do so to provide developing 
countries with assistance in the field of maternal and child health and family planning in 
accordance with the framework established at the Alma -Ata Conference. 

Dr BRAMER (German Democratic Republic), referring tb programme 9.3 on Workers' health, 
said that the discussion on the subject at the last session of the Executive Board had 
reflected the significance and appropriateness of the programme. The working population 
played a vital role in the economic and social development of the country; however, 
technological progress could give rise to health hazards, and those working in traditional 
jobs sometimes received no health care at all. Better results might be obtained by 
integrating occupational health services in the primary health care system. His delegation 
was a sponsor of the draft resolution on health of the working population, and he hoped that 
a consensus would be achieved in that important area. 

Dr MAFIAMBA (Cameroon) said that his delegation supported programme 9.1 on Maternal and 
child health, but considered it rather ambitious; it seemed unlikely that all the targets, 
particularly the promotion of an understanding of the implications for health of the role and 
status of women, could be achieved by 1989. Although a great deal of information had been 
collected on maternal and child morbidity and mortality, it had not been passed on to 
potential users. His delegation wished, however, to congratulate Dr Fathalla and his 
colleagues from the Special Programme of Research, Development and Research Training in Human 
Reproduction on their recent pamphlet on the prevention of maternal mortality. In respect of 
programme 9.2 on Human reproduction research, his delegation welcomed the emphasis given to 
fertility regulation. However, only 2.38% of the regular budget had been allocated to 
research into infertility (document РВ/88 -89, page 135), and most of that research was 
devoted to female infertility. He noted that the entire research programme was to be 
directed from WHO headquarters, which perhaps indicated an area where the regional offices 
might improve their performance. The programmes on maternal and child health and human 
reproduction research had always relied heavily on extrabudgetary sources of finance, and it 
was to be hoped that the Secretariat would take steps to correct that situation. 

In respect of programme 9.4 on Health of the elderly, his delegation welcomed the 
increased allocation of resources to the African Region. However, the deadline for the 
publication of WHO technical documents on aging by the 1990s was too far ahead; it was 
essential to disseminate the available information as soon as possible. 

Professor BERTAN (Turkey) said that maternal and child health programmes, including 
family planning, had been accorded priority importance in many developing countries. The 
situation analysis for programme 9.1 outlined points of weakness in such national 
programmes. While signs and symptoms of poor maternal and child health were well known and 
could be diagnosed without difficulty, primary and secondary prevention were far from 
adequate. 

Maternal and infant mortality in Turkey was high, and attempts were being made under the 
development plan to reduce the figure by half by 1990. An immunization campaign had been 
launched in 1985 during which over four million children under five years of age had been 
immunized. Specific action programmes had been intensified to sustain high immunization 
coverage, control diarrhoeal diseases, promote breast -feeding and nutrition, control acute 
respiratory infections, monitor growth, provide pregnancy follow -up and improve childbirth 
services. The programmes were all integrated into the existing infrastructure and had been 

1 Reproduced at the end of this summary record, p. 117. 
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implemented through an intensified programme since 1986 with the aim of strengthening the 
existing primary health care structure. Community participation and collaboration with other 
sectors had received high priority, and there had been television broadcasts of health 
messages related to mother -and -child health and family planning since 1986. Substantial 
support would also be provided from other sectors for the improvement of maternal and child 
health. A great deal had been done to mobilize social support. 

Her delegation supported the proposed programme budget for maternal and child health, 
including family planning, for the financial period 1988 -1989 and welcomed the establishment 
of collaborating centres to strengthen the research network in that field. Health service 
research should receive special attention with a view to improving utilization of health 
services by consumers and extending "outreach" services. 

Professor MATTHEIS (Federal Republic of Germany) said that her country strongly 
supported the objectives of programme 9.1, considering the integrated approach adopted to be 
particularly desirable as it emphasized the importance of primary health care. The Federal 
Republic of Germany was following a similar approach; emphasis was being placed on family 
planning information in order to reduce risk of pregnancies, especially in very young 
mothers. More education was required to lower the number of unwanted pregnancies. In her 
country's cooperation programmes with developing countries also, a similar approach was being 
followed; the integration of family planning into primary health care was being emphasized. 
It wished to strengthen such cooperation with developing countries and WHO, and welcomed the 

initiative taken by WHO together with other agencies for promoting safe motherhood, as 
highlighted at the 1987 Nairobi Conference. 

In practically all Member States the people were tending to live longer. Programme 9.4 
(Health of the elderly) was therefore of the utmost importance and her delegation fully 
supported it. Care for the elderly was an essential facet of primary health care. As was 
mentioned in the situation analysis, elderly people would be occupying an increasing 
proportion of hospital beds unless efficient ambulant care could be organized for the elderly 
living alone. The Federal Republic of Germany was making considerable efforts in that 
direction. To have elderly people participate in the management of health care programmes, 
especially with regard to their own age group, as advised in paragraph 5 of the situation 
analysis, was a valuable suggestion which her country wished to follow. Because of the 
multiple morbidity typical of the elderly, it seemed important to ensure close links between 
that and other programmes, including mental health; unless efforts were made to prevent 
mental deterioration the quality of life would decline for an increasing number of 
individuals as life expectancy increased. 

Dr HELMY (Egypt), referring to programme 9.3 (Workers' health), said that specific 
occupational health services currently appeared to be completely isolated from primary health 
care, and integration was needed. Existing regulations and the process of inspection itself 
were a heritage from the past; consequently new, appropriate legislation should support 
primary health care approaches, and health teams in primary health care units should be 
trained to assume duties in respect of workers' health. A considerable number of workers, 
particularly adolescent workers in developing countries, were to be found in small factories, 
agriculture, construction and home industries which were outside the purview of the more 
centralized occupational health units. There was no way of ensuring that such workers were 
covered by preventive health services, except by incorporating occupational health services 
into primary health care units, which would be an effective means of promoting health in the 
workplace, helping to educate workers, detecting and controlling communicable and chronic 
noncommunicable diseases and detecting cases of malnutrition and abuse of drugs. Global and 
regional efforts to that end must be intensified through WHO. 

His delegation supported the draft resolution on health of the working population. It 

supported the budget for programme 9 as a whole. 

Dr MILLER (Canada), referring to programme 9.4 (Health of the elderly), said that health 
for all by the year 2000 included children, adults and the elderly - both men aid women. 
Part of the population would die of cancer, heart disease or other diseases; others would 
survive to old age. With advances in medicine and better control of environmental problems 
the elderly of the world were increasing in numbers, a situation which would cause greater 
problems and call for higher expenditure in all countries. Canada had produced large numbers 
of paediatricians at a time when the child population was decreasing but so far had paid 
little attention to training physicians in the care of the elderly, a rapidly increasing 
population group. Steps were being taken to improve the situation. As the number of elderly 
people increased so did the use of hospital beds, as the elderly were more often ill, 
sometimes from more than one cause. Statistics indicated that if the current situation 
continued, within a very few years all the intensive care beds currently in use could be 



116 FORTIETH WORLD HEALTH ASSEMBLY 

filled entirely by elderly patients. The increased use of resources for the care of the 
elderly would mean that less would be available for other patients requiring care on a 
continuing basis. 

Dr RAК6EEV (Union of Soviet Socialist Republics), referring to the draft resolution on 
maternal health and safe motherhood (see below), said that the words "and take the necessary 
steps to prepare appropriate personnel at all levels" should be added at the end of operative 
paragraph 2(4). 

Referring to programme 9.3 (Workers' health), he said that the situation analysis was 
well supplemented by the Director -General's report to the Executive Board. Both had served 
as a basis for the measures proposed in the programme. As experience had shown, an overall 
approach was a necessary condition for successful development of a workers' health 
programme. He agreed with the statement in paragraph 9 of the situation analysis that 
political and socioeconomic issues as well as purely technical matters must be dealt with: 
only by such an approach would it be possible to achieve progress and increase the 
effectivenss of preventive measures aimed at specific groups, such as adolescent and migrant 
workers, working mothers and agricultural workers. He greatly appreciated work carried out 
by WHO on protection of workers' health; a considerable contribution to the programme could 
be made by scientific research carried out by collaborating centres under the aegis of WHO. 
Guidelines should be prepared for the protection of workers' health in both industry and 
agriculture, while less attention should be paid to what were referred to as work -related 
diseases, as almost any disease which developed at any time during workers' employment could 
be thus described; no clear definition of the term had so far been established. Efforts 
should rather be concentrated on finding basic preventive measures against well -known 
occupational diseases. It was natural that in developing countries the activities of the 
health services in regard to occupational health should concentrate first and foremost on 

solving urgent practical problems. At the same time, in the economically developed 
countries, in addition to improving preventive measures attention was being paid not only to 
assessing known occupational risk factors but also to detecting new ones. In that connection 
Member States must be kept well informed of new harmful production factors in order to ensure 
more effective protection of workers' health, regardless of the standard of occupational 
medicine in the particular country concerned. His delegation fully supported the draft 
resolution on the health of the working population. 

Referring to programme 9.4 (Health of the elderly), he agreed that in view of the 
increasing numbers of elderly people more attention would have to be paid to their medical 
and social problems. Special approaches, special methods of analysis and specific methods of 
solving those problems on the basis of intersectoral cooperation were called for. WHO should 
therefore continue to develop the programme actively and direct it towards finding and 
putting to practical use the best possible ways of satisfying the needs of the elderly for 
all forms of medical and social assistance. 

Recalling that the Regional Director for Europe had said that financing for the 
programmes on health of the elderly and accident prevention would be carried out from 1988 
onwards through the European Region, he proposed that the regional programme budgets should 
in future state separately and precisely the resources that would be transferred to the 
Region for the programmes for which it was to bear global responsibility. He suggested that 
operative paragraphs (2) and (3) of the draft resolution on research on aging (see below) 
might be merged. 

It was so agreed. 

Professor WESTERHOLM (Sweden), referring to the situation of women in connection with 
programme 9.3 (Workers' health), said that work that was dangerous for women was also 
dangerous for men. Special occupational safeguards for women at the workplace could set a 

trap in which women might be caught whereby, through misdirected safety measures, they were 
discriminated against in certain types of work. The International Labour Office had, in its 
reports and conventions, stated that women should be safeguarded during pregnancy but at the 
same time should not be discriminated against in relation to work accessible to men. Such 
decisions were becoming more important in cases where women were not allowed to work under 
conditions believed to be dangerous to the expected child and where there were no 
epidemiological data to support such decisions. In the face of that problem, WHO, in 

addition to coordinating research in the field of reproductive health, should aid in the 
evaluation and the dissemination to decision- makers of epidemiological and other relevant 
scientific data. She hoped that the latter point would be included in the proposed programme 
budget; it would not be costly, as WHO could seek collaboration with the International 
Clearinghouse for Birth Defects Monitoring Systems. 
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Referring to the draft resolution on the health of the working population, she suggested 
that a sub -paragraph should be added to operative paragraph 4, requesting the 
Director -General to collaborate with the International Labour Organisation in the field of 
workers' health. 

It was so agreed. 

Dr NOBRE LEITE (Cape Verde), referring to programme 9.1 (Maternal and child health, 

including family planning), said that his delegation agreed with the programme as a whole. 
His country - a young country with many health problems - had adopted a vertical maternal and 
health programme but had found that it was costly and not very effective. Attempts were 

currently being made progressively to extend maternal and child health activities, including 

family planning, to all health structures at all levels through the country. Training of 

basic health personnel, nurses and doctors was under way so that they could better carry out 
their work in that area. Traditional birth attendants were seen to be doing good work, but 

because most of them were illiterate it had not so far proved possible to draw up appropriate 
guidelines by which to evaluate and follow up their work. He asked for WHO support in that 
connection. Another problem was the under -utilization of the nutritional education sector, 
which was part of the maternal and child health programme. Family planning remained the 

weakest point of the programme in his country; requests for advice from couples were few, 

the period between births was still under two years and pregnancies among girls under 18 

years of age remained high. At a time when Cape Verde, a small, developing country, had 
achieved a considerable decrease in infant mortality it was also being faced with a 
population explosion. A cause for particular concern in relation to maternal morbidity and 
mortality was clandestine abortion and it was hoped that recent legislation on voluntary 
abortion would improve the situation. 

His delegation supported programme 9.1 (Maternal and child health, including family 
planning) and the draft resolution on maternal health and safe motherhood (see below). 

The meeting rose at 17h40. 

Maternal health and safe motherhood (see page 114) 

(Draft resolution proposed by the delegations of Botswana, Brazil, Ethiopia, Ghana, Kenya, 

Malawi, Nigeria, Zambia and Zimbabwe) 

The Fortieth World Health Assembly, 
Recalling resolutions WHАЭ2.42, WHАЭ8.22 and WHАЭ9.18 - on the WHO long -term 

programme for maternal and child health; maturity before childbearing and promotion of 

responsible parenthood; and implementation requirements of the Nairobi Forward -looking 
Strategies for the Advancement of Women in the health sector, respectively; 

Noting the extremely high levels of maternal morbidity and related mortality 
prevailing in many developing countries, accounting in some cases for more than 50% of 
all deaths in women of childbearing age; 

Further considering that the low social status of women, and the poor nutrition of 
girls, as well as the lack of appropriate care in pregnancy and childbirth, contribute 
to this problem; 

Recognizing that maternal and child care, including family planning, forms the core 
of primary health care; 

Recalling the recommendations of the World Conference to Review and Appraise the 

Achievements of the United Nations Decade for Women and the Forward -looking Strategies 
for the Advancement of Women, which set a specific target to reduce maternal mortality 
and morbidity; 

Taking account of the recommendations of the International Conference on Safe 
Motherhood held in Nairobi in February 1987, cosponsored by WHO, the World Bank and the 
United Nations Fund for Population Activities, and supported by the United Nations 
Development Programme; 

1. THANKS the organizations for their initiatives in the field of maternal health; 

2. URGES Member States: 
(1) to give high priority to improving the health of women and reducing maternal 

mortality and morbidity through appropriate primary health care, adequate food and 
health programmes for girls from infancy to adolescence, and support to family 
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planning programmes in the context of primary health care, making family planning 

services available to all those who need them in order to avoid unwanted or 

high -risk pregnancies; 
(2) to provide appropriate prenatal care with efficient and early detection and 
referral of high -risk pregnancies; 
(3) to seek to ensure the attendance of appropriately trained personnel for all 
women in childbirth; 
(4) to strengthen referral facilities and supervision measures in maternal and 
child health and family planning in order to deal with obstetrical emergencies and 
provide essential obstetrical care; 

(5) to coordinate action within the health arid other sectors in order to improve 
women's education and nutrition and generate financial and other resources for 

appropriate social support during pregnancy, delivery and the first year following 
childbirth; 

3. REQUESTS the Director -General: 

(1) to assist countries with high rates of maternal mortality in studies on the 

dimensions and causes of the problem, and to support national efforts to reorient 
primary health care action so as to give adequate priority to the reduction of 
maternal mortality and morbidity; 
(2) to support collaborative operational research on safe motherhood, with 

emphasis on preventing the five main causes of maternal mortality and finding local 
solutions to overcome the obstacles to appropriate maternal care; 
(3) to intensify technical cooperation in the field of maternal and child health, 
including family planning, focusing on measures to reduce maternal mortality and 
morbidity; 
(4) to increase the Organization's collaboration with appropriate United Nations 
agencies and nongovernmental organizations, with emphasis on the promotive and 
preventive aspects of maternal health and family planning and the availability of 
essential obstetric care at first referral level and in emergencies of pregnancy 
and childbirth; 
(5) to intensify efforts to mobilize appropriate human, scientific and financial 
resources for maternal health programmes, including epidemiological and operational 
research aspects, and in particular to seek financial support for multilateral and 
bilateral agencies and foundations to this end. 

Research on aging (see page 114) 

(Draft resolution proposed by the delegations of Angola, Australia, Belgium, Brazil, China, 
Costa Rica, Cuba, Cyprus, Czechoslovakia, Democratic People's Republic of Korea, Finland, 
Greece, Italy, Jamaica, Kuwait, Malta, Mexico, New Zealand, Paraguay, Peru, Poland, Portugal, 
Singapore, Syrian Arab Republic, United Kingdom of Great Britain and Northern Ireland, United 
Republic of Tanzania, Uruguay, Venezuela and Zimbabwe) 

The Fortieth World Health Assembly, 
Recalling resolutions WHA32.25 and WHA35.28 on health care of the elderly; 
Noting the recommendation of the global Advisory Committee on Health Research on the 

establishment of an international research programme on aging; 
Believing that the attainment of health for all will result in the survival of 

increasing numbers of the world's population into old age; 
Realizing that greater knowledge is required to understand both the determinants of 

healthy aging and how to apply this knowledge optimally with a view to adding healthy life to 
years; 

Considering that research on aging and research training need to be extended to the 
countries in which most elderly people will be living in the year 2000; 

REQUESTS the Director -General: 
(1) to establish an international research programme on aging, as an integral part of 
the Organization's programme on health of the elderly; 
(2) to secure the cooperation of interested governments, voluntary organizations, 

foundations, private donors and other bodies in raising the extrabudgetary funds 
necessary for establishing, implementing and monitoring the programme; 
(3) to ensure WHO secretariat support to the research programme within existing 
budgetary provisions, supplemented by the resources of collaborating institutions, 
nongovernmental organizations or other forms of extrabudgetary support. 



NINTH MEETING 

Wednesday, 13 May 1987, at 9h00 

Chairman: Dr H. S. HELMY (Egypt) 

1. SECOND REPORT OF COMMITTEE A (Document А40 /31) 

Mrs AL- GHAZALI (Oman), Rapporteur, read out the Committee's draft report. 

The report was adopted (see document WHA40 /1987/REC/2). 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and ЕВ79 /1987 /REС /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕВ79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

Health science and technology - health promotion and care (Appropriation Seсtion 3; 

Documents PВ/88 -89, pages 105 -194; ЕВ79 /1987 /REC /1, Part I, Annex 15, and Part II, 
Chapter II, paragraphs 33 -52; A40 /INF.DOC. /1; and А40 /INF.DOC. /2) (continued) 

Protection and promotion of the health of specific population groups (programme 9) 

(continued) 

Mr KWON Sung Yon (Democratic People's Republic of Korea), commenting on programme 9.4, 

said that health care of the elderly was one of the major health problems in his country 
since the life expectancy of the population was increasing with the numbers of old people. 
His Government therefore paid great attention to the development of gerontology, especially 
research on aging. Efforts were being made to strengthen the Gerontology Institute in the 
Korean Red Cross General Hospital, with a view to making it a WHO collaborating centre for 
the health care of the elderly. It had recently been visited by a WHO consultant who had 

been satisfied with its capacity. His Government wished to strengthen cooperation and the 
exchange of experts in that field with WHO and Member countries. 

Since research on aging was one of the important requirements for the proper health care 
of the elderly, his delegation welcomed the establishment of an international research 

programme on aging as an integral part of WHO's programme and had pleasure in co- sponsoring 
the relevant draft resolution. 

Dr N'JIE (Gambia) congratulated the Director -General on the succinct programme budget 
proposal for programme 9.1; for many it was a corner -stone of their primary health care 
efforts; while he welcomed the attempt to maintain the level of regular budget funding for 
the maternal and child health and family planning programmes for the African Region, he was 
alarmed at the projected massive decrease in the level of resources anticipated from "Other 
sources" - a reduction of over US$ 5.25 million. 

Particularly welcome were the more clearly focused targets for programme 9.1, which were 
a minimum if the deplorable levels of avoidable maternal and infant deaths - still all too 
common in most of the developing countries - were to be reduced. In his delegation's view, 
the situation analysis accurately pinpointed the areas of deficiency in the country 
programmes. The annual catalogue of achievements at the Health Assembly might give the 

impression that many countries had already achieved health for all; in reality the opposite 
was the case. In no area was that so clearly exemplified as in maternal and child health 
where, despite high levels of coverage in prenatal care, supervised delivery and 

immunization, unacceptably high levels of fetal and maternal wastage continued. It was 

necessary to examine urgently the quality and relevance of the programme content. 
A more critical look should be taken at strategies for population groups "at risk ". Too 

often national committees met to catalogue an extensive list of risk indicators, many of 

- 119 - 
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which were either irrelevant to the local setting or not amenable to locally available or 
affordable technology. Thus the system became so cluttered with mothers identified as being 
at risk that all that could be done was to shunt them mechanically from one service station 
to another with no one receiving the special attention implicit in the strategy, and health 

care intervention became inappropriate and ineffective. Moreover, the quality of service 
generally available at the first and second referral levels did not correspond to the needs. 
Too often, health centres which acted as first -level referral facilities were merely transit 
points for emergency cases and did not have basic facilities for blood transfusion, whereas 
in most African countries primary post -partum haemorrhage was a major cause of maternal 
death. There was also an absence of oxytocics to accelerate labour and antibiotics to deal 
with puerperal infection. His delegation therefore strongly supported the proposals under 
programme 9.1 and emphasized the need for more locally oriented research, particularly in 

areas appropriate for emergency intervention at village level. However good the strategy was 
for identifying those at risk, some mothers were bound to develop unanticipated complications 
in labour, and WHO's programme must devote more attention to means of dealing at an emergency 
level with post -partum haemorrhage. 

Another area requiring attention was the provision of appropriate means of communication 
and emergency transport. In his country, consideration was being given to the use of 

animal -drawn transport to move patients from villages to the next referral centre. That had 

not proved very popular, but it seemed a rational option. The use of maternity "holding" 
villages had also been highlighted in a recent document issued by WHO, and it was being tried 

in five villages in his country to see how acceptable it was to the mothers. 
His delegation co- sponsored the draft resolution on maternal health and safe 

motherhood. He hoped that the programme would continue to receive the priority attention it 

deserved. 

Mrs KADANDARA (Zimbabwe) supported the activities proposed by the Director -General in 

programme 9. The four areas identified under that programme were of vital importance. 
Although Zimbabwe had made progress in the field of maternal and child health, including 

family planning (programme 9.1), activities in that area would continue to be priority 
projects and to have the necessary resources allocated to them to the extent allowed by the 

national budget. She requested additional help in that area, which would require special 
attention because of the problems of AIDS which threatened current projects. Moreover, the 

maternal component in maternal and child health should be assessed separately from the child 
component, to take into account additional problems, including the nutritional status of 
women especially during their reproductive period and in old age. The general health of 
women in the developing countries was of major concern and the unacceptable levels of 
maternal mortality were closely related to the nutritional status of women generally. 

The psychological effects on women of being HIV -positive must now be anticipated, and 
counselling guidelines should be formulated for all patients. The excessive workloads borne 
by women in the developing world had very adverse effects on their health, and health 
ministries should influence governments to speed up measures to ease their burden. 

Family planning programmes should educate men, not only women, and greater emphasis 
should be placed on the role to be played by both partners in preventing the spread of AIDS. 
Her country would need more financial help in that area. She appealed to WHO and her 

colleagues in the International Council of Nurses to devise guidelines to be used by all 

health workers - and particularly nurses - in counselling their patients, and guidelines on 

the information of health workers themselves. Health workers were only human and they were 

anxious about how to care for patients suffering from AIDS. Any support which could be given 
by health ministries would be of immense value. 

As regards programme 9.3, workers' health should be promoted vigorously; safety at work 
was more relevant than ever. The health of workers in the health services especially in the 

rural areas could be improved by providing a good working environment and adequate 
accommodation. 

She hoped that help would be forthcoming from WHO in the areas she had identified to 

enable her country to maintain the momentum of its primary health care programmes. 

Dr PAREDES (Colombia) said that she was concerned at the consequences for women's health 
of the poor access to maternal and child health /family planning programmes as described in 
paragraph 4 under programme 9.1. Maternal and child health activities might be combined with 

those of benefit to adolescents. In her country the average coverage of the vertically 
structured maternal and child health care programme was satisfactory; however, some areas 
were not properly covered, in particular the urban fringes and the poorest urbanized zones in 
remote rural areas; access to health services was difficult for geographical, economic aid 

cultural reasons; the programme made use of the strategy of primary health care through 
community participation, health education, coordination of the work of public and private 
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institutions, and the media. The child survival and development programme sought to identify 
and send for treatment the children most at risk from illnesses such as diarrhoea, 
respiratory infections, diseases preventable by immunization, perinatal diseases and 
malnutrition, and those psychologically deprived. Similarly, pregnant women, particularly 
those at most risk, were referred to health institutions for prenatal consultations. The 
risks were assessed by trained voluntary health workers on the basis of the family's 
socioeconomic situation and the sanitary condition of its housing. Voluntary health workers 
consisted mainly of fourth- and fifth -grade students, Red Cross volunteers, boy scouts, the 
Church and, more recently, women in the communities. By training adolescents as voluntary 
health agents the aim was not only to achieve total coverage of the child survival and 
development programme, but also - in the words of paragraph 23 of the programme statement - 
to involve young people in the protection of their own health and that of their current and 
future families. Of equal importance was the training and involvement of mothers in child 
care. That was being achieved by the establishment in the houses of the poorest families of 
child welfare groups, a type of kindergarten looked after by the mothers. The important 
feature of those programmes was the way in which the whole family was treated as the nucleus 
for full growth aid development. Consequently, her Government supported the proposals for 
programme 9.1. 

Regarding programme 9.4 (Health of the elderly), a programme was being developed in her 
country to promote the establishment of small services for the elderly using their experience 
and advice. The training of families in the management of personal relationships with the 
elderly was also considered very important. 

In conclusion, she supported the draft resolutions before the Committee with the 
amendments suggested by other delegations. 

Dr VIENONEN (Finland), commenting on the proposals for workers' health (programme 9.3), 
said that in most countries workers constituted the largest, and an extremely important, 
target group for health policy, since their health situation determined to a great extent the 
wellbeing of families, as well as the productivity of national economies. Hence his 
delegation welcomed the proposed programme. 

According to ILO estimates, two -thirds of the world's workers performed their daily work 
in conditions which did not meet ILO health and safety standards. There were still some 
110 million occupational accidents every year, of which 180 000 were fatal. Where 
agriculture was carried out on a large scale, the use of pesticides was prevalent, and the 
epidemiology of pesticide poisonings showed an estimated three million cases a year, of which 
more than 200 000 might be fatal. Those were grounds for asking for a larger allocation to 

the WHO programme. 
He appreciated that, as a matter of principle, much more attention should be paid to the 

underserved worker groups in small industries and agriculture, and particularly to women; 
the primary health care approach was likely to be the only realistic option for the provision 
of an occupational health service covering small industries and agricultural workers, not 
only in developing but also in industrialized countries. However, two main practical 
obstacles made it difficult for primary health care units to provide occupational health 
services. First, to distinguish the origins and mechanisms of occupationally determined 
health hazards required special training, different from that currently given to primary 
health care workers; WHO should encourage the establishment of regional and subregional 
centres to provide it. Secondly, a single primary health care station might be called upon 
to provide services for several hundreds of small workplaces with a wide range of problems, 
in which case an individual survey of the health hazards in the working environment would be 
impossible. An attempt should be made to find the most effective models for providing both 
preventive and curative care to persons employed in such workplaces. 

Though he fully agreed that the developing countries, which represented more than 
two -thirds of the world's workers, should be given priority in the development of 
occupational health services, remarkable changes were taking place in the developed countries 
as well. New technologies, new chemicals and new energies were increasingly being used and 
methods for minimizing the risks were not sufficiently developed. WHO should keep those new 
trends in mind and its collaboration in programmes such as the International Programme on 
Chemical Safety and with relevant ILO programmes should be effective. 

In conclusion, his delegation fully supported the proposals for programme 9 and the 
draft resolution on health of the working population, which it wished to co- sponsor. 

Mrs ODUORI (Kenya), speaking on maternal and child health, including family planning 
(programme 9.1), said experience in her country had demonstrated that women had a major role 
to play in primary health care, and that should be recognized by ensuring that health for 
women had high priority in the provision of health services. Her delegation thanked the 
Director -General for his continued concern for the health of mothers and children. Kenya had 
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been privileged early in 1987 to host the International Conference on Safe Motherhood, which 
had been attended by the Director -General of WHO and the President of the World Bank. During 
that Conference it had been noted that, worldwide, half a million maternal deaths occurred 
each year from causes related to pregnancy and childbirth, and 50% of those deaths were in 

developing countries. The initiative taken by the Conference deserved WHO support at country 
level to reduce the prevailing mortality and morbidity affecting that vital group of the 

population. In Kenya, efforts were currently being directed towards making antenatal, family 
planning and child welfare services available to all who needed them so as to avoid unwanted 
and high -risk pregnancies. That called for the deployment of adequately trained personnel in 
the area of maternal and child health. 

A number of steps were being taken to address that problem, including the construction 
of new health facilities in the underserved areas, the training of community -based health 
workers including traditional birth attendants, and a review of the nursing training 

curriculum with a view to strengthening the maternal and child health, including family 
planning, component of health care. In the implementation of that curriculum emphasis would 
be placed on the maternal part of the programme which did not so far appear to have received 
the attention it deserved. 

Nurses in Kenya had continued to play a leading role in the delivery of maternal and 
child health and family planning services and in the training of community -based health 
workers, including traditional birth attendants. In view of the major contribution which 
nurses continued to make, her delegation appealed to WHO to consider the inclusion in future 
programme budgets of a specific item on strengthening nursing services in Member countries. 
On behalf of the co- sponsors, her delegation therefore had the honour to propose the draft 
resolution on maternal health and safe motherhood to the Committee for its approval.1 

Dr NYAYWA (Zambia) said that, as mothers and children made up two -thirds of the Zambian 
population, his delegation welcomed a programme addressed to that special group; it should 
be given high priority. However, he was concerned about the drastic reduction in 
extrabudgetary resources for programme 9.1, especially for the African Region, where maternal 
and child mortality was the highest. He urged donors to make a special effort to provide 
financial support for programme 9.1. WHO should give more attention to the risk approach in 
maternal and child health, the risk being assessed by means of a home -based mother's record. 
The Zambian health authorities had collaborated with WHO in that area and had found the 
experience highly useful. Many birth attendants were now using the approach to good effect. 
His delegation would welcome further cooperation to extend coverage to the whole country. He 
hoped that most countries would take that approach in providing maternal and child health 

care. 
AIDS was a subject of great concern, and it was hoped that the WHO programme on maternal 

and child health, including family planning and the Organization's Special Programme on AIDS 
would be developed and implemented in close and continuing collaboration, especially in 
regard to the screening of pregnant women. 

His delegation supported programme 9.2 (Human reproduction research); his Government 
was to host one of the collaborating centres in that important field and had witnessed the 
benefits of such programmes. 

Expressing support for programme 9.3 (Workers' health), he said that in Zambia there was 
still more to be done in that increasingly important field, where his Government was prepared 
to collaborate with WHO in expanding health care. 

Dr LIU Hailin (China) expressed approval for all aspects of the proposals for 
programme 9, which covered matters of great concern to his country. He commended WHO's past 
efforts and achievements in that field. His delegation hoped that there would be continued 
wide -ranging cooperation between his country and WHO. 

Commenting on programme 9.4 (Health of the elderly), he said that the health of the 
elderly would be an increasingly important issue in the future in both developed and 
developing countries, and should be taken into account in health and social development. 
Furthermore, scientific research on the physiology of the elderly should be stepped up in 
order to provide further insights into the psychosomatic aspects of their health problems and 
the extension of life expectancy. For that reason his delegation supported the draft 
resolution on research on aging. 

Dr VISHWAKARMA (India) expressed his delegation's support for the draft resolutions 
before the Committee. In connection with programme 9.1 (Maternal and child health, including 
family planning), children and expectant mothers constituted the most vulnerable section of 

1 Reproduced at the end of the summary records of the preceding meeting. 
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the population in India. Pregnancy and childbirth were associated with many great risks, and 
infancy and childhood was a period of exposure to stresses. Children under 14 years of age 
and women of child -bearing age together constituted almost 60% of the population. Child 
survival had a great bearing on family planning and the slowing -down of demographic growth. 
While most couples now accepted the small -family norm, they had to be given reasonable 
assurances that their children would survive and be protected. Under the maternal and child 
health programme various schemes had been launched, including antenatal care, aseptic 
delivery, post -natal care, and infant and child care. In addition to immunization, schemes 
had been undertaken for the prevention of nutritional anaemia and blindness due to vitamin A 
deficiency among children. Maternal and child health services were made available through 
the health infrastructure, consisting of trained traditional birth attendants, village health 
guides, sub -centres for every 5000 population, primary health centres and other referral 
institutions. In urban areas those services were made available through urban family welfare 
centres, district and sub -district hospitals, maternity hospitals, post -partum centres and 
other facilities. 

In programme 9.4 (Health of the elderly) too much emphasis was placed on the physical 
aspects of old age; isolation was the single most important factor in the deterioration of 
their condition, causing demoralization and hindering recovery. It was therefore essential 
for sociologists to study family structure and its effects so as to foster in the elderly the 
desire to live, failing which all attempts to improve their health would be futile. 

On the subject of human reproduction research (programme 9.2) he wished to report that 
two types of subcutaneous contraceptive implants were now under trial in India and would be 
available for marketing in the near future. A drug was also being developed for male 
contraception and the results so far were gratifying. 

Dr GRECH (Malta) said that his delegation supported programme 9 as a whole. He welcomed 
the 18.25% real increase in the budgetary allocation to programme 9.4 (Health of the elderly) 
and the priority being given to the health care of that population group, which was an 
ever -growing concern in developing as well as developed countries. Critical problems were 
posed by an aging population in the promotion of a commensurate health, economic and social 
policy. In 1984, two -thirds of the Member States for which data were available had recorded 
life expectancy at birth in excess of 60 years, and life expectancy was increasing. However, 
while death would be progressively postponed, it was less certain that disabling morbidity 
would be correspondingly delayed. Indeed there was the prospect that the quality of life 
could decline as life expectancy increased. 

As a co- sponsor, he commended the draft resolution on research on aging to the 
Committee's attention. The implementation of its provisions would facilitate the achievement 
of the programme's target for the end of the biennium, as expressed in paragraph 2 of the 
programme statement, as well as facilitate the programme activities concerned with 
encouraging institutions to reorient their research towards priority problems of the elderly, 
whether social, psychological or biological. 

Dr WALLACE (United States of America) commended the progress report on workers' health 

submitted by the Director -General to the Executive Board (document ЕB79 /1987 /REС /1, Part I, 

Annex 15), and particularly the information on the inadequacies found in many countries. The 
WHO programme of action filled an important gap in that area internationally. The health 
care system was the infrastructure available for dealing with the health problems of many 
workers not protected by other organizations and sectors, namely agricultural workers and 
workers in small industries, and a continuing strong WHO programme was critical to serving 
that need. Collaboration between the United States National Institute for Occupational 
Safety and Health and WHO had been most productive. He expressed support for WHO's continued 
activities in that area and urged that the private sector be encouraged to assume greater 
responsibility for ensuring a safer working environment. 

With reference to programme 9.4 (Health of the elderly), his delegation supported the 
draft resolution on research on aging aid pledged continuing full support to the programme. 
He wished to mention specifically the recent establishment of the WHO International Research 
Centre on Aging at the National Institutes of Health in his country. The Centre would 
facilitate worldwide coordination and collaboration and advance study in areas of particular 
concern such as senile dementia and Alzheimer's disease. 

Dr TEARIKI (Cook Islands) said that in his country the health of the elderly was an 

emerging problem and he welcomed the increased allocations to the programme at the country 
level, particularly in the Western Pacific Region. In view of the prospects for 
extrabudgetary resources, he believed that the programme had been given due consideration by 



124 FORTIETH WORLD HEALTH ASSEMBLY 

the Organization. His delegation therefore supported the programme budget proposals in that 
area and wished to join the list of co- sponsors of the draft resolution on research on aging. 

Professor SZCZERBAÑ (Poland) expressed general approval of programme 9. His delegation 
shared other speakers' particular interest in the programme on health of the elderly 
(programme 9.4). In Poland importance was attached to the health of the elderly, and he 
commended the Regional Office for Europe on its initiatives in that field, which was of 
growing significance in view of the progressive aging of the population. It was extremely 
important to exchange information and experience on the development of community -based 
services to the elderly aid to establish effective integrated centres for all generations. 
Poland also supported the promotion of an international research programme aimed at 
establishing a rational basis for preventive health care for the elderly and elucidating the 
determinants of healthy aging and quality of life of the elderly. His delegation had 

therefore co- sponsored the draft resolution on research on aging. 

Dr HASSOUN (Iraq), referring to the programme on workers' health (programme 9.3), said 

that the world of labour would remain fraught with hardships and dangers. Attention to 
workers' health could but result in better working conditions and productivity. Workers' 
health should be constantly borne in mind in economic and social development, but in many 
developing countries and even in some developed countries the implementation of occupational 
health programmes was still underestimated, especially where agricultural occupations and 
small industries and crafts were concerned, and that despite the high demands for 
productivity in those areas. While WHO had made great efforts to promote the technical 
aspects of the programme, his delegation did not understand why primary health care had not 
been included. 

Industrial and agricultural development in Iraq had prompted his Government to attach 
great importance to workers and to provide optimal working conditions. A seminar on support 
for primary health care at the workplace had been held in his country for participants from 
the Eastern Mediterranean Region in September 1986. The seminar had discussed all the 
important issues involved and had formulated very constructive recommendations to rationalize 
occupational health services, considering primary health care as an integral component of 

workers' health. His delegation had co- sponsored the proposed resolution on health of the 
working population and, together with others from the Eastern Mediterranean Region and the 
Middle East in general, supported coordinated action to promote workers' health in all 
relevant programmes at all levels - regional, national and international. 

Dr RAKCEEV (Union of Soviet Socialist Republics) said that the discussion on 
programme 9.1 (Maternal and child health, including family planning) had brought out the need 
to stress the particular importance of the prevention in childhood of the diseases of adult 
life. The development of such an approach was equally important for developing and developed 
countries, since it provided an opportunity, through the formulation of practical 
recommendations, to bring about a decline in adult morbidity. 

Dr DAVID (International Labour Organisation) said that ILO had always had a great 
concern for workers health in view of the magnitude of health risks which workers faced. 
Although exact statistical data were lacking, it was estimated that some 180 000 workers died 
yearly as a result of occupational accidents, and the incidence of notified occupational 
diseases in industrialized countries was reported to be about one to three new cases per 
thousand workers annually, the incidence in certain branches of economic activity being much 
higher than the average. 

The ILO Constitution set forth a number of objectives aimed at the promotion of social 
justice; they included improvement of working conditions and the protection of workers 
against incurred disease and injury. ILO was eager to cooperate with all organizations 
having similar aims. He therefore appreciated the initiative of those delegations which had 
suggested that the draft resolution on health of the working population should refer to the 
continuation of existing cooperation between WHO and ILO. 

The draft resolution referred, in the fourth preambular paragraph, to the variety of 
organizational patterns of occupational health services and to the need to enhance 
cooperation between the various agencies concerned with occupational health at the national 
level. He emphasized the substantial effort made by ILO to contribute to harmonization in 
that field through the adoption, by the International Labour Conference, in 1985, of 

Convention No. 161, and Recommendation No. 171 on occupational health services; the new 
concepts they contained were better reflected in the French and Spanish titles which read 
respectively: "les services de santé au travail" and "los servicios de salud en el 
trabajo". Sixty -eight Member States had actively participated in the preparatory work 
relating to those instruments by providing national material or observations on the drafts, 
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and the instruments could therefore be considered as an expression of the collective 

experience and wisdom of ILO's Member States, which were also the Member States of WHO. 

That Convention and Recommendation on occupational health services provided for the 
establishment of occupational health services which would contribute to the implementation of 
national policy, as well as to the fulfilment of the tasks to be carried out at the level of 

the undertaking. They stressed the preventive aspects of occupational health, a 

multidisciplinary approach, the use of all mechanisms of prevention and an active involvement 
of all persons concerned, namely, employers, workers and occupational health personnel. The 

Convention and Recommendation provided that occupational health services should be 
progressively developed for all workers, in all branches of economic activity and all 
undertakings. 

That universality was in keeping with the WHO target of health for all by the year 
2000. Most of the emphasis was placed on the objectives to be attained and tasks to be 
carried out rather than on a particular structure, and the instruments were therefore 
sufficiently flexible to be adapted to the needs of individual countries. WHO Member States 
might wish to make use of those international instruments in further developing occupational 
health services at the national level. 

Dr OSMAN (International Commission on Occupational Health), speaking at the invitation 
of the CHAIRMAN, commended the Director -General's comprehensive progress report on workers' 
health presented to the Board at its seventy -ninth session (document EB79 /1987 /REC /l, Part I, 

Annex 15). In view of the goal of health for all by the year 2000, it would be natural for a 

major part of resources to be allocated to health for all workers by the year 2000, since 
working men and women spent one -third of their time at work, and indeed women working in the 
household might spend much more than that. 

In spite of the stipulation of the Alma -Ata Declaration that health care was to be 

provided where people lived and worked - and he would stress the latter - he felt that there 
was room for concern that the scope of the workers' health programme was still marginal in 
relation to that of the programme on organization of health systems based on primary health 
care. Thus, the International Commission would welcome greater integration of workers' 
health activities with those directed to the strengthening of health services and with those 
for the promotion of mental health in view of psychosocial factors involved at work, in order 
to secure proper delivery of those services to the underserved, particularly in the 
developing countries. That had proved the most meaningful approach in some of those 

developing countries where occupational health services had been introduced or were still 
emerging. 

Occupational health services dealt with the most productive sector of the population, 
namely, the worker in the working environment. Traditionally, however, its role had been 
centred around the prevention of occupational accidents and risks per se through efforts to 

reduce physical, chemical and biological exposures. The International Commission would 
therefore add its efforts to those being made by WHO to further develop the approach of 
"work- related diseases ', i.e., disease conditions in which work played a major role as part 
of a multifactorial etiology. That approach imposed on workers' health programmes a 

commitment to control the worker's total health and not solely the prevention of disease 
caused by work exposure. Such a commitment gave WHO, its Member States and competent 
nongovernmental organizations greater responsibility to strengthen programmes of action and 
collaboration. 

He also wished to emphasize the behavioural factors in the workplace as they affected 
the health of the workers and hence the productivity and economic situation of all 
countries; workers' health programmes should act as avenues for health promotion until the 

year 2000 and beyond. That subject had gained such importance that it had recently led to 
the adoption of the Ottawa Charter on Health Promotion at the First International Conference 

on Health Promotion held in November 1986. The Charter pledged signatories to counteract 
pressures arising, inter alia, out of occupational hazards, and laid special emphasis on the 

suitability of the workplace for the primary health care approach within the concept of 
health promotion. 

The International Commission highly commended the spirit and the content of the draft 
resolution on health of the working population. 

Professor DODGE (International Cystic Fibrosis (Mucoviscidosis) Association), speaking 

at the invitation of the CHAIRMAN, drew the Committee's attention in connection with maternal 
and child health, including family planning (programme 9.1), to the widespread childhood 

condition of cystic fibrosis; the Association was working closely with the WHO programme on 
hereditary diseases to produce a control strategy. The disease was a complex one, and 

related to the activities of many programmes within WHO. 
There were five important points which should be borne in mind in regard to cystic 

fibrosis. First, although uncommon by comparison with infectious diseases, it was the most 
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common serious genetic disease among people of European descent. It was inherited as a 

recessive trait and affected about one newborn infant in every 2000 in that population 
group. In families with an affected child, there was a 1 in 4 risk of recurrence. Up to one 

person in 20 was a carrier of the cystic fibrosis gene and, although healthy themselves, 
those carriers could pass the disease on to their children. There was reason to believe, 
moreover, that the gene might be equally common among all Caucasian races, including those in 
the Middle East and the Indian subcontinent. Secondly, there existed only a scant impression 
of the distribution of cystic fibrosis in many other parts of the world, but the diagnosis 
was frequently missed, particularly in countries where it was believed, often wrongly, to be 

uncommon. Thirdly, cystic fibrosis usually proved fatal. Fourthly, recent advances in the 
understanding of the nature of cystic fibrosis, particularly in the field of molecular 
genetics, had brought with them the possibility of definitive treatment. Lastly, since it 
was a common genetic disorder and had been relatively well studied, cystic fibrosis provided 
an excellent model for the study and control of many other genetic conditions occurring 
throughout the world. At the same time, the cost of a programme for diagnosis and treatment 
of that disease was very small in relation to the overall budget of WHO or the health budgets 
of individual nations. 

After reminding members of the Committee of the clinical picture of the disease and how 
it was diagnosed, he said that, although there was as yet no curative treatment, life 
expectancy had increased very considerably over the past two decades. Treatment covered 

physical therapy to clear the lungs of mucus, administration of antibiotics, and replacement 
of the missing pancreatic enzymes. Early diagnosis and management by an expert team were 
major factors determining the life expectancy. Specialized centres treating those patients 
reported a mean life expectancy of more than 20 years, which was ten times more than the life 
expectancy of patients diagnosed 40 years earlier. 

The gene's location - on chromosome number 7 - had recently been identified and work was 
in progress to define its precise chemical and physical nature and corresponding protein. 
That exciting development had already brought the possibility of identifying carriers and of 
accurate early prenatal diagnosis within families known to be affected. Knowledge of the 
basic abnormality in cystic fibrosis would make it possible to direct research towards its 
control by pharmacological means, it was hoped by the year 2000. 

If children throughout the world were to benefit from those developments, it must be 
determined where, outside Europe and North America, cystic fibrosis accounted for a 
significant proportion of childhood death and disability from respiratory disease and failure 
to thrive. The hereditary diseases programme and the maternal and child health programme 
were collaborating with the International Cystic Fibrosis (Mucoviscidosis) Association in a 
limited screening project in selected locations around the world to identify the frequency 
with which cystic fibrosis occurred. In populations where cystic fibrosis was found to be 
common but unrecognized, there would be a need for national programmes for the education of 
doctors and other health workers in its diagnosis and treatment. That was an area where the 
two organizations could help. The real prospect that control of cystic fibrosis could be 
achieved by the year 2000 made it essential for the collaborative study to begin as soon as 
possible. 

Dr VALLEJO (Peru) emphasized the importance of the health of adolescents, which 
reflected a relatively new activity for many countries although many current serious health 
concerns, such as drug addiction, alcoholism, AIDS and a series of social and behavioural 
problems, were found among adolescents. 

It should be remembered, however, that young people were often eager to play an active, 
even a leading role in health programmes. In his own country, for instance, there existed 
considerable recent experience in respect of the willingness of young people to participate 
in immunization programmes as volunteers. Young people also wished to work in drug addiction 
prevention, and WHO should endeavour, in cooperation with other United Nations bodies and 
with nongovernmental organizations, to support the development among young people of new 
attitudes conducive to a healthier way of life. The programme for the health of adolescents 
deserved special emphasis, in order to enable youth, the hope of tomorrow in all countries, 
to play its part in the overall development of countries. 

Dr VARET (France) stated that her Government supported the draft resolutions on maternal 
health and safe motherhood and on research on aging. 

With regard to workers' health (programme 9.3), she considered that the various 
extremely positive activities carried out by the Organization were well set out in the 
programme budget. However, the draft resolution on health of the working population did not 
appear entirely to reflect that. Like the representative of ILO she believed that further 

emphasis should be placed on the need to coordinate international efforts while taking full 
account of the structures existing in each Member State, as well as on the importance of 
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training and information, in particular for prevention of accidents in the workplace in view 
of their economic impact. She would submit amendments along those lines to the Secretariat. 

Dr MOLNÁR (Hungary) agreed that the provision of health services to the population, as 

the only method of enhancing health at the national level, should include protection of 
workers' health as an essential element, involving also the health of women and thus to a 

certain extent the future welfare of families and of society as a whole. 

Accordingly, the Government, health authorities and services at all levels in Hungary 
were taking a close interest in the decisions and recommendations arrived at by WHO in that 
area, since they had consistently seen the development of workers' health as a matter of 
priority importance. His delegation therefore supported the targets under programme 9.3. 

His country was prepared to work towards their achievement and to cooperate to that end 
within the framework of WHO, but he felt that the financial appropriation proposed was barely 
adequate for the work outlined. 

His delegation agreed with the draft resolution on health of the working population and 
wished to be included among the co- sponsors. 

Dr LACAYO (Nicaragua) said that his delegation had closely followed the expressions of 

concern about the serious demographic situation in developing countries. But the Malthusian 
theory that demographic growth was the main cause of those countries' problems had been 

disproved; the problems arose essentially out of the inequitable living conditions of a 

large part of the population, of which women and children represented the majority. Indeed, 

the financial resources available for maternal and child health were often not adequate to 

meet the real needs of that high -risk group, particularly in the developing countries. It 

seemed to him that further studies were urgently required in respect of the risks in that 
sector of the population so that the care provided could be better directed. 

He referred to a study on the subject carried out in his country in cooperation with 
РАНО, which took into account socioeconomic factors such as the conditions of single mothers, 
female agricultural workers, wives of technicians and professional categories, which could 
serve as parameters for maternal and child health programmes. The results obtained had been 
important since the identification of risks on the basis of the use made of the various types 
of health care provided had facilitated a better utilization of available financial resources 
in favour of that priority group. It should be borne in mind, moreover, that the situation 
of mothers and children was naturally aggravated when the country was not at peace, with all 
the consequent problems of emotional stress and survival. 

His delegation fully supported programme 9.1 (Maternal and child health, including 
family planning). 

Professor MIGUES (Uruguay) said that his delegation supported programme 9, which was 
relevant to many of the most important aspects of health throughout the world. Indeed, 
health care of mothers and children, of workers and of the elderly was giving rise to great 
difficulties in many countries. 

Referring in particular to programme 9.4 (Health of the elderly), he drew attention to 

the atypical phenomenon apparent in some developing countries of an accelerated change in the 
age -structure of the population, with progressive aging of the population. In Uruguay, 13% 
of the population were over 65 years of age. That situation clearly called, as a matter of 
urgency, for the adaptation of services to the needs of those groups; for example, more 

resources would be required in respect of chronic and degenerative diseases. 
WHO should support that effort by cooperating in the organization, with the minimum 

delay, of the resources that developing countries would have to devote to those services. In 

addition to the reinforcement of health services along those lines, coordination would be 
required among all institutions and governmental and nongovernmental organizations concerned 
with the overall health of the elderly. 

The concept of health of the elderly should include their social and moral wellbeing, in 

keeping with WHO's definition of health, and consequently various programmes such as 
rehabilitation should be planned. Fortunately, many elderly persons were able to enjoy the 
protection of family life, with its health and psychological benefits, but it was important 
also to stimulate activities in the social, recreational and handicrafts fields, for example, 
so as to promote an agreeable and productive way of life for them. Accordingly, additional 
programmes with a more global content could be considered. 

In view of the importance it attached to that programme, his delegation was a co- sponsor 
of the relevant draft resolution. 

Dr BELSEY (Maternal and Child Health) thanked the many delegates who had expressed 

support for the programme on maternal and child health, including family planning. The 
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suggestions made had focused on priority -setting at the country level, quality of care and an 

integrated approach to maternal and child health. 
He was pleased to note the emphasis placed by many delegates on the health of women and 

the key role that maternal nutrition and safe motherhood played in primary health care. 
Actions in countries directed at improving the health and social circumstances of women were 
not only acts of affirmation for social justice and redressing inequity, they represented 
good economics. The plea made by the delegate of Tunisia for greater attention and vigorous 
support for family planning was reflected in the programme activities, whereby it was hoped 

to break the cycle of low birth weight, poor growth and development (especially of girls), 
pregnancy before biological and social maturity and inadequate maternal nutrition that led to 

yet another generation of low- birth- weight infants, and of women who, if they survived 
unskilled delivery, bore the stigmata of premature aging and chronic morbidity when they 

should still be in their prime of creativity and productivity. In that connection, he 

informed delegates that WHO, in collaboration with UNICEF, UNFPA, the International Planned 
Parenthood Federation and the Population Council, was organizing an International Conference 
on Better Health for Women aid Children through Family Planning. 

As an outcome of the International Conference on Safe Motherhood, held in Nairobi and 
sponsored by WHO, the World Bank and UNFPA, a safe -motherhood operational research programme 
had been initiated with the support of the World Bank, UNDP and the Rockefeller Foundation. 

Other organizations and agencies were being invited to support the effort. Proposals for 
research from Member States would be welcome. UNFPA and SIDA were supporting epidemiological 
research on the magnitude and causes of maternal mortality, and it was likely that WHO's 

advocacy and information dissemination would be accelerated by support from additional 
extrabudgetary sources. 

To the delegate of Cameroon he acknowledged that the programme was ambitious. It might 

almost be considered too ambitious were it not that 75% or more of the activities were well 
on the way to implementation, through the close collaboration and support provided by the 

regional offices, the complementary efforts of many other programmes, the support of a 

network of collaborating centres and collaboration with many other agencies, bilateral bodies 

and organizations of the United Nations system, as well as with many nongovernmental 
organizations, all of which were playing a major role in the implementation of the programme. 

In response to the comments by the delegate of Cape Verde, he said that work with a 
number of countries in the evaluation of their programmes of training, supervision and 
support for traditional birth attendants had been started. He would be pleased to 

collaborate with the Cape Verde authorities in adapting those protocols and experiences to 

their own circumstances. Similar cooperation might be considered with respect to the 
reproductive health of adolescents. 

Several delegates had inquired about the decrease in extrabudgetary funds. He drew 

attention to paragraph 30 of the programme statement, which explained that the amounts were 
only tentative because of the different budget cycles of the various agencies. 

As regards the comments by the delegates of Zambia, Zimbabwe and others on AIDS, he said 

that the maternal and child aspects were being dealt with by the Special Programme on AIDS in 

consultation with the maternal and child health programme. 
In response to the delegate of Peru he said that in addition to paragraph 23 of the 

programme statement the draft Eighth General Programme of Work provided for a separate 
programme on adolescent health, which was to become programme 9.2. 

Dr BARZELATTO (Director, Special Programme of Research, Development and Research 

Training in Human Reproduction) thanked delegates who had commented on the Special Programme 
for their interest, guidance and encouragement. He reassured the delegate of Cameroon that 
infertility ranked high amongst the concerns of the Special Programme. The percentage of the 
total budget allocated to the infertility task force did not tell the whole story. There was 
also considerable support for that research under budget item III, "Resources for Research ", 
in the table summarizing activities by programme area (document РВ/88 -89, page 135). 
Furthermore, together with the task force on methods for the regulation of male fertility, a 

special effort was being made towards a better understanding of the physiology and pathology 
of the male reproductive function. The relative ignorance in that area was the main reason 

why, in a high percentage of male infertility cases, no etiological diagnosis could be made 
and why there was still no appropriate modern method for male contraception. The Special 

Programme was vigorously pursuing research in that area. 
He expressed his appreciation of the support given to the activities of the Programme by 

the delegate of Zambia. 
The new subcutaneous implant contraceptive method referred to by the delegate of India 

was already the subject of extensive collaborative research in the Programme with a view to 
establishing a system for post -marketing surveillance of the method. 
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Dr EL- BATAWI (Occupational Health) thanked those delegates who had expressed enthusiasm 

about the development of the workers' health programme. 

In 1980, the Director -General had launched a programme of action on workers' health. At 
the same time, one of the world's outstanding collaborating centres for occupational health, 
the United States National Institute for Occupational Safety and Health, had joined the 
programme with substantial resources in funds and personnel, for which WHO was very 
grateful. With those resources, and support provided by other collaborating centres, now 
numbering 38 in different parts of the world, including collaborating centres in Bulgaria, 
Chile, Colombia, Cuba, Finland, Indonesia, Republic of Korea, Singapore, Sudan, Thailand, and 
USSR, it had been possible to implement not only the full programme of action but 10% more 
than had been originally planned. The workers' health programme had, therefore, been able to 
produce guidelines in areas that had never been addressed before by any other organization, 
such as the harmonization of health -based exposure limits to toxic agents, the epidemiology 
of occupational health, early detection of occupational disease, cardiovascular diseases in 
industry, smoking control, prevention of neurotoxic illness in working populations, 
psychosocial factors at work, ergonomics, and control technology. Questions in all those 
areas had been raised by various delegations. Educational training in occupational health 
and in health in agriculture had been mentioned by others. Vulnerable groups, such as 

workers in small industries and mines, and women workers had also been mentioned, as also 
reproductive hazards in the workplace, genetic effects, child labour, migrant workers and 
many other subjects. 

As delegates would have seen from the Director -General's progress report to the 
Executive Board (document ЕВ79 /1987 /REС /1, Part I, Annex 15), the regional offices were all 
cooperating in the endeavour. 

Questions had also been raised about primary health care in the workplace, especially 
about the difficulties which would be encountered in applying primary health care principles 
to working populations. Primary health care in the workplace was a most worthwhile 
endeavour, as the majority of the working population throughout the world was under -served 
medically, and those who were served received but limited care that did not consistently 

follow the basic principles of primary health care. It was realized that there would be a 

need to train primary health care personnel for the workplace and that needs would differ in 
different countries. Feasibility studies had therefore been carried out in many countries to 
investigate different approaches to implementing that new element of public health at a 

practical level. They had produced valuable information. 
New areas for activity such as health promotion in the workplace, the life -style of 

workers, the problem of low -level and long -term exposures to chemical and physical agents, 
had been mentioned by various delegations. An expert committee on health promotion in the 
workplace was to meet in June 1987 and would consider, inter alia, how to deliver health 
education to the workers, the introduction of oral health in workplaces, the prevention of 
cardiovascular disease in industry, the prevention of smoking and alcoholism and the 
introduction of exercise programmes. The future would undoubtedly bring many other aspects 
to be dealt with. 

Technical cooperation had been mentioned by several delegations and WHO was actively 
encouraging it. Throughout history, until recent times, ministries of health had seldom 
included occupational health in their health systems. In 1970, there had been only 35 

countries which had units or departments of occupational health; in 1980, there had been 
78 such countries and, in 1985, the number had reached 96. Thus, the main constitutional 
function of WHO, that it should be the agency responsible for coordinating health programmes 
throughout the world, had been realized. 

The representative of ILO had referred to an ILO Convention and Recommendation adopted 
in 1985; as the Director -General had reported in the relevant section of his progress report 
(document ЕВ79 /1987 /REС /1, Part I, Annex 15, Part 3, section 9, pages 171 -172), many of the 

policies that WHO had adopted over the years had been incorporated in those two instruments. 
In 1985, WHO had submitted a policy paper to the ILO General Conference, which had been 
issued in its entirety by ILO. Thus, there could be no doubt that ILO arid WHO were working 
closely together. WHO was cooperating also with UNIDO, UNEP, UNDP, the World Bank and 
several other agencies. 

Finally, he noted that the delegates of Finland and Hungary wished a larger programme 
with more resources; obviously he agreed, but it must be remembered that resources as a 

whole were limited, that staff were leaving and not being replaced, and that the budget had 

been frozen. It was hoped that the collaborating centres would continue and expand their 
help. 

Dr MACFADYEN (Health of the Elderly) said that his staff used the programme budget 

document as an instrument of advocacy. It was gratifying to see that the messages contained 
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in the relevant chapter had been taken up by delegations. Commenting particularly on 

paragraph 18 of the programme statement in response to the remarks made by the delegation of 
Tunisia, he said that that paragraph described two philanthropic partners, namely, benevolent 
voluntary organizations and bilateral aid agencies. The former were cooperating with WHO in 
meeting the immediate needs of the elderly in many countries, but WHO had been less 
successful in working with bilateral agencies in longer -term development efforts. Tunisia 
was one of 33 countries involved in WHO- supported studies of representative samples of 
elderly people. That research was being accomplished with a regular budget which was only 
0.33% of total regular budget resources. The partnership of bilateral agencies was therefore 
needed in promoting policy and programme development. The delegate of Malta had called the 
twentieth century the century of survival, with men and women living out their life -span. 
WHO was helping countries to face the public health consequences of prolonged survival, and 
he urged delegations of governments with strong bilateral aid agencies to get them to work 
with WHO in the field of health of the elderly. 

The delegate of Cameroon had inquired whether it was not possible to produce 
publications in the same biennium as the activities were funded. It could be done by the 
inexpensive publication technology mentioned in paragraph 23 of the programme statement, 
costing the equivalent of two man -months. The decision to commit such resources could be 
made by programme managers or divisional directors: it was significant that at present only 
the Special Programme on AIDS and the programme on health situation and trend assessment were 
using that technology. 

The attention of delegations had been focused to a considerable extent on paragraph 24, 
the international research programme on aging, on which a draft resolution had been submitted 
and which had received wide support. The political and scientific support already received 
would be of great assistance in securing the financial support necessary to implement the 
programme. 

The Regional Director for Europe had commented on the questions on financial 
arrangements, referred to in paragraph 27, which had been raised by the delegations of Japan 
and the USSR. The concern expressed by the delegate of the Federal Republic of Germany for 
articulating the programme with the promotion of mental health, and the suggestion of Poland 
for integrated care services for all generations, which called for coordination with the 
programme on maternal and child health including family planning, would be met by the 
managerial arrangements for the global programmes described by the Regional Director in his 
intervention. 

The meeting rose at 11h15. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 

(Documents РВ/88 -89 and EВ79/1987/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PB/88 -89 and EB79 /1987 /REC /1, 

Part II, Chapter II) (continued) 

Health science and technology - health promotion and care (Appropriation Section 3; 
Documents РВ/88 -89, pages 105 -194; ЕB79 /1987 /REC /l, Part II, Chapter II, paragraphs 33 -52; 
and А4O /INF.DOC. /2) (continued) 

Protection and promotion of mental health (programme 10) 

Professor FORGACS (representative of the Executive Board) said that psychosocial 
knowledge and skills for mitigating the consequences of "minor" man -made and natural 
disasters at community level were available but were often not utilized. The Board had 
stressed the topicality and importance of mental health and behavioural factors in relation 
to both communicable and noncommunicable diseases and the role of psychosocial factors in 
health, health promotion and health care. It commended to the Health Assembly the 
Director -General's report on action in respect of international conventions on narcotic and 
psychotropic drugs. The Board had considered it desirable to emphasize WHO's policies at the 

United Nations International Conference on Drug Abuse and Illicit Trafficking. 

Dr BOWEN-WRIGHT (Jamaica) said her delegation appreciated WHO's sensitivity to the 
problems faced by many Member States, as reflected in the programme statement. The "widening 
of the scope of mental health programmes to include psychosocial aspects of health and health 
care ", referred to in paragraph 12, was particularly relevant to the situation in Jamaica. 
The increases in the allocations for the Region of the Americas envisaged in programmes 10.1 
and 10.2 were welcome. 

Dr GEORGIEVSКI (Yugoslavia) said that his country, like most others, was witnessing an 
increase in the frequency and severity of problems due to alcohol and drug abuse. Alcohol 
consumption had increased at a greater rate than the population, despite the fact that 
advertising for alcohol in newspapers, television and other media had been banned. The 
health authorities, together with other sectors concerned, had set up programmes to tackle 
the problem at all levels, from community to federal. The Yugoslav Red Cross and its youth 
organization were in the forefront of that effort. 

The situation in regard to drug abuse and dependence was equally serious and called for 
increased vigilance by the health authorities and society generally. His country produced 
opium for medical use. Previously there had been no problem of dependence among producers or 
the public, but now drug abuse was on the increase, particularly among young people in urban 
areas. A situation analysis had been carried out and an action programme incorporating 
prevention and control strategies drawn up. A further complication was that intravenous drug 
abusers sharing syringes and needles were now at risk of HIV infection. Out of 943 abusers, 
256 had been found seno- positive. That problem had to be dealt with calmly, through 
cooperation by all health sectors and society as a whole. 

His Government appreciated its cooperation with the Regional Office for Europe and the 
Division of Mental Health at headquarters on strategies and the technical aspects of mental 
health, and he therefore supported the proposals for programme 10 and trusted that the 
Secretariat would do its utmost to obtain extrabudgetary funds for that important field. 

- 131 - 
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Mrs KADANDARA (Zimbabwe) referred to the tenth annual meeting of the African Mental 

Health Action Group, which had been established at the Thirtieth World Health Assembly in 
response to the recognition by a number of African countries that joint action was essential 
to prevent irreversible damage from psychosocial stresses to the social and productive 
aspects of individuals and communities, as stated in resolution WНАЗ0.45. The Group's 
membership currently comprised Botswana, Burundi, Kenya, Lesotho, Malawi, Mozambique, Rwanda, 

Seychelles, SWAPO, Swaziland, United Republic of Tanzania, Zambia and Zimbabwe. 
The meeting, which had also been attended by observers from other African countries and 

countries providing bilateral support, had reviewed progress over the past ten years and 
examined plans for the future. The delegates had been unanimous in their positive assessment 
of the Group's work at national level and the usefulness of working together, and had 
stressed the need to continue that effort. They had also recommended that countries in a 

similar situation should consider with their neighbours establishing such groups in other 
parts of Africa and elsewhere. 

Since the Group's establishment, mental health programmes had been launched in all the 

member countries. Those programmes were being implemented and reviewed with the help of 
national coordinating groups involving different social sectors. They firmly upheld the 
principles put forward by WHO, being multisectoral, based on primary health care, broad in 

scope and concerned not only with treatment, but also with a variety of promotive and 
preventive activities. 

Over the years, the Group had looked at problems suitable for joint consideration and 
solution. Three areas selected by the meeting for immediate action were the psychosocial and 
neuropsychiatrie aspects of AIDS, the psychosocial aspects of care for orphans, and the 

problems of alcohol and drug abuse. 
The Group had suggested that technical task forces be convened between its meetings in 

order to facilitate its work, and had acknowledged the support received from several 
industrialized countries, which they hoped would be maintained. Finally, it had expressed 
appreciation of the efforts of WHO, and particularly the Deputy Director -General and the 
Regional Office for Africa and its Director, in the continuing development of mental health 
programmes in the participating countries concerned. 

Dr RAKCEEV (Union of Soviet Socialist Republics) said he agreed with the programme 
analysis, which rightly stressed the increasing severity of the problem. Mental health was 
an important field of activity for the Organization. Abuse of alcohol and psychotropic 
substances was creating difficulties, as were the new underground "medicines" being 
marketed. Such abuses affected the families of the persons concerned and could lead to 
antisocial activity. All those points were raised in document РВ/88 -89 and were relevant to 

the mental health of the population and especially young people. At the same time, 

insufficient attention was given to such harmful factors for mental health as unemployment, 
apartheid and the arms race. 

The proposals in programme 10.1 (Psychosocial factors in the promotion of health and 
human development) were very timely and their implementation was ever more urgent as 
increasing urbanization and migration and accelerated scientific and technological advances 
were producing greater social problems. All those factors placed greater demands on the 
nervous system of the individual and influenced his behaviour and his attitudes towards his 
own health. Psychosocial factors affecting human health and the development of society were 
of increasing importance, and there was growing recognition of the need to take them into 
account in the prevention of communicable and noncommunicable diseases. In many cases 
morbidity and mortality among particular groups in the population were closely bound up with 
behaviour. Psychological support and WHO activities should therefore be directed to such 
groups as displaced persons and refugees. It was right that the emphasis in the programme 
would be on the promotion of training and psychosocial intervention and its provision through 
primary health care. His delegation also supported the proposal to continue collecting and 
distributing information in that area. It was, however, important that the programme should 
continue the work on racial discrimination that was so far scheduled to go on only up to the 

end of 1987. 
His delegation fully supported the proposals for programmes 10.2 (Prevention and control 

of alcohol and drug abuse) and 10.3 (Prevention and treatment of mental and neurological 
disorders). 

Mr RAMOS- GALINO (United Nations Division of Narcotic Drugs) noted that cooperation 
between WHO and the United Nations in controlling the abuse and illicit trafficking of drugs 
had been strengthened in recent years and had produced results, especially in respect of 
international control of dependence -producing substances. 
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The treaties on international drug control assigned a special role to WHO, whose 
recommendations were regarded as final in respect of the medical and scientific aspects of 
substances considered for international control by the United Nations Commission on Narcotic 
Drugs. In that process the Commission had to take into account administrative, political, 
legal, economic and social aspects of substances individually before reaching a final 
decision. In the past, WHO's recommendations had unfortunately not always been accepted by 
the Commission, particularly in the case of certain psychotropic substances, for which the 
decision required a two -thirds majority of the members. The Commission had therefore 
suggested revising the review procedures to try to make them more stringent and equitable, 
and to place them on a sounder technical and legal basis. The revision had been carried out 
satisfactorily through the joint efforts of the WHO Division of Mental Health and his own 
Division, and a working group on programme planning and an expert committee on drug 
dependence had been set up. The new procedural and technical framework had enabled the 
Commission at its last three sessions to adopt almost all the recommendations presented by 
WHO on placing substances under international control in accordance with the Single 
Convention on Narcotic Drugs, 1961, and the Convention on Psychotropic Substances, 1971. 

Epidemiological study of the abuse of narcotic and psychotropic substances was another 
area where cooperation between WHO and the United Nations had been strengthened. Generally 
speaking, most countries and regions still lacked reliable statistics. The nature and extent 
of drug abuse remained difficult to quantify even at the national level, although it was 

clearly spreading through all social classes, and the age of first contact was falling. His 
Division planned to convene during the year an international expert group to develop methods 
of analysing body fluids for more reliable detection of recent consumption of given 
substances. Those methods should fully respect the rights of the individual and at the same 
time give improved protection to society from the social consequences of drug abuse. The 
promotion of such techniques through the United Nations would allow their extension with the 

endorsement of the Organization, making them more politically acceptable and giving positive 
results in the way of protection. WHO was therefore invited to take part in the expert group 
meeting and make available its experience and knowledge. 

Another area for close cooperation between the United Nations and WHO was the design of 
measures to reduce the risk of spread of AIDS through drug -dependent persons, particularly 
those taking drugs intravenously. His Division was aware of the growing risk and would 
support any efforts by WHO in that field. It should be noted too that the danger of the 
spread of AIDS by drug abusers was linked not only to the use of contaminated needles but 
also to the prostitution frequently engaged in by such persons to obtain money for their 
habit 

Work was proceeding on the preparation of a new convention on illicit trafficking in 
narcotic and psychotropic substances. His Division had sent governments a working document 
containing a draft convention together with a compilation of the comments and amendments 
submitted by the governments. The document would be discussed and revised at a meeting of a 

group of intergovernmental experts following the International Conference on Drug Abuse and 
Illicit Trafficking due to take place in Vienna in June. That conference would be attended 
by senior officials from different sectors, including ministers of health, justice, the 
interior, external affairs and social welfare. It should allow an exchange of views at the 

highest level on different aspects of the problem and produce a commitment to strengthen 
national and international programmes through closer coordination and the allocation of more 
adequate resources. 

Both in the Commission on Narcotic Drugs and in the Economic and Social Council there 
was general agreement among the governments represented. That had made it possible to 
approve by consensus all the resolutions submitted, especially those relating to the draft 
convention and to regional cooperation to combat illicit trafficking in Latin America. The 
problems were universal. Clearly, the developing countries were not immune from what had 
previously been considered a problem affecting only the industrialized world. Drug abuse had 
extended to very different types of economic and social systems. It had previously been 
thought that the problem was linked to the western liberal socioeconomic system, and did not 
affect systems with highly centralized State planning and economy. Now all countries were at 
risk. It was therefore increasingly necessary to tackle the problem through joint efforts, 
since the experience of even the best equipped countries had shown that no country could 
solve it on its own. 

The drug abuse phenomenon appeared to be rooted in the personal dissatisfaction of a 

large number of people who lacked a positive approach to the achievement of happiness through 
proper personal goals. To give the international community more effective means of combating 
organized crime it was therefore necessary to direct efforts to reducing the demand for 
illicit drugs and the illicit trafficking it engendered. There was also a need for more 
effective methods of treatment, rehabilitation and social reintegration of dependent 
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persons. In that respect WHO and nongovernmental organizations as well as universities, 
schools and the mass media had a vital role to play, since the best guarantee of success was 
to win the minds of people and especially to convince the younger generation that life was 
too fine to squander on drugs. 

All should be aware of the intense suffering of the victims of illicit trafficking - the 
dependent persons, their families and society - as well as the great losses in human lives 
suffered by the bodies responsible for combating it. Awareness of that suffering and 
sacrifice should strengthen the realization that drug abuse and trafficking, however complex 
and menacing, were problems created by man and could therefore be solved by man. 

Dr VISHWAКARMA (India) noted that the use of alcohol and other habit -forming drugs by 
man was as old as the history of civilization. Such substances had always been used for 
varied reasons, but today the problem had reached menacing proportions. The age -old 
cherished values of abstinence or limitation of use to certain social situations were 
gradually fading, and drug use was crossing all cultural barriers. In recent years not only 
had the traditional patterns and social control of intoxicants altered, but a new pattern of 
both medical and non- medical abuse had emerged. The replacement of traditional drugs like 
cannabis and opium by synthetic and stronger drugs, and their free availability had led to an 
increase in abuse among youth. The economics of the international markets was another, more 
complicated factor. 

How had the problem reached its current proportions? A number of social and 

psychological factors had been blamed, but the most powerful factor was the high profit 
involved in the sale of drugs, which had attracted not only antisocial elements but also 
international groups who promoted drug abuse for their own profit. In India, where the 

family had played a dominant role in guiding and controlling the behaviour of the individual 
in society, the breakdown of the joint family system had led in Indian cities to patterns of 

conduct previously unheard of. 

For any effective prevention and management it was necessary to update information on 

the history, origin and social and medical uses of drugs as well as the personality and 
cultural factors affecting users. The early detection and early treatment that were needed 
would require more facilities in different parts of the country. He would even suggest that 
drug addiction among youth be notifiable like smallpox or cholera. If necessary, legislation 
might be introduced for that purpose. 

To turn to the question of mental health, in India it came under primary health care, 
which was accessible and acceptable to the people. The National Institute of Mental Health 
and Neuro -science had been organizing short training progammes for primary health care 
personnel since 1982, and in 1983 and 1985 follow -up visits had been arranged to review the 
mental health care activities of the personnel trained. It was found that such activities 
were not considered an additional burden and that care was being provided for the mentally 
ill. A few difficulties regarding regular drug supplies, records, monitoring and 
administrative support had been encountered. The degree to which doctors and health workers 
in the primary health care centres visited had carried out mental health care activities 
varied. In some centres, doctors had organized mental health camps and undertaken major 
case -detection activities and mental health education. Some health workers had prepared 
simple charts for display at the centres and systematically surveyed the local population. 
In others, they were following up patients and issuing drugs. 

A programme for mental health at national level had been formulated in 1982 with the 
aims of ensuring the availability and accessibility of at least a minimum of mental health 
care for all in the foreseeable future; encouraging the application of mental health 
knowledge in general health care and social development; and promoting community 
participation in mental health development as well as self -care in the commmunity. In the 

following three years, it had been gratifying to note that the programme approaches had been 
taken up in a number of centres all over the country. Professionals, planners and 
administrators had been involved in the activity and community awareness was steadily 
increasing. With greater commitment and support by professionals the programme could become 
a reality. 

Dr ESKOLA (Finland), referring to programme 10.3, welcomed the work on protection and 
promotion of mental health carried out by WHO both at headquarters and in the regional 
offices. The mental health field was one of the widest and most difficult to cover, and the 
problems encountered were more closely linked with social and cultural circumstances than 
those in many other health care sectors. In the minds and attitudes of many people, certain 
evil phenomena were linked with mental disorders. 

The resources available to help people who were suffering from mental or neurological 
disorders were scarce, and cultural stigmas increased the difficulty of raising funds and 
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mobilizing support. Indicators reflecting the extent of suffering and magnitude of the 
problems in such areas were difficult to develop, particularly in the case of psychosocial 
disorders, which appeared to be increasing. 

Suicide and parasuicide rates clearly reflected the difficulties experienced by people 
in trying to adapt to their society. Such rates appeared to be increasing alarmingly, as was 
reflected in international comparisons. Suicides were an important warning sign but were 
only the tip of an iceberg of social maladaptation. One of the key questions was whether 
efforts were merely being made to find the answer to such maladaptation in the personal 
characteristics of the people who committed suicide or whether it was possible to analyse the 
trends in society that contributed to such maladaptation. 

Finland was carefully studying its own suicide rates, and efforts would be made through 
a nationwide survey to analyse that major public health problem. It would welcome 

cooperation in that area and was ready to make its experience available to others. 
The treatment of schizophrenia was one of the most costly activities in the mental 

health field. Finland had made serious efforts to change its treatment procedure and had 

developed outlines for new approaches in recent years. It looked forward to evaluating the 
results. 

WHO's new project for amalgamating alcohol -related programmes with drug abuse programmes 
might lead to a weakening of the former, in respect of which his delegation had on several 
occasions called for a more active WHO policy and programme. Some of its proposals were 
reflected in the proposed programme budget, which failed, however, to show the increased 
financial support required. Funds were needed because of the immense magnitude of the 
problem, because WHO was the only genuinely active body in the field concerned and because it 

had a programme that could be effectively implemented. His delegation was prepared to seek 
ways of supporting constructive mental health development in the primary health care context 
on a multilateral and bilateral basis. 

Mrs SANDLUND (Sweden), referring to programme 10.2, said that the effects of alcohol and 
drug abuse on the individual's health and family relations were generally severe. The 
economic and other problems of society arising from such abuse were well known. 

The WHO prevention and control of alcohol and drug abuse programme was extremely small 
compared with the magnitude of the problem, yet it was of the utmost importance and had been 

shown to have considerable potential in inspiring Member States to reduce such abuse. Her 

delegation understood that WHO found it difficult to meet all the existing needs in that area 
within its limited budget resources, and the substantial cuts in the contingency fund had not 
improved the situation. 

The Organization had an important role to play in determining which drugs should be 
classified as narcotics and subjected to international control, and Sweden welcomed the 
working methods it used in such matters. She hoped that the International Conference on Drug 
Abuse and Illicit Trafficking to be held in Vienna in June 1987, as decided by the United 
Nations General Assembly, would result in a practical action programme mobilizing the entire 
international community in the struggle against narcotic drugs. 

In resolution WHА39.26 on abuse of narcotic and psychotropic substances, the Health 
Assembly had emphasized the urgent need to intensify efforts and programme activities for 
prevention, training and research. The question of reduction of demand had been given far 
too low a priority in international cooperation. In addition to the work of the United 
Nations Division of Narcotic Drugs, WHO had a vital part to play in that area, which was 
certainly one for intersectoral collaboration. 

The growing problem of AIDS among drug abusers in many countries further highlighted the 
need for prompt action in the prevention and treatment of drug abuse. The situation with 
respect to programme 10.2 illustrated the current budget dilemma: the need to save 
resources, on the one hand, and the danger of losing health benefit opportunities on the 
other. Short -term savings might prove expensive in the long run. 

Mrs MATANDA (Zambia) welcomed the progress made by WHO in the mental health sector, and 
commended the establishment of the African Mental Health Action Group which had strengthened 
cooperation among countries with similar cultures. She said that the action which the 
Regional Director for Africa intended to undertake would further strengthen mental health in 

the African Region. The fellowship awarded to a further Zambian doctor had enabled him to 

take a psychiatry course at Manchester University, United Kingdom. Her delegation, which had 

noted the increase in the regular budget devoted to the Region, hoped that that would be a 

catalyst for developing the strategies further. 
The mental health services in Zambia had been integrated into general health care at all 

levels of the health care system, were available in the smallest health unit and formed a 

component of primary health care. That development had led to a reduction in the use of beds 
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at the country's only referral mental hospital. A recent census had shown that only 56% of 
beds were being used and that readmissions tended to come from areas not in the vicinity of 
any health facility and not visited by a community health worker. A thorough study of the 

factors influencing admissions and readmissions was being undertaken. 
A number of workshops on child and adolescent mental health were being held. The first, 

which had examined problems as seen by police officers, social workers, youth leaders aid 
others, had focused particularly on the need to support families, on school counselling on 
both academic and personal problems, and on strengthening cooperation between parents and 
teachers. 

A revised syllabus and curriculum for psychiatric clinical officers was nearing 
completion, and recommendations were being prepared for a stronger mental health component in 
the training of general clinical officers. 

Community -based rehabilitation would be strengthened through the establishment of a 

training programme for occupational therapy assistants, which had already been approved. 
Training manuals for trainers of community health workers and for such workers themselves 
were being developed. The Drugs and Poisons Act had been amended with a view to halting 
illicit trafficking. 

Although some progress had been made, several constraints remained. The review of 
outdated legislation had been slow and called for renewed vigour. Supervision aid support of 
personnel working at the periphery were hampered by communication difficulties. Her country 
would appreciate support in establishing a communications network. 

The problem of AIDS had added a new dimension to psychosocial problems. Zambia needed 
support in retraining its personnel in counselling techniques. Although it might lack the 
necessary funds it had the necessary will. It would welcome international staff to stimulate 
and encourage the local staff. 

Dr MALIK (Pakistan), referring to programme 10.3, said that there had been a rapid 
increase in mental, neurological and psychological disorders in developing and developed 
countries alike. The ever -increasing but preventable diseases, the inadequacies of existing 
mental health care services and the increasing resource constraints called for a 

reorientation of services. There was a growing need for the integration of the mental health 
care programme into the comprehensive national primary health care programme. Many people 
throughout the world were suffering from some form of mental illness, and existing mental 
health services needed to be strengthened. The introduction of new preventive methods could 
relieve the tremendous burden on the infrastructure and pay rich dividends in the long run. 
It was most important to stimulate community awareness and mobilize various untapped sources 
of energy. All -round awareness throughout the urban and rural communities was possibly even 
more important than money and material in shaping a dynamic approach. 

The recent major breakthrough in the treatment of mental disorder had opened up new 
opportunities for making simple and cost -effective treatment available for the mentally ill. 
It had also come to be recognized that mental health care services could be provided 
effectively by general health care workers without the involvement of mental health 
professionals and doctors. 

Pakistan had formulated a national mental health plan with both short -term and long -term 
objectives, the main strategy being the integration of mental health services with the 
general health programme. The aims of the plan were: prevention and treatment of mental 
disorders and the disabilities to which they gave rise; application of mental health 
technology and behavioural sciences with a view to improving general health services; use of 
mental health doctors in national development to improve the quality of life; early 
availability and accessibility of mental health care for all, with special emphasis on the 
most vulnerable, unserved, underserved and inappropriately served rural population groups; 
enhanced use of mental health knowledge in health care, social development and improvement of 
the quality of life; and encouragement of community participation in the development of 
mental health services and the generation of a spirit of self -help in the common man. 

His delegation supported the specific measures enumerated in the proposed programme 
budget. 

Mr KATO (Japan), speaking on programme 10.2, said that his delegation appreciated WHO's 
activities to combat drug abuse, and stressed the harmful effect of such abuse on the health 
not only of individuals but of societies. The health approach and international 
collaboration were essential factors for coping with such problems. His delegation welcomed 
the budgetary increase for the programme. 

Mr DEBRUS (Federal Republic of Germany) supported the approaches outlined in the 
proposed programme budget, particularly as concerned the healthy life- styles referred to in 
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programme 10.2. The enhancement of such life -styles had top priority in his country. 
Selective programmes carried out in individual Member States and designed to promote healthy 
life -styles through such measures as non -smoking, moderation in alcohol consumption, 
prevention of use of illicit drugs and restriction of the use of pharmaceutical products to 

cases of physical necessity had to be supported at the regional and interregional levels if 
they were to be successful. 

The programme in the Federal Republic of Germany could be backed up more effectively if 

similar programmes were conducted in neighbouring States in line with a global strategy. 
Global consciousness could help in bringing about any necessary structural changes for the 
promotion of such health objectives as the removal of tobacco subsidies in the European 
Economic Community or a more responsible attitude to the advertising of products liable to 

endanger health. The WHO programme was a step in the right direction. 
He specifically supported the substantial increase in the allocation of financial 

resources in the proposed programme budget for 1988 -1989 over the allocation for 1986 -1987 - 
a real increase of about 26 %. 

Mrs MAKHWADE (Botswana) observed that there had been a breakthrough during the past ten 

years in the area of mental health, where awareness had been created with respect to 
neurological, mental and psychosocial problems in the various countries. Botswana considered 
that to be an encouraging achievement in an area which had been stigmatized and had long 
lagged behind. Her country welcomed the guidance and continued support given by the Regional 
Office for Africa and the Division of Mental Health. However, manpower constraints for such 
specialized staff as psychiatrists, psychologists and psychiatric nurse tutors had been a 

limiting factor in the implementation of the programme. That was compounded by the fact that 

the salaries offered compared unfavourably with those on the open market, and the mental 
health area had not attracted potential candidates for further development as specialists. 
Her delegation therefore appealed to friendly countries, in the interest of technical 
cooperation, to assist her country in that area either by seconding mental health personnel 
or by supplementing by local salaries. 

New needs had emerged in respect of the elderly and also with respect to AIDS victims 
and their families, and extrabudgetary allocations would be appreciated to enable the 
countries concerned to cater for the mental health needs of those groups. 

Her delegation supported the budgetary provision for the programme. 

Professor ВORGOÑO (Chile) supported the programme. If increased attention was to be 

paid to problems at the primary health care level, it was essential to train general 
practitioners and other members of the health team, particularly in developing countries, in 
the epidemiological and clinical aspects of mental health problems. 

Treatment and rehabilitation of cases of alcoholism and drug abuse were important, but 

the most important and beneficial approach would be that of primary prevention, particularly 
in schools, in which there should be intersectoral collaboration. His country had achieved 
good results in that respect and more were anticipated. 

Studies and epidemiological investigations on neurological disorders should be 
intensified, particularly in the developing countries, where facilities for the 
epidemiological diagnosis needed for carrying out effective therapy were non- existent or 
incomplete. 

Professor KAPTUE (Cameroon) said that programme 10.2 (Prevention and control of alcohol 
and drug abuse) rightly stressed the damage caused by alcohol abuse in certain African 
countries. Such abuse was responsible for 50% of road accidents, leading to many deaths and 
disabilities. 

While drug abuse had not assumed the same magnitude in the African countries as in the 

developed world, it nevertheless existed and was on the increase; control measures against 
that scourge should be taken at once, before it became uncontrollable. The proposed 
allocation of US$ 65 000 for country and intercountry activities failed to reflect the full 
importance of the problem in the African Region, and his delegation hoped that extrabudgetary 
resources would be found to provide assistance to African countries like his own, which had 
decided to attack the twin scourges of alcohol and drug abuse. 

Dr QUAMINA (Trinidad and Tobago) welcomed the presentation of programme 10 of the 
proposed programme budget, endorsed the budgetary allocations shown on pages 148, 152 and 156 

of document РВ/88 -89 and was optimistic that further extrabudgetary funds would become 
available. She looked forward in particular to the political and economic decisions to be 

taken by the International Conference on Drug Abuse and Illicit Trafficking to be held in 
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Vienna in June 1987, which should lead to increased funding of programmes that adopted an 
integrated approach to the prevention and control of alcohol and drug abuse. 

She drew attention, however, to paragraphs 12, 13 and 14 of programme 10 which were 
commended to all those responsible for the planning of health programmes. There was a real 
danger that programmes for the prevention and control of alcohol and drug abuse would be 
emphasized at the expense of other mental health programmes. Substance abuse was often the 
end -point of mental health problems that should have been prevented through an appreciation 
of psychosocial factors in the promotion of total health, including the stresses of 
unemployment, traffic congestion and other problems, which were sometimes manifested in child 
and wife abuse. 

Trinidad and Tobago had recently amended its food and drug legislation and Narcotics 
Control Act in order to comply fully with the conventions on narcotic drugs and psychotropic 
substances. She commended the programme. 

Mr OLAFSSON (Iceland) said that studies in the western world had shown that the majority 
of young people involved in drug and alcohol abuse came from broken homes or families with 
structural and socioeconomic problems often related to such factors as unemployment. 
Children under seven years of age from broken homes were particularly at risk. They often 
met with drug and alcohol problems in the home and their parents had no time for the 
children. Since their school performance depended more or less on the support they received 
at home, many of them failed to finish their schooling. The lack of active parental support 
made them more liable to get into trouble later in life. Children in one- parent families 
were often extremely sensitive, and more support was needed for them than for others in order 
to provide a framework for good child care. Of families with children facing such problems, 
some 11% to 30% were in Northern Europe or North America. The situation of the families was 
often precarious and they needed active support. 

Unemployment, which was one of the main reasons for poor socioeconomic conditions, was 
on the increase in the western world and particularly in the Third World, and WHO action was 
needed to help the underprivileged groups concerned. 

Dr KHALID BIN SARAN (Malaysia) said that his delegation supported the budgetary 
proposals for programme 10. The world was facing two serious endemics - AIDS and drug 
addiction - which had some common features: first, both were related to behaviour aid one 
could lead to the other; secondly, existing technologies were inadequate to deal with them; 
thirdly, few medical or health personnel had been trained to deal with them; and, lastly, 
contributions from many disciplines and international cooperation were necessary to deal with 
them. 

AIDS had been discussed extensively in the Health Assembly and elsewhere and 
considerable concern had been expressed. Many delegates to the Health Assembly had announced 
a commitment of resources to the programme. Similar concern and interest should be shown 
with respect to drug abuse, which appeared to be increasing. Malaysia, which had been 
dealing with it since the early 1970x, currently had about 180 000 drug addicts out of a 

population of 15 million. It had adopted various measures to prevent drug abuse and treat 
addicts. Drug abuse was receiving Government attention at the highest level, in the form of 
multisectoral and multidisciplinary action, but more effective treatment methods were still 
being sought. Although the number of drug addicts appeared to be falling, about 70% resumed 
the habit after treatment and rehabilitation. It was feared that the numbers in the 
community would increase because of ineffective treatment methods, and his Government would 
therefore welcome any WHO action for more effective treatment and rehabilitation methods. 
One area that needed further emphasis and attention was that of training of health personnel 
in drug abuse prevention, detection and treatment. His delegation therefore welcomed the 
general increase in the proposed programme budget for programme 10.2 for 1988 -1989. 

As with AIDS, no single country was in a position to fight or control drug abuse. 
International collaboration and commitment, and the exchange of information and experience, 
were required in view of the complexity of the problem and the inadequate level of existing 
knowledge. 

The current extensive international illicit trafficking in and smuggling of drugs should 
be a matter of concern. Unless such illicit sources could be stamped out through a more 
concerted and coordinated international effort and commitment, countries through or into 
which that illicit trade was channelled would continue to face serious drug abuse problems. 

His delegation hoped that the forthcoming United Nations Conference on Drug Abuse and 
Illicit Trafficking would be able to identify major issues for more effective international 
action to stamp out illicit international drug trafficking. 
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Mr IHNAT (Czechoslovakia) expressed his support for major programme 10. In the context 
of drug and alcohol abuse, he drew attention to the problem posed by alcohol in medicaments. 
Less use should be made of ethanol because of its physical, chemical and biological 
properties, which were still not sufficiently taken into account in the treatment of children 
and other vulnerable groups. In industry, an atmospheric concentration of 0.1% of ethanol 
was permitted, a considerably higher level than in the case of other organic solvents. 

Investigation of the possibility of replacing ethanol by glycerine and propylene glycol was 
recommended, as was the exchange of information and the establishment of an international 
data base on the subject. There was a need to verify the stability and biological 

availability of preparations. In labelling medicaments, all substances including alcohol 
having an effect on their administration should be listed. Some ephedrine mixtures, vaccines 

containing diazepam and galenical preparations containing paracetamol had been produced 
without the use of alcohol. Research was also under way on the effect of phenobarbitone when 
used with propylene glycol. One State in the Middle East was calling for stricter regulation 
of the registration of medicaments containing alcohol and research was being undertaken on 
its replacement. 

The use of ethanol should be evaluated on several levels, since its impact differed 
depending on the route of administration. In Czechoslovakia, ethanol was being replaced or 

eliminated completely from preparations with an ephedrine base and from medicaments in wide 
general use. Doctors were cautious in using preparations containing ethanol in the treatment 
of diseases of the internal organs or the peripheral or central nervous system and were also 
worried by their possible side -effects. 

Mr WILLUMSEN (Norway) said that his delegation supported the budget proposal for 

programme 10, with reservations, however, for, as a well known psychiatrist and 
epidemiologist had said: "If we continue to do nothing with the manner we live, the way we 
relate to each other, or the way we build our society, we will see an explosion in the 
frequency of psychosocial and mental disorders in the years to come ". The pattern of mental 
health problems had changed; the most commonly encountered were anxiety, depressive states, 
loneliness, suicide, alcohol and drug abuse, psychosomatic disorders, discomfort and violence 
to vulnerable groups. Programme 10 did not take account of the current and foreseeable 
situation in the mental health field. WHO ought therefore to reorient the strategy it 
recommended to Member States to take account of the changes mentioned. In particular, a 

conference should be convened as soon as possible to review the situation and decide what the 
role and strategy of WHO's mental health programme should be. If that was done, Norway could 
fully support the programme. 

Dr GRECH (Malta) said his delegation supported programme 10 as a whole. Much of the 

programme statement for programme 10.1 (Psychosocial factors in the promotion of health and 
human development) was valid and relevant; the activities were generally well structured, 
but little was said about promoting any research on the health -damaging effects of the 
stresses inherent in certain occupations or of the strains of modern urban life. That was a 

more important field of research, representing a better use of resources as far as the 

majority of the population was concerned, than "the effects on health of a population's 
perception of atomic energy use" and similar subjects in the series of reviews referred to in 

paragraph 17 of the programme statement. 
The programme statement on programme 10.3 (Prevention and treatment of mental and 

neurological disorders) comprehensively defined their extent and magnitude aid specified the 
measures that should be taken. Greater emphasis was placed on the promotion of mental health 
care within the community and the development of preventive action, reflected in an increase 
in budgetary allocations in real terms since 1978 for activities in all regions as well as in 
budgetary support for the programme. There appeared to be a belated attempt to introduce an 
integrated approach to mental disorders in their broad aspects, regarding the patient not as 
an assortment of disconnected components but as an entire personality interacting with a 

highly complex social environment. Each country had of course to chart its own course, but 
whatever plan of action was decided upon must aim at changing community and family attitudes 
and be geared to local resources. He therefore welcomed the prominence given to primary 
health care in coping with mental disorders, the prevention and management of which demanded 
an intimate and personal approach. 

Dr SARTORIUS (Director, Division of Mental Health) said that four topics had been 
referred to by many speakers. The first was AIDS in connection with mental health. In that 
field the programme would aim to develop activities in four areas: first, counselling and 
providing psychological help for those affected and their families. Secondly, the programme 
would be working with the Special Programme on AIDS in finding out more about the 
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neurological and psychosocial aspects of that complex disease. Thirdly, an attempt would be 

made to determine the interrelations between the intravenous use of drugs and AIDS, and the 
prevention of both. Lastly, work on the psychology of health personnel involved with AIDS 
patients would be done by the collaborating centres on psychosocial factors and health. The 
programme was thus expected to collaborate very closely with the Special Programme on AIDS. 
Some of the issues mentioned might be discussed during a meeting on the psychosocial aspects 
of AIDS, due to be held from 25 to 28 May 1987. 

The second general topic raised had been drug and alcohol abuse, with particular 
attention to the forthcoming Vienna Conference. The staff of the programme greatly 
appreciated the collaboration that had been developed with the United Nations Division of 
Narcotic Drugs, but it would also like to see more coordination at country level between the 
different agencies dealing with drugs. In addition, the representatives of the 40 countries 
on the Commission on Narcotic Drugs often came from such sectors as the law or the police 
that were relatively remote from health concerns. He therefore hoped that the Vienna 
Conference would stimulate countries to establish closer intercountry collaboration and 
ensure that delegates were fully aware of the views and recommendations of their health 
sector colleagues at the Health Assembly and of WHO work in general. The Division saw the 
problem of drugs as a major epidemic and hoped the efforts currently under way would help to 
provide better treatment and prevention and a better understanding of the societal 
consequences and causes of the scourge. 

The third general topic had been the development of healthy life -styles in young people 
and adolescents, which was a major new activity for the mental health programme. Work on it 
was being developed in close cooperation with the Division of Family Health. 

The fourth general topic had been further development of technical cooperation among 

countries in the field of mental health, as exemplified by the work of the African Mental 
Health Action Group. The activities of the Group over the past 10 years had proved most 
useful to the 13 African countries and liberation movements participating in it. Similar 
technical cooperation groups were being developed among the French- speaking countries in 
Africa and among the Caribbean countries. 

In reply to the delegate of Finland, he agreed that suicide was a condition with 
far -reaching social and other consequences. The Division of Mental Health was working on the 
development of programmes in that area and would be collaborating closely with the 
International Association for Suicide Prevention. It was also setting up an information 
centre in collaboration with Canada. 

The Soviet delegate had drawn attention to the psychosocial impact of unemployment, the 
danger of war, and apartheid and various other forms of racial discrimination. The programme 
had activities in all those areas. The Regional Office for Europe, together with the 
Division of Mental Health and a collaborating centre, were studying the ways in which 
unemployment affected mental health. The programme was also collaborating with the Programme 
for External Coordination on various aspects of the psychosocial impact of the danger of 
war. On the question of apartheid, the earlier report issued on its effect on mental health 
and psychosocial wellbeing was being updated and would be re- issued during 1987. 

He had been pleased to note that the passage cited by the delegate of Norway closely 
reflected Article 2 (m) of the WHO Constitution. The mental health programme had reoriented 
its approach to mental health issues many years before; cooperation with countries in 
reorienting their programmes would continue. That was also reflected in the programme 
statement under 10.1 (pages 145 -148) and 10.3 (pages 153 -156). He would be happy to provide 
the delegate of Norway with further information on the subject. 

He thanked the countries that had shared their experiences with the Division, since the 
mental health programme had been built on such experiences and tried to develop a logical and 
coherent picture of country needs and solutions. The target for the Eighth General Programme 
of Work was the development of country mental health programmes that were integrated with the 
general country programmes and general development programmes. It was encouraging to see 
that a number of countries had already formulated such programmes and he hoped other 
countries would follow suit. At present one quarter of WHO's Member States had specific 
mental health programmes and policies. The programme would continue to collaborate with 
countries in formulating such programmes and policies. 

CONSIDERATION OF DRAFT RESOLUTIONS 

Global strategy for the prevention and control of AIDS (continued from the eighth meeting, 
page 105) 

The CHAIRMAN drew the Committee's attention to the following revised draft resolution 
proposed by the drafting group: 
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The Fortieth World Health Assembly, 
Having considered the report of the Director -General on WHO's Special Programme on 

AIDS; 
Deeply concerned that this disease caused by one or more retroviruses known to 

occur in nature, of undetermined geographical origin, has assumed pandemic proportions 
affecting all regions of the world and represents a threat to the attainment of health 
for all; 

Realizing that the transmission of AIDS can be prevented, that information is an 
essential element of all action for the control of AIDS, and that every individual has a 

responsibility; 
Reiterating that information and education on the modes of transmission, as well as 

the availability and use of safe blood and blood products, and sterile practices in 
invasive procedures, are still the only measures available that can limit the further 
spread of AIDS; 

Convinced of the crucial importance of countries' closely integrating their 
programmes for the prevention and control of AIDS within their health systems based on 
primary health care; 

Impressed by the accelerated response of WHO to this emergency during the past year; 
Noting with satisfaction that WHO has invested funds from its regular 1986 -1987 

budget to deal with this serious public health problem despite current financial 
constraints; 

Grateful to all those whose generous extrabudgetary contributions have made it 
possible to give the required momentum to WHO's efforts to combat AIDS; 

Stressing the need for substantial additional voluntary contributions to permit WHO 
to fulfil its international directing and coordinating role in this field; 

Emphasizing that all contributing countries are protecting the health of their own 
people no less than that of others, since AIDS knows no geographical boundaries; 

Realizing that the worldwide emergency created by AIDS will require urgent and 
vigorous globally directed action in the development of epidemiological surveillance, 
the intensification of research in prevention, control, diagnosis and treatment 
including social science research, the training of national health workers and other 
relevant areas of prevention, control and research; 

Recognizing that, due to the relatively long incubation period of the disease and 
the large number of people already infected, the worldwide number of AIDS cases will 
continue to rise in the next few years irrespective of public health strategies to 

prevent viral transmission; 

1. CONFIRMS that WHO should continue to fulfil its role of directing and coordinating 
the global, urgent and energetic fight against AIDS; 

2. ENDORSES the establishment of a Special Programme on AIDS and stresses its high 
priority; 

3. FURTHER ENDORSES the global strategy and programme structure prepared by WHO to 
combat AIDS; 

4. URGES Member States: 
(1) to establish or strengthen effective programmes to combat AIDS in line with 
the above -mentioned global strategy and recommendations of the third meeting of 

participating parties; and to ensure that control is integrated into the existing 
system based on primary health care, and is based on effective educational and 
preventive measures to enable each person to protect himself /herself from the 
disease; 
(2) to cooperate fully with one another in facing this worldwide emergency within 
the context of the policy of technical cooperation among countries through the 
adoption of compatible programmes and transfer of appropriate technology; 
(3) to share in full openness with WHO and with other Member States all relevant 
and reliable information on AIDS and related infections; 

5. URGES Member States to make voluntary contributions in cash and kind for the 
implementation of the global strategy; 

6. APPEALS to bilateral and multilateral agencies, as well as nongovernmental and 
voluntary organizations, to support the worldwide struggle against AIDS in conformity 
with WHO's global strategy; 



142 FORTIETH WORLD HEALTH ASSEMBLY 

7. REQUESTS the regional committees: 
(1) to keep the situation concerning AIDS in the regions under constant review; 
(2) to ensure that regional resources to combat AIDS are used in conformity with 
the global strategy; 
(3) to report annually to the Director -General on the situation in the regions; 

8. REQUESTS the Executive Board to review yearly until further notice the global 
epidemiological situation concerning AIDS and progress in implementing WHO's global 
strategy to combat it; 

9. REQUESTS the Director- General: 
(1) to ensure that the global strategy to combat AIDS is effectively implemented 
by the Organization at all levels - country, regional and global - with the aim of 
containing, progressively reducing and eventually stopping the spread of the 
infection; 
(2) to assert WHO's international directing and coordinating role in support of 
national AIDS programmes; 
(3) to support national AIDS prevention and control programmes, keeping due 

balance with other health programmes and ensuring adequate coordination and 
cooperation between the governments concerned, WHO and other external partners; 
(4) to continue to develop effective strategies to prevent the transmission of 
AIDS, including social and behavioural research and advocacy of the role of women 
in preventing transmission; 
(5) to reinforce the Organization's support to Member States in designing or 
strengthening, implementing, monitoring and evaluating national programmes for AIDS 
prevention and control; 
(6) to issue guidance on the prevention and control of AIDS on a continuing basis 
as new information comes to light and the Special Programme evolves; 
(7) to continue to seek extrabudgetary funds to implement the global AIDS strategy; 
(8) to establish a Special Account for AIDS in the Voluntary Fund for Health 
Promotion; 
(9) to report on the matter to the Executive Board and to the Health Assembly 
annually. 

Dr RAY (Secretary) said that editorial amendments to the text had been received from the 
Chairman of the drafting group and the French delegation. First, in the second preambular 
paragraph the words "naturally occurring" should be inserted before "retroviruses" and the 
words "known to occur in nature" deleted. 

The rest of the amendments were to the French version of the draft resolution only. In 

the first preambular paragraph the words "programme spécial OMS de lutte contre le" should be 
inserted before "SIDA ". In the fourth preambular paragraph the words "dans les procédures 
effractives," should be deleted and replaced by "en cas d'effraction de la peau ou d'une 
muqueuse ". In operative paragraph 1 the words "de direction et de coordination de" should be 
replaced by "directeur et coordonnateur dans ". In operative paragraph 9(1) the words "peu 
peu et éventuellement" should be replaced by "progressivement et enfin ". 

The draft resolution, as amended, was approved.' 

Maternal health and safe motherhood (continued from the ninth meeting) 

The CHAIRMAN drew the Committee's attention to the draft resolution proposed by the 

delegations of Botswana, Brazil, Ethiopia, Ghana, Kenya, Malawi, Nigeria, Zambia and Zimbabwe 
(reproduced at the end of the summary record of the eighth meeting). 

Dr RAY (Secretary) said that in the course of the discussion of the subject the Soviet 
delegation had proposed the addition of the words "and take the necessary steps to prepare 
appropriate staff at all levels" at the end of operative paragraph 2(4). It had been so 
agreed. 

The draft resolution, as amended, was approved.2 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA40.26. 

2 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA40.27. 
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Health of the working population (continued from the ninth meeting) 

The CHAIRMAN drew the Committee's attention to the draft resolution proposed by the 
delegations of Bulgaria, Egypt, German Democratic Republic, Iraq, Mexico, Philippines, 
Poland, Sudan, the Union of Soviet Socialist Republics and Zaire (reproduced in the summary 
record of the eighth meeting, page 112). 

Dr RAY (Secretary) said amendments had been proposed by the delegation of France as 
follows: in operative paragraph 2(1) to insert the words "if appropriate," before "to 
consider workers' health care" and to delete the phrase "initiating measures for functional 
integration and administrative coordination. "; and to add an additional operative paragraph 
2(3) reading "to develop relevant training programmes; ". 

The amendment proposed by the delegation of Sweden was to add an additional operative 
paragraph 4(6) reading "to continue collaboration with all United Nations agencies concerned 
with workers' health, particularly the International Labour Organisation ". It had been so 
agreed. 

The draft resolution, as amended, was approved.' 

Research on aging (continued from the ninth meeting) 

The CHAIRMAN drew the Committee's attention to the draft resolution proposed by the 
delegations of Angola, Australia, Belgium, Brazil, China, Costa Rica, Cuba, Cyprus, 
Czechoslovakia, Democratic People's Republic of Korea, Finland, Greece, Italy, Jamaica, 
Kuwait, Malta, Mexico, New Zealand, Paraguay, Peru, Poland, Portugal, Singapore, Syrian Arab 
Republic, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, 
Uruguay, Venezuela and Zimbabwe (reproduced at the end of the sumary record of the eighth 
meeting). 

Dr RAY (Secretary) said that an amendment had been proposed by the Soviet delegation at 
the eighth meeting and it had been agreed to combine operative paragraphs (2) and (3) into a 
single operative paragraph 2 reading "to secure the cooperation of interested governments, 
voluntary organizations, foundations, private donors and other bodies in raising the 
extrabudgetary funds, in addition to the WHO support to the research programme within its 
existing budgetary provisions, for establishing, implementing and monitoring the programme ". 

The draft resolution, as amended, was approved.2 

Economic support for national health -for -all strategies 

The CHAIRMAN drew attention to the draft resolution proposed by the delegations of 
Australia, Hungary, Indonesia, Malaysia, Maldives, New Zealand aid Republic of Korea. An 
amendment to the draft resolution had been submitted by the delegations of Argentina and 
Cuba. The draft resolution read as follows; 

The Fortieth World Health Assembly, 
Appreciating the outcome of the Technical Discussions held at the Fortieth World 

Health Assembly on economic support for national health -for -all strategies; 
Reaffirming that health is an integral part of development and is therefore the 

responsibility of the health sector, of the people, other related sectors, the 
individual and the community in general; 

Further reaffirming that the goal of health for all can only be achieved through 
primary health care, which requires major reorientation of policies and perspectives in 
the way health is perceived, protected, provided and delivered; 

Aware that the prevailing adverse trends in the world economy, aggravated in the 
developing countries by the formidable burden of servicing external debts and the 
deterioration of the balance of trade, jeopardize the possibilities of many countries to 
reach the goal of health for all by the year 2000; 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA40.28. 

2 Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution W1А40.29. 
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Stressing the need for continued political leadership and determination in the face 
of these adverse trends in order to achieve the goal of health for all in the spirit of 
social equity; 

Mindful of the need to intensify action to increase economic support for national 
strategies for health for all and in particular to mobilize and utilize health 
resources, with emphasis on social relevance, equity, managerial efficiency and 
effectiveness; 

1. URGES Member States: 
(1) to continue to ensure that the health of the most disadvantaged aid vulnerable 
population groups is protected when economic adjustment policies are designed and 
implemented; 
(2) to consider the responsibilities and contributions of all potential partners 
in health development including health -related sectors, community social security 
agencies, nongovernmental organizations, and the private sector, when developing 
national health -for -all strategies, and to establish appropriate mechanisms to 
achieve their maximum involvement and collaboration in financing health development; 
(3) to review their current patterns of resource allocation in the health sector 
and reorient as appropriate their spending priorities, including allocation of any 
additional resources for the provision of primary health care, giving preferential 
attention to the underserved and the neediest segments of population; 
(4) to strengthen the capacity of local bodies to mobilize, channel and allocate 
resources and ensure that monies raised by health services remain at the disposal 
of the health sector; 
(5) to take urgent steps to reduce waste and increase efficient use of resources 
through technical and administrative decentralization, better management, 
information and supervision; 
(6) to pay particular attention to the choice of technologies appropriate to each 
level of the health care system with a view to improving efficiency and 
effectiveness and develop methods for cost control with due regard to maintaining 
the quality of care; 
(7) to encourage more rational use of drugs, thereby avoiding misuse and wastage 
of resources; 
(8) to establish a programme for better management and maintenance of equipment 
through appropriate procedures, training of personnel, and ensuring the 
availability of spare parts; 
(9) to pay special attention to health manpower development in order to raise 
appreciation of the need for efficiency and cost control through new and innovative 
teaching /learning experiences which concentrate on in situ problem- solving methods 
and the use of practical health system research; 
(10) to establish realistically the costs of implementing their national 
health -for -all strategies and plans which reflect national priorities, paying 
particular attention to future recurrent costs, and to identify the means of 

closing any gaps between resources required and available; 
(11) to evaluate the adequacy of existing revenue -raising measures and to explore 
new financing options consistent with the overall goals of equity and effectiveness; 
(12) to strengthen their capacities in financial planning and management at all 
levels particularly at the district level, through training in financial analysis, 
health economics and financial planning and management; by strengthening 
management information systems; and by incorporating research and economic 
analysis as an important input in the process of decision -making; 
(13) to consider regulatory measures that will be effective in controlling cost 
increase and maintaining an acceptable level of quality in the health services, 
public and private; 
(14) to promote individual responsibility for health through the adoption of 
healthy life -styles and other measures which protect their population from 
avoidable health risks, thereby also reducing the future financial burden on the 
health care system; 
(15) to publicize their health plans to get public understanding and support; 
(16) to focus on the education of the public in the appropriate use of health care 
services, paying special attention to the role of women in health and health care, 
and optimizing the use of the mass media in such educational activities; 
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2. APPEALS again to the developed countries to increase their cooperation with, and 
assistance to, developing countries through bilateral and multilateral channels, 
including WHO, in implementing their national health -for -all strategies, in a spirit of 
self -reliance; 

3. CALLS upon international and bilateral agencies to increase their support to 

developing countries to accelerate the implementation of national strategies for health 
for all, and in particular to help strengthen national capacities in research and 
development, in economic analysis and in financial planning and management; 

4. REQUESTS the Director- General: 
(1) to publish the report of the Technical Discussions on this issue and 
disseminate it widely to governments, organizations and agencies of the United 
Nations system, academic institutions and other intergovernmental, nongovernmental 
and voluntary organizations; 
(2) to continue to monitor the impact of economic trends and policies on the 
health status of the most disadvantaged and vulnerable groups, and to help Member 
States to identify ways of mitigating their adverse repercussions; 
(3) to promote the exchange of information and experiences among countries on 

approaches and options being used for expanding domestic economic support for 
health for all and for the optimum use of their resources; 
(4) to give further guidance to countries on methodologies and the potentialities 
of using different options for financing; 
(5) to intensify technical cooperation with Member States to improve national 
capabilities in financial planning and management and economic analysis of health 
strategies, through relevant training and research activities, including the 
strengthening of centres for such training and research in developing countries; 
(6) to review and strengthen as appropriate WHO capacity at regional and global 
levels to provide the required technical support to countries in financial planning 
and management and in economic analysis of their health policies and strategies, 
and to mobilize additional resources for intensifying such support; 
(7) to include in progress reports on the implementation of the health -for -all 
strategy in -depth reviews of efforts within countries to obtain economic support 
for their national strategies, including the use of nationally relevant indicators 
related to resource allocation. 

Dr KHALID BIN SARAN (Malaysia), introducing the draft resolution on behalf of the 
sponsors, said the substance of the resolution had been covered in the report of the 
Technical Discussions. The text was a long one, but it should be noted that the bulk of the 
proposals were addressed to Member States. 

He proposed that in operative paragraph 1(2), the word "community," should be preceded 
by the definite article, and that the words "and to review health policies and strategies 
with the joint involvement of ministries of health, planning, finance and other relevant 

ministries" should be added at the end of operative paragraph 1(10). 
The amendment proposed by the delegations of Argentina and Cuba was to add at the end of 

operative paragraph 2 the words, "mutual respect aid social equity in the international 

economic field ". 

V 
Dr RAKСEEV (Union of Soviet Socialist Republics) endorsed the draft resolution together 

with the proposed amendments, including that submitted by the delegations of Argentina and 
Cuba, and requested that his delegation be included in the list of sponsors. 

The proposed amendments were adopted. 

The draft resolution, as amended, was approved.' 

' Transmitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA40.30. 
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), speaking on a point of 

order, said that although he was well aware of the need to expedite the work of the 

Committee, he would nevertheless appeal for a little more time to be allowed to delegations 
for consideration of amendments proposed to draft resolutions. 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PB/88 -89 and ЕВ79 /1987 /REС /1, 
Part II, Chapter II) (resumed) 

Health science and technology - health promotion and care (Appropriation Section 3; 

Documents РВ/88 -89, pages 105 -194; ЕB79 /1987 /REC /1, Part II, Chapter II, paragraphs 33 -52; 
A40 /INF.DOC. /2; and А40 /INF.DOC. /9) (resumed) 

Promotion of environmental health (programme 11) 

Professor FORGACS (representative of the Executive Board) said that the Board had 

reiterated that the key to the development of an environment conducive to health was 
continued close collaboration between the major social and economic sectors. In view of the 

relatively high cost of water supply and sanitation in most countries, the Board noted the 
emphasis given by programme 11.1 (Community water supply and sanitation) to seeking out 
appropriate low -cost technology as well as WHO's role in mobilizing and coordinating external 
resources in support of national programmes. Continued efforts to reinforce community 
participation and to maintain the momentum of the International Drinking Water Supply and 
Sanitation Decade were needed. 

In view of the rapid rate of urbanization throughout the world and the decline in 
community services in large cities and urban areas, the Board was pleased to note the 
increased budgetary provisions and gradual build -up of activities under programme 11.2 
(Environmental health and rural and urban development and housing). The programme had 
established effective working relations with UNEP and the United Nations Centre for Human 
Settlements (HABITAT). 

Given the public health aspects of radiation hazards, the Board considered that WHO 
should continue to play a leading role in that field, and welcomed the increased emphasis 
given to the strengthening of national capabilities and the rapid collection and 
dissemination of information on radioactivity in the environment under programme 11.3 
(Control of environmental health hazards). The Board also noted the importance of the 
WHO /ILO /UNEP- sponsored International Programme on Chemical Safety as a mechanism for 
international cooperation in the risk assessment of potentially toxic chemicals. 

Dr QUAMINA (Trinidad and Tobago) said that the programme under discussion had been 
selected as a priority area for the Caribbean countries' cooperation programme. Her 
country's new Government was giving priority to housing and home ownership in an attempt to 

improve the physical and social environment. Under a system unique to her country, building 
land was purchased by a cooperative, water and other services were installed, and the members 
of the cooperative then built their own houses. The health sector must participate in such 
initiatives: her Government would greatly appreciate any advice which would help to make 
such housing safer and more healthy. It was essential to pay more attention to the upgrading 
of low -cost, high- density housing - increasingly, governments and housing authorities were 
trying to improve access and public services in existing settlements, rather than moving the 

inhabitants to new settlements far from their sources of income. Her delegation commended 
the collaboration between WHO, UNEP and HABITAT in housing. 

Dr VISHWAKARMA (India) said that a special ministry had been set up in his country to 

deal with environmental problems. Considerable resources had been allocated to 

drinking -water supply and sanitation in national economic development plans. High priority 
had been given to "problem villages ", which were defined as those which had no reliable 
drinking -water supply within 1.6 kilometres, which suffered from diseases such as cholera aid 
guinea -worm disease, or where the drinking -water contained high levels of salt, iron, 
fluoride or other toxic substances. In 1986 -1987, 4000 such villages had been provided with 
a water supply, and the target for the next biennium was 5000 villages. An incentive bonus 
scheme begun in 1983 had not, however, enjoyed great success. The limited resources 
available meant that the Government could not invest in expensive and sophisticated water 
supply services; in addition, the variety in the climatic conditions and types of water 
sources meant that different solutions had to be found to meet local needs. Different 
government departments were responsible for the execution of water supply schemes throughout 
the country. At present, there was an attempt to redefine various policy issues connected 
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with the schemes. The problem villages already singled out would have to be dealt with 
before others could be put on the list. 

Dr NAKATANI (Japan) welcomed WHO initiatives on environmental problems, but considered 

it vital to avoid duplication of effort by the various participating agencies. His country 
was engaged in international and bilateral cooperation in the field of community water supply 
and sanitation and would continue its efforts in future. A number of South Pacific island 

countries were making efforts to establish safe water supplies, and his delegation therefore 
welcomed WHO's proposal to increase its budgetary allocations in that field. 

Many questions remained to be clarified in the area of environmental health hazards 
(programme 11.3). His delegation appreciated WHO's activities in that field, and was 

prepared to support the International Programme on Chemical Safety (IPCS) and the Human 
Exposure Assessment Location programme (HEAL) not only financially, but by providing 
scientists and hosting meetings. 

Dr CHRISTIANSEN (Norway) said that clean drinking -water and the prevention of pollution 
were essential for the promotion of health. For that reason, the International Drinking 
Water Supply and Sanitation Decade and IPCS had proved highly significant. His delegation 

hoped that WHO would maintain the momentum of its activities, and wished to congratulate the 
Director- General on the progress made. 

It seemed that governments and international organizations had accorded a low priority 
to environmental problems, although, in many countries, the deterioration of the environment 
posed a serious threat to economic and social development. However, the United Nations World 
Commission on Environment and Development had recently published its final report, which 
emphasized the need for intersectoral cooperation and the responsibility borne by national 
health authorities and international organizations. It was essential that WHO should reflect 
the Commission's recommendations in its environmental health programme in future years. His 

Government hoped that WHO and Member States would respond positively to the report and thus 
contribute to the promotion of a healthy environment and sustainable development. 

Dr VALLEJO (Peru) said that his delegation supported the environmental health activities 
outlined in the proposed programme budget. On the subject of water supply and sanitation, 
although many communicable diseases, especially diarrhoeal diseases, were transmitted through 
water, international organizations and governments had accorded a low priority to water 
supply, which meant that the targets of the Decade had not been achieved in most countries. 
In view of the decrease in financial resources, it was essential to obtain support from donor 
agencies in order to cope with the increased problems due to population growth. The Health 
Assembly had adopted a resolution on the subject at its previous session, but the necessary 
response had not been forthcoming. The Director -General should call upon governments and 
international agencies to help the affected countries to achieve their goals. 

It was essential in developing community water supplies to reduce costs, to make use of 
local materials and to simplify operation and maintenance: at a time of financial crisis, it 
was better to use simple, traditional techniques, such as those which had proved effective in 
his own country. 

Dr NOBRE LEITE (Cape Verde) said that water supply and sanitation were among his 
country's greatest health concerns. For 15 years, the country had been affected by 
widespread drought; only 12% of houses had a water supply and only 4% were connected to a 

sewerage system. In some rural areas, people had to walk for four or five hours to fetch 
water. As a consequence, diarrhoeal diseases were a major cause of morbidity and mortality 
among children under five. His delegation therefore unconditionally supported the proposed 
budgetary allocations for the programme under discussion. 

Dr RAKCEEV (Union of Soviet Socialist Republics) said that people could not be healthy 
if they lived in poor environmental conditions. The Thirty -ninth World Health Assembly had 
considered the results of the first half of the International Drinking Water Supply and 
Sanitation Decade and concluded that the problems encountered might jeopardize the 

achievement of the Decade's targets by 1990 although, in any case, efforts should continue 
well beyond that date. 

The activities proposed under programme 11.1 (Community water supply and sanitation) 
seemed appropriate. However, the Organization's work should concentrate on control of 

drinking -water quality; the effects of water supply and sewerage and sanitary conditions on 

health; the training of managers in water supply and treatment and research into water 

quality; evaluation of simple reagents, materials, methods and equipment; and research into 
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waterborne communicable and parasitic diseases. Research was also needed into water supply 
in drought -stricken, rural and mountainous areas and those with a cold climate. 

His delegation supported programme 11.2 (Environmental health in rural and urban 
development and housing); however, it was essential to standardize evaluation methods in 
order to determine the effects on health of living conditions, housing and other 
socioeconomic factors. WHO should collaborate closely with UNEP in that area. 

Programme 11.3 (Control of environmental health hazards) was becoming increasingly 
important with the increasing number of new chemicals in use, and it was vital to develop 
international cooperation and improved monitoring methods. Interested Member States might 
draw up a list of chemical substances for standardization and inclusion in the programme for 
health risk assessment of potentially toxic chemicals. It was also essential to clarify the 
programme on methods of determining the toxicity of chemical pollutants and to use existing 
information in the training of managers. More attention should be given to improving 
research into the complex effects of various environmental factors. It might be useful to 
study allergenic and other effects of certain compounds, as well as their potential 
carcinogenicity. WHO and its partners in that field, ILO and UNEP, should draw up 
recommendations for national legislation to prohibit the use of chemicals before their toxic 
effects were known and guidelines for their safe use had been established. 

His delegation wished to thank the Director -General for his information about WHO's work 
in the field of radiation safety. Headquarters and the regional offices, particularly the 
Regional Office for Europe, were taking steps to promote an international agreement on the 

subject. The Organization had a vital role to play in monitoring information and passing it 

on to health services, as well as providing emergency assistance and strengthening national 
radiation protection programmes. At the recent special session of the General Conference of 
IAEA, a convention had been signed on emergency assistance in the case of a nuclear accident, 
which would form an excellent basis for further cooperation between Member States and the 
international organizations concerned. It would, however, be necessary to regulate the part 
played by the various parties, and a special joint committee might be established for that 
purpose. WHO might also consider setting up a group of experts who could provide assistance 
to Member States in the case of a nuclear accident. Soviet research institutes, scientists 
and specialists would continue to cooperate with WHO in order to resolve current problems and 
establish international guidelines for the safe exploitation of nuclear energy. His 
delegation supported the proposals in the programme budget for continued cooperation between 
WHO, IAEA, the United Nations Scientific Committee on the Effects of Atomic Radiation 
(UNSCEAR), the International Commission on Radiological Protection and the other 
organizations concerned. 

Dr VARET (France) said that her delegation supported the environmental health programme 
for a variety of reasons. The incidence of diarrhoeal diseases could only be reduced by the 
provision of clean drinking -water and sanitation, and work in that area was behind schedule. 
France was prepared to work with Member States either on a bilateral basis or through the 
Regional Office for Europe. Large -scale and uncontrolled urbanization was a serious threat 
to the programme, and she wished to recall measures such as the "healthy city" networks 
organized by the Regional Office for Europe and the meeting of major city authorities in 
Mexico on the theme of cities and health. It was essential to assess the geographical, 
climatic and economic effects of the measures taken, as well as the capacity of receiving 
countries to see them through to completion. WHO should continue the excellent work it had 
begun; however, she was concerned about the proposed decrease in extrabudgetary funding for 
the programme, and hoped that the budget as a whole would be maintained at the current level 
or even increased. 

Dr HADJ- LAКEHAL (Algeria) said that in Algeria the problem of environmental health was 
considered to be of strategic developmental significance. Algeria had made tremendous 
efforts and sacrifices to develop and industrialize rapidly. It was now becoming aware that 
without safe drinking -water for the whole population, without adequate sanitation in urban 
and rural areas, and without public and individual hygiene, they could not achieve 
development, or equity or satisfaction of the fundamental right of the citizens in that 
respect, or the quality of life desired by both the State and the people. Inadequacies in 
environmental health imposed a heavy financial burden on the State, which provided health 
care free of charge; waterborne diseases accounted for some 20 000 cases of illness and cost 
social and health services some USt 200 million every year diverting considerable human and 
material resources from other areas where they were needed. Consequently, the Algerian 
Government had decided to adopt a national programme for drinking -water, sanitation and 
hygiene, which was being implemented under the aegis of a national committee comprising the 
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five ministries most concerned - the ministries of the interior, water, health, trade and 
agriculture - and which had the task of following up and evaluating the programme and 
presenting periodic reports on the matter. The Government had provided an initial credit of 
340 million dinars, to be supplemented by a further 400 million dinars, for the communal 
development programme in order to ensure that appropriate action be carried out as speedily 
as possible. Throughout the country, of a total 145 000 wells, almost 113 000 had been made 
safe by means of a ceramic brick process; the water in 15 000 reservoirs had been treated 
and controlled; almost all water points and pumping stations had been treated and 
controlled, and 10 700 out of 15 000 springs had been made hygienically safe. It had been 
recognized that an effort must be made to demedicalize development; health services should 
not have the sole responsibility for the treatment of dysentery or cholera or other diseases 
caused by the absence of safe drinking -water. Developing countries should not use the excuse 
of medicine to avoid taking important decisions in regard to development. Responsibility in 

that respect must not be solely that of the medical services but of all concerned, at 

national and community levels. The population must also be made aware of its 
responsibilities and be allowed, by regulation and legislation where appropriate, to 
participate in improving the situation. 

Health education was extremely important and must be tackled in a highly professional 
manner. Health personnel must resist the temptation to take over health education; they 

should content themselves with supplying the necessary technical data to professionals in 

education and information. Algeria was preparing a social communication programme against 
waterborne disease and a first requirement was the training of professionals in 

communication, which was severely lacking in his country. 

Professor GIANNICO (Italy), referring to programme 11.3 (Control of environmental health 
hazards), said that the question was particularly important to developing countries. The 
increasing number of chemical substances in use throughout the world represented a potential 
danger for the environment which might have acute and chronic repercussions on human health. 
Air, water and earth could be contaminated during production, stockage, transport and use of 
such substances, leaving residues that might affect man through the food chain. The 

situation called for a toxicological study establishing acceptable values in air, water and 
food and setting up a monitoring system. A toxicological study would not be easy because of 
the large number of substances to be included and the large amount of research that would be 
needed. It was therefore necessary to establish international cooperation through the 
Organization. Existing WHO studies and guidelines were of considerable use, as was the 
technical support provided by WHO at the demand of countries facing special situations. He 

thanked the Regional Office for Europe for its collaboration in a study undertaken by WHO and 
national experts to determine the acceptable levels in water of commonly used pesticides. 
Whenever scientific guidelines were established as the result of studies undertaken on an 
international basis, they seemed to be more acceptable for public opinion, which had rightly 
become sensitive to problems of environmental pollution. Intercountry cooperation was 
essential for monitoring since pollution did not respect national borders and the level of 
polluting residues in food was of international significance as a result of increasing 
exchange of food produce among countries. 

His delegation supported programme 11 (Promotion of environmental health) as presented. 

Professor BORGOÑO (Chile), referring to programme 11.3 (Control of environmental health 

hazards), said that division of the programme into two parts was a welcome innovation and 

made it possible to compare the different programme components. He drew attention to the 

need for continued efforts in the training of manpower in the environmental health field in 
developing countries, where the pollution problem, although not yet as great as in the 

developed countries, could perhaps be avoided in many respects by means of appropriate 
legislation and programmes of action. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), referring to 

programme 11.3 (Control of environmental health hazards), endorsed its objectives and aims. 
However, in terms of its presentation he would have preferred the activities to be carried 
out by the International Programme of Chemical Safety (IPCS) to have been more clearly 

specified within the overall programme. IPCS had proved to be most effective in promoting 
the understanding of chemical hazards to health and enhancing the capacity of a number of 

countries to control them. Misuse of chemicals, particularly of pesticides, in developing 

countries was a major issue which was giving rise to real health problems. As currently 
presented, IPCS activities appeared under the overall heading of 11.3. Section 11.3(а) 
(Health risk assessment of potentially toxic chemicals) was entirely a function of IPCS, 

although the paragraphs gave no indication of that fact, whereas section 11.3(Ь) (Control of 
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environmental hazards) was concerned with control aspects. Furthermore, the IPCS programme 
included the important international activities of the Joint FAO /WHO Expert Committee on Food 
Additives and the joint meetings on pesticide residues, activities which had been placed in 

document РВ/88 -89 under the general heading of food safety (programme 11.4). The role of the 
IPCS as presented in the document had been limited to toxicological evaluation rather than 
the health risk assessments which it was in fact carrying out. 

In addition, more attention should be focused on the effects of environmental radiation 
and, by implication, on increasing the proportion of the budget devoted to that field of 
activity. 

Professor LAFONTAINE (Belgium) hoped that the Organization would continue its efforts in 

relation to programme 11 (Promotion of environmental health). The International Programme on 

Chemical Safety (IPCS) was to be commended for its efforts in a field where there was still a 

great deal of room for improvement. Despite the current preoccupation with the effects of 
Chernobyl and radioactive substances, Bhopal and Seveso must not be forgotten, nor must the 
risks from some natural chemical substances or veterinary treatments aimed at increasing 
production of dairy and meat products or for therapeutic purposes. Furthermore, attention 
should be paid to the presence of natural substances and natural toxins. Common products 
such as aluminium should also be examined, as they might well be more toxic to plants or even 
to animals and man than had previously been thought. Pollution affected not only the 
environment in the general sense; it also included indoor pollution and pollution of the 

seas, which could have serious effects on man. In conclusion, he urged WHO to be prudent in 
the advice it gave in relation to pollution of breast -milk as, even in cases where there were 
slight traces of pesticides, breast -milk remained of great value and should not be abandoned 
without good reason. 

Dr KREISEL (Director, Division of Environmental Health) expressed appreciation of the 

strong support shown for the programme on promotion of environmental health. A general 
conclusion to be drawn from delegates' comments was that the approaches selected and 
activities proposed met the needs of the majority of Member States. It was also being 
increasingly understood that health for all could only be achieved on the basis of 

sustainable development; that meant that sound measures must be taken in the development 
process to protect public health and the environment through the provision of adequate and 
safe water and food supplies and sanitation facilities, as well as through the prevention and 
control of chemical, physical and biological hazards. Referring to the comment made by the 
delegate of Norway concerning the report of the World Commission on Environment and 
Development in which questions of great concern for every Member State were dealt with, he 
said that he would be attending the Governing Council of UNE? in Nairobi to discuss the 
matter. 

Concerning programme 11.1 (Community water supply and sanitation) - the cornerstone of 
the environmental health programme - in which connection various delegates had emphasized the 
"software" side - community participation, health education, operation and maintenance, 
rehabilitation and the use of appropriate technology - while fully concurring with such 
emphasis, he pointed out that the programme had to rely on close cooperation with 
multilateral and bilateral donors, including the World Bank and UNDP. There was also a need 
for cooperation with other programmes within WHO, including those of communicable diseases 
and vector biology and control. Oral rehydration therapy was also interrelated with the 
community water supply and sanitation programme. Coordination of donor activities through 
regional and national donor consultation meetings supported by external sources must also be 
strengthened. Information needed to further coordinate donors' activities would be provided 
through an external support information system for countries being developed by the 
programme. He was also aware of the need to map out programmes for after the Decade, as the 
delegate from the Soviet Union had mentioned; the programme was a continuing one which was 
striving for health for all through the supply of safe and adequate water and sanitation 
facilities and thus extended beyond the Decade. 

In the budget for the programme two posts were frozen under the contingency plan, which 
meant that other staff members would have to take over planned activities if possible in 
order not to diminish programme output aid its impact. 

He had been encouraged by the comments made on programme 11.2 (Environmental health in 
rural and urban development and housing) which was a relatively new programme. How could WHO 
alleviate the tremendous and widespread health problems related to poor quality, self -made, 
overcrowded and unhygienic housing associated with inadequate water supplies, sanitation 
facilities and collection, treatment and disposal of human waste in many of the sprawling 
great cities of the developing world, given the small budget available to it? As outlined in 
the programme budget document, major activities of the programme would be to advocate the 
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need to incorporate environmental health considerations into national housing measures by 
developing various technical guidelines on issues of priority needs. The delegate from 
Trinidad and Tobago had referred to guidelines; in that respect WHO, in collaboration with 
UNEP, had developed guidelines inter alia on indoor environment and child health, drainage in 
urban areas, and access to life -saving services. It was also being planned to hold 
workshops, seminars and training courses to make the content of those guidelines available to 

government officials, and to cooperate with multilateral and bilateral donors, Member States 
and other international organizations, in particular HABITAT and UNEP, in the implementation 
of the guidelines. 

Concerning staffing, the Director -General had agreed to his proposal to transfer one 
post from the environmental health programme's available staff resources to programme 11.2 in 
order to strengthen its manpower resources by providing expertise complementary to the 
engineering expertise already available. 

The delegate from Chile had stressed in relation to programme 11.3 (Control of 
environmental health hazards) that developing countries must benefit more from the output of 
the International Programme on Chemical Safety. Various activities were in fact under way, 
with regional workshops on ways and means of meeting the needs of developing countries in the 
control of chemical hazards having been held in New Delhi for the South -East Asia Region in 
1984 and at the Western Pacific Regional Centre for the Promotion of Environmental Planning 
and Applied Studies ( PEPAS) in Kuala Lumpur in 1986. Another workshop would be held in 
Nairobi in September 1987 for the African Region. Some developing countries were already 
collaborating with WHO in regard to chemical safety as part of projects on control of 
environmental health hazards, including air and water pollution. The Region of the Americas 
and the European Region had developed regional programmes on chemical safety, incorporating 
environmental pollution control. In the South -East Asia Region a project was being supported 
by UNDP to help Member States to develop activities in chemical safety. However, much still 
remained to be done. 

The International Programme on Chemical Safety was a rather unbalanced joint undertaking 
of the three international organizations involved; while WHO proposed to contribute through 
its regular budget an amount of some US$ 1.2 million in 1988 -1989, the ILO was making no 
budgetary contribution and the contribution of UNEP had been reduced. The matter would have 
to be taken up at the time of discussions on the renewal of the Memorandum of Understanding 
between the three participating organizations. 

The delegates from Chile and the United Kingdom had requested separate tabular material 
for the Programme; in the Eighth General Programme of Work target (a) would have its own 
programme - health risk assessment of potentially toxic chemicals - and separate tables would 
be provided in future budget documents. In connection with target (b) - control of 
environmental health hazards - and comments by delegates on WHO activities in relation to 
radiation, such activities concerned the development of guideline values for intervention 
levels for radionuclide contamination of environmental media, especially food. Networks of 
collaborating centres were being established for medical emergency preparedness and exchange 
of information. The question of a task force to be established in case of nuclear accidents 
to provide medical and other assistance required would be discussed with those centres. 
Epidemiological study protocols were being developed through the European Regional Office. 
In addition, WHO was closely cooperating with the interagency committee for the coordinated 
planning and implementation of response to accidental releases of radioactive substances, of 
which IAEA, UNEP and WMO were also members. In that context several programmes would be 

developed, relating inter alia to strengthening national ability to obtain radiological data 
in emergencies and routine situations and in establishing and maintaining an international 
capability for making forecasts of the spread of radioactive contamination. 

The meeting rose at 17h25. 
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1. THIRD REPORT OF COMMITTEE A (Document А40 /33) 

Mrs AL- GHAZALI (Oman), Rapporteur, read out the draft third report of the Committee. 

The report was adopted (see document WHA40/1987/REС/2). 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and EB79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and EB79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

Health science and technology - health promotion and care (Appropriation Section 3; 

Documents Рв/88 -89, pages 105 -194; ЕB79 /1987 /REC /1, Part I, resolution EВ79.R17, and 

Annexes 1, 8, 16 and 17, and Part II, Chapter II, paragraphs 33 -52; and А40 /INF.DOC. /2) 
(continued) 

Promotion of environmental health (programme 11) (continued) 

Dr MERCIER (International Programme on Chemical Safety) responding to questions raised 
by speakers, expressed his gratitude to delegates for their support of the International 
Programme on Chemical Safety. The selection of priority chemical products for evaluation was 
a source of constant concern to the Secretariat and was carried out regularly in consultation 
with all Member States. The next international consultation was to be held in October 1987 
with, on its agenda, the important problem posed by potentially allergenic substances. 
Activities were already being carried out to develop experimental methods of identifying the 
immunotoxicological potential of such substances. Furthermore, on the initiative of 
Czechoslovakia, plans were under way for the surveillance of workers exposed to such 
substances. On the subject of methodology, a meeting was currently being held between the 
Secretariat and experts from the Council for Mutual Economic Assistance and the Organization 
for Economic Co- operation and Development, its aim being to compare the approaches followed 
in the Member States of those two organizations to the evaluation of chemical risks. The 

meeting was already proving highly successful. 
The training of personnel in matters of chemical safety was a prerequisite for the 

adoption in Member States of measures to prevent and control chemical dangers. Within the 
limits of available funds, WHO had already taken steps in that area and was endeavouring to 
provide support to the regional offices in the organization of training courses and the 
development of the necessary educational materials. Significant further efforts were needed, 
however, and WHO would be appealing to development aid agencies for assistance in the near 
future. 

As some speakers had pointed out, certain veterinary products posed problems by leaving 

residues in human foodstuffs. At the request of the Codex Alimentarius Commission, the 
Director -General had agreed, in association with FAO, to set up a joint group of experts to 

evaluate such products; its first meeting was to be held in Rome in June 1987. 
With regard to the contamination of breast milk, the Regional Office for Europe had been 

very active in measures for its prevention. The issue had also been tackled in Principles 

for evaluating health risks from chemicals during infancy and early childhood: the need for 

a special approach, in which the following important point had been made: "Апу risk of 
continued exposure to chemicals through breast -feeding has to be balanced against the risk of 

- 152 - 
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infection or nutritional deprivation, should breast -feeding be curtailed or 
discontinued ".1 That statement would, he believed, answer the questions raised in the 
Committee. 

Diagnostic, therapeutic and rehabilitative technology (programme 12) 

The CHAIRMAN drew attention to the relevant documents and to the following draft 
resolution on traditional medicine proposed by the delegations of China, India, Indonesia, 
Kuwait, Mauritius, Mongolia, Pakistan, Sri Lanka, United Republic of Tanzania, Viet Nam and 
Yugoslavia: 

The Fortieth World Health Assembly, 
Aware that traditional systems of medicine play an important role in preventive, 

promotive and curative aspects of health, particularly in developing countries; 
Noting that there exists a vast reservoir of practitioners of traditional systems 

of medicine and an almost untapped wealth of medical flora; 
Recalling the earlier resolutions of the Health Assembly concerning health manpower 

(WHA29.72), training and research in traditional medicine (WHA30.49) and medicinal 
plants (WHA31.33) and the related recommendations of the Alma -Ata Conference; 

1. URGES Member States: 
(1) to utilize optimally practitioners of their traditional systems of medicine in 

primary health care, whenever possible and appropriate; 
(2) to initiate comprehensive programmes for the identification, evaluation, 
preparation, cultivation and conservation of medicinal plants used in traditional 
medicine; 
(3) to ensure quality control of drugs derived from traditional plant remedies by 
using modern techniques and applying suitable standards and good manufacturing 
practices; 
(4) to support research into traditional ways of treating common ailments and 
promoting family health, nutrition and wellbeing; 
(5) to extend cooperation and exchange of experts, skills and training in 

traditional systems of medicine and related fields, particularly between countries 
with a similar cultural background; 

2. REQUESTS the Director -General: 
(1) to mobilize extrabudgetary funds to assist Members in implementing these 
activities; 
(2) to promote intercountry seminars to improve mutual understanding, the 

dissemination of knowledge and the exchange of experience. 

Professor FORGÁCS (representative of the Executive Board), introducing the programme, 
said that under programme 12.1 (Clinical, laboratory and radiological technology for health 
systems based on primary health care) the Board had been pleased to note the continuing 
collaboration between WHO aid the nongovernmental organizations. It had recognized the 

challenges involved in ensuring the timely and adequate supply of safe blood and blood 
products, and he drew the attention of the Health Assembly to resolution EВ79.R1 on blood and 
blood products. In the area of human organ transplantation, the Board had considered that 
WHO's role should be limited to gathering information on developments aid to following the 
rapidly evolving situation in countries. The Board had commended to the attention of the 
Health Assembly the Director -General's report on human organ transplantation (document 
ЕB79 /1987 /REС /1, Part I, Annex 16).2 

Under programme 12.3 (Drug and vaccine quality, safety and efficacy) the Board had 
commended to the attention of the Health Assembly the excellent review in the 
Director -General's report on the use of alcohol in medicines (document EВ79/1987/REС/1, 
Part I, Annex 8). 

1 World Health Organization. Principles for evaluating health risks from chemicals 
during infancy and early childhood: the need for a special approach. Geneva, 1986 
(Environmental Health Criteria, 59), published under the joint sponsorship of UNEP, ILO, WHO 
and on behalf of the Commission of the European Communities. 

2 For the discussion on human organ transplantation, see Committee B, summary record 
of the third meeting, section 4 (page 249). 
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With regard to programme 12.5 (Rehabilitation), the Board had acknowledged the role of 
the family in community -based rehabilitation programmes and had noted that research was 
needed on the role of antibiotics in both the prevention and the causation of deafness. 

Miss KHAPARDE (India) welcomed WHO's support to Member States in the development and 
utilization of traditional systems of medicine, in their evaluation and in the incorporation 
of useful components of those systems into national health systems. Practitioners of 
traditional medicine commanded great respect in many developing countries and consequently 
exerted considerable influence on health beliefs and practices. Planned measures should be 
adopted to enable traditional systems to develop and to integrate the services and care 
provided with the overall health care delivery system, especially in the areas of promotion, 
prevention and public health. They could play a very useful role in strengthening the 
primary health care infrastructure and the delivery of services in remote, under -served areas. 

In India, there were more than 300 000 practitioners of various Indian systems of 
medicine, including Ayurveda, Unani and Sidha. A vast network of hospitals and dispensaries 
of Indian systems of medicine had been established and training for practitioners was 
provided in 250 approved colleges; the Central Council of Indian Medicine ensured the 
maintenance of rigorous standards in their training. 

In collaboration with WHO an international seminar on Unani medicine had recently been 
organized in New Delhi with participants from 25 Member States. The delegation of India 
hoped that the outcome of the seminar, and other activities organized by WHO and its Member 
States would generate further awareness about the efficacy and usefulness of traditional 
systems of medicine. Together with the delegations of other Member States the delegation of 
India had tabled the draft resolution on traditional medicine, to which she wished to make 
two amendments. In the second line of the second preambular paragraph the word "medical" 
should be replaced by the word "medicinal" and in operative paragraph 1(4), the word "common" 
should be deleted. 

Dr CABRAL (Mozambique) fully endorsed the proposals for the programme under 
consideration. However, there was an urgent need in developing countries for the 
standardization of technology and the strengthening of national capabilities, to enable 
appropriate choices to be made, especially in regard to medical equipment. There was also a 
need for standardization and long -term planning in the introduction of technology at the 
various levels of national health services. Those definitions of levels of technology had 
obvious consequences for the planning of the training of various categories of health 
personnel. Moreover, the creation of local capabilities and the training of personnel for 
the installation, maintenance and repair of medical equipment were a crucial step towards 
national self -reliance and the optimum use of resources. WHO had a very important role to 
play in mobilizing bilateral and multilateral initiatives to help developing countries in 
improving those capabilities, and that should be one of the national priorities. The 
movement of technology and equipment from developed to developing countries was increasing, 
but the time equipment lasted in a developing country was declining. Because of the growing 
difficulty of making the best possible use of increasingly diverse equipment the quality of 
services rendered was also deteriorating. As a result, the cost of equipment per unit was 
increasing and, because much of the equipment was reserved for hospitals, the primary health 
care level would face ever- decreasing resources. The equipment at the hospital level would 
be under -utilized, discrediting the whole health services system. 

WHO could promote technical cooperation through the supply by developed countries of 
complete "packages" including equipment, maintenance infrastructure and training, and also 
through technical cooperation among developing countries, making use of existing experience. 

Programme 12.2 (Essential drugs and vaccines) was an extremely important one and the 
delegation of Mozambique reiterated its gratitude to all agencies, bilateral donors and 
nongovernmental organizations for their help in overcoming the critical shortage of drugs 
during an emergency situation in Mozambique, and to WHO for mobilizing that support. 

He wished to draw the Committee's attention to the results of Mozambique's experience in 
handling essential drugs projects within integrated national health systems. One such 
project was in its first year of implementation, and good results had been achieved, not only 
in terms of an improvement in drug distribution, but also, through the project's inbuilt 
evaluation component, in terms of an overall improvement in the quality of primary health 
care. 

As partnerships between developed aid developing countries on essential drugs developed, 
WHO had an increasingly important technical role to play in explaining the underlying 
concepts of essential drugs and national drug policies, so as to avoid confusion in 
discussions with potential donors. Mozambique's approach to the concept of essential drugs 
within an integrated national health system was that each level of health care should have 
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its own specific list and that the shortage of any drug at any level disrupted the 

functioning of the whole of the integrated health system. In Mozambique the National 
Formulary of Drugs, which contained 316 drugs and 28 dressing materials, constituted the list 

of essential drugs. Meanwhile, in view of the emergency situation in the country, and its 
economic difficulties, there existed two other limited lists of drugs, namely, a vital drugs 
list, comprising 97 drugs and 6 dressing materials needed at various levels of the health 
care system, and a limited list of essential drugs for primary health care, comprising 34 

drugs for out -patient clinics at health posts and health centres only. 

In supporting national drugs policies the steps already taken by the country had to be 
taken into consideration in order to be able to cooperate in further measures and contribute 
to the integration of national drug policies and national health policies. 

The delegation of Mozambique approved the draft resolution on traditional medicine, and 
that recommended by the Executive Board in its resolution EB79.R17, on use of alcohol in 
medicines. 

Mrs KADANDARA (Zimbabwe) said that the delegation of Zimbabwe agreed with the proposals 
for the programme under consideration and with its budgetary provisions. With cooperation 
from WHO and the assistance of DANIDA, Zimbabwe had undertaken detailed research on drug and 
vaccine procurement practices and the logistics used in drug delivery, on the storage system 
and on the prescription practices of physicians at all levels of care. Zimbabwe had an 
essential drugs list and had launched training programmes to improve the competence of nurses 
in diagnosis and the prescription of drugs, a component lacking in many nurse training 
programmes. Funds were still needed for training and the production of manuals. Zimbabwe 
was also building a quality control laboratory, and WHO's cooperation in that area was 
appreciated. 

A large number of people used traditional medicine and there was cooperation between the 
Ministry of Health and the Zimbabwe Traditional Healers' Association. She was grateful to 
WHO for its work in that area and to the Organization of African Unity for publishing the 
first edition of the African Pharmacopoeia; she asked WHO to help in publishing it in the 
vernacular languages of Zimbabwe. Support would also be needed for research activities. 

In 1982, Zimbabwe had undertaken a survey of disability as a result of which a 
community -based rehabilitation programme had been initiated which required the participation 
of the families and members of the community. There was, however, a shortage of qualified 
personnel, and help was needed in training and in devising appropriate technology for 
community use. 

Professor WESTERHOLM (Sweden) expressed appreciation of the excellent work carried out 
under programme 12.5 (Rehabilitation). The WHO manual for community rehabilitation provided 
for a highly cost -effective approach and had prompted the setting -up of broad intersectoral 
strategies for improving the situation of handicapped persons. It was important that the 
community -based approach should be adopted by more and more countries and made a component of 
primary health care. 

In welcoming the Director -General's report the delegation of Sweden believed that many 
children could be saved from deafness or impaired hearing if appropriate preventive measures 
and treatment were available. WHO had prepared the ground for the launching of a 
comprehensive programme. 

The essential care of the ear and other activities to prevent deafness should go hand in 
hand with rehabilitation, the provision of hearing aids, education and other measures to 

ensure that people with hearing impairment were fully integrated into society. To that end, 
the experience gained from the programme for the prevention of blindness would be useful. 
Noting that 42 million people throughout the world suffered from severe deafness or hearing 
impairment, she said that the target in the proposed Eighth General Programme of Work, that 
not until 1995 should at least 20 countries have a programme for the prevention of deafness, 
was too modest. Could it not be achieved earlier? 

Dr WASISTO (Indonesia), referring to programme 12.2 (Essential drugs and vaccines), said 
that in many developing countries medical specialists were reluctant to use essential drugs, 
considering them to be "second- class" drugs. Providing adequate information to all 
physicians, medical specialists in particular, was therefore extremely important. Indonesia 
had succeeded in increasing the use of essential drugs in the larger hospitals. The 
delegation of Indonesia welcomed the wider cooperation between WHO, other international 
agencies and the pharmaceutical associations. The speedier dissemination of the results of 
operational research on the rational use of drugs would improve the implementation of 
national essential drugs programmes, the aim being to enhance national operational research 
capacity. 
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With regard to the significant reduction in budget provisions at regional and 
intercountry level, mainly affecting the African Region, he asked whether the African Region 
was making use of the pool facilities for the procurement of essential drugs. The marked 
decrease in support from extrabudgetary sources also required an explanation. 

Professor HAVLOVIC (Austria), commenting on programme 12.1 (Clinical, laboratory and 
radiological technology for health systems based on primary health care), said that the 
important activity of quality assurance in laboratory and radiological technology, included 
in the programme budget for 1986 -1987, had proved very useful for both developing and 
developed countries. Quality assurance in diagnostic and therapeutic radiology and in 
nuclear medicine had improved performance and efficiency, thus saving costs and reducing 
radiation exposure. 

In common with many other countries, Austria had introduced quality assurance into 
routine clinical practice. Accordingly, in view of that highly positive experience, and 
taking into account the importance of quality assurance, that component should be included in 
the proposed programme budget for 1988 -1989. 

Dr MANENO (Kenya), commenting on programme 12.2 (Essential drugs and vaccines) and 
programme 12.3 (Drug and vaccine quality, safety and efficacy), recalled that in 1985 Kenya 
had been host to the Conference of Experts on the Rational Use of Drugs. The delegation of 
Kenya recognized that the regular availability of good -quality drugs and vaccines was an 
important element in primary health care, and therefore supported the programme under 
consideration. 

Following a situation analysis carried out in 1980, and with the assistance of SIDA and 
DANIDA, Kenya was implementing a drug supplies management system aimed at making safe and 
effective essential drugs available to all health centres and dispensaries in the rural 
areas. An important component of the system included a programme of continuing education for 
health workers in better diagnosis and patient management. Health workers were also provided 
with standardized basic diagnostic equipment to assist in better diagnosis. The introduction 
of the system had made it possible to contain the cost of drugs while reaching the majority 
of the population. In addition, patients were going to their rural health centres and 
dispensaries for treatment, thus reducing the work -load on the district hospitals. 

He emphasized the need to establish quality control facilities for drugs and vaccines, 
an area where some countries required WHO's cooperation. 

Dr VIENONEN (Finland) commenting, on behalf of the delegations of the Nordic countries, 
namely, Denmark, Finland, Iceland, Norway and Sweden, on blood and blood products under 
programme 12.1 (Clinical, laboratory and radiological technology for health systems based on 
primary health care), said that the Programme Committee of the Executive Board had undertaken 
a valuable analysis in that regard, providing excellent justification for the adoption of 
resolution EB79.R1. The Nordic delegations endorsed that resolution's request to the 
Director -General that he should support Member States in developing national policies for 
blood and blood products, and update and make available valid information on technological 
developments. National blood service units should grow from the initiative and cultural 
background of each country and, as in all health care projects, a "horizontal" approach 
should be used. 

The primary health care structure needed strengthening for the more rational and 
equitable use of blood and blood products. In the Nordic countries, the adequate supply of 
safe blood and blood products to all in need, in the spirit of social equity, was to a great 
extent a reality, although the new hazards and challenges arising were not be 
underestimated. They were willing to share their expertise with other countries. Many 

specific geographical and climatic conditions in the north, and the solutions to overcome the 
constraints they imposed, might be worth studying when trying to establish well -functioning 
blood service units in the developing countries. He agreed that the issue of remunerated or 
nonremunerated blood donation was not as clear -cut as it might appear. Denmark, Finland, 
Iceland and Norway had traditionally built their national blood services on a voluntary 
nonremunerated basis. In Sweden, on the other hand, the donor received a minor economic 
compensation that had not been increased for many years. 

In regard to resolution EB79.R1, the Nordic delegations regretted that the principle of 

promoting the development of national blood services on the basis of the voluntary 
nonremunerated donation of blood was omitted. That principle had a direct influence on the 
quality and safety of blood and blood products which, at the present time, represented an 
important factor in both developing and developed countries. The Nordic delegations endorsed 
the resolution but would have preferred an additional operative paragraph to have been 
inserted as operative subparagraph 2, worded as follows: "to promote the development of 
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national blood services based on the voluntary nonremunerated donation of blood ". That would 
have brought it into line with similar wording incorporated in resolution WHA28.72. It would 
be harmful and dangerous to give up that important principle, even though it might be 
difficult to apply in the near future. 

Dr DA COSTA DELGADO (Cape Verde), commenting on programme 12.2 (Essential drugs and 
vaccines), stressed the importance of essential drugs and vaccines as a basic factor in 
primary health care. In implementing an essential drugs programme a number of obstacles had 
to be faced, one of the most important being financial, as the meagre economic resources of 
the developing countries made it extremely difficult for them to meet their needs in 

pharmaceutical products, which had become very costly. Furthermore, the lack of a 

well -defined policy in many of those countries meant that there was little control over the 
price, quality and rational utilization of drugs. Indeed, national policy on pharmaceuticals 
should not only take into account the concept of essential drugs, but should also be 
established on the basis of a country's real needs, calculated after a study of the health 
situation and economic possibilities. 

Cape Verde had adopted a national drug policy whereby a State undertaking had been set 
up which was responsible for rationalizing the import of drugs aid for stimulating the local 
production of certain pharmaceutical specialities. A national drug commission had been 
appointed and entrusted with the task of modernizing the existing legislation governing 
pharmaceuticals. One of its first functions had been to bring the list of drugs up to date 
and to prepare a list for use at every level of health information. In addition, a 

therapeutic guide had been drawn up that all staff must consult. A quality control 
laboratory had been set up, and measures taken for the training of appropriate staff. 

He commended the highly important role played by WHO in coordinating action to improve 
the global situation in regard to essential drugs. The delegation of Cape Verde supported 
the proposed programme for 1988 -1989. 

Mr KUROKAWA (Japan), referring to programme 12.2 (Essential drugs and vaccines), said 
that Japan was pursuing a number of activities for international collaboration in the field 
of pharmaceuticals which he believed were in keeping with the revised drug strategy 
unanimously endorsed by the Thirty -ninth World Health Assembly. Some of those activities had 
been of a bilateral nature with various countries, mainly in Asia hitherto, for the 
establishment of essential drug formularies and quality control laboratories. It was hoped 
they would prove useful in ensuring the supply and quality control of essential drugs and 
vaccines. 

Manpower development was considered important, particularly for good manufacturing 
practice, since the application of that concept was a key factor in the production and 
acquisition of good -quality essential drugs and vaccines. Japan had organized a study 
programme that provided an opportunity for personnel engaged in pharmaceutical administration 
and good manufacturing practice and policy to exchange their experience and views. He 
expressed appreciation for the generous support extended by the WHO Regional Office for the 
Western Pacific to that programme. Since international collaboration in the field of 

pharmaceuticals constituted a priority area for Japan, it particularly appreciated WHO's 
recent further strengthening of pharmaceutical activities. 

In connection with programme 12.3 (Drug and vaccine quality, safety and efficacy), and 
in particular the draft resolution on use of alcohol in medicines recommended to the Health 
Assembly by the Executive Board in resolution EB79.R17, he said that Japan fully appreciated 
the desirability of reducing the use of alcohol in medicines to be taken internally and 
wished to associate itself with the opinions expressed by other Member States. However, he 
stressed the need to take into full consideration the fact that each country had its own 
historical background in the pharmaceutical area and that peoples' health was very much 
dependent on traditional remedies. Furthermore, it should be borne in mind that if alcohol 
was to be replaced by some substitute in such medicines, the safety of the substitute should 
be carefully examined before it was widely used. 

A similar attitude should be adopted in respect of traditional medicine, on which a 
draft resolution had been submitted. While he recognized the important role a traditional 
system of medicine could play, all due attention should be given in each country to the 

methods of application and implementation of such a system. 

Dr NTABA (Malawi) supported the proposals for the programme under consideration. 
Commenting in particular on programme 12.4 (Traditional medicine), he emphasized the major 
role traditional medicine played in the health services of Malawi, regardless of the 

socioeconomic status of the individual. Traditional health practitioners far outnumbered 
other health workers, and the population in general, especially from the rural areas, had 
much easier access to those traditional healers than to regular national health personnel and 
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facilities. Moreover, most traditional medicine practitioners were elderly and thus, in a 

country such as Malawi where unconditional respect was given to elders, they often commanded 
the respect of traditional leaders or chiefs in their communities. Because of that it was 

necessary to exercise care in the manner in which traditional systems were effectively 
incorporated into primary health care activities, and it was desirable that WHO should 
reflect greater recognition of that very important factor in its various activities relating 
to traditional medicine. Malawi had already made good progress in incorporating many 
traditional health practices into primary health care strategies through, for example, 
training traditional birth attendants in safe maternal and child health practices and 
enlisting their help and that of other traditional practitioners in disseminating health 
messages on child -spacing, nutrition and other topics. 

He fully recognized the need for research into the plants used in traditional medicine 
and the wish to place traditional medicine on a scientific basis. However, he hoped that 
would not serve as the sole criterion for incorporating traditional medicine into primary 
health care. Indeed, in Malawi traditional health practices were more often an expression of 
an art rather than a science. Any understanding of the totality of traditional medicine and 
healing methods should therefore encompass a realization of the fact that they reflected a 
highly complicated cultural value system and set of beliefs in communities that were 

endeavouring to respond to their hostile environment. He believed that the portion of 
traditional medicine amenable to modern scientific scrutiny was only the tip of the iceberg, 
and it was to the submerged portion that greater attention would have to be paid. There 
would be little progress in the dialogue with traditional healers if the issues were 
discussed from a scientific point of view when the healers were clearly not scientists 
themselves. 

Dr RAK�EEV (Union of Soviet Socialist Republics) said that the importance of programme 
12.1 (Clinical, laboratory and radiological technology for health systems based on primary 
health care) was adequately reflected in the situation analysis, which among other things 
referred to the fact that in some regions an imbalance in the distribution of health services 
meant that 80% of the population had access to only 10% of laboratory facilities. The 

objective and targets envisaged for the programme in the coming biennium were in line with 
both the Seventh General Programme of Work and with the important role of clinical, 
laboratory and radiological technology in improving the efficiency of primary health care. 

The programme rightly retained the same approaches as those being used both in WHO's 
current activities and those planned for the future. At the same time it was important that 
the activities should be expressed in more concrete terms. The approach to clinical 
technology that had been adopted was sound with respect to the selection of the methods to be 

used at the secondary health care level. Where laboratory technology was concerned, the idea 
of purchasing standardized equipment in the interest of ease of maintenance was to be 
commended. Document РВ/88 -89 gave adequate emphasis to manpower training. However, more 
attention could possibly have been paid to the training of health managers in the planning of 
laboratory and radiological services. 

He noted with satisfaction the continuing cooperation between WHO and various 
nongovernmental organizations in the preparation and practical evaluation of manuals on basic 
anaesthesiological, obstetrical, gynaecological and surgical procedures. The meeting of the 
IARC Governing Council held in Lyons, France the previous month had made a valuable 
contribution to improving the implementation of the programme. 

Concerning programme 12.3 (Drug and vaccine quality, safety and efficacy), and the use 
of alcohol in medicine, the potential danger not only of abuse of alcohol but even of its 
normal use was well recognized. The concern expressed by a number of countries about the 
inclusion of alcohol in many pharmaceutical preparations intended for children, pregnant 
women and other highly vulnerable population groups was therefore both understandable and 
justified. 

His delegation agreed with the statement in the report of the Director -General (document 
ЕB79/1987/REС/1, Part I, Annex 8), to the effect that there was a lack of published material 
on the effects of alcohol in medicines and its harmful impact on the health of vulnerable 
groups of the population. However it questioned the desirability of the inclusion in 
paragraph 4 of the report of the reference to the beneficial effects of alcohol. The 
statement by WHO that small amounts of alcohol were harmless could also be called into 
question in view of the world situation as far as alcohol was concerned; such an 
interpretation could give rise to adverse comments. 

As far as the situation in the USSR was concerned, the tendency was to refrain from 
giving patients, and in particular pregnant women and children, any medicines which contained 
alcohol, particularly during lengthy treatments. However, even where it was necessary to 
include some alcohol, each case was decided on its merits. Soviet experts believed it was 
essential to limit the number of drugs prepared with alcohol and wherever possible to reduce 
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its concentration in pharmaceutical preparations or replace it with another solvent. A 
similar observation had been made earlier by the delegate of Czechoslovakia. Scientific 
research was proceeding in the Soviet Union on the development of alcohol -free plant -based 
drugs. Moreover, the national pharmacological committee kept the list of drugs containing 
alcohol under review and decided whether or not to keep such preparations on the list. 

Commenting on programme 12.5 (Rehabilitation) and the question of preventing deafness 
and hearing impairment, his delegation considered that the programme statement showed the 
dynamic development of programme activities by WHO. The detailed report by the 
Director -General on the matter (document ЕВ79 /1987 /REC /1, Part I, Annex 17) was worthy of 
approval. The problem of deafness and hearing impairment was indeed a typical one in 
developed and developing countries alike, and its gravity could well increase in the future 
if preventive measures were not taken in time. Although the report was based on information 
relating to only a relatively small number of countries, it was of great interest. 

There was bound to be concern at the fact that about 1% of the world population suffered 
from deafness or hearing disability, and that it was estimated that by the year 2000 the 
actual number of persons affected might be around 57 million, a disturbingly large proportion 
of whom would be children. In addition, 50% of cases of hearing impairment could have been 
prevented by using existing methods of prevention, treatment and rehabilitation. 
Accordingly, as shown in the report, there was a need to intensify efforts by WHO in that 
area within its existing programmes, giving priority to improving existing methods and 
formulating new ones for prevention, treatment and rehabilitation. It was also appropriate 
that that area should be included in the Eighth General Programme of Work. His delegation 
supported all the programmes included under the heading "Diagnostic, therapeutic and 
rehabilitative technology ". 

Professor KAPUR (International Federation of Oto- Rhino -Laryngological Societies), 
speaking at the invitation of the CHAIRMAN, said that he would be addressing the Health 
Assembly also on behalf of other nongovernmental organizations responsible for the care and 
management of patients with ear disease and hearing impairment. He appreciated the 
opportunity to speak in support of the rehabilitation programme for the hearing handicapped, 
but would more specifically address the question of a global programme for the prevention of 
hearing impairment and deafness. His organization was working very closely with government 
organizations, and they had resolved in 1984 to cooperate with IMPACT (International 
Initiative against Avoidable Disablement), WHO and other organizations of the United Nations 
system in a systematic effort to achieve a significant reduction in the prevalence of hearing 
loss and deafness in the world by the year 2000. 

Studies and statistics testified to the fact that hearing handicaps were among the most 
prevalent handicaps in the world at the present time, and he accordingly welcomed the 
observations made by the delegates of Sweden and the USSR stressing the importance of the 
problem. None the less, there was a growing number of newly disabled persons, especially 
among children and principally in the developing countries, despite the fact that 
technologies were now available at very reasonable cost for prevention, early detection and 
management of hearing loss. That situation appeared to be due to a lack of information and 
expertise in most countries. 

The International Federation felt that the problem could be tackled in two ways. The 

first was by involving the existing primary health care services in the prevention, early 
detection and treatment of hearing problems. An example was otitis media, the major cause of 
preventable hearing loss, which could be given early treatment at a reasonable cost to 
prevent hearing lass as well as life -threatening problems. The second way was by developing 
a system of early referral by primary health centres to hospitals for medical or surgical 
treatment, which could reverse or alleviate hearing loss. 

As 50% of hearing loss could, with proper detection and treatment, be prevented, 
reversed or alleviated, a great opportunity to reduce disability was available. 

The International Federation was engaged in a fund -raising effort to create an 
international agency for the prevention of hearing impairment. So far, it had been a 

voluntary effort with very little funds. To achieve the objective, WHO support and 
cooperation were needed. The resources envisaged were modest. The formation of a WHO 
advisory board, the holding of regional seminars to provide information on management of the 
problems and encouragement to include the topic of hearing impairment in conferences were 
considered useful. 

The International Federation pledged itself to work closely with WHO, and trusted Member 
States would facilitate and support its efforts to reduce that hidden disability which 
isolated and segregated a significant part of the population. 

Professor ВORGOÑO (Chile) said that the promotion of the basic radiological system under 
programme 12.1 was a commendable effort to introduce an important diagnostic aid in 
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primary health care centres, especially in rural areas. Further advances had been made, 
particularly in his country, in simplifying such equipment with respect not only to cost but 
also to efficiency. 

With reference to programme 12.2 he welcomed the publication of the Essential Drugs 
Monitor, which was a valuable tool for the exchange of information on progress in the 
programme. He requested more information on joint activities with UNICEF and the World Bank 

to facilitate the acquisition of drugs. How many countries were now benefitting from the 
programme and how did the revolving fund operate? He stressed the importance of the 

International Pharmacopoeia for drug quality assurance and asked what progress had been made 

in that fundamental component of the programme. 
He endorsed the comment of the delegate of Switzerland on participation of the family 

and community in primary rehabilitation (programme 12.5). Efforts were being made in South 
America in that direction, especially in the far south of the continent, and the results had 
been encouraging. That approach was essential not only for the prevention of certain 
diseases requiring rehabilitation but also for early diagnosis. 

Dr ROSDAHL (Denmark), referring to programme 12.5 (Rehabilitation), said he welcomed the 
issue of the Director -General's report on the prevention of deafness and hearing impairment 

(document EB79 /1987 /REC /1, Part I, Annex 17), which represented a major step towards the 
development of a plan of action in that important area. 

It was essential not to underestimate the problem, and in that respect there was no 
exaggeration in the report; it was true that aminoglycosides might be causing a high 
frequency of hearing impairment, especially in young children. However, though 
epidemiological studies might be difficult to engage in owing to lack of personnel, they were 

essential, especially in the less developed countries, to estimate the size of the problem 
and should be viewed, together with the evaluation of scientifically sound and reliable 
low -cost appropriate technology, as a basis for priority -setting within the health services. 

Consideration should also be given to the fact that deafness or hearing impairment 
constituted but one aspect of the wider problem of communication deficiency or handicap, 
which was far more difficult to address, but sometimes more relevant. 

Prevention should not be neglected, and his delegation welcomed the emphasis placed on 
it in the report. Attention should be paid to the role that could be played by pre -natal 
services, having regard not only to rubella during pregnancy but to a number of other 
infections, maternal nutrition and inappropriate drug use. In the prevention of 
noise -induced hearing impairment, emphasis should be placed on the reduction of noise, 
particularly in industry. The most rational and radical way was to instal new and quieter 
machinery, but that solution was costly and often technically difficult. Until such remedial 
action could be carried out, personal noise protection could serve as an effective, cheap and 

simple measure. 
The structure of services to deal with diagnosis and rehabilitation should be 

realistically viewed in the light of demand for action. The diagnosis of hearing impairment 
might not be too difficult, but in the case of children the problem was to decide what should 
be done. Hearing aids would often not bring about the expected results in overcoming the 
communication handicap without special training of the child. Diagnostic facilities must 
therefore form part of a broad rehabilitation function within the primary health care system 
with responsibility to promote a wide range of preventive measures. The Danish delegation 
therefore placed great emphasis on the integration of the programme with other WHO programmes 
such as that on essential drugs, in order to increase the awareness of potential 
side -effects, as well as the important role mother and child care programmes had to play in 

the early diagnosis of hearing impairment in the young child. 

Mr CARON (Canada), noting that paragraph 4 of the programme statement for programme 12 

referred to the important subject of medical equipment, strongly supported the establishment 
of a focal point at WHO headquarters to respond to the growing needs of Member States in that 
field. In many the procurement, maintenance and use of medical equipment represented, after 
drugs and vaccines, the second highest cost item in the national health budget. The Canadian 
delegation therefore welcomed the steps taken by the Director -General to develop further the 
Organization's capacity to provide appropriate technical guidance and assistance to Member 
States on medical devices, by disseminating information on surgical and medical equipment 
with emphasis on standardization, performance assessment and adaptation to local conditions. 

Dr LOPEZ (Nicaragua) stressed the importance of improvements in housing, water supply, 

education and other infrastructure as part of intersectoral action to improve the health of 

populations. Preventive methods, particularly vaccinations, were especially important. At 
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the same time attention had to be paid to the specific diseases affecting the populations of 
poorer countries, and for that purpose human, financial and material resources were seriously 
lacking. 

In his country, 100% of all essential drugs and vaccines were imported either as 
finished products or as raw materials. The economic blockade to which Nicaragua had been 
subjected had led to a disruption of the markets which had traditionally supplied the 
country, and those drugs which had been obtained were a great drain on its resources - as 

they were for many developing countries. Nicaragua had had to seek new sources for drug 
imports all over the world but had now succeeded in stabilizing its sources of supply. To do 

so had required a better organization and management of drugs aid pharmaceutical products, 
and in that respect WHO recommendations, especially regarding their use and quality control, 
had been a great help. 

His delegation therefore was in complete agreement with the activities proposed for the 
programme, especially with regard to the listing of essential drugs. In that connection, it 

shared the view expressed by the delegation of Mozambique. Nicaragua had produced a list of 
395 basic drugs which it was considered would meet its priority needs. In doing so, it had 
deleted some 6000 products from the list of those on offer on the world market. His country 
was grateful for the support of medical institutes throughout the world, especially the Negri 
Institute in Italy and the University of Barcelona in Spain; such cooperation had also been 
helpful with respect to registers of suppliers, laboratories, storage, prices etc, and to 
setting up drug production in Nicaragua. A beginning had been made in setting up a quality 
control laboratory for the imported drugs. Regional drug centres had been established in 
place of small stores. A first handbook of treatment norms had been produced for medical 
personnel and students and would be revised during the current year. Efforts were also being 
made to reduce unnecessary consumption of drugs aid self -medication. A list of drugs 
available only on prescription had been established, while common drugs not requiring a 

prescription were available all over the country. Those efforts should lead to the 
establishment of a legal foundation for the national drugs policy and programme, in 
accordance with the principles of social justice and equity. 

Although national defence took up 50% of the national budget he hoped by 1988 or 1989 to 
be able to report further progress, achieved with the generous help of the international 
community. In conclusion, his delegation supported all aspects of the programme under 
consideration, which would be of great value to his country. 

Dr lYE (Bangladesh), commenting on programmes 12.2 (Essential drugs and vaccines) and 
12.3 (Drug and vaccine quality, safety and efficacy), said that in 1982 Bangladesh had 
introduced a new national drug policy and new drug legislation. The policy had helped the 
country to rationalize the utilization of essential drugs and to improve its registration 
system for drugs. It had also helped in promoting local production of essential drugs, to 

the extent that nearly 90% of the drugs currently in use were locally formulated and sold at 
the most competitive prices. 

He expressed his delegation's gratitude to WHO for its help in developing the national 
drug policy, but pointed out that there were certain anomalies in the way WHO had planned aid 
implemented its essential drugs programme over the years. Programmes 12.2 and 12.3, for 

instance, gave adequate emphasis to the country and global aspects of the programme, but 

insufficient emphasis to the regional and intercountry aspects. As regards the South -East 
Asia Region, only US$ 30 000 had been allocated to programme 12.2 and there was no allocation 
for programme 12.3. The Eastern Mediterranean Region also had no allocation under the latter 
programme. While not wishing to underestimate the importance of the global aspect of the 
essential drugs programme, his delegation considered that in the matter of drugs there were 
definite advantages in adopting a regional outlook, such as sharing and transfer of 
technologies, the use of common formularies, the mutual exchange of pharmaceutical products 
and raw materials, pool procurement and above all the dissemination of information of 
particular regional interest. The regional offices should be strengthened in terms both of 
expert manpower aid of budgetary allocations for information exchange and the development of 
regional centres of excellence for the laboratory testing of drugs and similar matters. 

Dr MALIK (Pakistan) supported all the programmes under major programme 12. On the 
question of rehabilitation (programme 12.5), he noted that the world total of disabled people 
was increasing day by day and that the trend was expected to continue unless the necessary 
preventive measures were taken. The disabled faced a number of problems such as lack of 
facilities for detection, assessment, diagnosis and treatment; ignorance and lack of special 
education, training and employment; and paucity of social rehabilitation facilities, 
equipment and aids. There were also inadequate facilities for the training of rehabilitation 
workers. 
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Many disabilities were man -made, being due to such factors as inadequate maternal care 
or control of infectious diseases, and accidents. Thus programmes should be envisaged in a 

multisectoral perspective, based on three approaches, prevention, detection and 
rehabilitation, and should include: family counselling through the mass media to persuade 
people to adopt preventive measures; family training in health education; early detection 
of disabilities through expansion of school health services, welfare centres and mobile 
survey teams; a community education campaign; and detection, assessment, care and referral 
as part of the primary health care network. 

He expressed his delegation's gratitude to WHO for the provision of fellowships to 
doctors and technicians under the rehabilitation programme. 

Turning to traditional medicine (programme 12.4), he informed the Committee that in 
Pakistan such medicine was regulated under the Unani, Ayurvedic and Homeopathic Practitioners 
Act of 1968. There were 11 recognized colleges imparting training as well as ten factories 
which processed a wide range of traditional medicines, using modern equipment. Research work 
had been carried out at the National Institute of Health in Islamabad and in a number of 
universities. There was much more to be done, however. 

He thanked WHO for the support being provided in the field of traditional medicine. The 
National Institute of Health had already been inspected with a view to its designation as a 

WHO collaborating centre. He also expressed appreciation to WHO for providing funds to 
enable four fellows to study traditional medicine in India. Pakistan was of the firm view 
that traditional medicine would have a role to play if the goal of health for all by the year 
2000 was to be achieved. His delegation was pleased to be a sponsor of the draft resolution 
on the subject. 

Mr SHI Yuguang (China) supported the programme on traditional medicine. China, as a 

country where traditional medicine had long been widely practised, was introducing it into 

the medical system and according it as much importance as western medicine. An institute for 
traditional medicine had been established. There were currently 480 000 practitioners and 
1500 units for research and teaching. 

WHO was collaborating closely with China in that domain. Acupuncture courses had been 
held in China as well as an international seminar on the role of traditional medicine in 
primary health care, with good results; and increased attention was being paid to 
traditional medicine in the Western Pacific Region. His delegation hoped that WHO would 
intensify its support and allot more resources to the subject. 

Professor MIGUES (Uruguay) said his delegation supported programme 12 in its entirety, 
and drew particular attention to paragraph 6 of the programme statement, dealing with 
radiological services and technology, on which subject he shared the views of the delegations 
of Canada and Mozambique. 

His country was being subjected to increasing pressure to purchase costly and 
sophisticated equipment, which was not always necessary or suitable. WHO had shown concern 
about the problem and had held seminars on it in Madrid in November 1965, and in 
Washington D.C. in June 1986. In Uruguay the importation of such equipment required 
ministerial authorization, but it was sometimes difficult to reject demands if technical 
information was lacking. He therefore supported Canada's plea to set up in Geneva an 
information centre for specifications, standardization and recommendations on medical 
equipment, which would be of a particular benefit to developing countries. For instance, in 
extending the basic radiological system to primary health care centres, they would wish to be 
informed as to whether certain technological innovations were appropriate for their needs. 

Uruguay was participating in studies on medical technology policy and hoped they would 
be of assistance to governments in making their choice. 

Miss KHAPARDE (India) said that the state of technology and the absence of a 

well -organized blood banking and blood transfusion policy had seriously affected services in 
many of the developing countries. India had taken note of WHO's call to formulate a national 
policy on blood and blood products and had begun to implement such a scheme for the first 
time under its Seventh Five -Year Plan. The Government accepted that the development of blood 
banking and blood transfusion services would have to be on a voluntary basis, and its 
strategy was to raise the level of technology, generate increasing awareness and acceptance 
of the concept of voluntary blood donation, improve storage facilities, make blood 
transfusion and immunohaematology a separate discipline in medical education, and have a 

large reservoir of trained manpower in that area. India would be glad to receive help from 
WHO in the technical aspects of its programme, and she was sure that such help would be 
forthcoming. She stressed the need for a systematic blood-banking policy in the wake of the 
pandemic of AIDS. 
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Dr SOMBIE (Burkina Faso) said that in Burkina Faso traditional medicine no longer had an 
aura of witchcraft but had been rehabilitated and demystified. An association of 

practitioners of traditional medicine had been set up in the capital with headquarters near 
the main hospital, which allowed an exchange of patients between the two. As an example, he 
mentioned the traditional treatment of jaundice caused by viral hepatitis, with biological 
control by a doctor. In the country's 30 provinces, each provincial health directorate had 
established a traditional pharmacopoeia centre in collaboration with local traditional 
practitioners, and several provincial pharmacists had begun the preparation of various syrups 
from medicinal plants. However, all those activities were still at the embryonic stage. He 

therefore appealed for support from WHO in the form of national information seminars, study 
trips, equipment, the solution of storage problems and the codification of prescriptions. 
Burkina Faso supported the traditional medicine programme and the draft resolution on the 
subject. 

Mr KWON Sung Yon (Democratic People's Republic of Korea) said that traditional medicine 
played an important part in the achievement of health for all by the year 2000. His 
delegation was satisfied with the WHO budget allocation for the development of traditional 
medicine. In developing such medicine, his Government endeavoured to make traditional Korean 
medicine more scientific and to integrate it with modern medicine. Traditional medicine was 
taught as a compulsory subject in all medical universities, and traditional Korean medicine 
services were available in all hospitals. 

The Academy of Traditional Korean Medicine played the role of a centre for scientific 
and technical guidance in the development of traditional medicine and its clinical 
application. His Government wished to further strengthen collaboration with Member countries 
and his delegation therefore supported WHO's policy of encouraging traditional medicine and 
requested the Organization to promote intercountry activities to that end. Finally, his 
delegation wished to be a co- sponsor of the draft resolution on traditional medicine. 

Dr BROWNE (Sierra Leone) supported programme 12 in general and programme 12.2 (Essential 
drugs and vaccines) in particular. Her country had recently started importing essential 
drugs through UNICEF. The drugs were dispatched through the UNICEF Procurement and Assembly 
Centre (UNIPAC), which facilitated their distribution to the various health centres. With 
help from "Africare ", her Government had been able to set up a management system to ensure 
safe handling and proper accountability for drugs in medical stores and at the health centre 
level. It had also inrtтoduced a cost- recovery system to ensure a continuous supply of drugs 
at affordable prices. In the area of vaccine supply, her Government had received 
considerable assistance from UNICEF, Rotary International and the Italian Government, and she 
thanked them. 

The need for essential drugs in developing countries could not be overemphasized and her 
delegation therefore fully supported the proposed budget allocation under that heading. She 
also requested the Director -General to harness as large an amount of extrabudgetary funds as 
possible, particularly for the African Region, since there appeared to be no extrabudgetary 
allocations for essential drugs in the proposed programme budget. 

With regard to traditional medicine, traditional birth attendants performed about 70% of 
all deliveries in her country, and training for them had been initiated some years previously 
to ensure that they offered safe services to the community. Her delegation solicited funds 

for the training of traditional birth attendants and other recognized groups of traditional 
healers in order to ensure that optimal use was made of the country's health manpower 
resources. 

Professor LAFONTAINE (Belgium) said that it was important not to confuse biological 
products with drugs. 

In view of the discussion on new technology, WHO should consider the cost of the real 
social benefits of the new technology both for developed and for developing countries. He 
had been gratified by the enthusiastic reception of proposals for action to prevent hearing 
troubles and protect those suffering from impaired hearing, a subject which he had stressed 
as worthy of attention some years previously. However, that should not lead to disregard for 
other programmes, particularly those for persons with impaired eyesight, of whom little 
mention had been made. Moreover, on the environmental level, consideration should be given 
to regulating acoustic nuisances, ultrasound and vibrations which were currently neglected. 

More attention should be paid to isolated elderly, who formed an increasingly important 
section of the population in the developed countries. 
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Dr CORNAZ (Switzerland) said she would speak only on programmes 12.2 (Essential drugs 
and vaccines) and 12.3 (Drugs and vaccine quality, safety and efficacy). Choice of the 
appropriate drug, its correct use, the supplying of all regions and health centres in the 
country, access to drugs which could cure or alleviate the suffering caused by diseases 
prevalent in the region aid access to drugs which could be correctly administered by local 
personnel were some of the aspects which could determine the effectiveness of health 
services - hence the importance of WHO's Action Programme on Essential Drugs. Her Government 
appreciated the progress made by that programme; it supported it financially and would 
continue to do so in future. 

The Action Programme rightly gave priority to action within and by the countries 
themselves, but the budget for such action was increasing less than that for regional and 
global action. Similarly, the share allocated to the African Region seemed somewhat low; 
she asked why? Despite the progress already made, the time had perhaps come for an initial 
external evaluation; her Government would be prepared to support such an exercise. Also, 
closer and continuing analysis of the reasons for the successes and failures of the Action 
Programme might lead to enhanced efficiency. 

Information and training were of vital importance for the rational use of drugs, and the 
Action Programme had an obvious responsibility for supporting the training of medical and 
paramedical staff to encourage rational use, to improve diagnosis and treatment and to avoid 
any waste and, so far as possible, any risk. The dissemination of objective information was 
perhaps a more appropriate task for the general drugs programme than for the Action 
Programme, but she hoped that WHO would strengthen its activities in that connection. 

Dr ANAYAT (Bhutan) expressed his delegation's support for all the proposals under 
programme 12. As far as programme 12.1 was concerned, in April 1987 his Government had 
approved the drug policy for the country, its accompanying legislation, and an essential drug 
list for the three different categories of health facilities: basic health units, district 
hospitals and referral hospitals. It had been a long process to finalize the list and 
overcome the objections to it through workshops, seminars, discussions and consultation at 
district and national levels. For rational use of the drug list it was proposed to issue a 

therapeutic index with a prescribers' guide, because it was realized that prescription habits 
would have to change under the new policy. He thanked WHO, UNICEF and the countries 
providing multilateral and bilateral assistance to the essential drugs programme in Bhutan. 

In connection with programme 12.4, he noted that traditional medicine had a sizeable 
following among the rural and urban population of his country. His delegation therefore 
fully supported the draft resolution on the subject. 

Dr MONEКOSSO (Regional Director for Africa), replying to a question on the drug control 
laboratories, said that they had been set up in collaboration with three countries in the 
Region and it was hoped to take further action if funds were forthcoming within the framework 
of technical cooperation among developing countries. That was the subject of the resolution 
of the Regional Committee. The Regional Office had informed countries about the 
laboratories, and he hoped that Member countries would make use of those regional resources. 

Answering a question on the working capital for the pool procurement of essential drugs, 
he explained that a decision had been taken to delete the item from the budget since no use 
had been made of that facility from 1982 to 1986. The reason for that was the bilateral 
support received by many countries from various sources. Moreover, so far as the budget was 
concerned, it was the country itself which decided whether or not it should participate in 
the WHO programme in a given field. Hence, the budget did not necessarily represent WHO's 
view but the decisions taken by countries as to whether they should collaborate with WHO or 
with other multilateral or bilateral bodies. 

Finally, with regard to traditional medicine, the Regional Office had recently 
strengthened the unit responsible for traditional medicine, and the latter would be in 
contact with Member countries with a view to collaboration in that field. 

Dr SANKARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative 
Technology) said that he would comment only on programmes 12.1 (Clinical, laboratory and 
radiological technology for health systems based on primary health care) and 12.3 (Drug and 
vaccine quality, safety and efficacy) in respect of vaccines. Points concerning the repair 
and maintenance of medical equipment and the subject of medical devices had been made by the 
delegates of Canada, Mozambique and Uruguay. In 1986 there had been a very successful 
international conference of medical device regulatory authorities with participants from 53 
countries, which had been primarily an exercise in the exchange of information. In the 

developing countries, the maintenance of medical equipment was of vital importance and that 
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was why funds were allocated to it in the 1988 -1989 programme budget. Those activities would 
be carried out by the designated collaborating centres in Cyprus and France. In the 

Americas, a post of hospital maintenance engineer had been established and filled recently, 
and country activities had been started in Brazil. He agreed with the delegate of 
Mozambique's helpful suggestion for the furtherance of technical cooperation among developing 
countries in that field. 

The Austrian delegate had requested information on quality assurance and managerial 
capability development in the field of laboratory technology and radiological technology. In 

1986 -1987 there were four to six annual courses in laboratory technology, particularly in the 

field of management and quality assurance, held with funds donated by DANIDA. WHO 
publications on quality assurance in diagnostic radiology and nuclear medicine were available 
and a publication on radiotherapy was expected to become available in the very near future. 
WHO collaborated closely with the International Atomic Energy Agency (IAEA) in providing 
technical cooperation to many countries throughout the world for quality assurance activities 
in nuclear medicine and imaging, and in relation to the accuracy of the dose of 
radiotherapy. In connection with the point raised by the Soviet delegate, he mentioned that 
an international symposium on planning of radiological departments would be held in Florence, 
Italy in 1988. He thanked the Chilean delegate for his comments on the basic radiological 
system and assured him that radiological techniques made possible through that system had 
proved to be of very high quality. The Organization had published three books on basic 
radiological systems.' He also thanked the Uruguayan delegate for his comments concerning 
medical equipment and the basic radiological system. 

In answer to the Finnish delegate, who had spoken on behalf of the Nordic countries in 
favour of the promotion of national services based on voluntary, nonremunerated blood 
donations, he said that the matter had been the subject of very detailed study by the 
Executive Board, and resolution WHA28.72 reflected discussions which had taken place at the 
1975 World Health Assembly. While he in no way underestimated the desirability of providing 
a voluntary donation system as the sheet anchor of a good blood transfusion service, he 
thought that one of the points which the Executive Board had taken into consideration was the 
situation actually existing in the developing countries. After much deliberation the Board 
had adopted resolution EB79.R1, which was submitted for information to the current World 
Health Assembly. 

Finally, more emphasis would be placed on quality control in the field of drugs and 
vaccines, as requested by the delegate of Kenya. 

Dr AKERELE (Traditional Medicine) thanked the delegates who had expressed support for 
the traditional medicine programme and said their comments would be taken into account in 
shaping the future direction of the programme. 

Cultural specificity, as mentioned by the delegates of Japan and Malawi, was being 
observed and countries were being encouraged to examine and develop their own traditional 
systems of medicine. The programme recognized that scientific parameters alone should not be 
the sole criteria for assessing traditional medicine, and that was why the programme 
statement in paragraph 9 included provision for support of a micro -study on the art of 
healing, selected from submissions by prospective researchers. WHO, however, insisted that 
scientific criteria were crucial in the evaluation of safety, in view of current toxicology 
and particularly the fact that the toxic effects of certain remedies might manifest 
themselves only in the next generation. 

In response to the Chinese delegate's plea for an increased budgetary allocation, he 
pointed out that the traditional medicine programme had received one of the highest real 
increases in the 1988 -1989 budget. At the same time, efforts were being intensified to 

attract funds from extrabudgetary sources for the programme. 

Dr HELANDER (Rehabilitation) thanked delegates for their guidance and support for the 
programme on rehabilitation including prevention of deafness and hearing impairment. The 
delegate of Zimbabwe had requested funds from WHO to cover the cost of producing the 
rehabilitation manual in the local languages. He pointed out that the country allocation for 
rehabilitation had been increased from US$ 20 000 in 1986 -1987 to US$ 35 000 in 1988 -1989. 
Should those funds not prove adequate, WHO was prepared to cooperate with governments in 
attempting to draw the attention of suitable potential donors to the need. 

1 Palmer, P. E. S. et al. Manual of radiographic interpretation for general 
practitioners. Geneva, World Health Organization, 1985; Palmer, P. E. S. Manual of 
darkroom technique. Geneva, World Health Organization, 1985; Holm, T. et al. Manual of 
radiographic technique. Geneva, World Health Organization, 1986. 
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The delegate of Sweden had asked whether the target of only 20 countries implementing 
programmes for the prevention of deafness and hearing impairment by the year 1995 could be 
revised upwards. WHO was trying to raise funds for that purpose, and if such should become 
available it would attempt to revise the target. 

The Belgian delegate's question regarding blindness prevention would be answered later 
under programme 13.14. Blindness and deafness rehabilitation programmes had already been set 

up as part of the community -based rehabilitation programme in about 50 countries. The number 
of countries was growing rapidly and a major role was now being played by nongovernmental 
organizations, which were increasingly becoming interested in the subject. 

Dr LAURIDSEN (Action Programme on Essential Drugs) thanked the delegates who had spoken 
in support of programme 12.2 (Essential drugs and vaccines) and said careful note would be 

taken of the comments made. 
On the question of the delegate of Mozambique on WHO's role in monitoring and advocating 

essential drug programmes, he said that WHO had established very good cooperation with many 
bilateral and development agencies, including UNICEF, UNIDO, the World Bank and 
nongovernmental organizations, as well as the pharmaceutical industry. In the short span of 
the programme, over US$ 400 million had been mobilized in support of national programmes. 

The delegate of Indonesia had referred to operational research. Although WHO had not 
previously engaged in such research, more resources were now available and activities were 
under way to promote the more rational use of essential drugs and strengthen national 
research capability. 

In that context he was able to inform the delegate that the report on the Nairobi 
Conference of Experts on the Rational Use of Drugs was available in English and would shortly 
appear in other languages. 

The delegates of Cape Verde and Nicaragua had mentioned the cost of pharmaceuticals. 
WHO, UNICEF and the pharmaceutical industry had been working over the last few years to make 
good -quality essential drugs under generic names available at low cost, aid comparative price 
information was regularly provided. He was pleased to acknowledge the increased support for 
the global programme received from the Government of Japan, in the form of expertise and a 
direct cash contribution. The Essential Drugs Monitor, as mentioned by the delegate of 
Chile, was an excellent instrument for disseminating information on the programme. A 
revolving procurement fund had been established with the UNICEF Procurement and Assembly 
Centre (UNIPAC) and a total of US$ 5 million had been paid into it, comprising a contribution 
from the Netherlands plus US$ 2 million from Sports Aid. About eight countries had credit 
facilities for procurement from UNIPAC. 

He expected that the Regional Director for South -East Asia would give more information 
to the delegate of Bangladesh concerning the programme of regional activities. WHO had 
endorsed the programme in Bangladesh from the onset and was pleased to collaborate with the 
authorities on its development. 

The imbalance between global, interregional and country provisions, as referred to by 
the delegate of Switzerland, had been partly explained by the Regional Director for Africa. 
Many of the provisions under those headings would eventually be used to support national 
programmes. An extensive evaluation might be appropriate at some stage, and he trusted that 
Switzerland and other contributors to WHO's programmes would be able to coordinate their 
efforts. 

An internal management survey of the programme had been carried out during the past 
year, and it was expected that the impact of information on communication activities would be 
evaluated shortly. As they matured, the country programmes were being regularly reviewed and 
evaluated, using a methodology that should show both successes and failures in order to allow 
exchange of experience among countries. 

Dr DUNNE (Pharmaceuticals) said he would deal first with the question of alcohol in 
medicine. WHO was grateful for the Soviet delegation's endorsement of the report on the 
subject presented to the Executive Board in January 1987. He fully shared its point that, 
out of context, some of the statements in the report, which had necessarily to present a 
balanced view, might appear to weaken the concern expressed. He noted, however, that, in 
general, organic solvents had not proved to be the safest of components in pharmaceutical 
products over the years. For instance, it had at different times been necessary to withdraw 
ethylene glycol, benzyl alcohol and chloroform. As it was difficult to find effective 
solvents, new compounds such as surfactants and dispersants were being included in medicines, 
and some of those, in turn, had subsequently been withdrawn for safety reasons; thus the 
need was to find ways of reducing the amount of alcohol in liquid pharmaceutical preparations 
while ensuring that substitutes were safe and adequately tested beforehand. 
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He was able to inform the delegate of Chile that efforts had been made in recent years 
to revitalize and reorient the International Pharmacopoeia. It now provided a compendium of 
monographs based on classical methods of analysis which could be used by developing 
countries, and covered virtually all drug substances included in the Model List of Essential 
Drugs. Attention was now being directed to the analysis of dosage forms; that was very 
important for countries that imported finished products. A recent expert committee report 
provided a detailed description of a basic quality control laboratory, with details of 

apparatus and cost. A compendium of basic tests for verifying the identity of pharmaceutical 
products had been issued, as well as a compendium of accelerated stability tests for drug 
substances to identify those in the Model List that were prone to disintegrate rapidly, 
particularly under taxing climatic conditions. Broader consideration was being given to the 
whole question of quality assurance, i.e., with reference not only to quality control, but 
also to the need for certification of products moving in international commerce. A meeting 
would be held to consider ways of promoting, and if necessary amending, the WHO certification 
scheme. 

Many delegations had expressed concern about the dissemination of information. WHO was 
doing its best and was producing a monthly mailing directed to officially designated 
information officers in all drug control authorities. That allowed Member States to receive 
up -to -date information on restrictive regulatory decisions taken in relation to drugs in 
international commerce, the turn -about time for that information being about one month. The 

bulletin Drug Information was now a regular WHO publication, and a start had been made in 
providing governments with independent prescribing information on drugs. That was not the 
easiest task to undertake from an international standpoint, in that the information was 
obviously as reliable as the consultative basis on which it was developed. The professions 
and intergovernmental organizations were being invited to associate themselves with the 
project, aid month -by -month information would go out to the drug regulatory authorities as 
examples of the way in which national drug formularies might be developed. 

With regard to the apparent disparity in budgetary provisions for the programme at 
headquarters vis -à -vis the regions, it should be borne in mind that the reason why many 
regional offices were not devoting a great deal of money to that area was that the 
Director -General believed such activities should be normative, and that the programme at 
headquarters should be providing information not only to Member States but to the regional 
offices, also for use in country -based programmes. Thus, there was no lack of attention in 
the regions to the need for the dissemination of information. 

The draft resolution on the use of alcohol in medicines, recommended by the Executive 
Board in resolution EВ79.R17, was approved.1 

The CHAIRMAN invited the Committee to consider the draft resolution on traditional 
medicine proposed by 11 delegations, together with the amendments proposed by the delegate of 
India. 

The draft resolution, as amended, was approved.2 

Health science aid technology - disease prevention and control (Appropriation Section 4; 

Documents РВ/88 -89, pages 195 -268; EB79 /1987 /REC /1, Part I, resolution EВ79.R8, and Part II, 
Chapter II, paragraphs 53 -73; and A40/4) (continued) 

Disease prevention and control (programme 13) (continued from the fifth meeting) 

The CHAIRMAN said that the continued discussion of programme 13 would be structured in 
terms of three blocks of programmes. The first would run from immunization (programme 13.1) 
to diarrhoeal diseases (programme 13.6), the second from acute respiratory infections 
(programme 13.7) to smallpox eradication surveillance (programme 13.12), and the third from 
blindness (programme 13.14) to other noncommunicable disease prevention and control 
activities (programme 13.17). Programme 13.13 (Other communicable disease prevention and 
control activities) had already been discussed by the Committee. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 
resolution WHА40.32. 

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WHА40.33. 
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He drew the attention of the Committee to a version of the draft resolution on 

diarrhoeal diseases recommended by the Executive Board to the Health Assembly in resolution 

EB79.R8, revised by the delegations of Bangladesh, Denmark, Mozambique, Netherlands, 
Pakistan, Sweden, Switzerland, and Trinidad and Tobago, and which read as follows: 

The Fortieth World Health Assembly, 
Recalling resolutions WHA31.44 and WHA35.22; 
Having considered the Director -General's report on the Diarrhoeal Diseases Control 

Programme, which includes specific reference to quantitative indicators of progress 
towards the control of diarrhoeal diseases; 

Noting with appreciation the progress made in the implementation of national 
diarrhoeal diseases control programmes resulting in an increasing reduction of mortality 

due to diarrhoea; 
Aware of the recent advances in knowledge of different aspects of diarrhoea 

management, and of current research to develop new approaches and tools for control, 

including simplified methods for prevention; 
Concerned, however, by the toll that diarrhoeal diseases continue to take, 

especially among children; 
Aware of the fact that persistent diarrhoea and non watery diarrhoea continue to be 

major causes of child mortality; 
Confirming that effective diarrhoeal diseases control programmes, including the 

provision of safe water supply, are the best means of ensuring the recognition and 
control of epidemics of cholera; 

1. REAFFIRMS that: 
(1) diarrhoeal diseases control includes both prevention and proper case 

management; 
(2) for the prevention of diarrhoeal diseases it is necessary also to improve 
nutrition, including the control of nutritional deficiencies, and to promote 
breast -feeding, the promotion of the access to and use of safe water, personal 
hygiene, including in particular hand washing with soap, and sanitation, as well as 
immunization against measles; 
(3) adequate diarrhoea management includes in particular the administration of 
oral rehydration fluid and appropriate feeding during and after diarrhoea; 
(4) diarrhoeal diseases control should be an integral part of primary health care; 

2. STRESSES the role that mothers and the community can play in the prevention and 
correct treatment of diarrhoea, and the need for mothers and those who care for children 
to receive adequate instruction in the preparation and use of oral rehydration fluid and 
in appropriate feeding, and to receive the necessary training to recognize when referral 
is necessary; 

3. URGES Member States: 
(1) to intensify their diarrhoeal diseases control activities as part of primary 
health care and as one of the priorities for achieving health for all by the year 
2000, giving special attention to activities that can have an immediate impact on 

childhood mortality, while at the same time implementing sectoral and intersectoral 
interventions that can reduce diarrhoea morbidity; 
(2) to recognize that an effective diarrhoeal diseases control programme must 
include careful planning, adequate health manpower training and information, 
effective communication as well as education on health, sanitation, aid nutrition 
promotion, adequate production, distribution and social marketing of oral 
rehydration preparations, and appropriate supervision, monitoring and evaluation; 

4. EXTENDS its appreciation to the United Nations Children's Fund, the United Nations 
Development Programme, the World Bank, and other international, bilateral and 
nongovernmental agencies, for their continued collaboration in and support to the WHO 

Diarrhoeal Diseases Control Programme and to national programmes; 

5. URGES Member States and concerned agencies to further support national diarrhoeal 

diseases control programmes in developing countries, through financial and technical 
cooperation and, in particular, through technical cooperation among developing countries; 

6. EMPHASIZES the need for continued adequate financial support to enable the 

Diarrhoeal Diseases Control Programme to carry out its planned activities and achieve 
its objectives; 
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7. REQUESTS the Director -General: 
(1) to increase collaboration with Member States in strengthening national control 
programmes in order to improve prevention and case management, with the global 
targets of 80% access to oral rehydration salts and 50% use of oral rehydration 
therapy by 1989; 
(2) to continue to support biomedical, socio- cultural and health services research 
relevant to diarrhoeal diseases control, with a view to developing and applying 
simplified and effective methods of prevention, diagnosis and treatment, with due 
attention being given to persistent and non- watery diarrhoea; 
(3) to continue collaboration with the relevant research institutions; 
(4) to maintain close and effective collaboration with the United Nations 
Children's Fund, the United Nations Development Programme, the World Bank, 
bilateral and other agencies in carrying out programme activities; 
(5) to make efforts to attract the necessary extrabudgetary resources to meet the 
requirements of the programme; 
(6) to keep Member States, the Executive Board and the Health Assembly informed of 
the progress made in the implementation of the Diarrhoeal Diseases Control 
Programme. 

He invited Professor Forgács to introduce programmes 13.1 (Immunization); 13.2 (Disease 
vector control); 13.3 (Malaria); 13.4 (Parasitic diseases); 13.5 (Tropical disease 
research); and 13.6 (Diarrhoeal diseases). 

Professor FORGÁCS (representative of the Executive Board) said that the Board had 
emphasized that the goal of national disease prevention and control programmes should be the 
sustained reduction of specific diseases, through prevention based on community participation 
and coordinated multisectoral action within the framework of primary health care. It had 
endorsed the strategy based on such an approach outlined for programme 13. 

It had considered that the high priority on programme 13.1 (Immunization) had to be 
maintained. Having expressed concern at the considerable decrease in resources at regional 
and intercountry level, the Board had noted that the main constraints to progress were 
managerial and organizational rather than financial. It had considered that the issues 
needing particular attention included ways to reduce drop -out rates in immunization schedules 
and to ensure coverage of disadvantaged populations in urban areas, and that the information 
yielded by the evaluation of national immunization activities would be useful in strengthening 
primary health care. At the same time wider coverage aid sustained delivery of integrated 
immunization programmes would require an adequate national health system infrastructure. 

With regard to programme 13.5 (Tropical disease research) the Board had recognized the 
advances in research, acknowledging that the overall world malaria situation continued to be 
a cause for major public health concern, but that it could improve if new approaches to 
control were adopted. Regarding programme 13.3 (Malaria), the Board had drawn the attention 
of the Health Assembly to the Eighteenth Report of the WHO Expert Committee on Malaria, which 
elaborated approaches for antimalaria action as part of primary health care.l 

It had considered the significant decrease in the regular budget provision for 
programme 13.4 (Parasitic diseases) at both country and regional and intercountry level to be 
a matter of concern; in the African Region activities related to the control of human 
trypanosomiasis might be particularly affected. 

The Board had noted that the use of oral rehydration therapy had resulted in a reduction 
in mortality from diarrhoeal diseases, especially among children in developing countries. It 
had considered it essential to teach all health workers about the prevention and proper 
management of diarrhoea, including the effective use of that therapy and drugs. 

Dr CORNAZ (Switzerland) emphasized the importance of the Diarrhoeal Diseases Control 
Programme for health promotion, in view of the continuing risk those diseases posed for 
children, despite progress made in national programmes in the countries concerned. She 
explained that the revised version of the draft resolution recommended by the Executive Board 
on the subject should not be seen as a new resolution, despite its somewhat different 
formulation. Essentially, it had been restructured in order to highlight certain aspects 
that seemed particularly important, and to introduce new elements. The entire content of the 
Executive Board's version had been retained with two exceptions. Before the Committee 
considered the draft, however, she wished first to draw attention to a number of errors that 
should be corrected in the English and French texts that had been distributed. 

1 WHO Technical Report Series, Ni. 735, 1986. 
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In operative paragraph 1(2) of the English text the word "promotion" in the third line 
should be replaced by "provision" and the phrase "in particular" in the fourth line should be 
deleted. In the same paragraph of the French text the phrase "en particulier" in the fourth 
line should be deleted. In operative paragraph 3(2) of the English text, the word "and" in 
the third line should be deleted, while in the corresponding paragraph of the French text the 
word " appropriée" in the second line should be replaced by the phrase "et l'information 
appropriées". 

In submitting the revised version, the drafting group had four main concerns, the first 

of which was to stress that diarrhoeal diseases control was, above all, a matter for the 

countries involved. WHO's programme was not an end in itself but an important means of 

strengthening national control efforts. That point was reflected in the proposed new title 
of the resolution which referred simply to "diarrhoea) diseases control" rather than 
"diarrhoea) diseases control programme ", and in the rewording of operative paragraph 2. 

Operative paragraph 4 also included a mention of national programmes. In addition, a new 
paragraph 5 was proposed, making direct reference to national programmes and urging Member 
States and concerned agencies to support those programmes, particularly through cooperation 
among developing countries. 

The drafting group's second concern had been to make it clear in the operative part of 
the resolution that the control of diarrhoea) diseases involved both prevention and 
treatment. That did not mean that treatment should be neglected at the expense of 
prevention, but rather that prevention should receive due attention in national programmes 
and the WHO programme. She was referring particularly to the importance of safe water supply 
and sanitation. That point was reflected in the revised version in the fact that the 
original final paragraph of the preamble had become the first sub -paragraph of operative 
paragraph 1. It would also be seen that the order of the two elements had been reversed, 
with prevention being mentioned first and case management second. Finally, a reference to 

prevention had been introduced in operative paragraph 7(2). 
The drafting group's third concern had been to stress that oral rehydration, although 

important, was not the only important measure; other measures were also necessary. That 
point emerged above all from the new wording of operative paragraph 3(2). 

The fourth concern had been to highlight the need to integrate diarrhoeal diseases 
control in primary health care. That integration was mentioned specifically in operative 
paragraph 1(4), which had been added. It was also reflected in the new wording of operative 
paragraph 3(1). In that connection, she noted that it was not a question of control through 
primary health care being the priority for health for all, but rather one of the priorities. 
That point was correctly made in the English text, but not in the French, which would have to 
be corrected. 

Finally, the drafting group had wished to stress the role of the family and village 
community, and especially mothers. That was the purpose of the new operative paragraph 2. 
The request to the Director -General, which referred to the functions of the Diarrhoeal 
Diseases Control Programme, had also been expanded by the inclusion of a request that he 
should continue collaboration with the relevant research institutions, in operative paragraph 
7(3). 

With regard to the original text that had been removed, the second preambular paragraph 
had been shortened, and the references to statistics and quantitative indicators deleted. It 
was, however, noted that such indicators were included in the Director -General's report on 
the Programme. The second deletion concerned the reference to research in the original 
operative paragraph 1; in the new wording, no mention was made of research as a necessary 
function of national programmes, and operative paragraph 3(2) ended with the words 
"monitoring and evaluation" without any reference to research. Such research was, however, 
regarded as a necessary component of national research programmes. 

Those proposed changes did not seek to alter the thrust of the original draft 
resolution, but rather to clarify certain points which the group had considered particularly 
important, and she trusted that the Committee would be able to approve the revised version 
(see page 184). 

The meeting rose at 12h35. 



TWELFTH MEETING 

Thursday, 14 May 1987, at 14h00 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

later: Dr H. S. HELMY (Egypt) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and ЕВ79 /1987 /REC /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and ЕВ79 /1987/REС/1, 
Part II, Chapter II) (continued) 

Health science and technology - disease prevention and control (Appropriation Section 4; 

Documents РВ/88 -89, pages 195 -268; ЕВ79 /1987 /REС /1, Part I, resolution EВ79.R8, and Part II, 

Chapter II, paragraphs 53 -73; and A40/4) (continued) 

Disease prevention and control (programme 13) (continued) 

Professor HIZA (United Republic of Tanzania) said that the disease prevention and 
control programme was of particular importance, the more so in the developing countries as 
most of the common diseases were preventable. Every Member State undoubtedly regarded child 
survival as a priority, and immunization, together with balanced nutrition and environmental 
sanitation, was therefore the most important activity in disease control among children. In 

tropical countries, vector control was inseparable from other activities for the control of 
the majority of endemic diseases, such as malaria, schistosomiasis, onchocerciasis and 

trypanosomiasis. 
In the United Republic of Tanzania, the Department of Community Health in the Faculty of 

Medicine of the University of Dar -es- Salaam, in collaboration with WHO, had started a "master 
of science" course for tropical disease control, which emphasized research. Popularization 
of the use of oral rehydration salts had led to a considerable reduction in infant mortality 
from diarrhoea. As was evident from the smaller number of new cases, the 
tuberculosis /leprosy programme supported by WHO and donor agencies was proving successful. 

The delegation of the United Republic of Tanzania endorsed the provisions for all 

components of programme 13 (Disease prevention and control). 
The sexually transmitted diseases programme must not be relegated to a lower place on 

the list of priorities because of the advent of AIDS. 

Dr BARAL (Nepal) said that, in Nepal, WHO, UNICEF and USAID were supporting the national 
diarrhoea) diseases programme. While WHO provided cooperation in the overall management and 
activities of the programme, UNICEF's support was in the local production of oral rehydration 
salts and in communications and USAID, through its Child Survival Fund, supported the 
National Paediatric Society in regard to training, which was of prime importance. It would 
have been more efficient for agencies to have engaged in joint rather than separate 
activities, reducing duplication and confusion to a mimimum. 

The National Paediatric Society and its member paediatricians were the leaders of the 
diarrhoeal diseases control programme and, in association with the national children's 
hospital, were carrying out the training of the senior health staff needed to extend oral 
rehydration therapy throughout the country and to establish peripheral units that could in 
turn undertake the training of primary health care workers. Their efforts had been fruitful, 
since more and more clinicians were becoming convinced of the benefits of oral rehydration 
therapy, treatment at home, and feeding a child when it had diarrhoea. Parents and the 
public readily accepted the advice of paediatricians on hygienic child care. Thus WHO had 
acted rightly in collaborating with the International Paediatric Association and its member 
society in Nepal in organizing a national workshop on diarrhoea) diseases control and oral 
rehydration therapy in child care. 

- 171 - 
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Health workers in remote areas were discouraged from engaging in simple, small -scale 
operational research on treatment and intervention because any proposal for support was 
subjected to rigorous peer review. WHO would do well to support such small -scale research in 
order to attract more health workers into the diarrhoeal diseases control programme, leaving 
large -scale research to workers at the national level. WHO support would also be beneficial 
for workers who were trying to promote oral rehydration therapy and to carry out research, to 
enable them to attend international and regional meetings on diarrhoeal diseases, such as the 
Asian Conference on Diarrhoeal Diseases to be held in Sri Lanka in September 1988. 

With the limited manpower available it would be more efficient for the various child 
care activities, including training in the control of acute respiratory infections and in 
immunization, to be combined, together with a sentinel surveillance system covering all the 
diseases. 

Dr BOWEN- WRIGHT (Jamaica) said that her delegation supported the proposals for the 
diarrhoeal diseases control programme. 

In regard to that part of the objective of programme 13.1 (Immunization) that spoke of 
other selected immunizations, she wished to bring to the attention of delegates from other 
developing countries, who might like to hear WHO's position on the subject of a preventable 
disease not included in the programme, the problem faced by Jamaica in regard to immunization 
against rubella. That disease was emerging as a serious cause of morbidity in some 
developing countries. In Jamaica, for example, it was the most common cause of blindness in 
children; because it also gave rise to multiple pathology, they often needed expensive 
rehabilitation measures or other specialist care. Immunization against rubella was therefore 
cost -effective and desirable. 

The epidemiological data available indicated that epidemics of rubella were cyclic; one 
was expected to occur in Jamaica during the next two years. The immunization programme had 
had to be tailored to the financial resources available. Therefore a select group - 
prepubertal girls - had been vaccinated and, of those, only a small percentage had thus far 
reached the age to bear children. Hence the great majority of women of child -bearing age 
were unprotected, unless they had been exposed to the disease unknowingly. 

While struggling to maintain a high coverage rate for the six diseases of the Expanded 
Programme on Immunization, it was difficult to find funds for rubella vaccine which, compared 
with poliomyelitis vaccine, was extremely expensive. She asked how Jamaica could be assisted 
with rubella vaccine in the same way as poliomyelitis vaccine was donated to a number of 
Member States, through WHO, by Rotary International. In that regard, she noted that under 
programme 13.1 (Immunization) there was no provision at country level for the Americas in 
1988 -1989, although there was an increase at regional and intercountry level. She 
acknowledged the help in regard to poliomyelitis vaccine of WHO/PAHO, UNICEF and USAID. 

The delegation of Jamaica supported the revised draft resolution on diarrhoeal diseases 
control. 

Dr MINNERS (United States of America) commended programme 13.6 (Diarrhoeal diseases) and 
supported the revised version of the draft resolution, which clearly and appropriately 
recognized the progress made by WHO. He commended particularly operative paragraphs 1(2) and 
7(1). 

Experience had confirmed that oral rehydration therapy could save many lives, promote 
growth and sound nutrition in children, reduce hospitalization and the attendant cost, and 
reduce to a minimum the indiscriminate use of ineffective or even harmful drugs. 

Research in recent years had led to a better understanding of the effect of oral 
rehydration therapy; for example, it reached beyond the simple treatment of diarrhoea to 
include benefits associated with child feeding. It had also been realized that diarrhoea 
control programmes had to promote the effective use of oral rehydration salts through 
training, especially the training of physicians and other members of the primary health care 
team. 

Other subjects that must be tackled included management, supervision, monitoring, and 
supply and demand and distribution of the salts. Preventive measures such as breast -feeding, 
personal hygiene, sanitation, nutrition and immunization against such diseases as measles 
were all key elements and complementary parts of primary health care. In order to succeed, 
oral rehydration therapy required an effective health system, an adequate infrastructure and 
the active participation of family members. Programmes for oral rehydration could help to 
bring to light problems in the system as a whole and thus provide a basis for appropriate 
changes in primary health care. Thus, support for oral rehydration therapy could prove to be 
an effective and an important means of building a health infrastructure aid of expanding 
primary health care. 
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The CHAIRMAN drew the attention of delegates to the information document on the Expanded 
Programme on Immunization, which had been brought up to date in April 1987 and was available 
in the conference room. 

Dr DA COSTA DELGADO (Cape Verde) said that the delegation of Cape Verde agreed with the 
proposed disease prevention and control programme, realizing its significance for world 
health, and for health in the developing countries in particular. 

The importance of programme 13.1 (Immunization) was evident because of its effect on . 

child health and disease prevention and control. A vertical immunization programme had been 
operating in Cape Verde for ten years. An analysis of the results had shown that it now 
needed to be expanded horizontally within the health structure, so that it reached the 
outlying rural areas. After a field study, a national plan of action had been drawn up which 
would reinforce field activities and which reflected the Government's political commitment to 
the programme. Measures for the effective training of personnel were also under way. With a 

view to reducing the high drop -out rate - for diphtheria /pertussis /tetanus vaccination it was 
about 30% - the WHO recommendations were being followed, and a forceful information programme 
using the mass media was under way. 

With regard to programme 13.3 (Malaria), the deteriorating global situation was 
absorbing many resources. The fight against malaria needed to be better planned; he was 
convinced that if the programme proposed for 1988 -1989 were put into effect by Member States 
there would be an improvement, despite the diminished resources. To counter the 
deteriorating situation in Cape Verde, great importance was attached to cooperation between 
countries in the same region and also to interregional cooperation, in both training and the 
exchange of technical and operational information. 

The importance of diarrhoea) diseases as a major public health problem was reflected in 
the reports of the Director -General) and the Executive Board. In Cape Verde, in 1985, 93% 
of deaths from diarrhoea) diseases were in infants aged less than five years, corresponding 
to a death rate of б per thousand. Diarrhoea) diseases accounted for 39% of deaths among 
children under five years of age, a very high figure that gave some idea of the magnitude of 
the problem. A diarrhoeal diseases control programme which followed the WHO guidelines had 
been put into effect. It included training, surveillance, and rehydration therapy, improved 
management aid evaluation. Unfortunately, the contributing causes, such as drought, 
inadequate water supply and environmental sanitation and poor nutrition, could not be rapidly 
overcome. Diarrhoea) diseases were a global problem, comparable to AIDS, but with the 
difference that they had clearly defined frontiers. Without international solidarity the 
developing countries, particularly the poorest among them, would be unable to combat either 
scourge. The delegation of Cape Verde therefore supported unreservedly the revised version 
of the draft resolution. 

Dr ODDO (Italy) said that his delegation had participated with keen interest in the 
discussions on AIDS and fully shared the concerns expressed by the delegates of other Member 
States. However, it was hoped that the strong emotional response to the problem posed by 
AIDS would not undermine the efforts that had been made to control other diseases, especially 
malaria, which was still widespread in most tropical and equatorial countries, killing 
thousands of people, especially children, and adversely affecting productivity and social and 
economic development. The growing resistance of vectors to insecticides and of parasites to 
drugs was a serious obstacle to both prevention and therapy. The new malaria control 
strategy called for an epidemiological approach, taking into account the local factors 
involved in transmission and the particular problems posed by vectors, parasites and 
ecological, social, cultural and economic conditions. Progress in that respect was slow, not 
only for financial reasons, but also because of the shortage of qualified personnel and 
uncertainty as to the best method of organizing malaria control in specific local 
situations. Training and scientific research were therefore crucially important. For 
several years Italy had been collaborating with WHO in the organization of regular training 
schemes on malaria for young physicians and other health workers. Italy was also 
participating in epidemiological research and promoting malaria control in a number of 
African countries. It was also contributing to the Special Programme for Research and 
Training in Tropical Diseases, and to research on vectors, on parasitology, on the 
development of a malaria vaccine and on new diagnostic methods. Such efforts should be 
stepped up, and Member States were urged to consider the possibility of increasing their 
contributions to the Trust Fund for the Special Programme for Research and Training in 
Tropical Diseases with a view to promoting training and field research, which was needed not 
only for testing new malaria control methods, but also for studying local epidemiology in 

1 Document WHА40 /1987 /REС /1, Annex 5. 
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greater depth. Every effort must be made to support the Organization in its merciless 
struggle against malaria. 

Mr GHACHEM (Tunisia) commended WHO for the results achieved in immunization and 
diarrhoea) diseases control. However, it was most unfortunate that the provision for 
programme 13.1 (Immunization) was so small. It might be feasible to extend the immunization 
coverage to 70 %, 90% or even 100 %, but that task was bound to present difficulties because 
the population not yet covered generally lived in remote, inaccessible areas. Efforts and 
resources must therefore be increased. However, funding from the regular budget had not 
increased and funding from other sources had substantially declined. He therefore urged the 
Director -General to appeal to donor countries for support. The objective of universal 
immunization was on the point of being achieved, but success depended entirely on the 
continuation of the programme. 

Professor HULLER (Netherlands) said that his Government attached great importance to the 
Expanded Programme on Immunization and had supported it extensively over the years. The 

activities proposed in the programme budget indicated what should be done to attain the 
ambitious target of making immunization available to all children by 1990, but some of the 
figures cited in the situation analysis gave reason to doubt whether that target could be 
attained. He did not wish to suggest that the target should be dropped, but reaching it 
would require extraordinary efforts which might be difficult to sustain and might divert 
resources from other health care activities. Technical cooperation and international support 
would in any case be required for many years to come. 

In regard to the disease vector control programme, he welcomed the emphasis on 
intersectoral collaboration through the Panel of Experts on Environmental Management for 
Vector Control. In water resource development projects, control of vector -borne diseases 
should be the concern of engineers, agronomists and health workers alike. Biological vector 
control and environmental control must be vigorously promoted. The worldwide lack of 
suitably trained manpower for vector control was a serious problem; his delegation therefore 
endorsed the priority given to support for postgraduate training and career development of 

medical entomologists. 
The proposed programme budget failed to clarify whether research activities would cover 

the primary health care sector, in other words, whether studies would be done on how the 
community could be mobilized for self -protection activities by, inter alia, reducing contact 
with vectors, on what types of health education would be effective, and on how the help of 
community members could be enlisted in the work of entomological surveillance. 

The contingency measures required for the biennium 1988 -1989 had prompted budget 
reductions of as much as 12% for the disease vector control programme; why had other 
programmes been penalized less heavily? 

There appeared to be a discrepancy between the situation analysis and the targets under 
the malaria action programme. Under target 1, it was difficult to understand what was meant 
by a malaria morbidity of less than 1% - did that mean prevalence, annual incidence, or 
proportional morbidity? 

It was unlikely that chemoprophylaxis alone would be an adequate basis for involving the 
community and its primary health care workers in malaria control, particularly when drugs 
such as mefloquine had to be used in areas where chloroquine resistance prevailed. Attention 
should also be given to the reduction of man- vector contact by the use of repellents and 
mosquito nets and the elimination of breeding places and to the health education needed to 
accomplish those objectives. Emphasis should be placed on the need for basic health services 
to support primary health care activities. 

Improved parasitic disease control would depend as much on primary health care as on 
environmental management and improved diagnostic and therapeutic tools. None of those 
approaches had so far led to dramatic success, although substantial progress had been made in 
some respects. Schistosomiasis and trypanosomiasis could now be controlled by relatively 
simple means provided that the community participated, and it was hoped that the relatively 
modest financial support required to enable WHO to play a catalytic role would remain 
available. The budget for parasitic diseases for 1988 -1989 in the African Region was to be 
cut by 75 %; what was the explanation of that drastic reduction? 

The Special Programme for Research and Training in Tropical Diseases had played an 
important role in coordinating the technological research required to develop useful tools 
for disease control. With the rapid developments being made in molecular biology and 
immunology, new techniques were constantly being made available and were likely to make 
disease control more practicable, but for that purpose close coordination between control 
programmes and researchers was required. Epidemiologists and social scientists could serve 
as intermediaries, but a great deal of work had to be done to expand the two disciplines 
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where they were most needed: in the endemic areas, his Government had great confidence in 
the capacity of the Special Programme to continue to contribute to research and research 
training throughout the world for the purpose of improving tropical disease control. 

The Netherlands welcomed the progress being made in the implementation of national 
diarrhoeal diseases control programmes and research, but a wide gap remained between access 
to oral rehydration salts and effective use of oral rehydration therapy which, as one of the 

main elements in the prevention of diarrhoea -associated dehydration, was difficult to promote 
and to measure. His delegation was a sponsor of the resolution on diarrhoeal diseases 

control and wished to suggest that the sixth preambular paragraph should be amended by 

replacing "non- watery diarrhoea" by "dysentery ". 
It was noteworthy that AIDS, which would obviously have an impact on the activities of 

all the programmes in major programme 13, had not been mentioned under any of those 
sections. The situation would probably be very different in 1989. 

Dr SADRIZADEH (Islamic Republic of Iran) supported the Diarrhoea' Diseases Control 
Programme and the resolution recommended in resolution EB79.R8 of the Executive Board on that 
subject. 

It was commendable that, by the end of 1986, 87% of the target countries had had 

national diarrhoeal diseases control programmes, while annual production and use of oral 
rehydration salts had increased remarkably. Considering the role of diarrhoea as one of the 

major causes of morbidity and mortality in children under five years of age, and bearing in 
mind that both morbidity and mortality were preventable, the importance of the programme was 
clear. Fortunately, there were effective strategies in improved nutrition, including 
breast -feeding, and in the use of safe drinking -water, sanitary excreta disposal and personal 
and domestic hygiene. Moreover, oral rehydration therapy as an appropriate technology could 
reduce diarrhoeal diseases mortality by 67 %. 

In response to the establishment of a global Diarrhoea' Diseases Control Programme by 
WHO, most of the "target" countries, including the Islamic Republic of Iran, had developed 
national programmes in close collaboration with WHO. The global programme had grown rapidly, 
and good progress had been made by WHO and Member States. The programme proposals were 
comprehensive, providing the countries with ideas for further development of their national 
programmes. 

Dr BILIKER (Turkey) said that child health activities such as immunization, control of 

diarrhoeal diseases and respiratory infections, and nutrition should receive priority in 
disease prevention and control. Low -cost intervention programmes could save millions of 

lives. The Turkish Government had started its expanded immunization programme in 1985 as a 

first step in the child health improvement programme. His delegation was grateful to UNICEF, 
WHO and other international organizations for their technical and financial support. 

As a result of experiences in its expanded immunization programme, Turkey had 
strengthened the primary health care infrastructure and established a new monthly monitoring 
programme for infants. Special emphasis was given to training, intersectoral collaboration 
and coordination in that field. 

The immunization programme was part of the campaign to reduce infant mortality. All 
developing countries faced infant deaths caused by diarrhoeal diseases, and use of oral 
rehydration salts (ORS) in the treatment of diarrhoeal diseases was the main means of control. 

However, research on fluids available for home therapy in addition to ORS should be 

continued with a view to devising cost -effective and feasible programmes. 
The Turkish delegation supported the programme budget proposals for programme 13. 

Mr LESETEDI (Botswana) said that his delegation supported the diarrhoeal diseases 

control programme, with some reservations. The shift of emphasis in training from the higher 
to the middle levels of national programme management personnel mentioned in paragraph 7 of 

the programme statement for programme 13.6 should take place slowly. A number of countries, 
including his own, still required high -level programme personnel to counteract the effects of 
attrition. The surveys of morbidity, mortality and treatment were laudable, but surveys 
should be conducted on other questions; in Botswana, a study on attitudes towards and 
understanding and practice of oral rehydration therapy had been found to be necessary. 

Although his delegation welcomed the increase in the country budget under the programme, 
it would have preferred the regional and intercountry budget, particularly for the African 
Region, to have been supplemented rather than cut. 

Mr JABBAR (Bangladesh) said that diarrhoeal diseases were a major threat to the health 

and life of almost every child living in conditions of poverty and squalor in most developing 
countries; control was a health priority in Bangladesh, as in many others. 
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Bangladesh was one of the co- sponsors of the revised draft resolution and believed that 
four points were essential. First, the programme for the control of diarrhoea) diseases must 
be integrated in the primary health care system to ensure better management, as vertical 
programmes could not have the necessary impact. Secondly, the control of diarrhoea) diseases 
must be the responsibility of the respective countries and would require the active 
participation of the people, communities and local leaders. Certain aspects of control 
transcended activities in the health sector. Thirdly, although oral rehydration therapy had 
saved thousands of children in Bangladesh, increasing numbers were now becoming chronic cases 
and the therapy was not sufficient to save them. Finally, improvement of sanitation, the 
supply of safe drinking -water, regular and easily accessible primary health care services and 
research on diarrhoeal diseases should be given special attention. 

Dr VISHWAKARMA (India) said that in order to achieve the objective of the Expanded 
Programme on Immunization (EPI) by 1990 the programme in India was being expanded in phases 
during the Seventh Plan period to achieve 100% coverage of pregnant women with two doses of 

tetanus toxoid and of 85% of infants with three doses of diphtheria /pertussis /tetanus and 
poliovirus vaccine and a single dose of BCC and measles vaccine. Mass immunization had 
started in 1985 -1986 with 30 selected districts and the catchment areas of 50 medical 
colleges, with the aim of achieving very high coverage. In 1986 -1987, 62 more districts and 
the rest of the medical colleges had been included; the other districts would be covered in 

subsequent years so as to achieve immunization of all eligible infants and pregnant women by 
the end of 1990. The objective was to bring down the current mortality rate of 104 per 
thousand live births to 87 by the end of 1990 and below 60 by the year 2000. 

WHO was providing consultants, fellowships, funds for group educational activities and 
some equipment. UNICEF was providing cold -chain equipment, publicity materials, training in 
cold -chain management, measles vaccine for the whole Seventh Plan period, and chemicals, 
equipment and spare parts for vaccine -manufacturing institutes. 

Public awareness was being heightened by regular use of television and radio, posters 
and other audiovisual means in addition to direct individual communications; those efforts 
had been intensified since 1986. Other government departments, voluntary organizations and 
autonomous bodies were being fully involved to ensure effective implementation of the 
programme. 

India was self -sufficient in the production of the EPI vaccines, except those against 
measles and poliomyelitis. A pharmaceutical company in Bombay had started manufacture of 
poliomyelitis vaccine, which was otherwise imported; Rotary International has also offered 
to supply oral poliomyelitis vaccine. An increase in the production of other EPI vaccines in 
India was envisaged under the Seventh Plan. 

The vector control programme in India had no shortage of trained staff but few 
resources, as resistance to DDT was widespread and more expensive insecticides had to be 

used. Biological methods of control were thus becoming important; the Government had, for 
example, banned the export of frogs. Vaccination of pigs was being considerd to check the 
spread of Japanese encephalitis. Safe water supply and treatment of infected water, as well 
as health education, were also resorted to. Immunological methods of examining blood meals 
in arthropod vectors, and information storage and retrieval on vector control, would be 
useful subjects for consultations under the WHO programme, which his delegation supported. 

Under the national malaria eradication programme, since the implementation of a modified 
plan of operation in 1977, malaria incidence had started declining, although the number of 
deaths appeared to have increased owing to an improvement in the reporting system. As at 
31 March 1987, reports from 20 states and Union territories showed a decline both in total 
malaria cases and Plasmodium falciparum cases by 17.2% and 2.5% respectively for the year as 
compared with the corresponding period in 1986. However, the states of Andhra Pradesh, 
Gujarat, Himachal Pradesh, Manipur, Meghalaya and the Union Territory of Goa had shown 
increases in total cases in 1987. Owing to slow progress in the malaria control programme, 
the Ministry of Health and Family Welfare had appointed a committee of national and 
international experts to make a thorough evaluation in 1985. The team had submitted its 
report to the Ministry and it had been examined by experts and senior administrators under 
the chairmanship of the Secretary of Health and Family Welfare. As a result, sources of 

malaria in the country had been mapped and shown in order of importance; community 
participation and health education had been intensified; intersectoral coordination had been 
planned; and all other ministries and departments concerned had been contacted. 

Research on malaria continued; a committee had been constituted to study the research 
situation and single out topics for operational and laboratory research. 

The diarrhoea) diseases control programme was based on simple technology for prevention 
and rectification of dehydration therapy using various fluids; 90% of cases could be treated 
at home with rice -water, salt -sugar -solution, lemon water, green -coconut water and other 
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home -made solutions. Oral rehydration salt containing sodium and potassium chloride, sodium 
bicarbonate and glucose would be required for the more seriously affected 10 %. Health 
education of mothers and the cooperation of community leaders, paramedical workers and 

doctors formed an important component, as did the supply of oral rehydration salts and 
referral services for severely dehydrated patients. 

Large -scale community participation was most important, with audiovisual education on 

causes and prevention. Morbidity resulted from multiple complex factors, and suitable 
technology for replacement of fluid loss could definitely reduce mortality; thus community 
involvement was essential in education, the practice of essential hygiene and the maintenance 
of adequate nutrition. 

The national diarrhoea) diseases control programme in India under the Seventh Plan aimed 
to fulfil that objective through the press, radio, television, posters, etc. 

The Indian delegation supported the draft resolution on diarrhoeal diseases control. 

V 

Dr RAKCEEV (Union of Soviet Socialist Republics) said that malaria was still a serious 

problem in many Member States of WHO. If, as stated in paragraph 7 of the situation analysis 
on page 206 of document PB/88 -89, there were no major changes that would justify the 
expectation that by 1989 all countries would have substantially reduced the annual malaria 
morbidity to less than 1 %, his delegation considered it would be appropriate to concentrate 
on other tasks, and in particular to integrate national programmes into primary health care, 
strengthening surveillance and introducing new methods of control. 

Dr WASISTO (Indonesia) commended the progress made in the diarrhoeal diseases control 
programme, which justified optimism about reductions in mortality among infants and children 
under five years of age. The Indonesian delegation supported the draft resolution on the 

subject, but wished to see more emphasis on public information and community awareness, in 
particular concerning the use of oral rehydration salts (ORS). 

Paragraph 8 on page 222 of document РВ/88 -89 mentioned ORS production figures in 1985; 
what was the estimated number of countries now producing the more stable ORS? 

He noted the slight decrease in the budget proposals for that programme, but was pleased 
to see that the country allocations had increased, and hoped that there would be an increase 
in support from other sources in coming years. 

Regarding the immunization programme, where there was a significant decrease under 
"Other sources ", he asked how it would affect the outlook with the year 1990 approaching. It 

appeared that national programmes would have to seek more efficient means of implementation 
in view of the budgetary constraints. 

Miss MELDGAARD (Denmark) said that Denmark had firmly supported the Expanded Programme 
on Immunization for a number of years, and was involved in bilateral immunization programmes 
in Africa. She commended WHO for the support it provided - particularly the technical 
support - to national immunization programmes. Denmark welcomed the continued improvement in 

coverage in 1986, as the Expanded Programme was an essential element of the Global Strategy 
for Health for All by the Year 2000. The gains must be sustained through strengthening of 
primary health care, as had been stated at the Thirty -ninth World Health Assembly in 1986. 
It was tempting, especially in times of economic recession, as mentioned by the 
Director -General in his opening address to the current Health Assembly, to seek quick results 
and thereby also considerable short -term political and public goodwill. But it should never 
be forgotten that immunization programmes must be part of a comprehensive health care 
infrastructure if they were to have long -lasting and sustained effect. The temptation to 
create separate, vertical delivery systems should therefore be resisted. 

WHO had often emphasized the important link between immunization programmes and primary 
health care; she fully concurred: the main challenges over the next years would be to 

ensure that the accelerated efforts were followed up, that the progress made was maintained, 
and that all immunization activities served to strengthen primary health care as an integral 
component of the locally provided services. 

Mrs ODOURI (Kenya) said that her delegation noted with appreciation the emphasis on 

immunization, which it considered of vital imnortance for achieving health for all by the 

year 2000. 
Kenya had launched its expanded programme on immunization in 1980 with the main 

objective of making immunization available, free of charge, to all Kenyan children by the 
year 1990. It was operational in all hospitals, health centres and one third of 

dispensaries. It had been integrated into the nursing programme. The estimated coverage of 
children fully immunized by the end of 1986 was 68 %; the target was 80% by 1990. The 

strategy for the next three years was to increase the number of immunizing centres by 50% and 
heighten public awareness of the benefits of immunization. 
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Kenya was grateful to WHO, UNICEF and DANIDA for their financial, material and technical 

support, while remaining fully aware that much coordinated effort was still required if the 
targets were to be reached. Continued support from WHO would be needed. Her delegation 
fully supported the programme budget proposals for communicable disease prevention and 
control. 

Dr GEORGIEVSKI (Yugoslavia) said his Government thought highly of WHO's Diarrhoeal 
Diseases Control Programme and, in close cooperation with it, had launched its own 
programme. Yugoslavia welcomed the allocation of funds under the proposed programme budget 
aid was grateful to the other organizations which contributed, namely UNICEF, UNDP and the 
World Bank. Those organizations should continue to provide their support for an effort which 
was of particular importance to developing countries. Finally, his delegation wished to 
co- sponsor the revised draft resolution on diarrhoeal diseases control. 

Dr GHOGOMU (Cameroon) endorsed the programme budget proposals and congratulated the 

Director -General and his staff on the progress made in disease prevention and control. 
His delegation regretted that the parasitic diseases programme was suffering the 

greatest budgetary cut -backs: more than 31% at the global level and more than 75% in the 

African Region. It was paradoxical in view of the ever -increasing number of cases, the 
involvement of more countries in the programme and the high cost of drugs and diagnostic 

tools. He, like the delegate of the Netherlands, requested an explanation. 
He drew attention to paragraph 3(3) of resolution WHA36.31, which requested the 

Director -General to take appropriate action to further mobilize extrabudgetary support for 
the programme on African trypanosomiasis; he appealed to the Director -General to commit more 
funds from extrabudgetary sources in order to maintain, strengthen and extend existing 
national programmes for which full political support had already been gained. 

Dr GRECH (Malta) said that the Expanded Programme on Immunization was one of the most 
important efforts undertaken by WHO and deserved to be given the highest priority. It 

offered effective means of achieving dramatic reductions in the incidence of the six 
vaccine -preventable target diseases and catalysed the development of national health 
structures. More emphasis should be given to the integration of immunization activities with 

maternal and child health services and to the reduction of drop -out rates to ensure better 
coverage with multidose vaccines. As paragraph 26 of the programme statement for programme 
13.1 pointed out, it had to be assumed that increased extrabudgetary resources would be 
forthcoming: the figures in the relevant table must be construed as a conservative 
estimate. Finally, every effort must be made to attract extrabudgetary resources for such a 
vitally important programme. 

Professor ORDÓÑEZ (Cuba) said that his delegation supported the major programme under 
discussion and wished to refer specifically to programme 13.1 (Immunization). His country 
had extended its successful national immunization programme to cover measles, rubella and 
mumps. With the support of various organizations it had recently concluded a national 
campaign to immunize the child population from 1 to 14 years of age with the triple vaccine 
against those diseases and had achieved 95% coverage. 

The strategy was designed to avoid such complications as the danger of death from 
meningitis and congenital diseases in children under one year of age, thus helping to reduce 
infant mortality. 

Dr CABRAL (Mozambique), referring to programme 13.3 (Malaria), and particularly to 
paragraphs 10 -13 of the programme statement, said that many African countries would have to 
limit themselves during the biennium to modest control programmes aimed at merely reducing 
mortality. Even that modest goal was endangered by the spread of Plasmodium falciparum 
strains resistant to common antimalarial drugs, but it must be achieved at all costs. 

The current misuse of antimalarial drugs, which encouraged the spread of such resistant 
strains, was the result of inappropriate diagnosis in cases of feverish syndromes of unknown 
cause. The only way to overcome such misuse was to develop simple and cheap laboratory 
techniques in parasitology, microscopy or serology for application by multipurpose health 
workers in health posts. Such cheap and simple techniques could enable such workers to be 
more selective, to prescribe antimalarial drugs only when the presence of the parasites had 

been confirmed; and to monitor the action of the prescribed drugs on the parasites in the 
patient's blood so as to decide whether second -line therapy was needed and whether a 

resistant case should be followed up to avoid transmission of resistant strains. 
The countries concerned could not afford to train and pay microscopists for every health 

post and it was essential for them to have simple techniques that could be handled easily by 
multipurpose health workers. 
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Welcoming the progress reported under programme 13.6 (Diarrhoea) diseases), he strongly 
supported the oral rehydration policies, but pointed out that there were specific features in 
individual countries. Experience in his country in recent years had shown the importance of 
initial studies on the beliefs, attitudes and knowledge of mothers and health workers 
concerning oral rehydration and child diarrhoea. The results of such studies could be highly 
valuable for defining the specific local priorities. In the case of Mozambique, for example, 
the study of existing oral rehydration practices had shown that, in order to improve them, 
rehydration must be started as early as possible and larger volumes of liquid must be given. 
Similar findings might emerge in other countries. 

For oral rehydration it was not always necessary to use packaged rehydration salts, 
which sometimes presented supply and distribution difficulties. In large health units or 
outpatient clinics mothers could be instructed on how to prepare a mixture of salt and sugar 
at home, but even those products were sometimes unobtainable. His country's experience had 
shown that home -made porridges could be helpful in reducing mortality from diarrhoea. The 
value of such rehydration practices had to be assessed from the standpoint of values, 
attitudes and beliefs. His country strongly supported the epidemiological component of the 
biomedical research activities proposed in paragraph 11 of the programme statement for 
programme 13.6. 

It greatly appreciated also the few publications on the programme available in 

Portuguese and commended the Secretariat on its efforts to provide other technical 
publications in that language. His delegation fully endorsed the programme budget proposals 
for diarrhoea) diseases and had co- sponsored the revised draft resolution on the subject. 

Mr HABIB (Afghanistan) supported programme 13. He welcomed WHO's cooperation in 
combating diarrhoeal diseases and successfully implementing the expanded programme on 
immunization in his country, as a result of which mortality from the diseases in question 
among children under five years of age had shown a reasonable decrease in the target areas. 

With respect to programme 13.3, a country -wide malaria programme had been in operation 
in the Democratic Republic of Afghanistan for a considerable time. During the past two 
years, various malaria control measures had been applied. Control activities, including 
surveillance, active and passive case detection, epidemiological surveys, mass radical 
treatment, spraying operations and physical and biological operations had been intensified. 
Successful fulfilment of the control programme had, however, been impaired by decreases in 

funds, particularly from WHO, by technical and administrative problems, by shortages of 
antimalaria drugs and insecticides and other problems. Increases in Plasmodium falciparum 
cases (473 to date) and cases resistant to 4- aminoquinolines would worsen the situation 
unless proper measures were taken. 

It was evident from the situation analysis that malaria continued to be a major public 
health problem in endemic countries. The budget allocation was incommensurate with the 
targets, particularly in the Eastern Mediterranean Region. With a decrease of nearly 50% in 
the regular budget at the regional and intercountry levels, it might not be possible to 
implement all the proposed activities. As a country that was not self -sufficient in malaria 
control and that had no access to other resources, Afghanistan would suffer more than others 
from that budgetary cut, and it hoped that extrabudgetary resources would be forthcoming for 
the programme. 

Dr HADJ- LAKEHAL (Algeria) said that his delegation wholeheartedly supported programme 13 
as a whole and wished to refer specifically to programmes 13.1 (Immunization) and 
13.6 (Diarrhoea) diseases). The responsible divisions should continue their work, 
particularly in the fields of information and research into new formulas and in providing 
support for the training aid re- training of medical staff. 

In addition to the essential consideration of according high priority to the 

immunization programme, it was imperative that financing at the country level should largely 
come from the country's own resources. What was necessarily a long -term programme could not 
rely on assistance or voluntary contributions. Since it was a basic priority activity of the 
health services, the programme must be financed by the country itself. 

The organization of immunization campaigns and national immunization days could not be 
regarded as the main strategy, which was to develop the entire health system in the context 
of primary health care and make immunization a general activity throughout the basic health 
structure. Follow -up and evaluation must be moved to the local level; self -evaluation and 
coverage surveys, in particular, could not be national or regional since no data were 
available at those levels on which to base strategy adjustments for more rapid progress and 
more efficient use of resources. 

His delegation wished to co- sponsor the revised draft resolution before the Committee on 
programme 13.6 (Diarrhoea) diseases). Since 1984, Algeria had been pursuing a nationwide 
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programme for the control of waterborne diseases, particularly diarrhoeal diseases, as the 
main cause of infant mortality, and their control, together with immunization against other 
childhood diseases, therefore came within the framework of the national programme for infant 
mortality control. 

Such programmes must include health -education sub -programmes developed simultaneously 
and implemented under the ministry responsible for information to ensure that all the jointly 
responsible intersectoral partners were properly informed. Information services should have 

their own diarrhoeal control sub -programmes for which they should be fully responsible, with 
their own objectives and guidelines and subject to evaluation. All sectors, including 

education, must have their own responsibilities for achieving the common objective. 

Dr BATCHVAROVA (Bulgaria) supported programme 13 as a whole, but programme 13.1 
(Immunization) was particularly topical. Children must be protected against diseases, aid 
the number of those needing specific preventive action was constantly growing. Further 
immunization would be required as new vaccines were developed, it was hoped, against AIDS and 
other malignant diseases. By the end of the decade, according to the proposed programme 
budget, significant reductions would have to be achieved in morbidity and mortality from the 
target diseases of the Expanded Programme on Immunization. 

The world situation, excluding the European Region, was discouraging, not so much 
because of material shortages, since although financial support from the regular budget left 
something to be desired the programme received considerable extrabudgetary resources and WHO 
and UNICEF together provided the necessary material; there were still some difficulties with 
the "cold chain ", but the great weakness in the implementation of national immunization 
programmes and the main cause of delay was the abandonment of vaccination by mothers who were 

poorly informed. That was a considerable threat to child health. External assistance could 
certainly be very valuable but it could only be temporary. Experience had shown that 
integrating immunization with the maternal aid child health services was highly effective, 
and she entirely agreed with the delegate of Algeria that immunization should not merely be a 

matter of campaigns but must form an integral part of the daily work and a continuing concern 
of the health services. Medical staff must have the assistance of the entire community and 
particularly that of women's organizations and Red Cross committees. The media also had a 
considerable role to play. 

Dr MOJI (Lesotho) emphasized the importance of integrated training and provision of 
services in the Expanded Programme on Immunization, diarrhoea) disease management and 
programme management skills, all of which were essential in order to reap the maximum benefit 
from the limited resources. 

His country's diarrhoea) disease control policy placed emphasis on early hydration, 
breast -feeding and continued feeding during and after diarrhoea. 

His delegation supported the revised draft resolution based on that recommended by the 

Executive Board in resolution EB79.R8. 

Dr BA (Mauritania) reaffirmed his delegation's support for the Expanded Programme on 
Immunization, which had been highly successful in most countries; its momentum must be 
maintained. The considerable progress made in recent years in his country depended on a 
number of combined and complementary strategies. The mass immunization campaign, which 
included a substantial promotional element, had contributed a substantial share (28 %) to the 

coverage of the target population (53% of the total population in April 1986). It had helped 

to make the people aware of the importance of immunization. A mass distribution of vitamin A 
had taken place in association with the campaign. Although expensive and time -consuming, 
such campaigns had an undeniable promotional value. 

Immunization was also carried out at established centres - a strategy which should be 
extended throughout the country - and by mobile teams in rural areas lacking good health 
coverage. Such mobile teams could diversify their activities, particularly in health 
education and in serving the peripheral areas of major urban centres, which were often 
somewhat neglected, as part of an advanced strategy. Maintenance of the Expanded Programme 
on Immunization (EPI) at the desirable level called for sustained community participation and 
measures to arouse public awareness, and the necessary resources and incentives must be 
provided for the purpose. While other organizations such as UNICEF, together with countries, 
might agree to finance the programme, it was nevertheless disturbing to note that there was a 

reduction in the proposed programme budget for 1988 -1989 for the African Region, since WHO's 
pilot role and activities should not be diminished. Did the statement in paragraph 25 of the 
programme statement for programme 13.1 to the effect that EPI's activities were to be 

coordinated and developed in the framework of programme 13.13 in that Region (Other 
communicable disease prevention and control activities) not mean that they were in danger of 
dilution? 
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Mr JOHNSON (Liberia), commenting on programme 13.3, said that malaria remained one of 
the leading causes of morbidity and mortality in many countries, particularly developing 
countries. The situation was well analysed in the proposed programme budget. 

Although WHO action in the control and eradication of malaria was being frustrated as a 

result of chloroquine resistance, his delegation welcomed the fact that concerted and 
unceasing efforts on the part of WHO and other collaborating agencies had led to the 
development of a new drug and that work on other drugs was continuing. It also noted the 
strategy being proposed for combating the disease. 

Since many developing countries were meeting with constraints in providing an 
appreciable level of health care services for the majority of their citizens, his delegation 
appreciated WHO's constant commitment to the all- important programme concerned, as evidenced 
by the 12.9% budgetary increase for the biennium 1988 -1989. It noted with concern, however, 
that no extrabudgetary funds had been allocated to that important programme at the country 
level in the African Region. Referring to paragraph 19 of the programme statement for 
programme 13.3, he said that the African countries urged WHO to make unwearying efforts to 
attract extrabudgetary resources for the programme, which his delegation endorsed. 

It also supported the draft resolution on diarrhoea) diseases control. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) suggested that the 
words "improving weaning practices" should be added at the end of operative paragraph 1, 

subparagraph (2) of the revised draft resolution on diarrhoea) diseases control. 

Dr MONEKOSSO (Regional Director for Africa) said, in answer to the delegates of Cameroon 
and the Netherlands, that the difference of US$ 1 145 500 between the 1986 -1987 and 1988 -1989 
allocations for parasitic diseases under the regional and intercountry budget was accounted 
for by the removal of the contribution from the African regional budget to the Onchocerciasis 
Control Programme (OCP). The Committee would note the sum of US$ 54 859 100 listed under 
extrabudgetary resources for parasitic diseases; that sum represented the budget for OCP, 
which was equivalent to almost 40% of the total regional budget, taking all its programmes 
together. In view of the current financial difficulties, the Regional Office had decided it 
was unable to continue its contribution to OCP. However, should the regional budget return 
to its former level the contribution could be resumed. In fact, the Regional Office's 
decision had reduced the OCP budget by only a very small amount. Nevertheless, delegates 
were right to point out that the regional budget allocation for parasitic diseases was low, 
in view of the prevalence of such diseases in Africa. They should note, however, that the 
budget allocation for vector control had been increased; it was noteworthy that vector 
control was in fact the most effective strategy against parasitic diseases. 

Dr HENDERSON (Director, Expanded Programme on Immunization) noted the comments made by 
the speakers and said that their suggestions would be taken into account by the Expanded 
Programme on Immunization (EPI). He shared the concern expressed about sustaining the 
programmes, the need to continue extrabudgetary support and the need for national programmes 
to be supported as much by national regular budgets as possible. 

In his reply to the points raised by the delegate of Jamaica in connection with rubella, 
he would endeavour at the same time to draw Member States' attention to similar issues that 
would arise in coming years as new types of vaccine became available. First, all aspects of 
the problem that the vaccine was designed to solve must be assessed. Information in the case 
of rubella was often incomplete and conflicting in developing countries; in some the 
congenital rubella syndrome did not appear to be the problem it was in others. Once the 
problem had been defined the next step was to prepare a strategy for using the available 
vaccine to deal with it. An epidemic such as Jamaica felt it would be facing was an urgent 
situation that could not be solved by immunizing women of childbearing age but rather called 
for a mass vaccination campaign covering a wide age group. WHO, its regional offices and 
other regional bodies had epidemiological resources; they should be brought to bear on the 
problem in the service of Member States. In the case of rubella, a routine immunization 
programme for infants was not advisable unless normal immunization coverage of infants, as 

measured by measles vaccination coverage, was above 70%. Otherwise, as was the case in many 
developing countries, there was a risk of increasing the problem of congenital rubella, since 
circulation of the virus in infants was reduced, thus rendering a higher proportion of young 
women entering their childbearing period susceptible to the disease. 

To answer another point raised by the delegate of Jamaica with respect to rubella 
vaccine that was also relevant to other vaccines, such as hepatitis B, AIDS or malaria 
vaccines, WHO was at the service of Member States to help them find the resources to obtain 
new vaccines, perhaps from nongovernmental organizations concerned with the sequelae of the 

disease in question. 
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It was true that the budget for the Region of the Americas showed no funds for EPI under 

country programmes, but that was because such funds were probably contained within a larger 

budget item such as maternal and child health. The support given by PAlO to EPI was in fact 

among the best of any of the regions and was unlikely to diminish in the future. 
To answer the delegate of Mauritania, part of the EPI budget in the African Region was 

included under programme 13.13. If a country placed a high priority on EPI activities, that 

would ensure a favourable distribution of those funds to EPI and a continuation of such 
funding. 

In conclusion, he drew the attention of delegates to the availability of a Joint 
WHO /UNICEF Statement on Immunization and AIDS1 and a Joint WHO /UNICEF Statement on 
Vitamin A for Measles.2 

Dr SLOOFF (Director, Division of Vector Biology and Control) thanked speakers for the 

support they had expressed for programme 13.2 (Disease vector control). With regard to the 
points raised, he assured the delegates of India, Italy and the Netherlands that attention to 
growing insecticide resistance and the rise in cost of alternative, chemical insecticides, to 
the need for energetic biological and environmental control methods, and to the development 
of primary health care approaches to vector control, with particular emphasis on community 
participation, were in fact among the main lines of action of the vector control programme. 

Health manpower development, greater emphasis on which had been welcomed by the delegate 
of the Netherlands, was a continuing concern of the programme, which was cooperating with 
DANIDA, USAID and other donor agencies in setting up courses on vector biology and control in 
many countries where vectorborne diseases were endemic. Another approach being pursued was 
for industrialized nations to provide training in vector biology and control for students 
from such countries alongside their own students. In that context, the Associate 
Professional Officer Programme provided an excellent example of how donor countries could 
contribute with WHO to the training of individuals through a period of time spent with the 
Organization. To answer a further question from the delegate of the Netherlands, the 

integration of vector control into the general health services was an area of special 
interest. Paragraphs 4 and 10 of the programme statement indicated that community 
participation was a major concern in developing methods for vector control that could be used 
in primary health care, including self -protection measures for reducing man -vector contact. 
AIDS had not been mentioned in the programme statement since there was overwhelming 
epidemiological evidence that insects played no part in the transmission of the disease. The 
programme was, however, in constant touch with research institutions to ensure that that 
epidemiological inference was backed up by scientific data. 

With regard to the references to budget cuts, he noted that although the vector control 
programme stood to suffer substantially from reductions in its regular budget allocations for 
1988 -1989, the Director -General had, in principle, recently approved a reorganization of the 
programme that would reduce the number of units from three to two and at the same time allow 
professional staff to concentrate on training, management and operational aspects of vector 
control in order to provide better guidance for the integration of vector control into 
general health services, particularly primary health care. Bilateral donor support had 
already been pledged to that development. 

Dr NAJERA- MORRONDO (Director, Malaria Action Programme) thanked the delegates who had 
spoken on the programme for their support and constructive comments. He would, however, 
remind them that the proposed programme budget had been designed to implement the targets of 
the Seventh General Programme of Work, a programme drawn up six years previously at a time 
when malariologists had had a different attitude to their role in primary health care. The 
Eighth General Programme of Work, as the Soviet delegate would be pleased to note, 
recommended strengthening the epidemiological services in primary health care to improve 
ability to maintain the results being obtained. The terminology used in the programme 
statement was, admittedly, somewhat specialized; the term "malaria morbidity" referred to 
annual parasite incidence. 

As recommended in the Executive Board's report on the proposed programme budget3 the 
proposed programme for malaria followed the recommendations in the eighteenth report of the 
Expert Committee4 to base action on epidemiological guidance to ensure proper distribution 

1 Weekly Epidemiological Record, 62: 53 -54 (1987). 
2 

Weekly Epidemiological Record, 62: 133 -134 (1987). 

Document ЕB79 /1987 /REC /1, Part II, para. 54 (p. 214). 
4 
WHO Technical Report Series, No. 735, 1986. 
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of functions between general and specialized services. The role of the specialized services 
was to support the health infrastructure in order to give the whole population access to 

appropriate diagnostic and treatment facilities which could deal with clinical malaria and 
refer severe cases and treatment failures to a properly equipped referral system. They 

should also provide health education for the promotion of individual and community malaria 

control activities. Such action should be supplemented in special problem areas by the 

selective application of organized vector control based on appropriate epidemiological 

findings and technical capabilities. Those measures would help to reduce the misuse of drugs 
referred to by the delegate of Mozambique - a concern shared by the programme, as such misuse 
was a major contributory factor in spreading drug resistance. The programme statement had 

noted the promising preliminary results given by the use of impregnated bed -nets for 

individual protection. Since that statement had been written, further positive results had 
been reported and several countries were considering implementing those techniques through 
health education and community participation to achieve the sustainable, if slow, progress 

aimed at by primary health care. 
The programme as a whole should concentrate on the training and reorientation of health 

personnel at all levels for their role in collaborating in malaria control. In that context, 
he expressed his gratitude to the Italian Government for its pioneering efforts in supporting 
international training in malaria. Those efforts had not only met with great success but had 

been followed by similar efforts and growing support for the coordination of training at the 
global and regional levels. Such training efforts, together with field research, especially 
epidemiological research, would form the basis for the application of the new approaches 
recommended by the Executive Board on the advice of the Expert Committee. 

Dr DAVIS (Director, Parasitic Diseases Programme) thanked the speakers for the support 
they had expressed for the objectives of programme 13.4 (Parasitic diseases). 

In reply to the delegates of Cameroon and the Netherlands, who had specifically referred 
to African trypanosomiasis, he explained that in 1983 resolution WHA36.31 had formalized the 
existence of a small programme for the Primary health care approach to the control and 
prevention of sleeping sickness, whose main activities were: national definition of the 

epidemiological situation in endemic Member States; the formulation, implementation aid 

evaluation of control programmes; the conduct of regular technological training courses in 

association with FAO and OAU at both interregional and national levels; and ad hoc technical 
support and intermediary services from the Secretariat for supplies and equipment. Eighteen 

of the 36 countries in which sleeping sickness was a problem now participated in that 
programme. They had restructured their own programmes and had achieved markedly improved 
control results. Their response was most encouraging to WHO and confirmed that the political 
will existed to give priority to sleeping -sickness control in endemic countries. 

There were great difficulties in funding the programme. Initially, generous ad hoc 
voluntary contributions had been received from Belgium, the Netherlands and Switzerland. 
Complementary funds had been received from the Director -General's Development Programme and 
from the Development Programme of the Regional Director for Africa as recommended in 
resolution WHA36.31. However, the regular budget could no longer absorb the costs owing to 
budgetary constraints; outside sources of funds had dried up, and six weeks previously the 
programme had almost completely run out of funds. The Director -General had stepped in with 
extraordinary generosity and provided enough funds to maintain the programme activities in 
the immediate future. There was, however, no guarantee that such funding would continue 
beyond 1988. 

Dr GODAL (Director, Special Programme for Research and Training in Tropical Diseases), 
replying to the delegate of the Netherlands, who had emphasized the important role of 
epidemiology and social sciences in tropical disease research, said that the programme was 
being modified to increase epidemiological input to the disease- specific groups. Similar 
steps were being taken with respect to social sciences. Furthermore, the Special Programme 
was entering a new phase in that it had about 40 products ready for or undergoing field 
testing and operational research in endemic countries. Such studies provided a new 
opportunity for training national staff in field research. Such combined research and 
training was already under way and a very good response had been received from the countries 
concerned. 

The delegate of the Netherlands had also commented on the lack of information about AIDS 

in connection with the diseases covered by programme 13. Much had happened since the 

preparation of the programme statement about nine months previously; his Special Programme 

(TDR) intended to collaborate closely with the Special Programme on AIDS and had already 
provided it with information on the institutions the TDR programme had strengthened in the 

areas of particular relevance - immunology and social sciences. In addition, a joint meeting 
was planned for late 1987 on the possible impact of AIDS on clinical and epidemiological 
aspects of tropical diseases. 
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The delegate of Mozambique had mentioned the need for simple diagnostic tests in 

malaria. Although simplification had not yet reached the stage the delegate had hoped for, 

DNA probes had been developed that were as sensitive and as specific as good microscopy and 
were well suited to screening large samples for surveillance purposes. However, further 
technological development would be necessary to reach the simplicity required for field use 
in control programmes. 

Dr MERSON (Director, Diarrhoea) Diseases Control Programme) said he much appreciated the 
support shown for the Diarrhoeal Disease Control Programme (CDD) and the suggestions that had 
been made. The programme's global targets for 1989 could only be achieved if the targets of 
national programmes were reached, which would require the continued commitment of Member 
States to their implementation. WHO was prepared to continue to collaborate actively with 
Member States in support of that commitment. 

He agreed with the delegate of Nepal on the importance of close collaboration between 
donor agencies, the need to give priority to managerial training of supervisors and, wherever 
possible, to integrate training on diarrhoeal diseases, immunization and acute respiratory 
diseases. That had already been done in many countries, where the course on supervisory 
skills for diarrhoeal diseases control served as a foundation for training in a number of 
primary health care components. He recognized the need to provide resources for small -scale 
research to solve operational problems encountered in national programmes. Acting on advice 
from its Technical Advisory Group, the programme had accordingly in 1987 greatly simplified 
the procedures for obtaining resources for such problem- solving activities from the regional 
offices. 

As the delegate of the Netherlands had pointed out, progress made in national programmes 
in 1987 would make it possible for the 1989 targets to be met. There was, however, still a 

gap between access to oral rehydration solutions and use of oral rehydration therapy. A 
number of initiatives had been taken to reduce that gap, including greater emphasis on 
management and technical training and revision of course materials based on national 
experience, as well as a planned increase in communication support of activities. Training 
and communication activities were the priorities of the programme for the next three years up 
to the 1989 targets. 

Concern had been expressed by the delegate of Botswana over the proposed 1988 -1989 
budget for the African Region. Although there had been a decrease in regular budget 
allocations in the African Region, the object had been to make funds available at country 
level. Taking into account regular budget and extrabudgetary resources, the budgetary 
allocations for the African Region had in fact increased from US$ 2.1 million in 1986 -1987 to 
US$ 2.7 million in 1988 -1989. 

In response to the question from the delegate of Indonesia, he indicated that by the end 
of 1986, 47 developing countries had been producing oral rehydration solutions. Local 
production continued to account for about half of global production, which was estimated to 

have been the equivalent of 270 million litres in 1986. UNICEF continued to be the major 
external supplier of packets. There had been a levelling -off of total production in 1986 as 
compared with 1982 -1985, which probably reflected a closer adaptation of production and 
supply to demand. 

The delegate of Mozambique had referred to the importance of ensuring that national 
programmes had a sound policy on household oral rehydration solutions based on local 

knowledge, attitudes and practices. Recommendations had recently been issued for countries 
selecting a household solution,1 taking into account locally available ingredients, which 
would help in formulating national policies. 

The CHAIRMAN drew attention to the revised draft resolution based on resolution EB79.R8 
and proposed by the delegations of Bangladesh, Denmark, Mozambique, Netherlands, Pakistan, 
Sweden, Switzerland, and Trinidad and Tobago. Under Rules 67 and 68 of the Rules of 
Procedure the text would be considered before that recommended by the Executive Board in 
resolution EB79.R8. He reminded the Committee that should the draft resolution contained in 
resolution EB79.R8 be approved, some of the information in the third preambular paragraph, 
dealing with quantitative indicators, would subsequently be updated to take account of the 
more recent information contained in document A40/4. A number of further amendments to the 
revised draft resolution had been proposed by its sponsors and by the United Kingdom 
delegate. 

1 A decision process for establishing policy on fluids for home therapy on diarrhoea. 
(document WHO /CDD /SER /87.10). 
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Dr RAY (Secretary) said that the further amendments proposed by the sponsors to the 
revised text of the draft resolution were: to replace the words "non-watery diarrhoea" in 

the sixth preambular paragraph and operative paragraph 7(2) by "dysentery "; in operative 
paragraph 3(1), in the French text only, to replace the words "que priorité" by "qu'une des 
priorités": 

The amendment proposed by the United Kingdom delegate was, in operative paragraph 1(2), 
to insert the words "improving weaning practices," after "breastfeeding, ". 

The proposed amendments were adopted. 

The draft resolution, as amended, was approved by 66 votes to none, with 1 abstention.' 

The CHAIRMAN invited Professor Forgoes to introduce the proposed programme budget 
provisions for Acute respiratory infections (programme 13.7), Tuberculosis (programme 13.8), 
Leprosy (programme 13.9), Zoonoses (programme 13.10), Sexually transmitted diseases 
(programme 13.11), and Smallpox eradication surveillance (programme 13.12). 

Professor FORGACS (representative of the Executive Board) said that since, according to 
present knowledge, the revaccination of children in developing countries at the age of 10 or 
12 years did not seem to provide additional protection against tuberculosis, the Board had 

recommended that countries should continue to concentrate their efforts on ensuring the 
vaccination of infants. Under programme 13.9 (Leprosy), the Board had emphasized the 

importance of training for health care workers, particularly at the periphery, in the 

effective application of the WHO- recommended multidrug therapy through primary health care. 

Professor BORGOÑO (Chile) said that the tremendous effort that had been put into making 
prompt and effective treatment for acute respiratory infections available at primary level 
was well known to all, as was the importance of those infections in infant mortality. For 
those reasons, programme 13.7 deserved the fullest support and should be extended as far as 
possible. 

For the prevention of infant mortality, it was particularly important to monitor the 
resistance of Haemophilus influenzae and Streptococcus pneumoniae to antibiotics. Resistance 
tended to vary from one country to another, so that global, rather than merely local, 
information was a necessity. There should be a few laboratories working at regional and 
subregional level. 

He welcomed the increase in the allocation for tuberculosis control (programme 13.8), 
since tuberculosis was a preventable and could be a curable disease. As control measures 

could be highly effective and tuberculosis was still among the five main causes of death in 
some countries, it was essential to give the subject the attention it deserved. 

Mr CAO Yonglin (China) endorsed the situation analysis and the proposed budget 
allocations submitted by the Director- General for programme 13.9 (Leprosy). The 

Thirty- second World Health Assembly had adopted resolution WHA32.39 on the intensification of 
WHO activities in leprosy control but, despite the major efforts made, leprosy was still a 
serious problem. The number of leprosy cases was estimated at 10 million, of which some 25% 
would be disabled. There were now effective remedies for the disease in its early stages, 
but its incidence was declining very slowly. 

He thanked WHO for its leprosy control activities, including chemotherapy and research 
into new vaccines. He called upon Member States to give more support to the programme and to 
approve the following draft resolution submitted by his delegation with the co-sponsorship of 
others: 

The Fortieth World Health Assembly, 
Recalling resolution WHA32.39 and previous resolutions of the Health Assembly and 

the Executive Board regarding leprosy; 
Noting: 
(a) the increasing commitment of several Member States to eliminate leprosy as a 
public health problem in their countries, as part of their goal of health for all 
by the year 2000; 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 

resolution WНА40.34. 
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(b) the significant progress made in recent years in leprosy treatment, including 
the use of new drugs in multidrug therapy, which has made leprosy treatment far 
more effective; 
(c) the very promising research advances being made towards the development of 
early diagnosis, immunology and vaccines, leading to effective leprosy prevention 
programmes; 
(d) the increasing role being played by nongovernmental organizations in leprosy 
control; 

1. URGES Member States with endemic leprosy: 
(1) to allocate adequate priority to and resources for leprosy control within 
their public health services as part of primary health care; 
(2) to strengthen health education through the media and community participation 
with a view to overcoming the stigma and phobias traditionally associated with the 
disease in many societies, and to institute adequate legal guarantees protecting 
the rights of cured leprosy patients; 
(3) to provide improved training in leprosy for health workers of all categories, 
and especially those working in the field of leprosy, to ensure early case -finding, 
accurate diagnosis, and the implementation of multidrug therapy programmes; 
(4) to institute active programmes, including research, for the rehabilitation of 
leprosy patients who have acquired disabilities and deformities; 
(5) to work out a system of awards, prizes and rewards for outstanding 
contributions to leprosy control and research; 

2. REQUESTS the Director -General: 
(1) to continue the successful technical and scientific guidance to Member States 
and to support their multidrug therapy programmes for leprosy control; 
(2) to intensify the Organization's activities in leprosy control by additional 
mobilization and coordination of scientific and material resources directed at 
implementing multidrug therapy, rehabilitation and training; 
(3) to strengthen support for the development of more effective tools against 
leprosy through multidisciplinary research in both the natural and social sciences; 
(4) to intensify the search for improved drugs and vaccines through the Special 
Programme for Research and Training in Tropical Diseases; 
(5) to promote further the partnership approach between nongovernmental 
organizations, Member States and WHO to achieve leprosy control and rehabilitation 
where necessary; 
(6) to keep the Executive Board and the Health Assembly informed of the progress 
made. 

Dr Helmy took the Chair. 

Dr MONIZ (Cape Verde) said that leprosy and tuberculosis posed a public health problem 
for many developing countries. His country had 918 registered cases of leprosy. A vertical 
control programme had not given good results, and the programme was now being integrated into 
primary health care activities. Health workers visited patients in their homes to administer 
medication and provide health education. Large -scale screening had made it possible to 
detect new cases at an early stage, thus reducing the rate of disablement. A tuberculosis 
control programme, likewise integrated into primary health care, would be implemented during 
the current year. 

His delegation wished to become a sponsor of the draft resolution on leprosy. 

Professor MULLER (Netherlands) said that the analysis in the proposed programme budget 
on acute respiratory infections (programme 13.7) gave a balanced view of the problem and of 
the strategies available to reduce mortality. Well- defined procedures for dealing with 
those diseases might be of great importance to any primary health care programme, but there 
was little indication in the analysis of the proven effectiveness of such strategies in 
reducing mortality. 

The programme budget also gave a realistic assessment of the problem of tuberculosis 
(programme 13.8). The target of reducing morbidity among younger age groups and the risk of 
new infection by 2% per annum would be difficult to monitor in places where the notification 
system was deficient, while tuberculin surveys would only provide information over a long 
period. He was surprised to see no mention made of the effect of the AIDS epidemic in 
central and east Africa on the number and nature of tuberculosis cases. 
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In respect of leprosy (programme 13.9), it was difficult to assess the meaning of the 

estimated figure of 10 million cases given in the proposed programme budget. Did that figure 

include patients who had completed chemotherapy and those who required medical care because 

of permanent disability? The number of newly -registered cases would be a more meaningful 

indicator. WHO should help to standardize case definitions for use in statistics, including 

those which it used in its own reports. More operational research was needed into the 
present system of disability grading. In order to combat rifampicin resistance, it was 

essential to comply with WHO's recommended multidrug therapy; however, it was difficult to 

carry out such a regime in the primary health care context and particularly difficult to 

ensure the simultaneous intake of the three components of the chemotherapy. His delegation 

awaited with interest the outcome of proposed studies on ways of integrating leprosy and 

tuberculosis control activities. He was concerned to note the proposed decrease in country 
allocations for the African and South -East Asia Regions, and was not reassured by the claim 

that those decreases would not necessarily entail a reduction in activities. His delegation 
supported the draft resolution on leprosy. 

In respect of zoonoses (programme 13.10), he said that wildlife, livestock, and 
household pets were still a frequent source of infection in humans. The large -scale 
industrialization of animal husbandry made it essential to develop rapid arid simple 
diagnostic techniques and to pass on existing knowledge to developing countries. New 
techniques could also play an important role in surveillance activities. His delegation was 
concerned about the decrease of over US$ 200 000 in the 1988 -1989 allocation for global and 
interregional activities, proposed by the Director -General in his contingency plan;l that 

reduction seemed excessive in comparison with the cuts imposed on other disease control 

programmes. Zoonoses had a significant direct and indirect effect on people's health, and 
deserved more attention. 

Dr VISHWAКARMA (India), speaking on acute respiratory infections (programme 13.7), said 

that such infections were a major cause of preventable deaths in his country. Available data 

suggested that they accounted for over 15% of deaths in children under five years and over 
20% of deaths in all children - a proportion higher than that for diarrhoeal diseases. A 
similar mortality rate could be assumed in other Asian countries. Lower respiratory tract 
infections, especially pneumonia, were particularly dangerous to young children. Various 
strategies had been evolved to prevent and treat acute respiratory infections, chief among 
them being health education and case management, including treatment with antibiotics. 
Immunization against measles, diphtheria, pertussis and tuberculosis, which were already 
covered by the Expanded Programme on Immunization, had also proved effective. 

Where tuberculosis (programme 13.8) was concerned, in his country the new case -detection 
system had fulfilled over 90% of its targets, but sputum examination in primary health care 
centres still had room for improvement. Tuberculosis centres had not yet been established in 

some regions, and staff were not always able to take advantage of training opportunities 
provided by the central Government. Resistance to anti -tubercular drugs was a cause for 
great concern aid would affect the implementation of the programme in developing countries. 

In leprosy control, his country's record for case detection, treatment and discharge was 
still satisfactory. Multidrug treatment had recently been integrated into primary health 

care, and it was hoped that five Indian states would complete the training of primary health 
care staff during the current year. Experience with multidrug therapy in endemic districts 
had been very encouraging. India's leprosy control programme had been a subject of 
independent evaluation in early 1986, and another evaluation project was due to begin shortly. 

His country's programme for the control of sexually transmitted diseases had been 
instituted in 1956; it included the establishment of regional training centres, reference 
laboratories, and regional survey and mobile treatment units. That control programme was 
financed entirely by the central Government and provided for the training of medical and 
paramedical staff and interlaboratory evaluation of diagnostic tests used. 

Dr SHIMAO (Japan) said that acute respiratory infections attacked children in both 
advanced and developing countries. However, the mortality rate was much higher in developing 
countries due to malnutrition and weak health services, especially in rural areas. 
Guidelines for the control of acute respiratory infections were being prepared at the 
Regional Office for the Western Pacific with the full support of his country, in the hope 
that their control, based on a new policy, would contribute to the improvement of the 
situation in developing countries. He appreciated the initiatives taken by WHO for the 
control of tuberculosis (programme 13.8) and acute respiratory infections (programme 13.7) 
and his country would continue to cooperate with the Organization in those fields. 

The reports presented at the twenty -sixth world conference of the International Union 
against Tuberculosis, held in Singapore in November 1986, showed that, from the 

1 Document ЕВ79 /1987 /REС /1, Part II, Annex 1, Appendix 3. 



188 FORTIETH WORLD HEALTH ASSEMBLY 

epidemiological point of view, there were three groups of countries: the technically 
advanced countries, in which tuberculosis was a minor and declining problem, even though it 

still remained a social problem among refugee and immigrant groups and AIDS patients; the 

newly industrialized countries, such as Singapore and the Republic of Korea, in which cases 
of tuberculosis had shown a rapid and marked decline, although prevalence and incidence 
remained higher than in the first group; aid the majority of the remaining developing 
countries where tuberculosis remained highly prevalent and where there was no or only slow 
decline, with over 90% globally of new infectious cases and unnecessary deaths from 
tuberculosis. In the countries of the third group the disease was often acquired in 
childhood or the early years of adult life, and endogenous reactivation years (or decades) 
after primary infection would cause tuberculosis to remain one of the serious health problems 
for decades to come. Research and training facilities should therefore be maintained, as 
should at least one tuberculosis research and training centre. Such facilities were 
disappearing in the countries of the first group, while they were still inadequate in the 

developing countries. In Japan, tuberculosis had been successfully brought under control 
over the previous 35 years, but research and training facilities were still being maintained 
in recognition of the country's responsibility in the global fight against tuberculosis; 
that was why the Japanese Government continued its sponsorship, jointly with WHO, of the 

international tuberculosis training courses and why it also provided bilateral technical 
cooperation in the national tuberculosis programmes of several countries. In that context he 
expressed concern that the WHO share in the sponsorship of the training course in Japan, 
which was now open to countries outside the Western Pacific Region, had been reduced in the 
proposed budget for 1988 -1989. 

It was a matter for reflexion that concern about tuberculosis among the general public 
and among health professionals had been decreasing more rapidly than the problem itself. The 
only way to bring the disease under control was to integrate national tuberculosis programmes 
into countries' primary health care systems. However, it was easy to talk of integration, 
more difficult to implement it. Tuberculosis could be used as a model for integration of a 

disease control programme into the primary health care system. 
His Government would be pleased to expand both bilateral and multilateral cooperation in 

tuberculosis control, thereby contributing to the strengthening of the global fight against 
tuberculosis. It was according priority in its bilateral and multilateral technical 
cooperation in health care to the control of infectious diseases, including tuberculosis, 
acute respiratory infections, and the Expanded Programme on Immunization. 

His delegation wished to co- sponsor the draft resolution on leprosy. 

Dr CORNAZ (Switzerland), referring to programme 13.7 (Acute respiratory infections), 
concurred with the delegate of India on the relative importance, in terms of child mortality, 
of those infections as compared with diarrhoeal diseases. Many acute respiratory infections 
would respond to treatment with common antibiotics, which could be made available and applied 
for primary health care by appropriately trained health workers. An interesting methodology 
for the diagnosis and treatment of such infections had been developed under the WHO 
programme. Very often the infections were inadequately treated or neglected at primary 
health care centres, and so the programme's information aid training activities were 
particularly important. Care should be taken to integrate control measures into primary 
health care and thus avoid the development of vertical programmes. 

Her delegation supported programme 13 as a whole. 

Dr GHOGOMU (Cameroon) said that he had reviewed with particular interest programmes 13.8 
(Tuberculosis) and 13.9 (Leprosy) and had been impressed at the advances achieved at the 
global level in the control of both those disabling diseases. With growing urbanization in 
developing countries, changing life -styles and the breakdown of the traditional extended 
family, progress in the control of those two diseases might well be jeopardized by a high 
rate of non- participation in mass campaigns combined with the high drop -out rate during 
treatment, which promoted the development of drug -resistance. In addition, there was the 
growing phenomenon of "wandering patients ", who travelled from country to country. More 
intensive research was required to develop simpler and less expensive diagnostic techniques 
and therapeutic tools so that appropriate activities could be carried out within the 
framework of primary health care. More should be done to improve and shorten treatment, and 
WHO should emphasize to Member States the need for them to ensure that patients received care 
and were not abandoned to their own resources. 

There was evidence that AIDS aggravated certain infectious conditions. Affected 
countries should be helped with systematic seno- prevalence tests for AIDS in tuberculosis and 
leprosy patients. 

He supported the draft resolution on leprosy. 
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Dr WALLACE (United States of America) said that during the current difficult times it 

was a pleasure to be able to support the draft resolution on leprosy, and to note that WHO 
was neither so satisfied with the status quo nor so overwhelmed by global health concerns 
that it neglected leprosy, a disease which had endured too long and had been too poorly 
understood. He supported the efforts proposed in the draft resolution to intensify training 
and stimulate the interest of young health professionals at all levels in a career 
contributing to the study, control and eventual elimination of the disease. 

Dr MONEКOSSO (Regional Director for Africa), referring to points raised about budget 
figures for individual programmes, such as leprosy, said that the figure was lower than in 
previous budgets because, in accordance with the planning system, Member States themselves 
decided in which programme areas money was to be allocated. The increase or decrease in a 
figure therefore represented to some extent the interest taken by Member States in the 
programme. At the same time, however, such increase or decrease was a reflection of support 
which Member States might be receiving from other sources. In the case of leprosy a great 
deal of extrabudgetary support, although not sufficient, was forthcoming, and Member States 
therefore seemed to prefer to use WHO funds for other programmes. The funds made available 
by the Japan Shipbuilding Industry Foundation (through the Sasakawa Health Trust Fund) were 
being widely used for leprosy programmes in the African Region, for example. There was a 
tendency for Member States to use WHO resources for infrastructure support, which they were 
less likely to obtain from other sources. 

Dr PIO (Tuberculosis and Respiratory Infections) thanked delegates for their comments 
and critical remarks with regard to tuberculosis and acute respiratory infections. In reply 
to the question raised by the delegate of the Netherlands concerning the effectiveness of the 
WHO proposed strategy of case management and health education to reduce child mortality from 
acute respiratory infections, he said that the results of five intervention studies were now 
available - two before-and-after comparisons in India and Nepal, and three concurrent 
comparisons in India, Pakistan, and the United Republic of Tanzania. The range of 
effectiveness, comparing the control area with the intervention area, ranged from 20% to 
60%. The most recent study had been published in the first 1987 issue of the Bulletin of the 
World Health Organization. 

The delegate of the Netherlands had asked about measurement of tuberculosis morbidity in 

young people and the risk of infection. Both indicators were parallel and followed the same 
trend. Countries with poor notification could determine the risk of infection through 
tuberculin -testing surveys. Statistical techniques made it possible to overcome the 
difficulties arising from BCG vaccination in interpreting the results of those surveys. 

The reason for the absence of reference to AIDS and tuberculosis in Africa was that when 
the analytical statements in the programme budget were prepared there had been no such 
information. However, a paper had since been published in the Journal of the American 
Medical Association about tuberculosis and AIDS in a hospital in Zaire in which 30% of 
tuberculosis patients were HIV positive. Discussions were taking place between WHO and the 
International Union against Tuberculosis about surveillance in African countries of the 
relationship between the two diseases. Current chemotherapy treatment was proving very 
effective in treating AIDS patients with tuberculosis, but the duration required to prevent 
reactivation was not yet known. 

In reply to the question raised by the delegate of Japan concerning the reduction of the 
Western Pacific Region budget allocation for the international tuberculosis course in Tokyo, 
he pointed out that the reduction was not an indication of lack of interest, aid that the 
amount was compensated by an increased allocation at country level. The Regional Office for 
the Western Pacific had already made provision to supplement the tuberculosis course with 
funds from extrabudgetary sources which were expected to be made available in the coming 
biennium. 

Dr NOORDEEN (Leprosy) thanked delegates for their strong support and constructive 
comments on the leprosy programme. Replying to points raised, he said that the increase in 
the number of cases reported over recent years was largely the result of improved 
case -detection activities in a number of countries. The estimated 10 -12 million cases 
mentioned in the programme budget document referred to active cases. Over the years 
prevalence rates for active cases in most countries had tended to remain constant, with only 
minor variations. He agreed with the delegate of the Netherlands that there was a need for 

better standardization of case definition and improved means of measuring the outcome of 
disability prevention activities in leprosy; those issues were likely to be dealt with in 
detail at the forthcoming meeting of the Expert Committee on Leprosy. 
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Experience in several countries showed that implementation of multidrug therapy within 
integrated programmes under primary health care was quite possible, provided the health 
service was well organized and health personnel properly trained. Experience also showed 
that patients' compliance with treatment with multidrug therapy was very much better as 
compared with earlier treatment with dapsone monotherapy. The current status of technology 
did not justify use of the term "eradication" in regard to leprosy, although some countries 
referred to eradication in a less restrictive manner. However, experience over the past four 
or five years, although limited in time and space, had shown that it was possible to bring 
about major reductions in the total case -load by the effective application of multidrug 
therapy in control programmes. 

Dr BOGEL (Veterinary Public Health), replying to the delegate of the Netherlands, said 
that in view of increasing urbanization and agricultural industrialization, zoonoses problems 
of a new dimension were emerging, particularly in the developing countries. Concerning 
diagnostic tools, new, simple and rapid diagnostic kits for several zoonoses were being 
developed. A genetically engineered highly specific antigen for the serodiagnosis of 
Echinococcus multilocularis was already in use. A new simple colour test - which did not 
require a microscope - for rabies, and similar tests for brucellosis, were also being 
developed. Unfortunately, veterinarians in developing countries were not yet sufficiently 
prepared for the new tasks, particularly in respect of modern means of preventive medicine, 
including community participation in programme management and intersectoral cooperation. 
Emphasis must therefore be placed on the education and continuing education of veterinarians 
and on transfer of technologies relating to animal production and products. 

The current contingency cuts in the budget were painful, but it was hoped that they 
would be of a temporary nature. In the meantime WHO was making every effort to cope with 
activities through a network comprising two zoonoses centres and over 15 collaborating 
centres, some of which were receiving substantial national support. There was considerable 
enthusiasm for support in the agricultural sector and the Organization's counterpart in that 
sector, FAO, was substantially increasing its input in the new biotechnologies, particularly 
the development of diagnostic tools and activities for strengthening rural development in 
dairy schemes, meat hygiene and fisheries. 

The Health Assembly itself had paved the way in 1986 for improved intersectoral 
cooperation and mobilization of the resources of nongovernmental organizations. Results 
could be seen in the veterinary public health field, where programmes were being jointly 
promoted with the World Veterinary Association for training, the World Society for the 
Protection of Animals concerning ecological aspects, and with other nongovernmental 
organizations. 

The draft resolution on leprosy was approved.' 

The CHAIRMAN invited delegates to consider the programme budget proposals for Blindness 
(programme 13.14), Cancer (including International Agency for Research on Cancer) (programme 
13.15), Cardiovascular diseases (programme 13.16), and Other noncommunicable disease 
prevention and control activities (programme 13.17). 

He noted that, in addition to the relevant pages of the proposed programme budget and 
the Executive Board report, the Committee had before it two draft resolutions bearing a 
certain resemblance. One, entitled "7 April 1988: a world no- smoking day ", read as follows: 

The Fortieth World Health Assembly, 
Bearing in mind the objective of the World Health Organization contained in 

Article 1 of the Constitution "the attainment by all peoples of the highest possible 
level of health "; 

Recalling resolution WHA39.14 on "Tobacco or health "; 
Expressing its satisfaction at the measures increasingly being taken by Member 

States to reduce smoking; 
Gratified at the decision taken by the Director -General to declare the WHO premises 

a smoking -free area; 
Noting that on 7 April 1988 the World Health Organization will celebrate its 

fortieth anniversary; 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 
resolution WНА40.35. 
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1. CALLS UPON all Member States, as part of their continuing efforts to reduce the 
smoking pandemic, through all appropriate means including, where applicable, legislative 
and regulatory measures: 

(1) to celebrate 7 April 1988 as a world no- smoking day; 
(2) to encourage the population, by all appropriate means, to desist from smoking 
and from using tobacco in all other forms on that day; 

(3) in conjunction with governmental and nongovernmental organizations, to use the 

occasion to launch, or strengthen existing, anti -smoking campaigns and health 
promoting initiatives; 
(4) to encourage vendors to refrain voluntarily from selling all forms of tobacco 
on that day; 
(5) to inform the Director -General on actions taken in response to this resolution; 

2. CALLS UPON the world press and other media to consider refraining from promoting 

tobacco and tobacco products on world no- smoking day; 

3. REQUESTS the Director -General to report to a subsequent Health Assembly on the 
action taken in this regard. 

The other, entitled "Fortieth anniversay of WHO ", read as follows: 

The Fortieth World Health Assembly, 
Noting that in 1988 forty years will have elapsed since the World Health 

Organization was founded, and justifiably proud of the results so far achieved, under 
WHO's guidance and leadership, in many fields of health development, as exemplified by 

the eradication of smallpox from the planet in 1977; 
Deeply conscious, nevertheless, of the immense tasks that still remain to be 

accomplished by countries in order to reach the goal of health for all through the 

implementation of national strategies, paying special attention to the development of 
primary health care in line with the 1978 Declaration of Alma -Ata; 

Aware that these tasks will be greatly facilitated by full technical, moral and 
political cooperation within WHO; 

1. INVITES Member States to intensify their efforts during 1988 and following years to 
attain the global goal of health for all by the year 2000, and in particular: 

(1) to mobilize all possible human, physical and financial resources to the above 
end 
(2) to set in motion social forces which will accelerate the health development 
process through the primary health care approach so that the health and social 
targets set for the end of this century, and unanimously agreed upon by all Member 
States, can be reached; 
(3) to foster still greater collaboration between health authorities, other 
health -related sectors, WHO and all interested nongovernmental and voluntary 
organizations working in health -related fields in a spirit of true partnership for 
health development; 
(4) to ensure the media's interest in and coverage of health programmes and 
health -related activities, emphasizing health systems based on primary health care 
to attain health for all by the year 2000; 
(5) to take the greatest possible advantage of the fortieth anniversary to focus 
the attention of people in all walks of life - from ordinary citizens to the 
highest political leaders - upon past achievements, and present and future 
aspirations of the World Health Organization through appropriate events, 
celebrations and information dissemination; 
(6) to report to the Director -General on action taken or planned, in time for him 
to present a consolidated report to the Forty -first World Health Assembly; 

2. INVITES the regional committees to give strong support to countries in their 
activities relating to the fortieth anniversary throughout the year, and to mark the 
anniversary solemnly on the occasion of their sessions; 

3. INVITES the Executive Board to participate actively in the planning and 
implementation of WHO's action relating to the anniversary, and to suggest appropriate 
ways of celebrating the occasion during the Forty -first World Health Assembly as a 

manifestation of worldwide health solidarity; 
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4. REQUESTS the Director -General: 
(1) to use the fortieth anniversary as a global opportunity to inform and mobilize 
all concerned and show to the world that health development is possible through 
international collaboration in an atmosphere of goodwill, consensus and mutual 
respect; 
(2) to transmit this resolution to the United Nations Economic and Social Council 
with a view to seeking the Council's support for the observance of the fortieth 
anniversary of WHO in pursuance of United Nations General Assembly resolution 36/43 
on the Global Strategy for Health for All by the Year 2000; 
(3) to report to the Forty -first World Health Assembly on action taken or planned 
by Member States and the Organization as a whole; 

5. CALLS UPON the United Nations, the specialized agencies, bilateral agencies, and 
intergovernmental and nongovernmental organizations concerned to observe the 
Organization's fortieth anniversary and, on that occasion, consider measures to 

strengthen further the links with WHO in order to ensure closer collaboration and 
concrete action in support of health in all sectors of development; 

6. RESOLVES that all delegates to this Health Assembly shall stimulate urgent and 

vigorous action in their countries to ensure that the anniversary becomes a successful 
booster to the health of people everywhere. 

Professor FORGÁCS (representative of the Executive Board) said that both the incidence 
and the prevalence of noncommunicable diseases remained high in the developed countries and 
was increasing in the developing countries. Believing in the strong potential for prevention 
and control of many noncommunicable diseases, the Board had noted with satisfaction the 

stimulus provided by WHO to the development of an integrated programme for community health 
in noncommunicable diseases. In that regard, it had fully supported the attention given in 
programmes 13.15 (Cancer (including the International Agency for Research on Cancer)) 
and 13.16 (Cardiovascular diseases) to prevention and early diagnosis, as well as to the need 

for intersectoral action. It had also emphasized the importance of community -based action 
and the role of life -style factors in prevention and control. The Board had fully endorsed 
the increased prominence given to smoking and health under programme 13.17 (Other 
noncommunicable disease prevention and control activities). Although there would be a 

separate programme "Tobacco or health" in the Eighth General Programme of Work, the Board had 
recommended that a functional change be made as soon as possible. WHO continued to have an 
important role to play in stimulating and supporting intersectoral action at national level 
for the control of tobacco use. The steps being taken by the Director -General and the 
Regional Directors in consultation with the headquarters and the regional staff associations 
to ban smoking on WHO premises were also warmly endorsed by the Board. 

Dr MOHITH (Mauritius) said that there was increasing evidence that in almost all 
countries noncommunicable diseases represented a serious and growing public health problem. 
The incidence and prevalence of such diseases in developing countries confirmed that trend. 
A recent survey in Mauritius showed that for a population of one million, the estimated 
figures were 50 000 for diabetes mellitis, over 100 000 with severe hypercholesterolaemia and 
at least 30 000 with hypertension. For the first time, a real situation analysis had been 
carried out in the country by an international team from Australia, Finland and the United 
Kingdom in collaboration with WHO and the Mauritian Ministry of Health. The study had 
provided a basis for the formulation of national strategies and intervention programmes for 
prevention and control. It was obvious that the problems could not be coped with adequately 
by conventional hospital services and that most activities related to education, information 
and encouragement of healthy eating habits and healthy living. 

His delegation supported global WHO activities in the implementation of resolution 
WНАЗ8.30 on the prevention and control of chronic noncommunicable diseases, and he stressed 
the importance of activities for the development of integrated health programmes, such as 
demonstration projects, at country level. 

The international teaching seminar on epidemiology, planning and design of integrated 
programmes for community health in noncommunicable diseases, organized by WHO at global 
level, had provided an opportunity to train national managers to initiate activities at 
country level. The meeting of national programme managers to be held at Stanford University 
(United States of America) in July 1987, would further help to strengthen international 
collaboration in that field. 

As the problem had a worldwide dimension, all activities should be continued and 
coordinated at the global level. However, the effective planning, establishment and 
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management of national integrated health programmes within the framework of existing health 
care systems would require additional activities and support at the regional level. In that 

context he requested WHO to participate in the organization of a regional seminar, to be held 
in Mauritius, to train teams from countries where noncommunicable diseases had become a 

public health problem. 

Professor ORDOÑEZ (Cuba) supported programme 13 as a whole. 
Referring to programmes 13.16 (Cardiovascular diseases) and 13.17 (Other noncommunicable 

disease prevention and control activities), he said that it was becoming increasingly obvious 
that both groups of diseases were taking on considerable importance for public health in most 
countries. He supported the intensified programme for prevention of cardiovascular diseases 
and the integrated programme for community health in noncommunicable diseases in the context 
of primary health care. The fight against such diseases must be waged in the community and 
not the hospital. In that context, priority must be given to activities involving health 
promotion and primary prevention both with and for the community. Hospitals and their 

advanced technology had provided most of the answers to the problems and the remaining gaps 
in scientific knowledge must be filled by means of research within the community, where the 

population was born, grew up, studied and worked, to be followed by application of the 

clinical, epidemiological and social approach in those serious and complex health problems. 
On the basis of such thinking Cuba was implementing its programme through a new model of 
primary health care - the family doctor. A systematic approach integrating all three levels 
of health care had made epidemiological diagnosis easier and was leading to the elimination 
of risk factors among the population. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said he was pleased to 

note that it was the last time that smoking and health was to be considered under the 
programme concerning "Other noncommunicable disease prevention and control activities" since, 
from 1990, under the Eighth General Programme of Work, "tobacco or health" was a separate 
programme, as befitted its importance. He suggested that the Director -General should 
consider implementing the change functionally before 1990. He welcomed and supported the 
increased budgetary allocation, despite the reductions that the Director -General had been 
obliged to make. 

He commended the steps taken by the Director -General and the Regional Directors to 

ensure that a good example was set by banning smoking on WHO premises, and he welcomed the 

cooperation of WHO staff members. 

Dr RODRIGUEZ (Chile) said that cancer control was a high priority in many developing 
countries. The communicable diseases were being brought under control, while cancer, 
cardiovascular diseases and accidents were becoming the main problems. He stressed the need 
to adopt a preventive approach to cancer and, in particular, to carry out activities to 

control smoking; such activities had been initiated in Chile on a pilot basis, with the 
support of WHO. He welcomed WHO's cooperation in a large programme of cancer detection, with 

regard particularly to cancers of the uterine cervix and the lung. 

WHO and РАНО were also assisting the cardiovascular disease control programmes. The two 

Organizations had acted as catalysts in the development of local control programmes and 

activities in the countries of the Americas. As epidemiological studies had shown, 
cardiovascular diseases were related to inappropriate life -styles, which could only be 
modified by using a multidisciplinary approach at the primary health care level. Control of 
risk factors should be undertaken in an integrated and coordinated manner, rather than 
separately, so as not to overload the health services. 

Professor МАТТНЕIS (Federal Republic of Germany) said that her delegation supported the 
objectives of the programmes under discussion. Activities for the control of cancer 
(programme 13.15) were widespread and ranged from prevention to care for the terminally ill. 

It was important to draw attention to the latter, as much human suffering could be avoided at 
comparatively low cost if health personnel were well informed about cancer pain relief. 
Moreover, the psychosocial aspects of cancer did not appear to be covered by the programme. 
In the Federal Republic of Germany there was a strong movement in that area. Patients 

required not only physical help, but also psychological and emotional support, and their 
compliance might be poor if that was lacking. Self -help also played an important role, 

especially during convalescence, aid took the form of discussion groups either with or 

without the support of professionals. A special programme for psychosocial assistance both 

for children suffering from cancer and for their families would be started at the federal 

level during 1987, and would in due course be evaluated. WHO should also pay adequate 

attention to those aspects. It was also important for WHO to make early contacts with 
"Europe Against Cancer ", the programme of the European Communities. 
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She agreed that prevention of the spread of cardiovascular diseases among younger 
age -groups had a high priority and should include primary prevention and the early detection 
of symptoms that indicated a risk; if that was detected in time, successful treatment might 
be possible. 

V 
Dr RAKCEEV (Union of Soviet Socialist Republics) said that because life expectancy was 

increasing and other diseases were being brought under control while cancer risk factors were 
increasing, the programme on cancer would inevitably become more important. As the situation 
analysis showed, it was urgently necessary to combat smoking, and activities to that end 
should occupy a central place in the primary prevention of cancer. The Member States of the 
European Region were already undertaking a large -scale goal -oriented campaign against the use 
of tobacco. Early diagnosis remained a difficult problem, whatever the structure of the 
health services. It was therefore still necessary to define the high -risk population groups 
and to screen them. The proposed reduction in the allocation to the programme was not 
justified, since cancer was a global problem and one that was inevitably increasing, even in 
the developing countries. It was particularly important to initiate preventive measures, and 
countries should also draw up national cancer control programmes integrated with primary 
health care. 

There could be no doubt either that cardiovascular diseases should be given high 
priority, and the programme as a whole should therefore be endorsed. Special attention 
should be paid to the sections on prophylaxis and the assessment of trends in morbidity and 
mortality. It would probably be advantageous for preventive measures to begin in childhood, 
integrated with those for other noncommunicable diseases having risk factors in common. 

He was pleased to note that the development of programme 13.17 (Other noncommunicable 
disease prevention and control activities) had been markedly stimulated by the adoption of 
resolution WHA38.30. He stressed the importance of WHO's initiative in the training of 
national coordinators and in setting up country -level pilot projects on integrated 
prophylaxis. WHO's activities should be strengthened and extended with regard both to the 
individual components of the programme and to the pilot projects. Financial resources would 
of course be necessary, and the allocation should be no lower than that for 1986 -1987. He 

hoped that, in the future, greater emphasis would be given to prophylaxis and to the control 
of cerebrovascular accidents. 

With regard to the prevention and control of rheumatic diseases, he noted with interest 
the intention to improve classifications and methods for use in epidemiological studies, as 
well as the exchange of information. Studies on the role of genetic factors in the 
predisposition to certain chronic noncommunicable diseases were also important, particularly 
where genetic markers constituted true risk factors. 

Integrated projects on the prophylaxis of diabetes, a problem which was still extremely 
topical, also deserved special attention; to solve the problem, cooperation between WHO and 
the International Diabetes Federation was called for. The economic efficiency of particular 
preventive medical programmes should be assessed, so that efficient and inexpensive methods 
of prophylaxis and treatment could be developed. 

He wished to propose two amendments to the draft resolution on the fortieth annniversary 
of WHO. He suggested that in the first preambular paragraph the words "as exemplified by" be 
replaced by the words "the most vivid example being ". In addition, in the second preambular 
paragraph a phrase should be added to indicate that the tenth anniversary of the Declaration 
of Alma -Ata also fell in 1988, coinciding with the fortieth anniversay of WHO. If those 
amendments were accepted, his delegation wished to be included among the sponsors of the 
draft resolution. 

Dr GEORGIEVSKI (Yugoslavia) said that the analysis of the situation regarding diabetes 
showed that more than 50 million people throughout the world were suffering from the 
disease. The already large problems resulting from the disease were continuing to increase 
despite substantial progress. It had often been stated at the international level that those 
dependent on daily injections of insulin had no other possibility of extending their lives or 
of leading productive and creative lives. Insulin was therefore a drug that saved lives and 
it should always be available at a reasonable price so that there was no economic barrier to 
access. The call had been made in a number of international forums, such as the 
International Diabetes Federation's Congress, for insulin to be freely available to diabetics 
throughout the world. In practice that would be possible if countries which did not 
themselves produce insulin were able to import it free of duty. In addition, the price 
should be set at a level that all diabetics could afford. His delegation appealed to the 
Health Assembly to find ways and means of informing Member States of his proposal and 
inviting them to consider its implementation. 
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Dr MOLNÁR (Hungary) commended the information provided to delegates. In Hungary, 
coronary and cerebrovascular diseases were among the major causes of mortality, and it was 
particularly disturbing that morbidity and mortality were very high among the younger and 
most productive section of the population. Hungary had therefore been and was still greatly 
interested in cooperating with WHO in those areas. National programmes on noncommunicable 
diseases thus included the monitoring of cardiovascular diseases, and use had been made of 
WHO's experience in developing programmes aimed at improving prophylaxis. The aims and the 
proposed activities corresponded to those outlined in programmes 13.16 (Cardiovascular 
diseases) and 13.17 (Other noncommunicable disease prevention and control activities). Such 
an integrated approach to solving the problem of noncommunicable diseases, combined with 
attempts to influence the risk factors common to many of them, was an approach that had 
already been tried and tested in many countries. 

It was obvious that no programme could be implemented without properly trained staff, 
including national coordinators. The organization by WHO of a seminar to be held in North 
Karelia, Finland, on the training of national coordinators was therefore very important. He 

supported that initiative and hoped it would continue in 1988 -1989. 

Dr SHIMAO (Japan) said that Japan was strengthening its smoking and health programme, 
although the number of Japanese adult male smokers was still among the highest in the 
technically advanced countries. The Sixth World Conference on Smoking and Health would be 
held in Tokyo from 9 to 12 November 1987, and he hoped that it would be attended by many of 
those present. 

Japan's Ministry of Health and Welfare had organized an ad hoc study committee on 
smoking aid health, which was collecting information worldwide on the health effects of 
smoking and analysing the measures being taken by other governments, as the basis for a new 
antismoking programme. 

The final goal of the WHO programme was to achieve the complete cessation of smoking 
throughout the world. To attain that goal, the programme should be continuous, adapted to 

national conditions and intensified step by step. He was sure that a gentle approach would 
succeed best. 

At present, the antismoking programme was included in programme 13.17 (Other 
noncommunicable disease prevention and control activities). It was of sufficient importance, 
however, to be a separate programme, although it would be necessary to maintain good 
coordination with other relevant programmes. 

Dr VISHWAKARMA (India) said that his delegation fully supported the programmes under 
discussion. 

In India, the national programme for the control of blindness had continued to make 
steady progress in the past few years, in respect both of infrastructure development and 
performance. More than 50% of local primary health care centres were already able to deliver 
primary eye care, and more than half of them already had a trained paramedical ophthalmic 
assistant engaged in community eye care activities. The number of cataract operations 
performed had consistently increased and the backlog was being reduced. A country -wide 
survey of blindness was currently in progress in order to have a realistic assessment of the 
magnitude of the problem. New areas of intervention included a continuing education 
programme and the strengthening of eye banks. To help the flow of information from the 
grass -roots level, the monitoring of the national programme was being streamlined. 
Additional facilities had been provided to ensure the mobility of programme officers at the 
state level and a monitoring and evaluation unit was being created at the central level. 
Rather than being concentrated on a few centres for tertiary eye care, fiscal resources were 
now being uniformly distributed throughout the country, with special emphasis on the 
development of primary eye care. 

There were an estimated 1.5 million cases of cancer in India at any given time, about 
half a million new cases each year. Facilities and treatment were largely restricted to 
urban centres and were too meagre to cater for existing needs. The national cancer control 
programme had been designed to meet that challenge and to assign priority for the allocation 
of resources in a way that would meet India's commitment to health for all by the year 2000. 
The national programme had the following main objectives: (1) primary prevention of cancer, 
particularly tobacco -related cancer; (2) early diagnosis and treatment of cancer of the 

uterine cervix; and (3) distribution and extension of services through regional cancer 
centres and medical and dental colleges. 

Since primary and secondary prevention strategies were only likely to yield dividends in 
the long term, it would be essential to strengthen both therapeutic services and the national 
cancer control programme with the appropriate personnel and equipment. There were 10 

regional research and treatment centrés and 24 early detection centres in medical colleges. 



196 FORTIETH WORLD HEALTH ASSEMBLY 

A total of 130 cobalt units had been installed in 87 institutions. The Seventh Five -Year 
Plan included an allocation of about 60 million rupees for cancer activities. 

Two key problems remained unsolved: ensuring the availability of cheap radiotherapy 
equipment and drugs; and the problem of terminally ill patients. Although most countries 
would be able to develop preventive measures specific to cancers and appropriate strategies 
for the control of their main cancers, there would still be a group for whom pain would be 
intolerable and death imminent. Control with morphine tablets had been proposed. However, 
the question of whether patients should be de- humanized by chemotherapy or radiotherapy 
before death or allowed to die with dignity required some thought. It also raised a further 
question, namely that of euthanasia, a question that had been evaded for a long time. He 
foresaw a time when WHO would have to consider the matter seriously. It was the proper forum 
and he was sure that WHO would have the courage to start a dialogue. 

Dr MINNERS (United States of America) said that smoking was the cause of more disease, 
disability and death in the United States of America than any other single factor. Steady 
progress was being made towards the goal of a smoke -free society by the year 2000. Twenty 
years earlier more than half of United States citizens smoked; today less than 30% did so. 
The annual per capita consumption of cigarettes was at an all -time low, and young males had 
reduced their smoking by 30% in the past four years. However, there were still problems to 

overcome. Young females had not reduced their smoking, and lung cancer was now the leading 
cause of cancer deaths in women, having overtaken breast cancer two years earlier. 

In the United States Department of Health and Human Services, the Indian Health 
Service's 265 facilities were already smoke -free. Public Health Service facilities would be 
smoke -free in October 1987 as would be the main building in the capital. In addition many 
work -sites in the country were now smoke -free and others were continually following suit. 

The Director -General was to be commended for the active efforts of WHO in calling 
attention to the harmful effects of smoking and for his activities aimed at achieving a 

smoke -free society. The United States delegation was therefore pleased to be included among 
the sponsors of the draft resolution on a world no- smoking day. 

Dr HADJ- LAКEHAL (Algeria) proposed that in operative paragraph 2 of that draft 
resolution the words in the French version "la presse mondiale et les autres médias", which 
did not correspond exactly to those in the English version "the world press and other media ", 
should be replaced with the words "la presse et les autres médias de chaque pays ". Further, 
subject to the agreement of the sponsors, the draft resolution should include a moral appeal 
to those firms that produced and marketed tobacco and other smoking materials to refrain from 
all kinds of advertising on that day, particularly that directed at populations in the 
developing countries. Unfortunately, the Third World appeared to be the future market for 
tobacco products and was thus being systematically "attacked" by the multinational 
companies. In addition, radio stations were "bombarding" the population, and particularly 
the young, who were the most vulnerable to advertising. Smoking was increasing greatly in 
Third World countries, although their meagre resources would be better allocated to food and 
other basic necessities. He therefore proposed that an additional paragraph be added to the 
draft resolution as operative paragraph 3, inviting firms, particularly transnationals, which 
produced, commercialized or marketed tobacco products to take advantage of that day to 
refrain from promotional activities, particularly those aimed at the populations of the 
developing countries. Operative paragraph 3 would then become operative paragraph 4. 

Dr HASSOUN (Iraq) expressed support for the programmes under discussion. With regard to 
smoking and health, Iraq had taken steps in relation to four target groups, namely the 
general population, health professionals, politicians and tobacco producers. The politicians 
themselves had taken the initiative in that area and a Presidential Decree had been issued 
banning smoking in all official meetings and during government celebrations. Furthermore, a 

national day for the control of smoking had been declared on 28 October 1986. Since tobacco 
production in Iraq was under government control, it had been relatively simple also to 
prohibit all propaganda in favour of smoking. Taxes on tobacco had been increased by 200 %. 
With regard to the general population, information and education programmes had been 
launched, aimed particularly at vulnerable groups, such as young people. In February 1986, a 
Ministerial Order had prohibited smoking in the offices of the Ministry of Health. There 
was, of course, no guarantee that such orders would be complied with. Nevertheless, the 
number of people smoking on the premises of the Ministry of Health had since fallen 

dramatically. He expressed satisfaction that WHO headquarters had been declared a smoke -free 
zone as from 7 April 1987. He wished to add one more belief to those mentioned by the 
Director -General in his opening address to the Health Assembly, namely his belief that, if 

all countries continued serious efforts to combat tobacco, then the year 2000 would see a 
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smokeless planet and thus a healthier and happier world. As co- sponsor of the draft 
resolution, the delegation of Iraq would be gratified to see it adopted, in the hope of more 
and more such no- smoking days. He noted with pleasure the creation of a separate programme 
on tobacco or health in the Eighth General Programme of Work. 

Dr GRECH (Malta) said that over the years his delegation had consistently supported 
programmes 13.15, 13.16 and 13.17, aid had strongly advocated a comprehensive integrated 
programme for the prevention of cancer, cardiovascular diseases and other noncommunicable 

diseases, such as diabetes. It was clear that those diseases took an unacceptably high toll 
in terms of disability and death throughout the world. He wished to stress, first, that 

programmes for the prevention of noncommunicable diseases would provide no immediate economic 
gains, but were rather a long -term investment in health; secondly, that it was an 
oversimplification to consider noncommunicable diseases in isolation from the overall 
socioeconomic situation; and thirdly, that the common causal factors underlying those 
diseases made them amenable to an integrated community -based intervention programme. Thus, 
measures to control one of the diseases would also have an impact on the others, as had been 
observed in the diabetes project in Malta. 

Dr AL -SAIF (Kuwait) said that the sponsors of the draft resolution wished to mark 
7 April 1988 as a no- smoking day, to coincide with the Fortieth Anniversary of WHO, in order 
to stress the major role played by the Organization in combating smoking. The resolution 
asked countries to continue their efforts to combat smoking and requested the media to 

refrain from any propaganda for smoking on that day. He hoped that the resolution would be 
adopted, and that the measures proposed would be applied by Member States on 7 April every 
year. 

Mr IH�TAT (Czechoslovakia), referring to programmes 13.16 and 13.17, said that 
Czechoslovakia was involved in intensive programmes for the prevention of ischaemic heart 
disease, including the MONICA and INTERHEALTHI projects. Those projects had provided 
valuable information and experience, and had permitted more effective planning of his 
country's health services; they could serve as a model for the control of hypertension and 
other chronic diseases. The projects were very valuable, had a sound scientific basis, and 
were not difficult to apply in practice. His delegation therefore favoured the further 
application of such methods and requested the Director -General not to reduce the allocations 
to the programmes in question. 

Dr RAY (Secretary) read out the amendments to the draft resolution entitled "Fortieth 
anniversary of WHO" proposed by the delegate of the USSR. The first amendment, to the third 

line of the first preambular paragraph, would replace "as exemplified by" with "the most 
vivid example being ". The second proposed amendment was to add to the second preambular 
paragraph the phrase, "the tenth anniversary of which coincides with the fortieth anniversary 
of WHO ". 

The proposed amendments were adopted. 

The draft resolution, as thus amended, was approved.2 

Dr KAY (Secretary), referring to the draft resolution entitled "7 April 1988: a world 
no- smoking day" noted that the delegations of Belgium and Oman wished to be included as 
co- sponsors. The delegate of Algeria had proposed that a new operative paragraph 3 be added, 
inviting firms, particularly transnationals, which produced, commercialized or marketed 
tobacco products to take advantage of that day to refrain from any promotional activities, 
particularly those aimed at populations of developing countries. 

Dr MINNERS (United States of America), while expressing appreciation of the consensus 
that had developed on the draft resolution, voiced his concern that the proposed amendment 
appeared to carry an implication of regulatory activity, which in the United States of 
America would be, at the least, highly impractical. He would strongly prefer that the draft 
resolution be approved without the proposed amendment. 

1 Formerly the integrated programme for the prevention and control of noncommunicable 
diseases. 

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted as 
resolution WHA40.36. 
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Mr DEBRUS (Federal Republic of Germany) expressed agreement with the delegate of the 

United States of America. 

Mr SAMSOM (Netherlands) said that he also was gratified that it had been possible to 

achieve a consensus on the draft resolution. He thought that it would be useful to proceed 
as soon as possible to a vote, in view of the small amount of time left for discussion of 
other agenda items. There were some problems with the wording of the proposed amendment, for 
example, tobacco "producers" included farmers, and it would be difficult to ask them not to 
work for one day. In addition, the tobacco industry might not appreciate being asked to 

"take advantage" of that day to refrain from their activities. If the amendment were to be 
included, those words could perhaps be deleted. He expressed sympathy with the idea behind 
the amendment but, in view of the concerns mentioned by the delegate of the United States of 
America, he hoped that the delegate of Algeria might reconsider his position. 

Dr HADJ- LAKEHAL (Algeria) said that he wished to underline that the amendment 
represented an invitation of a moral nature to the firms concerned. There was nothing in the 
text of a regulatory nature. There appeared to be a mistake in the English version of the 
text, and the word "manufacture" should replace the word "produce ". The important point was 
that thousands of people were dying as a result of smoking -related diseases, and it was 
incumbent upon people in the field of health to tackle the problem. He repeated that the 
amendment was an appeal of a moral nature, in an attempt to reduce the adverse effects of 
smoking on health. 

(For continuation, see summary record of the thirteenth meeting, page 202.) 

The meeting rose at 19h50. 
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1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and EB79 /1987 /REС /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PВ/88 -89 and ЕВ79 /1987 /REC /l, 
Part II, Chapter II) (continued) 

Programme support (Appropriation Section 5; Documents PB/88 -89, pages 269 -284 and 
ЕВ79 /1987 /REC /1, Part II, Chapter II, paragraph 74) 

Health information support (programme 14) 

Professor FORGACS (representative of the Executive Board) informed the Committee that 
there had been relatively little discussion in the Board on the health information support 
programme. The Board had drawn attention to the lack of relevant literature related to 
health system infrastructure in many teaching and research institutions, and had stressed the 
importance to countries of valid and relevant informaton. It had strongly endorsed 
programme 14. 

Dr VISHWARARMA (India) stressed that health information support was important if health 
professionals were to function effectively as health care delivery agents. Moreover, there 
was a need for continuous health education and for an information system for the general 
public to enable them to participate effectively in national health programmes. 

The national health information system in India covered all types of information 
required by health professionals, i.e., management and operational information, health 
statistics, and health literature. There were over 600 health sciences libraries, providing 
information support to the institution to which they were attached, mostly medical colleges 
and research institutions, hospitals, departments of health of central and state government, 
medical and family welfare services, associations and societies, and pharmaceutical 
laboratories. The services they were able to provide were unevenly matched to the 
requirements of their ever -increasing clientele. That situation was attributable to several 
factors, such as paucity of physical and financial resources, lack of specialized training in 
health science librarianship, obsolete library operations, and the absence of a health 
information policy. The national meeting in December 1980 to discuss the health literature 
library and information services had recommended the establishment of a network of health 
science libraries, with the national medical library as a focal point, linked to resource 
libraries and basic health libraries through a chain of six regional medical libraries. For 
that activity, it had been further recommended that adequate physical, financial and manpower 
resources should be provided to strengthen each participating library. In February 1986, the 
national medical library had organized a workshop as a first phase in establishing the 
network. An integrated research information services network was being developed 
independently. Under the national information system in science and technology, two sectoral 
information centres in health sciences -related fields had been developed, namely, the 
national information centre for drugs and pharmaceuticals at Lucknow and the national 
information centre for food science and technology at Mysore. 

From that review of the situation existing in India, it would be apparent that there was 
an urgent need to coordinate the efforts of the various agencies engaged in developing the 
library services under their management. What seemed to be lacking was the will and the 
means to share the resources of the infrastructure so as to ensure an effective organization 
of nationwide services, as well as national and regional cooperation, and, above all, a 

national plan and support policies for the timely transfer of relevant health information to 
those who needed it most. 

- 199 - 
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He emphasized the fact that the information needs of users changed with time, and, in a 

fast -changing field such as health sciences, that phenomenon was likely to affect the 
generation, collection, processing and use of information. Not only would the quantity and 
quality of information output undergo change, but the numbers and variety of actual users of 
information services would also change, and libraries, centres and the overall policy should 
be able to absorb those changes. 

The various libraries forming part of the health literature library and information 
services network in India were the national medical library, regional medical libraries, 
resource libraries and referral libraries, complemented by a basic health sciences library, 
covering all types of medical schools and training centres, hospitals, research institutions, 
government departments, pharmaceutical research laboratories, associations and societies in 
health sciences, dispensaries and primary health centres, and information and documentation 
centres set up by both public and private industry in the health -related fields. 

Mr SAVOV (Bulgaria) thanked WHO for the extremely valuable scientific and managerial 
information available to Member States, including the specific publications relating to each 
WHO Region. The initiatives taken by the Regional Office for Europe, in particular in 
conducting research into the problem of the dissemination of WHO publications in Member 

States, could be extended to benefit the whole world. A summary of the results of such a 

study could prove very useful when efforts to arrive at managerial and scientific solutions 
of the problems in the way of achieving health for all by the year 2000 were being sought. 
It would be desirable to give more attention to the information available for health services 
executives and decision -makers. To that end, consideration should be given to the convening 
of meetings of experts, along the lines of the meeting held in Berlin in 1984. 

The efficacy of dissemination of information could be enhanced if greater cooperation 
could be introduced among the automated medical information systems of the various countries 
and the information systems of the relevant regional offices. 

Professor ВORGOÑO (Chile) emphasized the importance of the programme under 

consideration, which represented only 5% of regular budget provisions. It was accordingly 
desirable to endeavour to rationalize all WHO publications to the maximum extent. He noted 

that substantial efforts in the right direction had been made in that regard over the past 
few years. Nevertheless, there was still room for further endeavour. The publications that 
provided the technical and administrative information that was basic to the development of 
the Organization and to Member States' programmes should be maintained, but the entire 

situation called for continued thorough analysis. 
He asked about intended fundamental changes in the WHO Chronicle. 

Dr COOPER (Director, Health and Biomedical Information Programme) expressed appreciation 
for the kind comments made. Replying to the query of the delegate of Chile, he said that in 

view of the current financial situation the Director -General had decided to suspend 
publication of the WHO Chronicle in 1987, 1988 and 1989. 

Furthermore, as a result of that difficult financial situation, various reductions had 
been proposed in 1986 -1987 and 1988 -1989 (document EB79 /1987 /REC /1, Part II, Annex 1, 

pages 234 -235) as part of a contingency programme drawn up by the Director -General, which 
might or might not need to be implemented, depending on circumstances. Those cuts related 
to: a reduction in the number of pages of the Bulletin of the World Health Organization; 
the suspension in 1988 and 1989 of the Public Health Papers and the WHO Offset Publication 
series; a reduction in the number of pages of the World Health Statistics Annual and the 
World Health Statistics Quarterly; and a reduction in the number of issues of monographs and 
nonserial publications aid of the WHO Technical Report Series. It was naturally hoped that 
those quite severe proposed reductions would not prove to be necessary. 

2. FOURTH REPORT OF COMMITTEE A (document А40/35) 

Mrs AL- GHAZALI (Oman), Rapporteur, read out the draft fourth report of Committee A. 

The report was adopted (see document WHA40 /1987/REC/2). 
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3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 
(Documents РВ/88 -89 and EB79 /1987 /REC /1, Part II) (resumed) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PB/88 -89 and ЕB79 /1987 /REС /1, 
Part II, Chapter II) (resumed) 

Programme support (Appropriation Section 5; Documents РВ/88 -89, pages 269 -284 and 

ЕB79 /1987 /REC /1, Part II, Chapter II, paragraph 74) (resumed) 

Support services (programme 15) 

Dr PAREDES (Colombia) asked what measures had been taken to rationalize expenditure on 

administration and staff. 

Mr KATO (Japan) noted that the table on budgetary increases by appropriation section 
(document PB/88 -89, page 15) showed a sharp increase in programme support costs of 29.41 %, 
representing 23.53% of the entire budget. He wondered whether it would be possible to reach 
agreement on a figure, say 5 %, which would amount to approximately US$ 7.5 million, for a 
reduction in programme support costs, in order to indicate the Health Assembly's wish to 
stimulate a further rationalization of indirect costs. There might be a more acceptable 
figure derived, for instance, from approving only cost increases attributable to fluctuations 
in the exchange rate but not cost increases attributable to statutory costs and inflation. 
He had mentioned the figure of 5% because of the experience of Japan, where programme support 
costs were reduced by 5% each year to encourage efforts to tighten administration. Such a 
budgetary reduction would be modest for WHO, and the evidence that the Organization was 
making painful efforts to meet the current situation would help health ministries negotiating 
with finance ministries and parliaments to obtain the full amount of their respective 
countries' assessment. 

Mr MUNTEANU (Director, Division of Personnel and General Services), replying to the 

delegate of Colombia, informed the Committee that considerable efforts had been made to 
rationalize such expenditure both at headquarters and at the regional offices. The actual 
resources available through the regular budget were diminishing progressively because of the 
impact of exchange rate fluctuations and inflationary pressures in respect of certain 
regional offices, even though the dollar amounts shown in the estimates were growing. At the 
same time, the growth in extrabudgetary financing increased the work of the administrative 
services and made their task more complex. Moreover, under the Director -General's 
contingency plan, it had been necessary to freeze several posts in various parts of the 

administration. 
Under the circumstances, it had been necessary to streamline the operation of those 

services through computerization and mechanization. The administration and finance 
information system had been set up and its personnel sub -system had been developed and was 

becoming progressively operational. Actually, personnel management was becoming more 

complicated as a result of the current financial problems and the extrabudgetary resources 

that were earmarked for specific programmes and activities. 

Mr IMBRUGLIA (Director, Division of Budget and Finance), replying to the suggestion of 
the delegate of Japan, said that programme support costs were being looked at very 
carefully. However, concentrating on one particular section of the budget that showed a 
large appropriation was not entirely the right approach. He pointed out that there were two 
programmes under Appropriation Section 5 (Programme support), the first being Programme 14 

(Health information support), which had just been discussed and which already accounted for 

some US$ 38 million, and the other being programme 15 (Support services). The support 
programme was one that was most heavily affected by fluctuations in the currency exchange 
rates, since it encompassed the cost of the majority of the general service category of staff 
required for servicing the buildings as well as the relevant maintenance charges, all of 

which were payable in local currency and, accordingly, were subject to the exchange rate 

fluctuations. 
The possibility of reducing costs had been mentioned by the delegate of Japan; however, 

as could be seen from the table on regular budget estimated obligations and analysis of 

increases and decreases by programme (document PB/88 -89, page 39) those costs amounted to 
approximately US$ 7.5 million. That represented an average increase for statutory costs of 

9% for headquarters and all the regional offices, i.e., an increase of about 4.5% annually, 
which was not excessive. 
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The Committee might wish to consider whether it might not be more appropriate to leave 

the question of possibilities for reductions to the Director -General, as chief technical and 
administrative officer of the Organization. The Director -General was certainly paying 
attention to the matter and, if he saw any possibility of savings, would report to the 
Executive Board, which, in turn, would make its recommendations to the Health Assembly. 

CONSIDERATION OF A DRAFT RESOLUTION 

7 April 1988: A world no- smoking day (continued from the twelfth meeting, page 198) 

The CHAIRMAN referred to the draft resolution that had been introduced at the twelfth 
meeting and asked the delegate of Algeria to clarify his delegation's proposed amendments. 

Dr HADJ- LAКEHAL (Algeria) said that he had proposed a new operative paragraph 3 and, 

since the English interpretation had not given the desired meaning, he had explained that it 

was a moral appeal to companies to stop their advertising activities, in particular those 
aimed at the populations of developing countries. The delegate of the Netherlands, probably 
also because of faulty interpretation, had understood the amendment as referring to 
producers, and consequently to farmers involved in growing tobacco. The delegation of 
Algeria had said that the appeal was addressed only to companies and factories that 
manufactured, sold or marketed tobacco products. It did not wish to be rigid in regard to 

style or wording; it simply wanted a moral appeal to be made to manufacturers, dealers and 
companies engaged in marketing tobacco products, that they should, in a non- pejorative sense, 
take advantage of World Health Day to cease their advertising activities. The revised text 
of his delegation's amendment read as follows: 

3. APPEALS to corporations, in particular transnational corporations, that manufacture, 
market or engage in the sale of tobacco products, to take advantage of this day to cease 
engaging in advertising activities, in particular those aimed at the populations of 
developing countries. 

In the interests of conciliation he was prepared to accept the deletion of the word 
"manufacture ". It did not seem right that the Health Assembly should adopt a resolution, 
making non- smoking the theme of World Health Day, and should not be able to make such a moral 
appeal containing nothing binding or regulatory, which seemed the least it could do. 

Dr MINNERS (United States of America) said he remained concerned at the extent to which 
the revised draft resolution might have begun to creep from the natural confines of the 
health sector into the corporate and advertising worlds. The Committee had spent an 
inordinate amount of time in an attempt to affect just a single day of the year. Words could 
not express his regret that the Committee's consensus had been extinguished. With the 
growing fatigue of the previous working day, compounded by insufficient time for the wide 
consultation that was advisable in any attempt to reach a reasoned consensus, he had no 
choice but still to urge that the proposed amendment should not be included in the revised 
draft resolution. An alternative would be not to have any amendments in the operative 
paragraphs, but to add a preambular paragraph to the following effect: 

Aware that the consumption and use of tobacco results in serious health 
consequences, as well as economic and social problems, notably in developing countries. 

Dr CUMMING (Australia) wholeheartedly supported the ideas and concepts expressed by the 
delegate of Algeria; all were concerned with the problems caused by smoking, which was a 
major cause of death in Australia. While admiring his aims, he was not convinced that most 
of the points he had made had not already been answered in the text of the revised draft 
resolution before the Committee. At least two of the areas he had mentioned had been 
referred to in the revised draft resolution. In operative paragraph 2, the Health Assembly 
called upon the world press and other media to consider refraining from promoting tobacco and 
tobacco products on world no- smoking day; that seemed to cover all forms of promotion of 
tobacco products. In operative paragraph 1(4) Member States were called upon to encourage 
the vendors to refrain from selling tobacco products on world no- smoking day, which seemed 
also to involve a voluntary effort to prevent the sale of the products and therefore their 
promotion at the point of sale. By means of those two operative paragraphs the resolution 
seemed to be addressing in many ways the admirable concepts put forward by the delegate of 
Algeria. 

Probably the only form of promotion not taken into consideration in the revised draft 
resolution was advertisements on large billboards and hoardings, which in any event could not 
be taken down for one day. As a co- sponsor of the revised draft resolution, the delegation 
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of Australia appreciated the collaborative spirit with which a number of delegations had 
assisted in arriving at a resolution that met most of the desires of the Committee. It would 
be a great pity if a consensus could not be reached on so important an issue. However, he 

was also concerned that resolutions should not be adopted that did not have a practical 

effect. If the Committee approved resolutions that were not practical it was cheapening the 
entire value of all the resolutions adopted by the Health Assembly. He was prepared to agree 
to the proposal of the delegate of the United States of America for an additional preambular 

paragraph, but he could not support the addition of a new operative paragraph as proposed by 
the delegate of Algeria. 

Professor WESTERHOLM (Sweden) observed that the proposed no- smoking day was part of both 
the fortieth anniversary celebrations of WHO and the "tobacco or health" programme. 
Resolution WHA39.14, which had been adopted by the Health Assembly in 1986 and was referred 
to in the revised draft resolution, contained in general terms what was being suggested in 
the Committee. It would be a pity if a consensus could not be reached on the revised draft 
resolution, which was related to two other resolutions, resolution WHА39.14 and the 
resolution on the fortieth anniversary of WHO approved by the Committee at the twelfth 
meeting. She could support both the amendment suggested by the delegate of Algeria and that 
proposed by the United States delegate, but she preferred the latter. 

The CHAIRMAN asked if the delegate of Algeria was prepared to accept the United States 
delegate's amendment instead of his own. 

Dr HADJ- LAKEHAL (Algeria) said that the delegation of Algeria was prepared to do its 

utmost to reach a consensus and freely accepted the additional preambular paragraph proposed 
by the United States delegate. Nevertheless, the resolution would have no meaning except to 
hide the facts unless something was added to its operative part. He was prepared to withdraw 
the amendment if another delegation, perhaps one of the sponsors of the resolution, could 
make an acceptable proposal concerning the operative part. His delegation would be prepared 
to accept a proposal that gave it the minimum of satisfaction. However, it seemed to him 
that there were was no moral excuse or justification for withdrawing the appeal contained in 

their proposal. Possibly thousands of people in the Third World were dying because the 
consumption of tobacco was being spread through advertising, and that tobacco was being 
dumped onto the market there because, in the developed countries, strict legislation was 
being adopted on its nicotine or benzene content. Millions of dollars were being made. The 
refusal to make a moral appeal to decrease or stop advertising was a diabolical strategy of 
marketing destined to make the largest possible number of people of the Third World smokers, 
and they were tomorrow's cancer patients. That seemed to him immoral, and he had to say so. 

The CHAIRMAN suggested that a small drafting group, consisting of the sponsors of the 
draft resolution and any others who wished to participate, should meet to work out a 
compromise text. 

It was so agreed. (For continuation, see summary record of the fourteenth meeting, 
section 1.) 

The meeting was suspended at 10h05 and resumed at 10h40. 

FINANCIAL POLICY MATTERS: Item 18.3 of the Agenda (Documents РВ/88 -89; ЕB79 /1987 /REС /1, 
Part I, resolution EВ79.R4 and Part II, Chapter III, paragraphs 78 -94; and A40/26) 

Dr Uthai SUDSUKH (representative of the Executive Board), introducing the item, said 
that the level of the effective working budget involved one of the most important decisions 
of the Health Assembly. In reviewing the proposed programme budget for 1988 -1989, the 
Executive Board had paid particular attention to the planned allocation of resources as well 
as the changes in the proposed effective working budget as compared with that already 
approved for the current biennium 1986 -1987. 

The details of the proposed budgetary increases and decreases had been spelled out in 
the Director -General's proposals and many aspects of them had already been reviewed by the 
Committee. He drew attention to the report of the Executive Board on its review of the 
proposed programme budget for 1988 -1989 and, in particular, to paragraphs 78 -87, which 
addressed a number of important budgetary and financial policy matters, including some of the 
significant changes in the proposed programme budget at present under consideration as 

compared with that for 1986 -1987. The Director -General's proposal, as adjusted in respect of 
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savings resulting from the decision by the United Nations General Assembly on the level of 
pensionable remuneration for professional and higher level staff, was for an effective 
working budget level of US$ 633 980 000, representing an increase of US$ 90 680 000, or 
16.69 %, over the approved programme budget for 1986 -1987. The increase consisted of 

statutory and inflationary cost increases representing 7.08 %, arid increases due to revised 
budgetary rates of exchange of 9.72 %, partly offset by a decrease in real terms of 0.11 %. 
The proposed programme budget for 1988 -1989 implemented a policy of no real growth in 
budgetary terms. It nevertheless provided for a real increase of 1.06% at country level, 
which had been possible by making corresponding real decreases at regional, intercountry and 
global and interregional levels. 

As a result of its review, the Executive Board had considered that the effective working 
budget of US$ 633 980 000 proposed by the Director -General for 1988 -1989 continued to strike 
the right balance between the need to move towards health for all and the need for realism in 
view of the world economic situation. In endorsing the Director -General's proposals, the 
Board had decided to recommend that the Health Assembly approve the proposed appropriation 
resolution contained in resolution EB79.R4. 

The DIRECTOR- GENERAL said that he could not believe that, notwithstanding very 
significant differences in the positions of delegations on the programme budget for 
1988 -1989, consensus would not prevail in the current World Health Assembly. In the final 
analysis consensus would rarely mean that everyone was happy; it would always be a 
compromise between majority and minority viewpoints, involving exchanges and qualifications 
of very justifiable tangible interests. He believed that there would be consensus that the 
future operation of the process of budget preparation and consideration should be based on 
the principle of consensus which had been adopted by the Executive Board in its resolution 
EB79.R9. The success of that process would of course depend much more on the political will 
and spirit of cooperation and compromise of Executive Board members, members of the Programme 
Committee of the Executive Board, the regional committees and, of course, the World Health 
Assembly, than on any efforts by the Director -General. He was sure that the future 
Director -General would use whatever authority and influence he or she had to ensure that the 
outcome of the process would be a programme budget that was not only acceptable to all Member 
States, but one which - if properly used - could be, as he had said in plenary meeting, a 

most powerful lever for mobilizing people's energies as well as national and other 
international resources. He therefore very much hoped that the Committee would reinforce and 
confirm the consensus worked out at the Executive Board and would also confirm the very 
important constitutional role of the Executive Board in the budget consideration process, a 
role which, in his view, was fully preserved in the process for which resolution EB79.R9 gave 
the mandate. 

While he was naturally pleased with the consensus spirit which Member States had 
displayed through the solidarity of their support for WHO's value system, he was equally 
aware of the heavy additional financial burden that the current budget imposed on a number of 
Member States, particularly the developing countries, precisely when they were the victims of 
world macroeconomic conditions. He could only hope that their legitimate concerns were being 
counterbalanced to some extent by the realization that it was precisely at a time of economic 
crisis or recession or unjust macroeconomic conditions, that their Organization, if it was 
properly used, could be of the greatest value to them. It was also his hope that all Members 
realized that the responsibility for the unusually high increase, in terms of the United 
States dollar, in assessments for the 1988 -1989 budget could not be attributed to the 

substance of the programme budget itself or to the way the Director -General had prepared it. 

As he had stated to the Executive Board in January 1987, if it had not been for the 
convergence of two unfavourable developments - the decline in the exchange value of the 

United States dollar aid the failure of the largest contributor to pay its contribution in 
full - the programme budget would have been universally hailed as an outstanding example of 
fiscal responsibility. Apart from its programme content which - he believed - had obtained 
the overwhelming approval of Members, the budget was one which, like its two immediate 
predecessors, showed no growth in real terms - indeed, a slight reduction in real terms - and 
yet provided for some real growth at the country level at the expense of real decreases at 
headquarters and in the regional offices. It was a budget with an inflationary cost increase 
of less than 3.5% per annum, which was the lowest such increase in WHO since 1971, and far 
below the rates of inflation prevailing in most Member States. Substantially more than half 
of the increase of the budget over the current one for 1986-1987 was solely due to the 
unprecedented and dramatic free -fall in the exchange value of the United States dollar 
against some of the currencies which the Organization required in order to carry out its 

task; and the no less significant increase in assessments on Members was due to the equally 
unprecedented and dramatic failure of a major contributor to pay its full contributions, 
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which had prevented him, as the chief administrative officer of the Organization anxious to 

maintain its solvency, from proposing that all of the available casual income be appropriated 

to help finance the 1988 -1989 budget and thus reduce assessments on Members. If it had not 

been for those two convergent factors, his budget proposals would have reflected an increase 

in the budget level of 6.97 %, or less than 3.5% per annum, and in assessments of only 9.67 %, 

or less than 5% per annum. 

He had listened carefully to the concerns expressed both by members of the Executive 

Board, in January 1987, and by Member States at the current Health Assembly and wished to 

recall that it was entirely in response to those concerns, and on the basis of an "optimistic 

scenario" outlined at the Executive Board (which foresaw the resumption of payments of 
outstanding contributions by the major contributor before the end of 1987), that he had taken 
the personal risk - a very real risk to the solvency of the Organization - of finally 
proposing that more than half of the available casual income be appropriated to reduce 
assessments on Members in 1988. That proposal had been adopted by the Executive Board and 
was part and parcel of the overall budgetary consensus that had been achieved. It reduced 
the increase in assessments for the biennium from the initially proposed 31.44% to 25.64 %. 
After listening to the very real concerns of the developing countries and being still anxious 
to preserve throughout the forthcoming budgetary implementation period the spirit of 
consensus and cooperation that had been demonstrated, despite all difficulties, by the 
overwhelming majority of the entire membership throughout the budget consideration and 
approval process, he had decided to take two further initiatives, which, if they should meet 
with the approval of the Executive Board and the World Health Assembly, would, he believed, 
go a long way towards meeting the concerns which had been expressed and towards lightening 
the financial burdens of all Members. 

Immediately after the closure of the Health Assembly, he would initiate a process 
throughout the Secretariat to determine where and how the budget for 1988 -1989 could be 
reduced by an amount of the order of US$ 25 million with the least possible harm to Member 
States and their health promotion and protection activities. Important programme activities 
had already suffered, and there would no doubt be further reductions and even eliminations. 
That process would take the better part of the remainder of 1987 and would take fully into 
account the policies and priorities established by successive Health Assemblies as well as 
the comments by Board members and by delegates at the current Health Assembly on the 
1988 -1989 budget. His final proposals would be submitted to the Executive Board in January 
1988, which he trusted would consider them in the same manner and in the same spirit as it 

had considered his original budget proposals; his final proposals would then be transferred 
to the Forty -first World Health Assembly where, he hoped, they would meet with general 
approval. If so, they would become effective through an amendment to the appropriation 
resolution (which, he hoped, the Health Assembly was about to adopt by consensus), resulting 
in a lower budget level and consequently lower assessments. 

He had taken that decision in the firm assumption, which he hoped would not prove to 

have been naive, that the country which had been so deeply involved in the creation of WHO 
would not leave the Organization in the lurch any longer and would, by the end of 1987, have 
paid its outstanding contributions for 1986 and 1987. If, contrary to his expectations, that 
should not take place, it would not in his view be possible to reduce the budget. If that 

view seemed paradoxical, he wished to explain that the country's continuing to withhold part 
of its contribution would affect any reduced budget also. In other words, whether or not the 
budget was reduced, the gap between the assessed contributions and the maximum payment that 
could be made would remain the same in percentage terms and, in nominal terms, would reduce 
the burden by only a few million dollars. A reduction of the budget level would thus not 
solve the financial crisis; on the contrary, it would have a doubly negative impact for, in 

addition to the programme reductions necessitated by the budget cuts, he would still be 

obliged to make additional programme reductions in order to ensure that only that part of the 

reduced programme was implemented for which sufficient funds were received. If, therefore, 

the financial crisis should still plague the Organization in 1988 to the same extent as 

currently, the way to meet it would not be by reductions in the budget level but, in the 

first instance, by programme implementation reductions such as he had already foreseen in 
1987 and, if that should not prove to be sufficient, by such other measures as might be 
approved or recommended to the Health Assembly by the Executive Board in the light of its 
review of the financial situation in January 1988. 

He remained firmly optimistic, however, that common sense would prevail and that the 
light at the end of the tunnel would be seen before the end of 1987, thus enabling him to 
present the budget reduction which he had just outlined. If that should be the case, the 

measure of financial relief accorded to Members in 1988 -1989 would not be inconsiderable. In 

fact, the increase in assessed contributions for the biennium would be less than half of what 
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it would have been on the basis of his original proposals in January 1987. Members would 
recall that those proposals envisaged an increase in assessments of the order of 
US$ 151.4 million. If the Board's recommendation - to reduce the budget by US$ 2.9 million 
and to appropriate US$ 25 million of casual income to help finance the budget, thus reducing 
assessments by a total of US$ 27.9 million - was approved and if the financial crisis should 
be resolved by January 1988, he would recommend - and the Executive Board and the World 
Health Assembly would no doubt agree with him - that the remaining casual income available as 
at 31 December 1986, namely, US$ 24.1 million, be appropriated to help finance the budget, 
thus resulting in a further reduction in assessments of that amount. A further budget 
reduction of US$ 25 million, as he had proposed, would therefore result in a total reduction 
in assessments of US$ 77 million, thus reducing the increase from the original 
US$ 151.4 million to US$ 74.4 million; instead of an increase in assessments of 31.44 %, 
Members would therefore have to face an increase of only 15.45% for the biennium, or less 
than 8% per annum. 

The other initiative that he had decided to take was to maintain for 1990 -1991 in real 
terms the budget reduction which, he expected, would ultimately be made in the 1988 -1989 
budget. His programme budget preparation guidelines for 1990 -1991, to be issued later in 
1987 to the Regional Directors and the Assistant Directors -General and to be reviewed by the 
Programme Committee of the Executive Board in June, pursuant to resolution ЕВ79.R9, would 
provide guidelines for a budget reduction in real terms of at least US$ 25 million, as 

compared with the budget for 1988 -1989 adopted by the current Health Assembly. The process 
which the Secretariat would undertake in order to determine where and how reductions of the 
order of US$ 25 million could be made in the approved 1988 -1989 budget would thus also serve 
to identify reductions in real terms in at least the same amount in the proposed budget for 
1990 -1991. The reduction of US$ 25 million in 1988 -1989, to be adopted in 1988, would thus 
not be compensated by a budget increase in real terms in the following biennium; in fact, 

his guidelines for the preparation of the 1990 -1991 budget, providing for a real decrease of 
at least US$ 25 million, would be issued in the summer of 1987, long before it was known for 
certain whether the financial situation in January 1988 would permit a reduction in the 
budget level for the 1988 -1989 biennium. In June 1987 a process would be begun in the 
Programme Committee of the Executive Board which would lead to thorough consideration in 1987 
as well as in 1988 and 1989 by that Committee and the Executive Board of the guidance to be 
given to the Director -General on how budget savings and reductions could be made in the 
budget for 1990 -1991 in accordance with priorities established by the World Health Assembly. 

His profound faith was that the Organization would overcome current temporary problems 
and would meet the challenges of the future with the same aggressive dynamism which it had 
shown in starting the Special Programme for the prevention and control of AIDS. As he had 
said repeatedly, the Organization had, in his view, displayed extraordinary fiscal 
responsibility in the spirit of consensus democracy over many years past. That opinion was 
clearly not shared by a number of the main contributors to the Organization; that was 
clearly their democratic right and he took it as a lack of confidence in him personally. It 

was his hope that, when Members considered the programme budget, they would understand that, 
in his attitude towards their programme budget proposals, he would never run away from what 
he stood for in terms of economic and social decency for all passengers on board "spaceship 
earth ". He could fully understand that his mentality was not necessarily shared by all 
Member States; he apologized for that but would not change. It was his hope that he had 
lived up to his convictions as long as he had been with the Organization. 

Mr ESCOBAR (Chile) said that he had been charged by the group of more than 20 Latin 
American countries to assure the Health Assembly that they had the very highest opinion of 
the Director -General, Dr Mahler, with whom they had always collaborated closely; their 
position with regard to the budget could therefore in no way be construed as reflecting any 
dissatisfaction with the efficient way in which Dr Mahler and his colleagues were conducting 
the work of WHO, or disregard for its importance - a majority of those countries had been 
Members since its foundation. But the Latin American countries faced a severe economic and 
financial crisis which was largely due to circumstances beyond their control; before they 
could - at the cost of heavy sacrifices - cancel their deep foreign debts, the export prices 
of their primary products had fallen sharply, they had been the victims of industrialized 
countries' protectionism and on the advice of missions from the World Bank and other 
international and private banks had been compelled to adopt restrictive economic and 
financial policies in an effort to meet the interest payments. They were unable to increase 
salaries and wages in real terms or to allocate credits for the improvement of their public 
health or educational services, since the interest on the foreign debt was in some cases as 
high as 10% of GNP and even as high as 50% of the export revenue of some countries. 
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Hence, at a meeting of the Latin American group of countries held the previous day, it 

had been found, without any concerted planning of their budgetary stance vis -à -vis the 
international organizations, that they had all received instructions from their governments, 
not that they should reduce but that they should freeze the dollar contribution which they 
were currently making to those organizations. That position was applicable not only to the 

World Health Organization; it would be stated at the forthcoming conferences of the World 
Meteorological Organization, the International Labour Organisation and others. They would 
state that they wished to fulfil their obligations to those organizations and to continue to 
participate to the limit of their possibilities but that that limit, which could not be 
exceeded, was the dollar contribution which they had made in 1986 and 1987. 

What then did the Latin American position mean in respect of WHO's budget? The 

Organization's budget in dollar terms might be frozen, which would automatically solve the 
problem of contributions but which would mean that the Organization would have to cut down on 
programmes and expenditure, general administrative and operational costs, and unfortunately, 
some of its highly appreciated technical cooperation programmes. Those countries that had 
benefited from the devaluation of the dollar might maintain their contributions as expressed 
in their own currencies for the years 1986 and 1987, which would mean that they would be 
contributing more in dollar terms, a course of action that obviously must be decided upon by 
the countries concerned in consonance with their policies of collaboration with the 
developing countries Members of the Organization. Or, finally, of the casual income, which 
amounted to some US$ 49 million, US$ 25 million might be applied to reducing the 

contributions of all Member States, as suggested in the draft resolution, and some 
US$ 20 million might be applied to the additional contributions which the developing 
countries were not at that time in a position to pay. 

Moreover, the Latin American group, in its desperation and in its desire to seek 
constructive solutions, had suggested that serious consideration should be given to the 
implications of seeking a new location for the Organization's headquarters. The Organization 
was situated in the most expensive country in the world - a messenger in the Organization 
earned as much as many ministers of health in developing countries. It was because the Latin 
American countries were disposed to continue their collaboration with WHO and their 
participation in its work that they had given consideration to such bold measures. They were 
however, prepared to continue to contribute at the same level as for 1986 -1987. 
Nevertheless, if that formula could not be accepted by means of an amendment to the draft 
resolution or whatever other appropriate means the Secretariat might devise, they would be 
compelled to place on record that they would not increase their contributions over the 
1986 -1987 level and that they would have to vote against the proposed programme budget in the 
form in which it was submitted. 

The DIRECTOR- GENERAL said that he had listened to the Chilean delegate with the utmost 
attention and everyone was fully aware of the predicament which the latter had described. It 

was the obligation of the Secretariat and the competent organs of the Organization to 

investigate the concern expressed by any Member State, bearing in mind the Constitution - 
which clearly laid down how the scales of assessment should be established, the basic 
democratic formula of the Organization in which there was only one class of Member States, 
all of whom had the same rights and the same responsibilities - the financial regulations and 
the decisions which had been adopted by the World Health Assembly over the years. 

Appealing to his friends in the Latin American countries, he said that he himself did 
not see any direct logical link between the statement that they were unable at that stage to 

pay for whatever programme budget the Health Assembly might adopt for 1988 -1989 and the 
adoption of the programme budget by consensus. It appeared to him that the only course to be 
followed was to discuss the situation in the Executive Board so that the latter could give 
its views to the Forty -first World Health Assembly in 1988. 

Dr WILLIAMS (Nigeria) said that the African group had not had an opportunity to exchange 
views on that very controversial topic. He had listened very carefully to the proposal of 
the Latin American group which, he was sure, was dictated by the urgent need to lighten the 
financial burden of the developing countries. He agreed that many Third World countries were 
in arrears in the payment of their assessed contributions, lacking the local currency or the 

foreign exchange necessary. It must be remembered that many of them were pursuing economic 
adjustment programmes which in most cases had led to a savage devaluation of their local 
currency. However, the proposal to use casual income to reduce the assessments of Third 
World countries would be against the principle of the equality of Member States enshrined in 

the Constitution. He therefore proposed that the matter should be remitted to the Executive 
Board for a full report to the World Health Assembly the following year. 
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The suggestion that WHO headquarters should be moved to a less expensive country could 
not be considered lightly but must be examined by the Executive Board. In the meantime, the 
programme budget should be approved by consensus. 

Mrs MATANDA (Zambia) said that, coming as she did from a developing country, she had 
considerable sympathy with the views expressed by the Chilean delegate, but in view of the 
appeal by the Director -General she supported the Nigerian delegate's proposal that the issues 
raised should be referred to the Executive Board for further study and she appealed to other 
delegations to adopt the programme budget by consensus. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) welcomed the 

Director -General's very clear and helpful statement and his proposals for reducing the budget 
level in 1988 -1989 and beyond, although he realized that the proposals would cause real 
difficulties for some developing countries. His delegation had been fully prepared to 

support the 1988 -1989 programme budget at the level proposed by the Executive Board. In the 

light of the Director -General's statement he hoped that it would be possible to reach a 

consensus on the appropriation resolution. 

Dr DE SOUZA (Australia) fully concurred with the Director -General's analysis of the 
causes of the financial difficulties facing WHO, which had led to an increase in the nominal 
size of the budget. That was, of course, in no way the result of any extravagance or lack of 
responsibility on the part of the Organization. On the contrary, the Director -General had 
made every effort to produce a budget which, despite WHO's problems and the enormous 
challenges that it faced, showed less than zero real growth. His delegation therefore wished 
to reaffirm its full confidence in the Director -General and his staff. 

Nevertheless, account had to be taken of the fact that, for a number of countries, the 

size of the nominal increase in the assessments was a real burden on their domestic budget, 
as explained by the delegate of Chile. It was therefore gratifying to hear the 
Director -General offer to cut a further US$ 25 million from the budget over the next 12 

months. If that could be accepted, his delegation would be able to join in approval of the 
budget by consensus. 

Mr CHUBURU (Argentina) expressed his full agreement with the statement made by the 
delegate of Chile; however, some of the later comments called for reflection. For instance, 
there had been talk of making changes in the principles of WHO. In that connection he wished 
to point out that at no time had such changes been contemplated by the Latin American group. 
The delegate of Chile had very ably described the situation facing the Latin American 
countries as an emergency situation, and an emergency situation required emergency 
solutions. Thus, the solutions put forward, although perhaps unorthodox, could in no way be 
construed as violating the principles of WHO. The needs of the Latin American group of 
countries might be satisfied by certain amendments to the draft appropriation resolution. 

Dr CABRAL (Mozambique) said that both sets of proposals - those put forward by the 
Director -General and those advanced by the delegate of Chile on behalf of the Latin American 
countries - deserved careful study. The Director -General's proposals stemmed from a genuine 
attempt to reconcile the effective implementation of the Organization's programme with the 
current adverse financial circumstances. 

It was difficult to assess how far the proposed budget cuts would harm WHO's future 
operations. However, he had a foreboding that a precipitate decision to reduce the budget 
level even further would have serious consequences. The various proposals should be referred 
to the Executive Board, which could advise the Director -General on where the cuts resulting 
from the reduction of US$ 25 million should be made, as well as helping him to rationalize 
the Organization's operations at all levels, including the country level. His delegation 
favoured approval of the appropriation resolution by consensus and referral of the other 
proposals to the Executive Board for further consideration. 

Mr CHAUHAN (India) said that as the delegate of a developing country, most of which were 
faced with similar situations, he fully shared the concern expressed by the delegate of Chile 
on behalf of the Latin American countries. The arguments should be carefully studied by the 
Executive Board so that solutions could be found to the problems facing the developing 
countries. India's own assessed contribution, in terms of Indian rupees, had increased as a 

result of currency fluctuations. However, having regard to the statement made by the 
Director -General, who had had to walk a tightrope in preparing the proposed programme budget, 
he fully supported that programme budget and the draft appropriation resolution. 
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Dr QUIJANO (Mexico) noted that the large number of speakers in the Committee's debates 
on the individual programmes had displayed great enthusiasm, and the relevant draft 
resolutions had almost all been approved by consensus. Health professionals did not like 
cost -benefit analysis applied, for example, to treatment of a terminal cancer patient or to 

research on an AIDS vaccine, and there was similar resistance to analysing the programme 
budget purely in terms of dollars and cents. Nevertheless, it had to be done, and, apart 
from WHO's essential expenditures, if a cost -benefit analysis, however brief, were made of 
its work, all Member States, especially the developing countries, would be seen to derive 
more from it than they put in. 

The Director -General's latest proposal, which would reduce the programme budget increase 
to 15%, was indicative of his inventiveness and good faith, while if the Latin American 
countries had arrived by consensus at the position explained by the delegate of Chile it was 
because their capacity to pay their contributions was really precarious. 

Mr SY (Senegal) expressed his agreement with the delegates of Nigeria and Zambia. 

Mr SAMARASINGHE (Sri Lanka) congratulated the Director -General on putting in perspective 
the true origin of the financial crisis facing WHO. No delegations were questioning the 

programme proposals; their concern seemed to be for what, despite the Director -General's 
proposals, amounted to a considerable increase in the proposed budget for the next biennium, 
and increased contributions, except for at least five of the major contributors, which would 
be paying less in real terms on account of the relative appreciation of their currencies in 
relation to the United States dollar. 

Before approving the appropriation resolution Member States should also consider the 
value of the proposed programmes; if they were to be carried out and the Organization's 
ability to attain its fundamental goal was to be maximized, it would be difficult not to 
approve the effective working budget as proposed. On the other hand, the very real inability 
of some Member States to meet their increased financial commitments, despite their support 
for the programmes and objectives, could not be dismissed. A situation might arise whereby, 
despite a general endorsement of the programme budget, the Organization did not have the 
wherewithal to execute it. Such a scenario could be dangerous in that programmes would not 
have the necessary consistent and continuous support. 

Compounding that problem were the bleak future prospects for the value of the dollar. 
Since the Executive Board session in January 1987, the United States dollar -Swiss franc 
parity rate had declined from approximately 1.55 to 1.46. The programme budget now under 
discussion had been calculated on an average United States dollar -Swiss franc rate of 1.65. 

Was it likely that the dollar would increase that much in value in two years? If not, would 
WHO not be facing a further shortfall in resources available to execute the programmes that 
might in fact exceed the US$ 31 million facility made available to the Director -General? 

The Director -General had estimated that there might be a shortfall of about 
US$ 50 million in Member States' contributions for the next biennium, which would mean WHO 
would be unable to execute at least 10% of its proposed programme. 

Despite the increase in Sri Lanka's contribution he supported the programme budget in 
principle, thanked the Director -General for proposing a further cutback which would 
significantly alleviate the burden of increased contributions, and expressed the delegation's 
willingness to vote for the appropriation resolution. 

Dr WASISTO (Indonesia) commended the analysis and proposal made by the 

Director -General. The situation as described by the delegate of Chile was altogether 
understandable, and he agreed that consideration should be given to the developing countries' 
ability to pay their contributions. 

Mr BOYER (United States of America) said that the concern expressed by his delegation 
since the beginning of the Health Assembly about the level of the budget and of assessments 
should be taken in context. It was in fact pleased with the programme budget proposed for 
1988 -1989, and especially with WHO's outstanding leadership on AIDS and other important 
health programmes, which demonstrated the Organization's continued effective role in the 
international community. It was especially grateful for the strong role of the 
Director -General in guiding the Organization and was appreciative in general of WHO's 
responsiveness to the financial concerns of all Member States, particularly the ability to 
provide programme increases at country level while adjusting the budget priorities to achieve 
a programme decrease overall. It was pleased with the provision for "zero real growth" in 

the WHO budget for the third consecutive biennium, and with the resolution adopted by the 
Executive Board at its previous session concerning revisions of the budget process. It 
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looked forward to implementation of the new procedure when the Board's Programme Committee 
met in June 1987, and would be particularly interested in the Programme Committee's review of 
WHO priority -setting methods and how the priorities could be used in the event that budget 
reductions became necessary. 

His delegation remained concerned, however, about the nominal growth of 16.6% in the 
budget and the larger increase in assessments, namely 20.45 %. Many countries were already 
not able to pay, and the increase in assessments made it even more difficult, as many 
delegates from developing countries had pointed out. Nevertheless, the Director -General had 
made many useful suggestions. As he understood it, the Director -General was proposing that 
the Executive Board and the Health Assembly in 1988 should consider reviewing the 

appropriation resolution which was about to be adopted in the light of the financial 
situation prevailing at that time. 

The executive branch of the United States Government was making every effort to ensure 
resumption of payment of contributions which, it was hoped, could be accomplished by the end 
of 1987. His delegation hoped that by the time the Health Assembly met in 1988, the 
financial situation would be much improved. If so, the ability of the Health Assembly at 
that time to deduct US$ 20 million from the level of the appropriation resolution and apply 
additional casual income to the budget would have the effect of reducing assessments for all 
countries. The United States of America had offered to decline the country allocation for 
programme activities provided for in the 1988 -1989 budget in order to help reduce the 
budget. He expected that that sum of US$ 266 000 would be added to the US$ 25 million 
reduction proposed by the Director -General. 

The Director -General was also proposing that a reduction of at least US$ 25 million 
should be effected for 1990 -1991. The United States delegation hoped that the Programme 
Committee and the Executive Board would be able to propose even larger - and perhaps 
substantially larger - reductions in order to meet the concerns of countries and their 
inability to pay. Whatever the result for the 1990 -1991 budget might be, it was very 
important that the Programme Committee, the Executive Board, the regional committees, the 
Health Assembly and the Secretariat should begin to give serious attention to the new budget 
procedures to ensure that the interests of all Member States were taken into account. 
Appreciative as it was of the Director -General's proposals, in the hope of further 
improvements in the financial situation and in a spirit of offering support to the 
Organization at a difficult time, his delegation would vote in favour of the appropriation 
resolution. 

He recognized the difficulty of the Latin American countries in effecting payments, but 
the proposal submitted by the delegate of Chile seemed to introduce a wholly new idea into 
the Health Assembly, with no document to analyse and no opportunity for adequate discussion. 
It did not seem altogether consistent with the consensus spirit to introduce an entirely new 
question at the current stage, and he agreed with the delegates of Nigeria and Zambia that 
the proposal should be submitted to the Executive Board for more detailed examination. 

Mr BISKUP (Federal Republic of Germany) thanked the Director -General for his statement; 
he supported the proposed programme budget and hoped that a consensus could be reached. 

Mr ORNEКOL (Turkey) said that it was difficult not to sympathize with the concern 
expressed by the delegate of Chile. The payment of increased assessments was also difficult 
for Turkey, as a developing country with limited means. However, in view of the appeal by 
the Director -General and the proposal by several delegations to submit the matter to the 
Executive Board, his delegation was prepared to endorse the appropriation resolution. 

Mr MADAR (Somalia) said that his delegation appreciated the Director -General's statement 
and associated itself with the proposal put forward by the delegates of Nigeria, Senegal and 
Zambia. It further accepted the proposed budget and the appropriation resolution and agreed 
that the matters raised by the Latin American group should be submitted to the Executive 
Board. 

Dr MOCHI (Italy), recognizing the difficulties experienced by a number of countries in 

meeting their financial commitments to WHO, as voiced by the delegate of Chile, and 
appreciating the efforts of the Director -General and the Executive Board to propose budgetary 
levels which would safeguard the Organization's programme, cautioned against a loss of 
momentum at a time when new pathologies were creating a threat to humanity aid WHO was 
assuming a widely recognized leadership role in that respect. His delegation had been 
prepared to accept the budget level proposed by the Executive Board and welcomed the 
constructive proposals made by the Director -General aimed at ensuring consensus on that 
all- important issue. 
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Mr CAO Yonglin (China) expressed his delegation's concern about the current financial 

difficulties of the Organization which it hoped were only temporary and would not affect the 
goal of health for all by the year 2000. It sympathized with the difficulties experienced by 
some developing countries and their concern about increased assessments, and agreed with the 
proposal to submit the question to the Executive Board with a view to finding practical 
solutions. 

Payment of assessed contributions was the obligation of every Member State, and he 
appealed to the major contributors to pay at the earliest possible date. China supported the 

programme budget for 1988 -1989 and would vote in favour of the appropriation resolution 

recommended by the Executive Board. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation understood 
the problem of arrears facing many developing countries. The proposed budget level in fact 

showed a quite considerable increase, and meant correspondingly higher assessments for Member 

States. His delegation, too, was concerned about that situation as a matter of principle. 
It had always spoken out in favour of using the full available amount of casual income for 
financing the programme budget, which would make it possible to reduce Member States' 
assessments for the following biennium. 

Important steps were already being taken to stabilize the budget, as had been repeatedly 
advocated by the Soviet Union. In resolution ЕB79.R9, the Executive Board had requested the 
Director -General to provide for "zero growth" in real terms, and that recommendation was 
being implemented in practice. Accordingly, being highly appreciative of the Organization's 
efforts to that end and in order to support the Organization in a difficult situation which 
was not of its own making, his delegation thought it possible in such exceptional 
circumstances not to vote against but to abstain from the vote on the appropriation 
resolution. It was also in favour of consideration by the Executive Board of matters 
referred to, including the proposals put forward by the Director -General at the current 
meeting and taking into account the position taken by many delegates. 

Mr KATO (Japan) said that his delegation wished to join the consensus on the proposed 
programme budget, looked forward to a constructive debate in the Executive Board and hoped 
that the Director -General's proposals would be fully implemented. 

Mrs BOROTHO (Lesotho), expressing her delegation's appreciation of the 

Director -General's statement, which demonstrated his able leadership at a time of difficulty, 
said that it was clear that the Organization was committed to supporting Member States in 
achieving the noble social goal of health for all despite very limited resources. She 

supported the proposed programme budget. 

Mr JABBAR (Bangladesh) expressed appreciation of the statement made by the 
Director -General. Despite the fact that developing countries like Bangladesh faced serious 
financial constraints, his delegation entirely supported the programme budget. It also 
favoured referral of the proposal of the delegate of Chile to the Executive Board for 
consideration. 

Dr TAPA (Tonga) welcomed the Director -General's statement and expressed sympathy for the 
concern of the Latin American countries. 

In the final analysis, the programme budget proposals were intended to provide services 
to needy populations in Member States. He urged delegates to bear that fact in mind when the 
appropriation resolution was put to the vote. He noted that the Health Assembly had passed a 

resolution in which it was decided not to suspend the voting rights of any Member in arrears 
with its contributions. 

He supported the programme budget for 1988 -1989 and would vote in favour of the 
appropriation resolution recommended by the Executive Board. 

Dr MORK (Norway) said that his delegation had been prepared to vote in favour of the 

appropriation resolution recommended by the Executive Board even before the Director -General 
had spoken. It appreciated the Director -General's statement and his constructive suggestions 
for further action by the Secretariat both at headquarters and in the regions to try to solve 
the serious financial problems facing the Organization. 

The delegation of Norway considered that the interesting proposals made by the delegate 
of Chile on behalf of the Latin American countries should be studied by the Director -General 
aid his staff and by the Executive Board. It hoped that at the next Health Assembly the 
financial situation would have improved so that the financial burden of the developing 
countries would be alleviated without any reduction in the many important programmes which 
WHO must carry out if health for all by the year 2000 was to be achieved. 
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Dr ROSDAHL (Denmark) said that, while recognizing that national financial and economic 
constraints had an impact on WHO's regular budget, his delegation considered it imperative 
that the basic purposes and principles of the Organization must remain the guiding light when 
Member States discussed its programme budget. In view of the close relationship between the 
budgetary resources at the disposal of the Organization and its ability to perform the tasks 
for which it had been given a mandate by its Member States, the approved programme budget 
must adequately reflect the policy decisions. 

His delegation had heard very little criticism of the actual programme content of the 
proposed programme budget. Even delegations which had questioned the size of the budget had 
praised WHO both for its sound financial management and the scope of its programme 
activities. That seemed to underline the fact that the proposal before the Committee did 
indeed reflect the policy decisions taken by successive Health Assemblies and, consequently, 
the collective wish of the international community. 

Denmark therefore firmly supported the Executive Board's proposal and would have done so 
even before the Director -General had spoken. It was ready to study all the proposals 
presented by the Director -General to the Executive Board and at the next Health Assembly. He 

stressed, however, that those proposals should only be considered if Member States had paid 

their outstanding contributions. 
His delegation called for a broad consensus on the financial framework of the 

Organization and urged all delegations to support the appropriation resolution. 

Mr LADSOUS (France) said that his delegation shared the concern expressed by many. The 
Director -General's statement had convinced it that the difficult financial situation of the 
Organization was in no way due to bad management. Therefore it approved the programme budget 
and the resolution recommended by the Executive Board, and wished to express its entire 
confidence in and support for the Director -General in his efforts to overcome the 
difficulties. 

Mr SAMSOM (Netherlands) praised the balanced judgement of the Director -General and the 
positive statement of the delegate of the United States of America. A closer, structural 
examination should be made of the priorities of WHO in the next few years, since the 

financial position would not improve over that time. A basic weakness of the proposed 
programme budget was that it represented the sum of the expected expenditure over the next 
biennium on the basis of separate considerations for each programme. One way of overcoming 
the difficulty would be to request the Executive Board, on the basis of the 
Director -General's assessment, to submit a draft resolution to the Health Assembly giving a 

ceiling to be imposed on total expenditure in the programme budget for the subsequent 
biennium. That would give the Director -General a firm direction for fiscal management. 

The steps already taken and those proposed by the Director -General, the priority given 
by the Executive Board to management of the financial resources of the Organization, as 
witnessed by the resolutions it had adopted and had proposed for adoption to the current 
Health Assembly, and the possibilities for further improvement of the structures of WHO 
inspired confidence in its ability to regain financial stability. 

His delegation would therefore vote in favour of the proposed appropriation resolution 
on the understanding that further improvements in the programme budgeting process would be 
made and applied in preparing the proposed programme budget for the next biennium. 

Dr BATCHVAROVA (Bulgaria) said she recognized the difficult financial situation facing 
many nations of the world and WHO at a time when it was carrying out a strategy that would 
benefit all the peoples of the world. Her delegation had always been in favour of 
stabilizing the WHO budget, and in previous financial periods had abstained from voting due 
to the absence of such stabilization. Since it supported the activities of the Organization, 
from which everyone benefited, it would also abstain from voting on the proposed 
appropriation resolution for the period 1988 -1989. 

Dr LARIVIÉRE (Canada) expressed appreciation of the measures proposed by the 

Director -General to offset the financial crisis; he fully supported the proposed 

appropriation resolution. 

Dr JAKAB (Hungary) fully supported WHO, whose reputation had never been so high owing to 

the comprehensive policy framework initiated by the Director -General, in whom Hungary had 
full confidence. Thus it was particularly regrettable that the Organization was in a 
difficult financial situation, partly due to inflation, partly to adverse currency 
fluctuations, and last but not least to the failure of Member States to meet their financial 
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obligations under the Constitution. Threats to the stability of WHO must be opposed, and its 

goals must be pursued with even more rigorous planning, concentrating on the highest 
priorities of Member States and mobilizing resources accordingly. 

Her delegation was in favour of stabilizing the Organization's programme budget and 
opposed to any increase in Member States' contributions. It favoured "zero budget growth ", 
for the achievement of which serious measures had already been taken by the Secretariat. It 

acknowledged the outstanding fiscal responsibility of WHO and was fully aware that the 

current difficulties were caused by factors outside the Organization's control. It approved 
the use of available casual income to help finance the budget. However, in the present 
difficult situation, it agreed that some should be used to offset the unfavourable effects of 
currency fluctuations. Nevertheless, every effort should be made to ensure that Member 
States honoured their financial obligations. If that were done, it might not be necessary to 

use casual income to finance the budget and such income might be used instead to reduce the 

contributions payable by Member States. 
She fully agreed with the consensus that had emerged in the Executive Board at its 

seventy -ninth session and hoped that the same spirit would prevail in the Health Assembly. 
Her delegation highly appreciated the Director -General's proposals, which were conducive to 

good will and consensus. 

Mrs DJORDJEVIC (Yugoslavia) said that her country faced problems similar to those of the 
Latin American countries, and her delegation shared their concerns. Yugoslavia had, however, 

fulfilled its obligations to the Organization, and it was to be hoped that the larger 
contributors would do the same as soon as possible. As a developing country it supported the 
appropriation resolution. Implementation of the resolution was essential to WHO, which was 
the most important multilateral forum for cooperation in health. The Director -General had 
said that without cooperation the Organization could not exist. It needed the support of its 
Member States at that important moment. 

Mr DANIELSSON (Sweden) said that his delegation, like those of the other Nordic 
countries, was fully prepared to support the proposed programme budget as recommended by the 

Executive Board. The Director -General's proposals on how the budget level could be reduced 
were far -reaching. The Swedish delegation was willing to study any proposal that would 
increase the possibility of reaching a consensus on the budget. It noted, however, that in 

the Director- General's proposal there was one important prerequisite - a restoration of full 
contributions from most Member States. It would clearly prefer the proposed budget level to 
be maintained, given the primary health care needs with which the Organization had to deal. 
It would therefore vote in favour of the appropriation resolution recommended by the 
Executive Board. 

Mrs PARKER (Jamaica) said that her delegation had favoured a reduction in the budget 
level and had been prepared to vote against the appropriation resolution because of the 
financial constraints facing Jamaica, where programme budgets had had to be reduced to take 
care of similar foreign exchange difficulties and a fall in expected revenue. Her Government 
therefore could not justify increases in the WHO budget as a solution to similar problems. 
However, in view of the Director -General's statement regarding the measures he proposed to 
take, her delegation was prepared to reconsider its position. Countries facing a difficult 
foreign exchange situation might give serious consideration to the suggestion presented by 
the delegate of Chile that they should continue to include, in their national budgets, the 
same amount in dollars as they were now providing: that might alleviate some of the 

difficulties being experienced. 

Professor LAFONTAINE (Belgium) said that his delegation endorsed the statement made by 
the delegate of Canada entrusting the Director -General with a further search for the best 

solutions with the limited means at his disposal. 

Mr ZAHLES (Luxembourg) said that the programme of work had already been examined in 
detail. In order to achieve the ends outlined in that programme, the means had to be made 
available. His delegation therefore approved the proposed appropriation resolution for 
1988 -1989. 

Dr ESKOLA (Finland) said that his delegation would vote in favour of the proposed 
programme budget and of the appropriation resolution. In the current financial situation it 

understood the need for the proposals made by the Director -General, but it hoped that during 
the next session of the Executive Board further cuts would be found to be unnecessary. 
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Mr AZÓCAR (Venezuela), speaking on behalf of the Latin American countries in the absence 
of the delegate of Chile, said that it appeared that the Latin American proposal formulated 
by the delegate of Chile seemed unlikely to obtain favourable consideration in the 

Committee. He therefore suggested that the Latin American countries' proposal concerning the 
use of casual income should be referred to the Executive Board, together with the suggestions 
made by the Director -General in his valuable statement. However, since in any case even a 
reduced budget implied higher contributions from the developing countries, and from the Latin 
America countries in particular, the latter could not vote in favour of the appropriation 
resolution. 

Dr CORNAZ (Switzerland) expressed support for the efforts made by the Director -General 
to cope with the current financial difficulties, and for the appropriation resolution. 

Dr MAFIAMBA (Cameroon) said his delegation joined others in expressing confidence in the 
Director -General and appreciated that, in his awareness of the economic difficulties being 
faced by Member States, he had offered to reduce the proposed programme budget by another 
US$ 25 million. His delegation would therefore vote for the amended resolution of the 

Executive Board. With regard to the suggestion of the delegate of Chile to move the 
headquarters of WHO from Switzerland, his delegation recalled that the matter had been 
discussed at great length four to five years previously and supported the suggestion of the 
delegate of Nigeria to refer the matter to the Executive Board. 

Professor MBUMBE -KING (Gabon) said that his delegation had taken note both of the 

constructive suggestion of the Director -General and of the concern expressed by the delegate 
of Chile, which his delegation shared. 

Health had no price, and despite the difficult situation in his country his delegation 
supported the appropriation resolution. 

The CHAIRMAN said that WHO faced a number of problems. One was to see that its Member 
States achieved health for all by the year 2000; another was the pandemic of AIDS. He 
suggested that the proposed appropriation resolution for the financial period 1988 -1989 
should be approved by consensus without a formal vote. Delegates would have a chance to 

explain their position as if a formal vote had been taken, and their explanations would 
appear in the summary record. 

Mr ESCOBAR (Chile) pointed out that in view of the opinions expressed there could be no 
consensus, and it was only logical to submit the draft resolution to a vote. 

Mr VIGNES (Legal Counsel) said that there was no legal objection to adopting a proposal 
by consensus, even if a delegate would have voted against it. Such a delegate could express 
disagreement by indicating that, if the proposal had been put to a vote, he would have voted 
against it. A delegation could also, however, oppose the principle of consensus and insist 
on a vote. 

Mr AZÓCAR (Venezuela) said that he did not share the view of the Legal Counsel. The 
Latin American countries could not vote in favour of the draft resolution. The practice at 
the United Nations was that when there was no consensus a vote was taken. He proposed that 
be done. 

The CHAIRMAN invited the Committee to vote on the proposed appropriation resolution. 

The draft appropriation resolution was approved by 79 votes to 12, with 9 abstentions.' 

The meeting rose at 13h00. 

l Transmitted to the Health Assembly in the Committee's fifth report and adopted as 

resolution WHA40.37. 



FOURTEENTH MEETING 

Friday, 15 May 1987, at 14h30 

Chairman: Dr S. D. M. FERNANDO (Sri Lanka) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988 -1989: Item 18 of the Agenda 

(Documents PB/88 -89 and ЕB79 /1987 /REС /1, Part II) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents РВ/88 -89 and EВ79 /1987 /REC /1, 
Part II, Chapter II) (continued) 

CONSIDERATION OF A DRAFT RESOLUTION 

7 April 1988: a world no- smoking day (continued from the thirteenth meeting, page 203) 

The CHAIRMAN invited the Committee to consider the following draft resolution, 
incorporating the amendments agreed upon by a drafting group under the chairmanship of 
Sir John Reid: 

The Fortieth World Health Assembly, 
Bearing in mind the objective of the World Health Organization contained in 

Article 1 of the Constitution, "the attainment by all peoples of the highest possible 
level of health "; 

Recalling resolution WHA39.14 on "Tobacco or health "; 

Expressing its satisfaction at the measures increasingly being taken by Member 
States to reduce smoking; 

Gratified at the decision taken by the Director -General to declare the WHO premises 
a smoking -free area; 

Aware that the consumption and use of tobacco result in serious health 
consequences, as well as economic and social problems, notably in developing countries; 

Noting that on 7 April 1988 the World Health Organization will celebrate its 
fortieth anniversary; 

1. CALLS UPON all Member States, as part of their continuing efforts to reduce the 
smoking pandemic, through all appropriate means including, where applicable, legislative 
and regulatory measures: 

(1) to celebrate 7 April 1988 as a world no- smoking day; 
(2) to encourage the population, by all appropriate means, to desist from smoking 
and from using tobacco in all other forms on that day; 

(3) in conjunction with governmental and nongovernmental organizations, to use the 
occasion to launch, or strengthen existing, anti -smoking campaigns and 
health -promoting initiatives; 
(4) to encourage vendors to refrain voluntarily from selling all forms of tobacco 
on that day; 
(5) to inform the Director -General on actions taken in response to this resolution; 

2. APPEALS to all manufacturers of tobacco and those who promote its consumption, in 
the spirit of this resolution and of resolution WHA39.14, to refrain voluntarily from 
all publicity activities in all countries, especially in developing countries, and calls 
upon the press and all the other media in each country voluntarily to do likewise; 

3. REQUESTS the Director -General to report to a subsequent Health Assembly on the 
action taken in this regard. 
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Sir John REID (United Kingdom of Great Britain and Northern Ireland), recalling 
resolution WHA39.14, which had been adopted by consensus following lengthy discussions, and 
WHO's policy in relation to tobacco, said that, in view of the importance of the issue, it 
was essential that any action taken by the Health Assembly should always be based on 
consensus. 

The drafting group had considered the draft resolution discussed at the Committee's 
twelfth and thirteenth meetings and the amendment proposed by the delegate of Algeria. The 
drafting group's discussions had involved important matters of principle, and it had been 
necessary to ensure that every single word of the revised draft was acceptable to all the 

members of the group. However, a consensus had eventually been reached, and it was hoped 
that the final version of the draft resolution would be approved by consensus. 

The draft resolution was approved by consensus.) 

Dr HADJ- LAKEHAL (Algeria) said that his delegation had made every effort to ensure that 

a consensus could be achieved. However, its initial proposal would not only have been 
preferable by far but also more appropriate, especially from a moral point of view. The 
question at issue was particularly serious for the developing countries, which were easy 
targets for the tobacco -marketing campaigns of transnational corporations. Millions of 
people were threatened by their policy, which was condoned by the developed countries. 
Tobacco -smoking was consequently becoming more and more widespread, especially among young 
people. The authorities of the developed countries must realize that thousands of people 
were doomed to die of cancer as a result, not to mention the draining of the resources of 
poor people who could not even afford to feed their families or have their children 
vaccinated. His delegation and those of other developing countries should therefore be 

allowed to raise the issue again at the next Health Assembly, if only to further the moral 
cause which they were defending. 

2. FIFTH REPORT OF COMMITTEE A (document А40/36) 

Mrs AL- GHAZALI (Oman), Rapporteur, read out the draft fifth report of the Committee. 

The report was adopted (see document WHА40 /1987/REС/2). 

Mr VIGNES (Legal Counsel), referring to his earlier statement on the question of 
consensus, explained that consensus was quite distinct from unanimity, which implied that not 
a single delegation was opposed to the adoption of a resolution. Alternatively, all 
delegations could unite in a consensus, even where some of them were not in agreement with 
the resolution itself. In other words, a delegation disagreeing with a resolution could 
choose not to oppose its adoption by consensus, provided that it was allowed to state for the 
record that if a vote had been taken, it would have voted against the resolution. However, 
where a delegation felt that its views were so far from those of the majority that it could 
not even be associated with the adoption of the resolution by consensus, it could request a 

formal vote. Indeed, a vote was mandatory if it was requested by only one delegation. In 

other words, two levels of opposition were available to dissenting delegations. They could 
either simply express opposition to a draft resolution, or they could oppose its adoption by 
consensus. 

З. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed. 

The meeting rose at 14h55. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as 

resolution WHА40.38. 



COMMITTEE B 

FIRST MEETING 

Wednesday, 6 May 1987, at 14h30 

Chairman: Dr R. W. CUNNING (Australia) 

1. ELECTION OF VICE -CHAIRMEN AND RAPPORTEUR: Item 20 of the Agenda (Document A40/22) 

The CHAIRMAN expressed gratitude for his election and welcomed those present. He drew 
attention to the third report of the Committee on Nominations (document A40/22)1 in which 
Dr K. -H. Lebentrau (German Democratic Republic) and Dr A. Al -Saif (Kuwait) were nominated for 
the offices of Vice -Chairmen of Committee B, and Miss O. Garrido -Ruiz (Mexico) for that of 
Rapporteur. 

Decision: Committee B elected Dr K. -H. Lebentrau (German Democratic Republic) and 
Dr A. Al -Saif (Kuwait) as Vice -Chairmen, and Miss 0. Garrido -Ruiz (Mexico) as 
Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN, pointing out that the Health Assembly's schedule was a heavy one, urged 
members to limit the length of their interventions in order to allow everyone who wished to 
participate in the debates to do so. Referring to the role of the representatives of the 
Executive Board in the work of the Committee, he pointed out that those representatives would 
express the views of the Board only and not those of their respective governments. 

He suggested that, in accordance with the Health Assembly's previous decision, the 
working hours of the Committee should normally be from 9h00 to 12h30 and from 14h30 to 17h30. 

It was so agreed. 

The CHAIRMAN recalled that, under the arrangements approved by the Health Assembly 
concerning its method of work, it would be possible for one main Committee to meet 
concurrently with the debate in plenary on the reports of the Executive Board and the 
Director -General's report on the work of WHO (items 11 and 12). Accordingly, Committee B 
would meet again on Friday afternoon and Saturday morning of the current week. It could 

expect to meet almost continuously both morning and afternoon during the second week until 
closure of the Health Assembly, with only a few interruptions to allow reports of committees 
to be submitted to plenary meetings. 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 21 of the Agenda 

Mr FURTH (Assistant Director -General), introducing the item, drew the attention of 
delegates to the interim financial report of WHO for the year 1986 (the first year of the 
two -year financial period), which was contained in document A40/7. A final financial report 
covering the full biennium 1986 -1987 would be prepared at the end of the second year of the 
financial period for submission to the Health Assembly in 1988. The interim financial report 
was similar in content and presentation to the financial report presented two years 
previously. It contained key financial data, and, in textual form in the Introduction on 

1 See document WHA40 /1987/REC/2. 

2 Decision WHА40(4). 
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pages 5 to 7, the most significant facts which had marked the financial year 1986. There was 

also an Appendix, on the extrabudgetary resources available for programme activities during 

the year 1986. The Appendix included a number of summaries, notably a summary of income and 
expenditure during 1986 under all extrabudgetary funds and cumulative figures of all 
donations, by donor, both to the Voluntary Fund for Health Promotion and to other WHO funds. 
A considerable amount of detail was provided, in particular in respect of the Voluntary Fund 
for Health Promotion. The Appendix listed for each donation the funds contributed, the 

amount obligated and the balance available at the end of 1986. That degree of detail was 
necessary to meet the requirements of a number of donors to the Voluntary Fund for Health 
Promotion and thus obviated individual reporting by WHO to such donors. 

Consideration of the substantive part of the interim financial report called for brief 
reference to three significant subjects that had a definite impact on the work of the 
Organization. The first was that the rate of collection of contributions in 1986 had been 
only 72.18 %, the lowest recorded since 1950. As shown in Table 4 of the report, the unpaid 

assessed contributions for the effective working budget for the year 1986 amounted to 

US$ 67.4 million at 31 December 1986. That extraordinarily large shortfall in the receipt of 

contributions comprised US$ 55.4 million, or 22.9% of all assessed contributions for the 
year, due from one Member alone, in addition to US$ 12 million, or 4.9% of all assessed 

contributions for 1986, owed by 80 Members that had not paid their contributions or had paid 

only part of their contributions by the end of the year. As mentioned in paragraph 5 of the 

Introduction, in view of that disastrous situation, the Director -General, in order to limit 
the Organization's regular budget expenditures in the interests of prudent financial 
management, had had no choice in 1986 but to reduce by US$ 35 million the implementation of 
activities included in the approved programme budget for 1986 -1987. As at May 1987 the 
situation did not appear to have improved. Therefore, after the expected depletion of the 
Working Capital Fund, recourse to massive internal borrowing, in accordance with Financial 

Regulation 5.1, would be the only means to cover, on a short -term basis, the remaining 

shortfall caused by the alarming deterioration in the payment of assessed contributions by 
Member States. Under item 21.2 of the agenda Committee B would have an opportunity to 
consider in detail the negative effects of non- payment, or delays in the payment, of 

contributions and the adoption of a resolution along the lines of the one proposed by the 

Executive Board in resolution EB79.R21. 
The second subject was the operation of the casual income facility. The weakness of the 

United States dollar on the currency exchange markets as compared with a number of WHO 
budgetary exchange rates adopted for 1986 -1987 was resulting in a significant budgetary 
deficit. As described in paragraph 9 of the Introduction, the lowest accounting rates of 
exchange in 1986 for the Swiss franc, CFA franc and Danish krone represented losses, as 
compared with the budgetary rates of exchange, of 0.85 Swiss francs, 101 CFA francs and 
2.50 Danish krone for each United States dollar. In other words, the decline in the exchange 
value of the United States dollar resulted during different periods in 1986 in losses of up 
to 34% on the Organization's Swiss franc expenditure, up to 23.5% on CFA franc expenditure 
and as much as 25% on Danish krone expenditure. The record so far in 1987 reflected a 
continuation of the decline of the exchange value of the United States dollar in relation to 
many currencies. Thanks to the casual income facility authorized by the World Health 
Assembly in 1986, the Director -General had been able to charge US$ 31 million of the 
budgetary deficit against the casual income account. However, notwithstanding an estimated 
US$ 3.8 million in savings resulting from the favourable accounting rates of exchange of the 

Indian rupee, the Egyptian pound and the Philippine peso, the US$ 31 million for the casual 
income facility authorized by resolution WHA39.4 had proved to be insufficient for the 
biennium 1986 -1987. On the basis of the accounting rates of exchange prevailing in October 
1986, the net costs resulting from currency exchange fluctuations had been estimated to be 

about US$ 43.2 million, or US$ 12.2 million more than the US$ 31 million of casual income 
authorized to be used to cover those costs. If the present May 1987 accounting rates of 

exchange were to prevail throughout 1987, the net costs would be as much as US$ 51.6 million, 
or US$ 20.6 million more than the US$ 31 million casual income authorized to be used to cover 
those costs. The Director -General had therefore requested, and the Board had endorsed, an 
exceptional increase of the casual income facility by US$ 10 million to a revised maximum of 
US$ 41 million. The additional costs over and above that revised maximum - which would 
certainly amount to several million United States dollars, the exact amount depending on the 
final average accounting rates of exchange during the biennium 1986 -1987 - would have to be 
met by further programme reductions before the end of 1987. The Committee would have an 
opportunity to consider that matter under item 21.4 of the agenda. 

The third subject was the casual income available at 31 December 1986. Upon closure of 

the accounts, as reflected in Table 6 of the report, casual income amounted to 
US$ 49 169 131, as compared with the US$ 47 million estimated at the time of the Executive 
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Board session in January 1987. In view of the expected shortfall in the collection of 
assessed contributions for 1986 -1987, the Director -General had initially proposed to the 
Executive Board in January 1987 that the entire available casual income be retained so that 

it could be used, if necessary, for internal borrowing purposes pending the receipt of 
contributions, in accordance with the borrowing authority granted to the Director -General by 
Financial Regulation 5.1. Following discussions of the matter and, in particular, some 

indication that outstanding contributions might be paid before the end of 1987, the 

Director- General, in an attempt to reconcile the various views expressed, had proposed that 
casual income be appropriated in an amount of US$ 25 million to reduce the contributions of 

Members in the first year of the biennium 1988 -1989. That proposal had been accepted by the 
Board on the understanding that a further review by the Board of the financial situation 
would be made in January 1988. If sufficient contributions were received by the end of 1987, 

the Director -General would recommend that an additional amount of casual income should be 
appropriated to reduce assessed contributions in the second year of the biennium 1988 -1989. 
On the other hand, should the critical financial situation persist, the Board would have to 
decide in January 1988 on the steps which would have to be taken to meet the shortfall in 

financial resources. That matter, too, would be considered by the Committee under item 21.4 
of the agenda. 

In conclusion, however, he was pleased to draw attention to a happier development - the 

substantial increase in extrabudgetary funds. As would be noted from paragraph 17 of the 
Introduction, the level of obligations incurred in 1986 under extrabudgetary funds available 

for financing WHO's integrated international health programme had been US$ 166.2 million, 
nearly US$ 17 million more than in 1985. That good record had been due in great measure to 

the large amount of contributions received in 1986 by the Voluntary Fund for Health 
Promotion. The table on page 37 of the interim financial report showed that during 1986 the 
Voluntary Fund for Health Promotion had recorded the largest amount of contributions ever 
received, US$ 55.1 million, an increase of some US$ 16.3 million over 1985. That increase 
had benefited in particular the new Special Programme on AIDS, which had received 
US$ 2.3 million; the Action Programme on Essential Drugs, which recorded an increase in 
contributions from US$ 2.4 million in 1985 to nearly US$ 6 million in 1986; the Special 
Account for Diarrhoeal Diseases including Cholera, the contributions to which increased from 
US$ 5 million to US$ 7 million; the Special Programme of Research, Development and Research 
Training in Human Reproduction, which had nearly US$ 14 million in contributions, as compared 
with US$ 11 million in 1985; and the Special Account for the Expanded Programme on 
Immunization and the Special Account for Malaria, each of which received contributions in 
1986 which exceeded those received in 1985 by US$ 1.7 million. Even if those increases in 
voluntary contributions in terms of United States dollars had to some extent to be attributed 
to the fall in the exchange value of the dollar against the currencies in which some of the 

contributions were made, the trend was most encouraging, as it reflected the confidence of 

Member States and other contributors in WHO's ability to implement programmes successfully. 
The remarkable increase in contributions to the Voluntary Fund for Health Promotion had as a 

consequence a no less significant increase of US$ 11 million in expenditure. The most 
important increases in expenditure had occurred under the Special Account for Miscellaneous 
Designated Contributions, from Us$ 13.6 million to US$ 16.7 million, including an increase of 
US$ 1.9 million for the Joint WHO /UNICEF Nutrition Support Programme, and under the Special 

Account for Medical Research, from US$ 11.5 million to US$ 17.2 million, including an 
increase of US$ 4 million for the Special Programme of Research, Development and Research 
Training in Human Reproduction. 

The interim financial report, pursuant to arrangements approved by the Health Assembly 
in 1980, was not accompanied by a certificate from the External Auditor, nor was there a 
report from the External Auditor. It should, however, be pointed out that had the External 
Auditor felt the need for a report, he would have been free to present one. The financial 
operations of WHO were of course subject to continuous review by both internal and external 
auditors and, in accordance with the approved arrangements, the External Auditor was expected 
to certify the final financial statements for the biennium 1986 -1987 when they were issued in 
1988. At that time the External Auditor would also probably present a report commenting upon 
the financial management of WHO for the two -year period 1986 -1987. 

Ms OIZUMI (Japan) requested clarification on three points. First, Mr Furth had quoted 
the figure of US$ 49.1 million as the amount of casual income as at 31 December 1986, whereas 
the figure given at the previous Executive Board session had been US$ 47 million. Secondly, 
she wished to know how much casual income could be expected to be available at the end of 
December 1987. Finally, what contribution was the Organization expecting to receive from the 
United States of America in 1987, and was the figure of US$ 35 million correct? 
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Mr FURTH (Assistant Director -General) said that the US$ 47 million of casual income as 
at 31 December 1986 reported to the Board in January was an estimated figure given before the 
closure of the accounts for the year. The exact and final figure was in fact US$ 49.1 
million, as could be seen in Table 6 of the interim financial report. 

It was difficult to predict the exact amount of casual income available by the end of 
1987, since that depended on interest rates and on the amount and timing of contributions 
received in 1987. Early receipt would naturally generate greater interest payments on 
contributions. As a very tentative preliminary estimate he would put the figure at around 
US$ 20 million. However, that casual income would not be available for reducing assessments 
for the 1988 -1989 biennium, since casual income earned in 1987 and 1988, i.e., available as 
at 31 December 1988, would have to be used to reduce assessments for the following biennium. 

In response to the question about the United States contribution, he felt that the 
United States delegation would be in a better position to answer. 

Interim financial report on the accounts of WHO for 1986 and comments thereon of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Health 
Assembly: Item 21.1 of the Agenda (Resolution EB79.R25; Documents A40/7 (and Corr.1, French 

only) and А40/23) 

Dr KOINANGE (representative of the Executive Board), introducing the sub -item, said that 

the first report of the Committee of the Executive Board to Consider Certain Financial 
Matters prior to the Health Assembly (document А40/23) covered the review by the Committee of 
the Director -General's interim financial report for the year 1986. 

In the course of its review, the Committee had paid particular attention to the matters 
reflected in paragraphs 3, 4, 6, 7, 8 and 9 of its report, namely, the rate of collection of 
assessed contributions, the status of the Casual Income Account as at 31 December 1986, 
reduction in programmes during the implementation of the approved programme budget for 
1986 -1987 as a consequence of the expected shortfall in contributions and the effects of 
unfavourable rates of exchange, and the level of contributions to the Voluntary Fund for 
Health Promotion during 1986, which were US$ 16.3 million higher than in 1985. 

He drew attention to a typographical error in paragraph 7 of document А40/23, where the 
first sentence should end with the word "commitments ", followed by a new sentence starting 
with the words "As a consequence, even if ". 

After concluding its examination of the interim report for 1986, the Committee had 
decided to recommend to the Health Assembly the adoption of the draft resolution contained in 

paragraph 10 of its report. 

The draft resolution was approved.1 

Status of collection of assessed contributions and status of advances to the Working Capital 
Fund: Item 21.2 of the Agenda (Documents EB79 /1987 /REC /1, Part I, resolution EB79.R21 and 
Annex 10; and A40/8) 

Dr AYOUB (representative of the Executive Board) said that the Director -General's report 

on the status as at 31 December 1986 - contained in Annex 10 to document ЕВ79 /1987 /REC /1, 
Part I - had been reviewed by the Executive Board at its seventy -ninth session in January 

1987. It had indicated an alarming further deterioration in the payment of contributions by 
Member States. The Board had expressed deep concern at those developments and their impact 

on the programme of work adopted by the Health Assembly. In particular, it had noted that as 

at 31 December 1986, the rate of collection of contributions in respect of the effective 
working budget amounted to 72.18 %, the lowest rate since 1950; that the shortfall between 
assessed contributions and contributions received for the effective working budget was in the 
unprecedented amount of US$ 67 453 606, or 27.82% of assessments; that only 83 out of 164 
Members assessed for the effective working budget had paid their current year contributions 
in full; that 45 Members had made no payment whatsoever towards their current year 
contributions; and that, in view of the shortfall in the receipt of contributions, the 
Director -General had been obliged, in the interest of prudent financial management, to take 
steps to reduce the implementation of activities included in the approved programme of work 
for the current financial period 1986 -1987 in the amount of US$ 35 million. 

In a related matter the Board had also discussed an outline proposal by the 
Director -General, based on a recommendation of the Joint Inspection Unit, on an incentive 
scheme for early payment of contributions, whereby appropriations of casual income would be 

apportioned among the Members in accordance with a system which took account not only of the 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA40.1. 



COMMITTEE B: FIRST MEETING 221 

scale of assessments, but also of the dates and amounts of the payments of assessed 
contributions made by Member States in each year of a preceding two -year period. Similar 
schemes had been adopted or were being considered by other organizations of the United 
Nations system. In view of the complexity of the issue, the Board had requested the 
Director -General to report thereon, with detailed proposals to be submitted to the 
eighty -first session of the Executive Board prior to its consideration by the Forty -first 
World Health Assembly in May 1988. 

There was no substitute for prompt payment of contributions by all Member States and the 
Board therefore urged them to pay their contributions as early as possible in the year in 
which they were due so as to avoid endangering the Organization's programme of work. 

The Committee's attention was drawn to the text of a draft resolution recommended for 
adoption by the Health Assembly in resolution ЕB79.R21. 

Mr FURTH (Assistant Director -General) said that the Director -General's additional report 
on the subject under consideration (document A40/8) supplemented the historical data already 
provided with figures for the status as at 30 April 1987. As indicated in paragraph 2 of the 
report, at 30 April 1987 total collections of 1987 contributions in respect of the effective 
working budget represented 42.24% of the assessments on the Members concerned. That rate 
compared with 41.39% in 1986, and thus signified a slight improvement. 

With regard to previous years' arrears, it would be noted from paragraph 4 of the report 
that on 1 January 1987 total arrears of contributions due for years prior to 1987 from 
Members actively participating in the work of the Organization had amounted to 
US$ 74 754 742. At 30 April 1987 some of those arrears had been settled, but the 
unprecedented amount of US$ 70 438 315 still remained unpaid. 

During the first six days of May 1987, payments totalling US$ 2 987 162 had been 
received from eight Members - Bahrain, Botswana, Cyprus, Cuba, Malaysia, Mozambique, Saudi 
Arabia and Singapore - in respect of 1987 assessments, raising the percentage of current year 

contributions collected from 42.24% at 30 April 1987 to 43.47% at 6 May 1987. Furthermore, 
since 30 April, payments totalling US$ 358 510 in respect of arrears of contributions had 
been received from Antigua and Barbuda, Cape Verde, Comoros, Cuba, Paraguay and Philippines. 

Dr JOHNSON (Sierra Leone) informed the Committee that his country, being one of those in 
arrears with payments, had no lack of desire to meet its obligations, and the arrival of the 
contribution from Sierra Leone was imminent. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said he had no objection to the text 

of the draft resolution recommended by the Executive Board, whose concern about the 
deteriorating situation in arrears in contributions he shared. However, he also understood 
the difficulties of the developing countries in paying their contributions which were 
expected to increase further. Their growing indebtedness was alarming, and was also an 
argument in favour of stabilizing WHO's budget. The failure by any Member State to fulfil 
its commitments to a budget on which it had voted was unacceptable; not only did it place 
the Organization in a difficult position but it caused other Member States to suffer losses 
through cuts in programmes. 

The draft resolution recommended by the Executive Board in resolution EB79.R21 was 
approved .I 

The CHAIRMAN invited the delegate of the United States of America to answer the question 
raised earlier by the delegate of Japan. 

Mr BOYER (United States of America), in reply to the question about his country's 
intentions with regard to the payment of its contributions, recalled the statement made on 
the previous day in the plenary Health Assembly by the head of his delegation to the effect 
that all the agencies of the United Nations had been affected by the shortfall in 
appropriations from the United States, especially in 1986. The United States had paid 
US$ 10 million against its 1986 assessments. However, the Congress had appropriated a larger 
amount for that year and a further US$ 35 million were to be paid by early October against 
the assessments for the same year. Regarding assessments for 1987, the legislative process 
was under way with a view to their settlement, and although the outcome of the process was 
unpredictable it was expected that US$ 45 million at least would be paid by the end of 1987. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA40.2. 
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Although no commitments could be made at that time, the executive branch of the Government 
was making every effort to take legislative action to resume the full payment of its assessed 
contributions. 

The appeal by the delegation of the United States of America for budget reductions for 
1988 -1989 had been prompted by two considerations. First, since many Member States were 
already having difficulties in paying their contributions at existing levels, as was 
reflected in their statements, a higher budget would make matters even more difficult for 
them; and secondly, it was important to show the United States legislature that WHO was 
responsive to the concerns of its Member States, as such responsiveness would make it easier 
to secure full payment of the country's assessed contributions. 

Mr FURTH (Assistant Director -General), clarifying Mr Boyer's statement in the light of 
the figures shown in the financial report and elsewhere, said that although the United States 
of America had in effect paid US$ 10 million in the latter part of 1986, only US$ 7.4 million 
of that amount had been paid against its assessed contribution for that year, because, 
pursuant to Financial Regulation 5.8, US$ 2.6 million had been credited for the payment of 

arrears for 1985. 

Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution: Item 21.3 of the Agenda (Document A40/24) 

Dr AYOUB (representative of the Executive Board) introduced the second report of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Fortieth 
World Health Assembly (document А40/24). The Committee of the Executive Board had considered 
the situation of Members in "arrears in the payment of their contributions to an extent which 
may invoke Article 7 of the Constitution ". According to the report of the Director -General, 
there were 14 Member States which, at 30 April 1987, owed contributions in an amount equal 
to, or exceeding, the amounts due for the preceding two full years. By the time of the 
Committee's review on 4 May 1987, payment had been received from two Members, thereby 
reducing the list to 12. As indicated in paragraph 7 of its report, the Committee had then 
classified them in two categories. The first consisted of Members that had either made 
partial payment towards their arrears of contributions or communicated their intentions to 
pay since the Thirty -ninth World Health Assembly, and the second, of those that had not done 
so. The Committee had decided to recommend that the voting privileges of Members in the 
first category should not be suspended. However, it had decided to recommend a suspension of 
the voting privileges of Members that had not communicated their intentions or not made any 
payment, unless additional payments or satisfactory reasons for non- payment were received 
prior to the consideration of the relevant agenda item by Committee B. As indicated in 
paragraph 8, the Committee had requested the Director -General to send telexes to the Members 
concerned, requesting them to take appropriate action. Lastly, attention was drawn to the 
draft resolutions relating to the two categories of Members and contained in Annexes 2 and 3 

to the Committee's report. 

Mr FURTH (Assistant Director -General), reporting on developments since the preparation 
of the second report of the Committee of the Executive Board, said that the Director -General 
had received a letter from the Vice -Minister of Health and Chief Delegate of Equatorial 
Guinea to the effect that the Government had already issued instructions for the transfer of 
the amount outstanding. However, since the transfer had not actually been effected, the 
Government pledged to pay its contribution before 30 June. Equatorial Guinea was in the 
first category of Members referred to in paragraph 7(a) of document A40/24, and its status 
was therefore not changed by that letter. 

In a telex dated 5 May 1987 the WHO representative in Mauritania had informed the 
Director -General that the Government of Mauritania was in the process of transferring 
US$ 41 237.11 to the WHO account in Brazzaville. That amount, which had not yet been 
received, was equivalent to the balance of its contributions for 1984, the full amount of its 
contributions for 1985 and part of its contributions for 1986. On the basis of that 
information, Mauritania should in principle be added to the list of countries in the first of 
the draft resolutions (Annex 2 to document A40/24) and deleted from the list in the second 
(Annex 3). 

Dr ZEIN (Mauritania) thanked Mr Furth for his comprehensive explanation of Mauritania's 
situation with regard to the payment of contributions. His country regretted the delay in 
payment, which did not reflect a lack of confidence in the Organization. Payment would be 
forthcoming as stated by Mr Furth, and Mauritania would endeavour to pay its contributions on 
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time in the future. The new development with regard to Mauritania's situation must be 
formally recorded and reflected in the report in due course. 

Dr NAKATANI (Japan) asked whether the suspension of voting privileges on purely 
financial grounds was acceptable in the light of the existing constitutional framework and in 
view of the principle of equal rights among all Member States. 

Dr BROWNE (Sierra Leone) requested that, on the basis of the information supplied 

earlier by the Minister of Health of her country, the Committee should consider transferring 
Sierra Leone to the list of countries in the first draft resolution (Annex 2 to document 

A40/24) since its contribution was in the process of being paid. 

Mr RUBIO (Peru), recalling the statement made by the delegate of Sierra Leone on the 
previous item, said that his delegation fully understood the situation of that country. The 
fact that some developing countries had not paid their contributions did not reflect a lack 
of good intentions on their part, as stated by the delegate of Mauritania; owing to economic 
difficulties those countries had simply been unable to pay on time - a predicament which was 
becoming worse with proposed increases in the budget and the instability of the United States 
dollar. To suspend voting privileges would be damaging to WHO because it would strike 
particularly developing countries and their equal right to have a say in matters debated and 
decided by the Health Assembly. Therefore, his delegation could not support the draft 

resolution in Annex 3 to document A40/24. 

Mr DHANOA (India) assured the Committee that his country would keep up its past record 
of regular payments, and urged all Member States to pay their contributions on time as well 
as all amounts overdue; it would be regrettable if programmes benefiting the Third World 
were to suffer as a result of delays in payment. 

Dr NDONGO ASUMU (Equatorial Guinea) requested the Committee to take due note of the 
letter sent by the Chief Delegate of his country to the effect that his Government had always 
endeavoured to pay its annual contributions on time and that, in spite of the economic crisis 
with which it was faced, it had issued instructions for payment to be effected. The transfer 
was merely being delayed by having to go through the various bureaucratic procedures. 
Equatorial Guinea was fully aware of its obligations and would pay its contributions before 
30 June. 

Mr DEVLIN (Office of the Legal Counsel), replying to the question raised by the delegate 
of Japan, said that the legal basis of the suspension of the voting privileges of Member 
States in arrears was set out in Article 7 of the WHO Constitution and in resolution WНА8.13, 
which he quoted. Indeed, it was incumbent upon the Health Assembly to consider whether or 
not to suspend the voting privileges of Member States in arrears to the extent mentioned in 

that resolution. 

The CHAIRMAN noted that no speakers were strongly in favour of the draft resolution in 
Annex 3 to document A40/24, concerning the suspension of the voting privileges of three 
Member States, Mauritania having been deleted from the list in view of the statement made by 
Mr Furth and the communication received from the Government. He suggested, therefore, that 
instead of approving that resolution, the Committee might prefer to include the three 
countries named in Annex 3 in an amended version of the draft resolution contained in 
Annex 2. That amended version should contain an additional paragraph specifying that the 
three Member States in question did not fall into the same category as those already 
mentioned in that Annex, and indicating that they had still not communicated with the 
Organization as to their intention to settle their arrears. A single resolution would then 
cover both groups of countries, urging them generally to regularize their position, but 
without suspending the voting privileges of any of them at the Fortieth World Health Assembly. 

Mr RUBIO (Peru), Mrs LUETTGEN DE LECHUGA (Cuba) and Mr HOUNGUES (Togo) supported the 
Chairman's proposal. 

Mrs PARKER (Jamaica) also supported the Chairman's proposal and added that the countries 
that had been listed in the second draft resolution (Annex 3 to document A40/24) should be 
advised of what would happen if they failed to regularize the situation. 

Mr STAUR (Denmark) said that, although it was not opposed to the Chairman's proposal, 
his delegation would have been able tó support the draft resolution in Annex 3 to document 
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A40/24, as it had done in the case of a similar resolution at the Thirty -ninth World Health 
Assembly. 

The CHAIRMAN suggested that he should request the Rapporteur to produce an amalgamated 
draft resolution, based on the text of Annex 2 to document A40/24, for presentation to the 
Committee at its next meeting. 

It was so agreed. (For continuation, see summary record of the second meeting, 
section 3.) 

Report on casual income: Item 21.4 of the Agenda (Document ЕВ79 /1987 /REC /1, Part I, 

resolutions EВ79.R2 and ЕВ79.R3 and Annex 2, and Part II, Chapter III, section (b)) 

The CHAIRMAN noted that there were three issues to be considered, of which the first 
concerned the amount of casual income to be used to help finance the budget for 1988 -1989; 
the second related to the recommendation that the maximum amount of the casual income 
facility be increased exceptionally in 1986 -1987 from US$ 31 million to US$ 41 million; and 
the third concerned the facility to be granted to the Director -General in 1988 and 1989 to 

use available casual income to help offset any adverse effects that might result from 
currency fluctuations in those years. He suggested that those three issues should be dealt 

with one by one. The subject as a whole could be considered at a later stage. 

It was so agreed. 

Dr KOINANGE (representative of the Executive Board) said that on the basis of the 
Director -General's report reproduced in Annex 2 to Part I of document ЕВ79 /1987 /REC /l, the 

Executive Board had considered various matters relating to casual income and its use. 

First, it had reviewed the Director -General's statement in paragraphs 50 aid 51 of his 

Introduction to the Proposed Programme Budget for the Financial Period 1988 -1989 (document 
PB/88 -89) that, in view of the serious financial crisis which the Organization might have to 

face, he was unable to recommend the appropriation, from casual income available as at 
31 December 1986, of US$ 47 million to help finance that programme budget. The crisis had 
arisen as a result of the anticipated non -receipt in 1986, and possibly in subsequent years, 
of a large proportion of assessed contributions. The Director -General had taken steps early 
in 1986 to reduce allocations for approved activities by US$ 35 million for 1986 -1987 and to 

submit to the Executive Board a contingency plan for programme budget implementation 
reductions of US$ 50 million for 1988 -1989. The available casual income to be retained was 
to be used for internal borrowing purposes pending receipt of contributions for 1986 -1987 and 
1988 -1989, in accordance with the authority granted to the Director -General by Financial 
Regulation 5.1. 

Following discussion of the matter, and in particular an indication that some 
outstanding contributions might be paid before the end of 1987, the Director -General, in an 
effort to reconcile the various views expressed, had proposed that US$ 25 million of casual 
income should be appropriated in order to reduce Members' contributions in the first year of 
the biennium 1988 -1989. As indicated in paragraph 89 of the report of the Executive Board on 
its review of the proposed programme budget for the financial period 1988 -1989 (document 
ЕВ79 /1987 /REC /1, Part II), that proposal had been made on the understanding that a further 
review by the Board of the financial situation would be necessary in January 1988. If 

sufficient arrears of contributions were to be received by the end of 1987, the 
Director -General would then recommend that an additional amount, representing the difference 
between casual income actually available at the end of 1986 and the amount of US$ 25 million 

applied to reduce contributions in the first year of the biennium, be applied to reduce 
contributions in the second year of the biennium. On the other hand, if the critical 

financial situation persisted, the Board would have to decide in January 1988 on the steps 
that would need to be taken to meet the shortfall in financial resources. In those 
circumstances, the Executive Board had agreed with the Director -General's proposal. 

Mr BISKUP (Federal Republic of Germany), supported by Dr NAKATANI (Japan), said that he 
would prefer the entire amount of US$ 49 million to be used to reduce Member States' 
contributions for financing the 1988 -1989 budget, as had already been done in the case of 

earlier budgets. 

Mr DANIELSSON (Sweden) said that his delegation considered that the WHO budget should, 
as far as possible, be safeguarded against exchange rate fluctuations. It was unacceptable 
that carefully worked out budget priorities should be discarded merely because of changes on 
the currency market. In view of the rapidly declining value of the dollar against most of 
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the WHO accounting currencies in recent years, however, that principle had been difficult to 
maintain. 

The Executive Board's proposal concerning the amount of casual income to be used to 

reduce Members' contributions for 1988 represented the maximum acceptable. Major cuts in 
programmes would clearly have to be made even if that proposal was accepted. Although his 
delegation would be prepared to accept the proposal in view of the financial difficulties 
being faced by many countries, it could not agree to more casual income being used to reduce 
Member States' contributions, since such a step could endanger the Organization's financial 

stability. 

Mr HAMMOND (Canada) said that his delegation would have preferred the full amount of 
US$ 49 million of casual income at the end of 1986 to be appropriated to reduce the 
contributions of Members in the biennium 1988 -1989. That had not seemed prudent, however, 

and at the seventy -ninth session of the Executive Board the member designated by Canada had 
played an active role in achieving a compromise that had appeared to represent the best 
possible solution, particularly in view of the uncertainties with respect to United States 
contributions in 1987. His delegation could therefore support the proposals before the 
Committee. 

Mr STAUR (Denmark), strongly supporting the views expressed by the delegate of Sweden, 
said that his delegation felt an obligation to safeguard the Organization's financial 
soundness as far as possible. The delegate of Canada had rightly stressed that the 

compromise reached by the Executive Board at its seventy -ninth session probably represented 
the limit of financial responsibility in that regard. It was important for the Organization 
to retain the balance of the available casual income so that it could deal with possible 
currency fluctuations and shortfalls in contributions during the remainder of the current 
year. 

Dr WILLIAMS (Nigeria) said that the economic situation responsible for delaying payment 
of assessed contributions by certain Member States appeared likely to persist in 1988 -1989. 
His delegation therefore supported the recommendation that the full amount of casual income 
be used to finance the 1988 -1989 budget. 

Dr CABRAL (Mozambique) associated his delegation with the support expressed by the 
delegates of Sweden and Canada for the Executive Board's proposal. 

Mr LADSOUS (France) said that his delegation, too, would have preferred all the casual 

income available at 31 December 1986 to be used to reduce Member States' contributions for 

the forthcoming biennium. There were a number of uncertainties, however, as to the 

intentions and actions of certain Member States, which were linked to the uncertainties 
affecting the currency markets. If the situation improved by the end of 1987 or the 
beginning of 1988 it might be possible to use the second instalment of available casual 
income to reduce Member States' contributions for 1989; if the problems persisted, there 
would be something in reserve. His delegation therefore supported the Executive Board's 
proposal. 

Dr MORK (Norway) joined previous speakers in supporting the Executive Board's proposal 
that US$ 25 million of casual income should be used to help finance the 1988 -1989 budget. 
That was essential to safeguard the Organization's programmes, particularly in developing 
countries. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his country maintained its 

position that casual income should be used essentially to finance the regular budget and 
reduce the contributions of Member States. At the same time, account must be taken of the 
Organization's positive experience in using casual income to meet budget deficits resulting 
from exchange rate fluctuations. In the absence of other appropriate methods, his delegation 
would not oppose the Executive Board's recommendation that casual income should be used for 
that purpose, but in an amount not exceeding US$ 41 million in 1986 -1987, and not exceeding 
US$ 31 million in 1988 -1989. He understood that the question of how the remainder of the 
casual income should be used would be dealt with when the appropriation resolution was 
considered. 

Mrs VUORINEN (Finland) associated her delegation with the views expressed by the 

Scandinavian and Canadian delegations and supported the draft resolution recommended by the 

Executive Board in resolution ЕВ79.R2. 
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Dr DE SOUZA (Australia) said that his delegation associated itself with the comments 
made by the delegate of France and supported the Executive Board's draft resolution. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) said that his 
delegation would have preferred all the casual income to be used to reduce Member States' 
contributions, but nevertheless accepted the compromise reached by the Executive Board. It 

was necessary to keep the options open regarding the considerations that would be before the 
Board when it reverted to the matter in January 1988; it was hoped that by then the 
situation would have been considerably eased through the payment of arrears of contributions 
by certain countries. 

Dr NOBRE LEITE (Cape Verde) said that in view of the many health problems of the Third 
World and of the fact that the budget was only being increased by a derisory amount as from 
1987, his delegation supported the Executive Board's proposal. 

Mr HELDRING (Netherlands) said that his delegation, like those of Canada and the United 
Kingdom, would have preferred the full amount of casual income to be made available, but 
given the exceptional circumstances it could accept the compromise proposed. It would, 
however, wish to leave options open pending a further review in January 1988. 

Dr GRECH (Malta) endorsed the remarks made by the delegates of Sweden and Canada and 
supported the compromise proposal recommended by the Executive Board. 

Dr AMBUHL (Switzerland) supported the Executive Board's proposal. 

Dr MONTERO (Argentina) said that the Health Assembly was at a preliminary stage in its 

analysis of the budget and it would therefore be somewhat premature to take a final decision 
on the subject under discussion as it was not yet possible to have an overview of all 
proposals with regard to the budget. There might be proposals to reduce it, in view of the 
difficulties faced by some countries. He therefore suggested that any decision should be 
postponed until the whole question had been further considered in both Committees. 

The CHAIRMAN explained that the Committee was attempting to arrive at agreement on a 
figure to be transmitted to Committee A for inclusion in the overall budget. The sooner 
Committee A was given such a figure the sooner the Health Assembly as a whole would be 
position to move ahead in its consideration of the budget as a whole. 

Dr MONTERO (Argentina) said that, in the light of the Chairman's explanation, it was his 
delegation's understanding that the Committee was being asked to approve the principle that a 
certain sum was to be used to cover fluctuations in exchange rates rather than to reduce 
Members' contributions, but not a specific figure. If that was correct, his delegation was 
in agreement. 

The CHAIRMAN said that it was necessary to transmit a firm figure to Committee A for 
consideration by that Committee when it came to discuss the budget. 

Dr MONTERO (Argentina) said that, in that case, his delegation could not give its 
agreement in either Committee A or Committee B. 

Dr RUESTA DE FURTER (Venezuela) said that her delegation did not wish to enter into the 
substance of the question of casual income but wished to make it clear that it would be 
obliged to oppose any increase in the WHO budget, and consequently any increase in 
Venezuela's contribution. 

Dr KLIVAROVA (Czechoslovakia) said that it would be appropriate for the entire amount of 
casual income to be used to offset the adverse effects of currency fluctuations on the 
programme budget for 1988 -1989 and accordingly supported the relevant recommendation of the 
Executive Board. 

Dr MARUPING (Lesotho) and Mrs OLASZ (Hungary) supported the Executive Board's proposal. 

Mr FURTH (Assistant Director -General) said that, like many delegates, the 
Director -General would have preferred to be able to recommend that the entire amount of 
casual income should be appropriated to help reduce assessments for 1988 -1989, just as he 
would have preferred not to reduce the programme for 1986 -1987 by US$ 35 million. However, 
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in the circumstances and in order that the Organization could meet its financial obligations, 
two measures - reduction of programme implementation in the current biennium and retention of 
some casual income for the purposes of borrowing, pending the receipt of contributions - had 
to be taken. As the delegate of France had said, it was to be hoped that, unlike the 
US$ 35 million programme reduction measure, the retention of casual income would be only a 
temporary measure and that by January, or at the latest by May 1988, the financial crisis 
would have been resolved and the Director -General would be in a position to recommend that 
the remaining US$ 24.1 million of casual income available as at 31 December 1986 be 
appropriated to reduce assessments for 1989. 

Mr BOYER (United States of America) asked for confirmation that Committee B would be 
making a recommendation to Committee A which would not be binding on the final appropriation 
resolution. As the delegates of Argentina and Venezuela had said, there was concern about 
the overall budget package, the total budget and the amount of casual income to be made 
available. 

Mr FURTH (Assistant Director- General) confirmed that the Committee would be making a 
recommendation not to the plenary of the Health Assembly but to Committee A. As the amount 
of casual income to be appropriated for the 1988 -1989 budget constituted an integral part of 
the appropriation resolution and as it was within the terms of reference of Committee A to 
recommend that resolution, Committee A necessarily had to consider the amount of casual 
income recommended by Committee B to be used to help finance the budget. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland), noting that the figure 
recommended by the Executive Board referred to 1988 and that the position had been left open 
with regard to 1989, said that, under those circumstances, he found it difficult to 

understand how the Committee could make any recommendation to Committee A with regard to 1989 
without knowing what conclusions the Executive Board would reach in January 1988. 

Professor MENCHACA (Cuba) expressed concern about the procedure whereby both Committees 
considered the same matter, which was then submitted to the plenary. He wondered whether 
such duplication could be avoided. His delegation was against any increase in contributions 
as such a measure would primarily affect the poorest countries, which had the fewest 
resources. 

Mr FURTH (Assistant Director -General), in response to the remarks made by the United 
Kingdom delegate and referring to the draft appropriation resolution proposed by the 
Executive Board in resolution EB79.R4, drew attention to the penultimate sentence of 
paragraph D of that resolution, which made it clear that the application of US$ 25 million of 
casual income to the first instalment of assessed contributions was an exceptional measure. 
However, Committee B was at liberty to recommend that, for example, US$ 25 million of casual 
income should be applied not only to the first year but should be applied equally to 
assessments in the two years, which was the usual practice, or that the whole amount of 
casual income should be appropriated, although in the opinion of the Director -General the 
latter action would not be wise. 

In response to the comments made by the delegate of Cuba, he confirmed that it lay 
within the terms of reference of Committee B, as laid down by resolution WHA26.1, to review 
the financial position of the Organization, including consideration of the amount of 
available casual income to be used to help finance the budget. That procedure had been 
followed since at least 1973 and had worked very well. In the final analysis it was 
Committee A which considered all aspects as a whole before deciding the text of an 
appropriation resolution. Resolution WHA26.1 also stated that, when the appropriation 
resolution was being considered by Committee A, there should not be a meeting of Committee B, 

so that all delegates would have the opportunity to be present during its consideration. 

Professor MENCHACA (Cuba) said that he understood from Mr Furth's explanation that most 
of the discussion on the matter would be repeated in Committee A and reiterated his concern 
about duplication of work. 

The CHAIRMAN said that he shared the concern of the delegate of Cuba with regard to the 

procedure whereby the same discussion would be repeated in Committee A. 
He noted from the discussion that only a very small number of delegations were opposed 

to the Executive Board's proposal and he therefore suggested that, in a spirit of consensus 
and rather than taking a vote on the matter, it might be possible for the delegate of the 
Federal Republic of Germany to accept that proposal, bearing in mind that his remarks and 
those of the delegates of Japan and Nigeria would be included in the summary record. 
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Mr BISKUP (Federal Republic of Germany) said that his delegation would be prepared to 
accept the Executive Board's proposal. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that if the matter had been put 
to the vote, his delegation would have abstained. 

Dr NAKATANI (Japan) said that in a spirit of compromise, his delegation could agree with 
the Executive Board's proposal. Nevertheless, it was of the opinion that reducing 
assessments would be beneficial to all Member States and therefore continued to believe that 
casual income should be mobilized as far as possible for the biennium 1988 -1989. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) said that, in view of 

the uncertainty about what might be decided by the Executive Board in January 1988 in respect 
of casual income, the wording "at least US$ 25 million" should be used in the Committee's 
recommendation to Committee A. 

The CHAIRMAN said that the remarks made during the discussion did not indicate any 
support for that proposal. 

Mr HAMMOND (Canada) said that the point raised by the United Kingdom delegate was 
intended to ensure that US$ 25 million would be used in the first year of the biennium, thus 
leaving the matter open for the second year. 

The CHAIRMAN took it that the Committee wished to recommend to Committee A that 
US$ 25 million of available casual income should be used to help finance the regular budget 
for the first year of the biennium 1988 -1989. 

It was so agreed. 

The meeting rose at 17h30. 



SECOND MEETING 

Friday, 8 May 1987, at 14h30 

Chairman: Dr R. W. CUNNING (Australia) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 21 of the Agenda (continued) 

Report on casual income: Item 21.4 of the Agenda (Document ЕВ79 /1987 /REС /1, Part I, 

resolutions ЕВ79.R2 and ЕВ79.R3 and Annex 2, and Part II, Chapter III, section (b)) 
(continued) 

The CHAIRMAN noted that having dealt at its first meeting with the first part of that 
item - the amount of casual income to be used to help finance the budget for 1988 -1989 - the 
Committee still had to consider the recommendation that the maximum amount of the casual 
income facility to be granted to the Director -General should be increased exceptionally in 
1986 -1987 from US$ 31 million to US$ 41 million; and, lastly, the recommendation regarding 
the facility to be granted in 1988 and 1989 to help offset the effects that might result from 
currency fluctuations in those years. 

Dr KOINANGE (representative of the Executive Board) said that the Board had considered 
paragraphs 5 to 8 of the report of the Director -General on casual income 
(document ЕВ79 /1987 /REC /1, Part I, Annex 2), which concerned the authorized use of casual 
income to reduce the adverse effects of currency fluctuations on the programme budget for 
1986 -1987. It had agreed with the proposal made by the Director -General to increase the 
authorized level of the facility from US$ 31 to US$ 41 million, in order to cope with the 
sharp decline of the United States dollar in relation to the CFA franc, the Danish krone and 
the Swiss franc. In its resolution EB79.R2, the Board had recommended to the Health Assembly 
a resolution endorsing the Director -General's proposal. 

Mr LADSOUS (France) said that the French delegation would not oppose the authorization 
proposed, but he wished to express its concern at the progressive increase in the amounts 
proposed as the fluctuations in exchange continued; though no one would wish to deny the 
gravity of the problem and the difficulty of finding a better solution, the Secretariat 
should be encouraged to continue its search for a less costly method. He noted in particular 
that IAEA had a two -currency budget and ILO was contemplating going in for "futures ". 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) supported the remarks 
of the delegate of France. 

Mr BOYER (United States of America) recalled that the Committee had been informed at its 
first meeting that at the end of 1986 there had been US$ 49.1 million of casual income 
available, and it had been decided by consensus that US$ 29 million would be used to help 
finance the budget for 1988 -1989, on the understanding that the remainder would be used to 
reduce assessments on Members in 1989 if the financial situation warranted it. He asked 
where the additional US$ 10 million now proposed was to come from. 

Mr FURTH (Assistant Director -General) first assured the delegates of France and the 
United Kingdom that the Director -General would keep the question of how currency fluctuations 
could be dealt with under constant review in a search for a solution beneficial to both 
Members and the Organization. All possible solutions were being considered. One of the 
permanent items on the agendas of the sessions of the Consultative Committee on 
Administrative Questions was a review of the ways in which organizations dealt with the 
problem. He was not sure that a less costly method than that used by WHO could be found; it 
was more a question of the timing and the manner of covering the inevitable cost than the 
amount of the cost. If a better solution could be found for WHO, the Secretariat would be 
the first to urge its adoption. 
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To the delegate of the United States of America he replied that if an additional 
US$ 10 million of casual income could not be earned in 1987 the facility would not be used to 
the full extent as now proposed. It was hoped that some US$ 20 million of casual income 
could be earned in 1987, but that was by no means certain. 

The draft resolution recommended by the Executive Board in resolution ЕB79.R2 was 
approved .l 

Dr KOINANGE (representative of the Executive Board) said that the Board had also noted 
the Director -General's comments in paragraphs 9 to 17 of his report on casual income 
(document ЕB79 /1987 /REC /1, Part I, Annex 2) concerning the possible alternative methods of 
dealing with adverse effects of currency fluctuations, concluding that it appeared unlikely 
that a better approach than the casual income facility could be found for reducing or 
mitigating the adverse effects of currency fluctuations on the programme budget. 

The Director -General had therefore recommended that the Health Assembly authorize him, 
for the financial period 1988 -1989, to charge against available casual income the net 
additional costs which might result from differences between the budgetary rates of exchange 
and the actual United Nations /WHO accounting rates of exchange with respect to the 
relationship between the United States dollar and the Swiss franc and the major regional 
office currencies, namely the CFA franc, the Danish krone, the Egyptian pound, the Indian 
rupee and the Philippine peso, up to an amount of US$ 31 million. Conversely, the net 
savings resulting from the existence of accounting rates of exchange higher than the 
budgetary exchange rates for the currencies in question would be transferred to casual income. 

The Executive Board, in agreement with the proposal made by the Director -General, had 
adopted resolution ЕВ79.R3 recommending to the Health Assembly the adoption of a resolution 
endorsing that recommendation. 

Mr TAYLHARDAT (Venezuela) expressed the reservations of the Venezuelan delegation 
concerning the use of partial and exceptional measures for the solution of basic problems - 
in the event one that affected many international organizations and all countries. Countries 
were being obliged to make structural adjustments even though they seemed excessive, and 
similar adjustments should be required of international organizations in their internal 
budgetary management. His delegation would not, however, oppose the approval of the draft 
resolution recommended by the Executive Board. 

Mr LADSOUS (France) said that his earlier remarks applied once again. The French 
delegation would not oppose the use of the sum proposed in the draft resolution. However, in 
view of the increase in the amount of the facility over the years, his delegation wished to 
place on record a reservation of principle: that should not be allowed to become the norm. 

Mr LOAYZA (Bolivia) endorsed the remarks of the delegate of Venezuela. Many developing 
countries, like his own had seen their income from exports plunge as a result of the erosion 
of the value of the United States dollar and their economies severely affected by 
fluctuations in the rates of exchange. He too therefore had reservations on the subject. 

Mr HAMMOND (Canada), Mr SAMARASINGHE (Sri Lanka), Dr SAVEL'EV (Union of Soviet Socialist 
Republics) and Dr DE SOUZA (Australia) shared the reservations expressed by the delegate of 
France. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the principle that casual 
income should be used to reduce assessments on Members should be adhered to. 

Mr FURTH (Assistant Director -General) assured the Committee that the Director -General 
was very much aware of the heavy burden imposed by the currency fluctuations on a number of 
governments. But he wished to dispel the impression that the approval of the casual income 
facility of US$ 31 million meant that the Organization was not making any sacrifices or was 
able to operate as though such currency fluctuations did not occur. To give an example, in 
1986 WHO disbursements in Swiss francs and the major regional office currencies represented 
39.5% of all disbursements but the part of the regular budget for 1988 -1989 that was subject 
to currency exchange adjustments - the part which the casual income facility was designed to 
protect - represented only 28.04% of the regular budget. There were thus millions of 

I Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA40.3. 
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dollars -worth of expenditures in Swiss francs and regional office currencies for which no 
adjustment would be made if the United States dollar should decline below the budgetary rates 

of exchange, so that in that event reductions in programmes would have to be made. The only 
components of the programme budget protected by the casual income facility were post 

adjustments for professional staff, general service staff salaries, common services and 
certain parts of the budgetary provisions for the Health Assembly and Executive Board. No 

protection against currency fluctuations was given to such components as pharmaceutical 
supplies, equipment, consultants and fellowships. The casual income facility of 

US$ 31 million would thus no doubt be a help in dealing with the effects of currency 
fluctuations to some extent, but there would nevertheless have to be further considerable 
reductions in programmes if the exchange value of the United States dollar were to remain at 
its present level. 

The draft resolution recommended by the Executive Board in resolution ЕВ79.R3 was 
approved •l 

2. REPORT OF COMMITTEE B TO COMMITTEE A (Document A40/26) 

Miss GARRIDO RUIZ (Mexico), Rapporteur, read out the draft report. 

Ms OIZUMI (Japan) said that, while not wishing to oppose approval of the report, she 

sought clarification with regard to the United Kingdom delegate's request at the first 

meeting that the words "at least" should prececde mention of the US$ 25 million available 
casual income for use to help finance the regular budget for the first year of the biennium 
1988 -1989. 

In reply to the CHAIRMAN, Mr LUPTON (United Kingdom of Great Britain and Northern 
Ireland) confirmed that the wording of the third sentence of the first paragraph met his 
requirement. 

Mr BOYER (United States of America) proposed the inclusion in the second paragraph of 

the latest figure, given to the Committee at its first meeting, of US$ 49 169 131 as the 
casual income available as at 31 December 1986, and the addition, after "would be reviewed by 

the Executive Board in January 1988 , of the words "and the Forty -first World Health Assembly 
in May 1988 ". 

It was so agreed. 

The report, as thus amended, was adopted.2 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 21 of the Agenda (resumed) 

Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution: Item 21.3 of the Agenda (Document A40/24) (continued from the 
first meeting, section 3) 

The CHAIRMAN recalled that at its first meeting the Rapporteur had been asked to 
amalgamate the two draft resolutions then before the Committee into a new draft. The revised 
draft resolution, now before the Committee, read as follows: 

The Fortieth World Health Assembly, 
Having considered the report of the Committee of the Executive Board to Consider 

Certain Financial Matters prior to the Fortieth World Health Assembly on Members in 
arrears to an extent which may invoke Article 7 of the Constitution; 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution W1A40.4. 
2 

See document WHA40 /1987/REC/2. 
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Having noted that Burkina Faso, Comoros, Dominican Republic, Equatorial Guinea, 
Ghana, Guatemala, Guinea -Bissau, Liberia, Mauritania, Peru, Saint Lucia and Sierra Leone 
were in arrears at the time of the opening of the Health Assembly to such an extent that 
it is necessary for the Health Assembly to consider, in accordance with Article 7 of the 
Constitution, whether or not the voting privileges of these Members should be suspended; 

Noting that Burkina Faso, Comoros, Equatorial Guinea, Ghana, Guatemala, 
Guinea- Bissau, Mauritania, Peru and Saint Lucia have either communicated with the 
Director -General since the closure of the Thirty -ninth World Health Assembly held in May 
1986 indicating their intention to settle their arrears, or have made some payments 
towards their arrears since that date; 

Noting further that the Dominican Republic, Liberia and Sierra Leone have neither 
communicated to the Director -General since the closure of the Thirty -ninth World Health 
Assembly held in May 1986 their intention to settle their arrears nor made any payments 
towards their contributions since that date; 

1. EXPRESSES serious concern at the number of Members in recent years which have been 
in arrears to an extent which may invoke Article 7 of the Constitution; 

2. URGES the Members concerned to regularize their position at the earliest possible 
date; 

3. FURTHER URGES those Members who have not communicated their intention to settle 
their arrears to do so as a matter of urgency; 

4. DECIDES not to suspend at the Fortieth World Health Assembly the voting privileges 
of Burkina Faso, Comoros, Dominican Republic, Equatorial Guinea, Ghana, Guatemala, 
Guinea -Bissau, Liberia, Mauritania, Peru, Saint Lucia and Sierra Leone; 

5. REQUESTS the Director -General to communicate this resolution to the Members 
concerned. 

Mr FURTH (Assistant Director -General) brought the Committee up to date on several 
developments since Committee B's first meeting. 

First, the Government of Mauritania had confirmed by telex that it was transferring the 
equivalent of approximately US$ 41 000 to the WHO account in Brazzaville. Secondly, the 
Government of Saint Lucia had informed the Director -General that it had transferred the 
equivalent of approximately US$ 18 400, which on receipt would be applied to settle the 
balance of the 1983 contribution and as part payment towards that of 1984. 

While those two developments would not affect the text of the draft resolution before 
the Committee, the third one would. The amount of US$ 132 927, representing the sum total of 

contributions owed by Ghana for the years 1984 to 1987 inclusive, had been received by WHO on 
7 May. Two amendments to the draft resolution might thus be appropriate. First, a new 
preambular paragraph could be inserted after the second preambular paragraph, as follows: 
"Having been informed that Ghana has in the meantime settled its arrears of contributions in 
full ". Secondly, the name of Ghana could be removed from the following preambular paragraph. 

The CHAIRMAN, recalling the consensus that the Committee had reached at its first 
meeting, asked whether delegates were prepared to approve the draft resolution with the 
amendments proposed by Mr Furth. 

Dr SAVEL'EV (Union of the Soviet Socialist Republics) proposed that the name of Ghana 

should likewise be removed from operative paragraph 4 of the draft resolution. 

Mr FURTH (Assistant Director -General) explained that the criterion for the Health 
Assembly to consider suspending a country's voting rights, as set out in resolution WHА8.13, 
was whether it was in sufficient arrears "at the time of the opening of the World Health 
Assembly ". Had Ghana settled its arrears by that time Committee B would not have needed to 

consider suspension of its voting rights at all. As that had not been the case, suspension 
had been considered and decided against by the Committee. It would therefore be 
inappropriate to omit the mention of Ghana from operative paragraph 4. 

Professor BORGOÑO (Chile), while agreeing with the consensus on the draft resolution, 
noted that similar resolutions had been adopted for the past 20 years or more. Referring to 

resolution WHA16.20, which retained a certain topicality, he suggested that enough experience 
had been accumulated to make possible a review of the question of suspension of voting 
rights, and suggested that the Secretariat and Executive Board look into the matter with a 
view to facilitating the Health Assembly's handling of the question. 
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The CHAIRMAN said that the matter would be referred to the Executive Board. 

The draft resolution, as thus amended, was approved.1 

4. SCALE OF ASSESSMENTS FOR THE FINANCIAL PERIOD 1988 -1989: Item 23.2 of the Agenda 
(Documents EB79 /1987 /REC /1, Part II, Chapter III, section (c) and Annex 3; and A40/18) 

Mr FURTH (Assistant Director -General), introducing the item at the invitation of the 
CHAIRMAN, said that the proposed scale of assessments for 1988 to 1989 had been calculated, 
pursuant to resolutions WHA24.12, WHA26.21 and WHA27.9, on the basis of the United Nations 

scale of assessments for the years 1986 -1988. That scale had been approved by the United 
Nations General Assembly in resolution 40/248 adopted in December 1985. The proposed WHO 
scale, in which no country was assessed at a rate higher than in the United Nations scale, 
was the same as that adopted by the Health Assembly in May 1986 for the year 1987, i.e., the 

second year of the 1986 -1987 financial period. He drew attention to a draft resolution 

contained in the Director -General's report (document A40/18), which set out the proposed 
scale of assessments. 

Mr TAYLHARDAT (Venezuela) said that, when the United Nations General Assembly approved 
the scale of contributions that was used as a basis for preparing the scale of contributions 
proposed for WHO, the Venezuelan delegation had put on record its total opposition to that 
scale. The delegate of Venezuela had made a similar statement at the Thirty -ninth World 
Health Assembly. He wished today to repeat his Government's opposition for the scale that 

the Committee was considering. It believed that a number of developing countries including 
Venezuela were being treated in a discriminatory and unfair manner, for the scale appeared to 
take no account of Venezuela's capacity to pay, which had deteriorated very significantly 
since 1983. The new scale granted reductions in the contributions of major developed 
countries in both east and west. Countries like Venezuela were being made to bear the weight 
of the reductions from which other countries were benefiting. Nothing could justify 
increasing Venezuela's contribution by five points when care had been taken to ensure that 
other countries' contributions remained the same or increased only very slightly. 

Mr BISKUP (Federal Republic of Germany) endorsed the proposed WHO scale. He recalled 
that the United Nations scale on which it was based had been developed by a group of experts, 
and it was unlikely that Committee B could improve much on it. 

The CHAIRMAN asked the Committee whether it was prepared to approve the draft resolution. 

Mr TAYLHARDAT (Venezuela) requested that the summary records show that the proposed 

scale of assessments was approved against the opposition of the delegation of Venezula. 

The draft resolution was thus approved.2 

5. REAL ESTATE FUND: Item 25 of the Agenda (Document ЕВ79 /1987 /REC /1, Part I, resolution 
EB79.R14 and Annex 6) 

Dr AYOUB (representative of the Executive Board) said that the Board had considered the 

report of the Director -General contained in Annex 6 to document ЕВ79 /1987 /REC /1, Part I. The 

Board had noted the status of implementation of the approved projects, several of which had 
been completed, for the period up to 31 May 1987. It had also noted the estimated 
requirements of the Real Estate Fund for the period 1 June 1987 to 31 May 1988, as listed in 

the Director -General's report: they consisted of provision for essential maintenance and 
repair projects in three regional office buildings. Finally the Board had taken note of 

information on accommodation in the Regional Office for the Eastern Mediterranean. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA40.5. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted, 
against the reiterated opposition of the delegation of Venezuela, as resolution WHA40.6. 
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In resolution ЕB79.R14, the Board was recommending to the Fortieth World Health Assembly 
that it authorize the financing of the indicated expenditures from the Fund at the revised 
estimated cost of US$ 260 588. 

The CHAIRMAN observed that there were no questions or objections. 

The draft resolution recommended by the Executive Board in resolution EВ79.R14 was 
approved.) 

6. SALARIES FOR UNGRADED POSTS AND FOR THE DIRECTOR- GENERAL: Item 26 of the Agenda 
(Document EB79 /1987 /REС /1, Part I, resolution EB79.R10 and Annex 3) 

The CHAIRMAN informed the Committee that salaries and allowances for ungraded posts and 
for the Director -General had been discussed by the Executive Board at its seventy -ninth 
session. 

Dr KOINANGE (representative of the Executive Board) said that one of the amendments to 

the Staff Rules made by the Director -General and confirmed by the Executive Board, in 

resolution EB79.R11, had consequences of essentially a technical nature for the salaries of 

the ungraded posts and of the Director- General. That Staff Rule amendment concerned the 
revision of the staff assessment rates for the professional and higher categories and had 
been considered necessary in the light of a decision of the United Nations General Assembly 
in December 1986 on the same matter. The change in the staff assessment rates affected the 

gross salary levels, and to a very minor extent the net salary levels, at the single rate. 
It had no effect on the net salaries at the dependency rate. 

Resolution EB79.R10, adopted by the Executive Board, noted the decision of the United 
Nations General Assembly to revise staff assessment rates for the professional and higher 
categories with effect from 1 April 1987 and recommended that the Health Assembly should 
adopt a resolution establishing new gross and net salaries for the Assistant 
Directors -General, the Deputy Director -General and the Director -General, also with effect 
from 1 April 1987. The salary modifications, which were essentially technical, were the same 
as those made to the salaries of ungraded posts in the United Nations and other organizations 
of the common system. 

In the absence of comments, the draft resolution recommended by the Executive Board in 
resolution ЕВ79.R10 was approved.2 

7. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: BIENNIAL REPORT: Item 27 of the Agenda 
(Resolution WHA38.12; Document ЕB79 /1987 /REС /1, Part I, resolutions EВ79.R12 aid 
EВ79.R13 and Annexes 4 and 5) 

The CHAIRMAN informed the Committee that the recruitment of international staff in WHO 
had been discussed by the Executive Board on the basis of two reports by the 
Director -General, reproduced in Annexes 4 and 5 to Part I of document ЕB79 /1987 /REC /1. The 
Board had subsequently adopted resolutions EB79.R12 and ЕВ79.R13. Two different subjects had 
to be considered under this item of the agenda: the geographical representativeness of the 

staff and the employment and participation of women. It was proposed, subject to the 
agreement of the Committee, to consider the two subjects separately. 

Geographical representativeness of the staff (Document ЕB79 /1987 /REС /1, Part I, resolution 
EВ79.R12 and Annex 4) 

Dr AYOUB (representative of the Executive Board) said that the report before the 
Committee reviewed progress made between October 1984 and October 1986 in improving the 
geographical representation of the staff. It showed that the progress reported to previous 

1 Transmitted to the Health Assembly in the Committee's first report aid adopted as 

resolution WHA40.7. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution W1A40.8. 
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sessions of the Executive Board and to the Health Assembly had been fully sustained in the 

two -year period under review. The 40% target for appointments from unrepresented and 
under -represented Member States had been met. The number of staff from over -represented 
Member States had been reduced by 21 %. Although two new Member States had joined the 

Organization, the number of unrepresented Member States hад been reduced by three. The 
number of adequately represented Member States had risen from 82 to 87 and the percentage of 
Member and Associate Member States represented on the staff of the Organization had reached 
77.4% (127 out of 164). There was also a good balance between developed and developing 
countries among the Member States represented. 

The Executive Board had expressed its appreciation of the progress achieved. Its 

recommendations to the Fortieth World Health Assembly, in the form of a draft resolution, 
were contained in resolution EВ79.R12. 

Ms OIZUMI (Japan) said that Japan had always been under -represented on the staff of 
WHO. She referred to the current financial difficulties encountered by Member States, which 
made it hard for those who were under- represented to justify participating in the 
Organization. The 40% target was insufficient to achieve the desired balance of 
representation. It seemed that Member States contributing voluntary funds to specific 
programmes were given priority when it came to recruiting staff for those programmes and that 
was a constraint on the number of posts available for under -represented Member States. 

Dr RAKCEEV (Union of Soviet Socialist Republics) said that a correct staff recruitment 
policy was a guarantee for the successful functioning of any organization. In international 
organizations it was essential to reconcile the quality of staff with geographical 
representativeness. That the Director -General had made every effort in that respect was 
evident from his report. Despite the fact that two new Member States had joined WHO in the 

period under review, the number unrepresented had been reduced by three, whereas the number 
adequately represented had risen by five. Though that was encouraging, the rate at which the 
problem was being tackled, particularly in the regions, was not satisfactory. The numbers 
for both under -represented and over -represented Member States, remained virtually unchanged. 
It was understandable that the Director -General might have difficulty in recruiting from 
unrepresented and under- represented Member States but how could it be explained that there 
had been no reduction in the number of those over -represented? 

An analysis of the figures given in Appendix 1 to Annex 4 of document ЕB79 /1987 /REC /1, 
Part I, showed that during the past two years three more Member States had joined the 
over -represented group, and that the degree of over -representation of five Member States 
already in that group had increased. The new formula for computing the desirable ranges 
would make the picture even more discouraging. 

The delegation of the USSR agreed with the delegation of Japan that the 40% target was 
insufficient and considered that it should be increased to 60% - the figure that had, 
incidentally, been recommended by the Joint Inspection Unit for the staffing of the United 
Nations and UNESCO. That would accelerate the achievement of a balanced representation. 

To that end, the delegation of the USSR proposed tue following amendments to the 
resolution recommended to the Health Assembly by the Board in its resolution EB79.R12. 
Operative paragraph 1 should be amended to read as follows: 

1. DECIDES to increase the target of all vacancies arising in professional and 
higher- graded posts subject to geographical distribution during the period ending 
October 1988 for the appointment of nationals of unrepresented and 
under -represented countries up to 60 %. 

Operative paragraph 3 should be replaced by the following: 

3. REQUESTS the Director -General: 

(a) to modify the method of calculating desirable ranges by revising the number of 
posts used in that calculation to 1450; 
(b) to suspend until 1989 the recruitment of staff members from over -represented 
countries for the posts subject to geographical distribution; 
(c) to stop, temporarily, signing permanent contracts with staff members of 
P.1- Р.6 /D.1 grade, working in the posts subject to geographical distribution. 

The CHAIRMAN said that, to ensure that all delegations had the opportunity to review the 
proposed amendments, it would be appreciated if they could be submitted in writing. 
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Dr JAKAB (Hungary) said that her delegation welcomed the considerable improvement in the 

geographical representativeness of the staff, which was essential if WHO was to utilize 
national experience to the best effect in achieving health for all. It supported both the 
thе Director -General's proposal to maintain the 40% target for the next biennium and the 
resolution recommended to the Health Assembly by the Board in its resolution EB79.R12. 

Mr VOIGTLANDER (Federal Republic of Germany) said that his delegation supported the 
Director -General's contention that the most important criterion in selecting staff had to be 
quality, which was essential for the efficiency of WHO's work. However, balanced 
geographical representation was also a condition for a balanced development of common efforts 
towards the achievement of health for all. 

The Federal Republic of Germany had been among the under -represented Member States for a 

considerable time, the degree of under -representation being 60% in relation to the mid -point 
of the desirable range. Even with the new formula the degree would be 50%. All attempts in 

recent years to improve the situation had been in vain. Indeed, new appointments had not 
kept up with normal separations, and the submission of twice as many applications as 

previously had not resulted in an improvement. His delegation could not, therefore, agree 
with the optimism expressed by the Director -General in his report about reaching the target. 

The contributions of the Federal Republic of Germany to WHO - both to the regular budget 
and in the form of voluntary funds - increased year by year, as did its cooperation in 
maintaining WHO collaborating centres, hosting meetings, providing scientific expertise, and 
responding without delay to emergencies. In all modesty, he had to mention those facts 
because they were not reflected in any way in staff representation. If the situation 
continued, it could influence the degree of cooperation with WHO since it would be impossible 
to persuade parliamentary forums to increase contributions year after year if they could see 
no improvement in representation. No undue advantages were being requested; simply 

treatment on an equal basis with other Member States. 

Dr JADAMBA (Mongolia) expressed his delegation's appreciation of the Director -General's 

efforts to improve recruitment procedures and to ensure a more equitable geographical 
representativeness, which was a proper observance of the democratic process that should 
prevail in an international organization. The figure given in the Director -General's report, 
of 40.2% of the staff recruited being nationals from unrepresented or under -represented 
countries, was creditable, and showed that the target as it existed at present had to some 
extent been met. However, there was room for improvement in the criteria of 

representativeness, as his delegation had stated at a previous Health Assembly. For example, 
within the current criteria, having a single staff member in the Organization meant that some 

Member States were no longer in the under -represented category. Efforts had to be made to 

ensure the full representation in the Organization of the Member States in the lowest range, 
and to that end the criteria needed to be made more uniform. 

The delegation of Mongolia supported the amendments to the draft resolution proposed by 
the delegation of the Union of Soviet Socialist Republics. In addition, it proposed that 

provision should be made for the review of the formula for computing the desirable ranges of 
representativeness in each biennium, with each new budgetary cycle. 

Mr FORMICA (Italy) thanked the Director -General for his report, which showed 
considerable progress in achieving a more balanced geographical representation. While aware 
of the problems of international recruitment, he wished to draw attention to the unfavourable 
position of Italy in relation to the staff it had in WHO, and to the public concern and 
attention it was receiving. He hoped that efforts would be made to attain an even more 
balanced geographical representation. 

Dr KLIVAROVÁ (Czechoslovakia) said that, despite the progress reported by the 
Director -General, work to correct the discrepancies was proceeding very slowly, as 
exemplified by the number of unrepresented Member States having decreased by only three and 
the number of under -represented Member States having remained at the same level. At the same 
time a number of previously adequately represented Member States, including Czechoslovakia, 
were now under -represented. In the coming years specialists should not be recruited from 
over -represented countries. The delegation of Czechoslovakia considered that the 40% target 
should be raised to 60%, and wished to associate itself with the amendments to the draft 
resolution proposed by the delegation of the USSR. 

Mrs WOLF (German Democratic Republic) noted that between October 1984 and October 1986 
some progress had been made in applying the principles of recruitment of WHO staff on as wide 
a geographical basis as possible, and hoped that efforts would continue to be made to ensure 
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further progress. The German Democratic Republic had a particular interest in the matter, as 

it was under -represented. At the same time, she recognized that it was important to ensure 
that the efficiency and integrity of the staff were maintained, as specified in Article 35 of 

WHO's Constitution. Those three elements - efficiency, integrity and equitable geographical 
distribution - were equally important, and no one criterion, such as efficiency, should be 
singled out and set above the others for special consideration. There were nationals in all 

countries who met recruitment requirements. The over -representation of certain countries 
must be eliminated more swiftly, and under -represented countries should be given greater 
possibilities to fill their quotas. Concerning the proposed modification of the desirable 
ranges, she accepted that they had to be adjusted in line with the reduction in the number of 
posts subject to geographical distribution, but she did so on the understanding that, in the 

event of any future increase in such posts, the desirable ranges would be re- adjusted 

accordingly. 

Ms OIZUMI (Japan) agreed with the delegate of the Federal Republic of Germany and 

expressed her delegation's concern regarding the report of the Director -General on that point. 

Dr BATCHVAROVA (Bulgaria) recognized the efforts of the Director -General and the 

progress achieved in improving the geographical representativeness of the staff. 
Nevertheless an imbalance persisted and efforts needed to be increased in order to improve 

the situation. She therefore endorsed the proposals made by the delegate of the USSR, which 
could help to achieve a more equitable geographical distribution. 

Dr OPOLSKI (Poland) said that inequitable geographical distribution could adversely 
affect the effectiveness of WHO. Since Poland was an under -represented country his 

delegation would support any action to improve the situation. He therefore supported the 
proposed amendments to the draft resolution. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) welcomed the 

Director -General's effective action to improve geographical distribution. He pointed out 

that the numbers of staff alone might not adequately reflect the situation, and that there 

was a need to look at distribution of staff within the hierarchy of the Organization. 

Regarding the amendments proposed by the delegate of the USSR, while he would wish to see the 
amendments in detail before making specific comments, he expressed concern that nothing 
should be done that might lead to a reduction in the standards of effectiveness, competence 
and integrity among the staff. He supported the draft resolution recommended by the 

Executive Board. 

Dr RUESTA DE FURTER (Venezuela) congratulated the Director- General on his report. Since 

Venezuela was an under -represented country, the Government was carefully following the 
changes being made in the Secretariat in an attempt to achieve better geographical 

distribution compatible with the highest level of efficiency. Her delegation therefore 
supported the WHO policy of promoting a better balance in geographical distribution, and 

wished current efforts to be intensified. 

Mr LADSOUS (France) expressed agreement with the delegate of the United Kingdom in 

welcoming the report of the Director -General and the steps taken to improve the geographical 
representativeness of the staff. He also supported the resolution recommended by the 
Executive Board. He expressed doubts about the amendments proposed by the USSR. While he 

would need to see a written text before commenting in detail, he would have serious 
reservations about any proposal that would restrict the ability of the Director -General to 

recruit the most suitable candidates. 

Mr FURTH (Assistant Director -General) said that he had noted that despite severe 

criticism, almost every delegate who had spoken had remarked on the generally favourable 

trend in geographical distribution of staff. That trend should not be under -estimated. The 

figures given in the report only covered the period October 1984 to October 1986. The 

progress over the period 1975 -1986 had been even more impressive. In December 1975 there had 

been 145 active Member States compared with 164 in October 1986. Over that same period, the 

number of staff in posts subject to geographical distribution had fallen from 1844 to 1231. 

Nevertheless, the number of over -represented countries had declined from 39 to 27 and the 

number of adequately represented countries had risen from 55 to 87. Those were considerable 

achievements, bearing in mind that the paramount consideration was the need to ensure 

efficiency, integrity and the internationally representative character of the Secretariat. 

Despite that trend there were countries from which more nationals should be recruited - for 
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example, the Federal Republic of Germany, Italy, and Japan. He agreed that it was 
unfortunate that there were not more nationals from those countries on the staff of WHO. 
However, strenuous efforts had been made in that regard. For instance, two recruitment 
missions had been sent to Japan since 1980 and remarkable progress in the recruitment of 
Japanese nationals had been made as a result, the number of Japanese nationals on the staff 
of WHO having more than doubled since 1978. He recognized, however, that problems remained, 
and those mentioned by the delegate of the Federal Republic of Germany were serious ones. He 
assured delegates that every effort would continue to be made to rectify the situation. 

Referring to the amendments proposed by the delegate of the USSR, Mr Furth said that to 
request the Director -General to refrain from recruiting nationals of over -represented 
countries for posts subject to geographical distribution would appear to be incompatible with 
Article 35 of the Constitution. If the best candidate for a post could not be recruited 
because he was from an over -represented country, that would appear to create an 
unconstitutional situation. In certain exceptional circumstances, for instance for certain 
highly specialized functions or where particular linguistic abilities were required, it was 
sometimes necessary to recruit someone from an over -represented country. There was also a 
need to obtain input of the qualities that could be contributed by nationals of developing 
countries, which constituted the overwhelming majority of the over -represented countries. In 
addition, consideration needed to be given to the appointment of women candidates. He 
pointed out that the Director -General had already placed severe restrictions on recruitment 
from over -represented countries, but reiterated that it was still necessary in exceptional 
circumstances. 

The second amendment proposed, concerning the temporary suspension of the awarding of 
career service contracts, would have no effect on geographical distribution, since both fixed 
term and career service staff were counted for purposes of geographical distribution. He 
noted that the Group of High -level Intergovernmental Experts to Review the Efficiency of the 
Administrative and Financial Functioning of the United Nations (the Group of Eighteen) had 
produced a report, which had been adopted by the United Nations General Assembly, 
recommending the appointment of a certain proportion of staff on career service contracts. 
The matter was being studied by the International Civil Service Commission, and it would be 
wise to await its report before taking any decision on that subject in the Health Assembly. 
He also pointed out that WHO had the smallest number of career service contracts of any major 
organization in the United Nations system. 

Regarding the suggestion to change the target for recruitment from 40% to 60 %, he 
referred to the comments made by the Director -General two years previously when the subject 
had been discussed by both the Executive Board and the Health Assembly. He had said that it 
would be highly undesirable to include any provision in the instructions given to him by the 
Health Assembly that might create difficulties in carrying out his constitutional 
responsibilities towards all Member States. Those responsibilities entailed the appointment 
of staff to ensure the highest efficiency, integrity and competence and an internationally 
representative character. The adoption of a target above 40% would certainly constitute such 
a difficulty. In addition, in practical terms, it was extremely doubtful that such a target 
could be attained. He noted that in the United Nations the target of 40% had not been 
attained. In comparison with other organizations, WHO had made good progress. 

Dr RAKCEEV (Union of Soviet Socialist Republics) said that the amendments proposed by 
his delegation were not intended to bring about a reduction in the professional standards of 
staff recruited to the Organization. They were rather designed to stimulate the efforts of 
the Secretariat to regularize the recruitment of international staff in accordance with the 
principle of geographical distribution. He did not deny that progress had been achieved, but 
the overall situation regarding under -represented and over -represented countries seemed to 
change very little. 

Mr FUKUYAMA (Japan) noted that the number of Japanese nationals on the staff of the 
Organization was still small, and urged that more efforts be made to increase the number of 
staff from under -represented countries. The two recruitment missions to Japan had been, in 
his opinion, rather unsuccessful, since the subsequent increase in numbers of staff had been 
very small. 

The CHAIRMAN proposed that further discussion of the subject be postponed until the 
amendment proposed by the delegation of the USSR had been made available in writing. 

It was so agreed. (For continuation, see summary record of the fourth meeting, 
section 1.) 

The meeting rose at 17h20. 
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Chairman: Dr R. W. CUMMING (Australia) 

1. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: BIENNIAL REPORT: Item 27 of the Agenda 
(Resolution WHА38.12; Document ЕВ79 /1987 /REC /1, Part I, resolutions ЕB79.R12 and 
ЕВ79.R13 and Annexes 4 and 5) (continued) 

Participation of women in the work of WHO (Document EB79 /1987 /REC /1, Part I, resolution 
ЕВ79.R13 and Annex 5) 

The CHAIRMAN invited the meeting to consider the second subject under agenda item 27, 

namely the employment and participation of women, and called upon Dr Ayoub to report to the 

Committee on the discussion held on that subject at the January session of the Executive 
Board. 

Dr AYOUB (representative of the Executive Board) said that the Director -General's report 
on the participation of women in the work of the Organization (document ЕВ79 /1987 /REС /1, Part 

I, Annex 5) contained a much more comprehensive review than in previous years. Not only did 

it review the progress made towards achieving the target of 30% of all professional and 
higher -grade posts to be held by women, but it also provided information on short -term and 
consultancy assignments aid on women's participation in technical and expert group meetings 
at headquarters, and in the WHO fellowships programme from October 1985 to October 1986. 
Since 1984, the percentage of professional aid higher -graded posts occupied by women in 
established offices had increased from 18.2% to 20.3 %. Much remained to be done, however, to 

reach the 30% target set by the Health Assembly and it was hoped that future progress would 
be more rapid than during the period from 1984 to 1986. Some progress had been achieved in 

the placement of women in posts of higher responsibility. Specifically, 43 women occupied 
posts at the P5 level and above - i.e., eight more than in 1984 - the number of women at the 

D2 level had increased from one to four, and four women had recently been appointed as WHO 
representatives. However, there was still a striking disproportion between men and women in 
higher level posts. Although the proportion of women working on short -term contracts aid in 

an advisory capacity was roughly the same as that of women on the regular staff, the 

Executive Board considered that more rapid progress could be achieved in that area. 
Special attention should be devoted to the composition of expert advisory panels because 

women had accounted for only 10% of their membership in 1986. In spite of the progress 
already achieved, the Executive Board had realized that there was a need to increase the 

number of women serving as consultants, advisers and short -term experts, as well as the 
number of women awarded WHO fellowships. The proportion of women attending the Health 
Assembly and serving on the Executive Board was disappointingly low, and governments were 
invited to redress that imbalance, because most of them did have well -qualified women who 
could work in WHO. The Executive Board's recommendations on the subject, in the form of a 

draft resolution, were contained in resolution ЕВ79.R13. 

Mrs KADANDARA (Zimbabwe) appreciated the action taken by the Director -General to promote 
the recruitment of women in WHO. However, the proportion of women employed at the regional 
level and at headquarters remained disappointingly low. Both Member States and WHO had 
recognized the importance of the role of women in all development programmes. It was 
necessary to increase women's participation in health activities, which, in many countries, 
involved maternal and child care aid family planning - areas particularly suitable for the 
participation of women. In the circumstances, however, it was surprising that the number of 
women on the expert advisory panels was so low, as indicated in the report; the expert 
advisory panel on human reproduction was a case in point. Many of the panels listed as at 
October 1986 dealt with areas of concern to women. The reasons given for the low 

representation of women on the permanent staff were not at all convincing. Since most of the 
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activities undertaken both by governments and by WHO involved women and their children, the 
contribution of professional and nonprofessional women was essential, and it made little 
sense to continue to plan without them programmes depending on their participation. Most 
professional women provided useful services in the field of health and their advice was 
invaluable. Women could analyse their social commitments and decide whether or not they 
could undertake permanent assignments, and Member States should be urged to encourage them to 
take up posts at the regional level and at headquarters. WHO fellowships should involve a 
larger proportion of women with a view to developing their skills in their chosen fields of 
expertise. It was gratifying to note that the Director -General would be holding discussions 
with the Regional Directors with a view to working out ways of encouraging governments to 
include more women in the fellowships programme. 

Women could and would continue to participate in health activities. It was hoped that 
their recruitment on short -term assignments would be facilitated and that those able to take 
on permanent assignments would be allowed to do so. The Director -General's efforts to 

promote the participation of women were highly appreciated. 

Dr JAKAB (Hungary) said that her Government was extremely gratified to note that the 
Director -General's report was more comprehensive than in previous years and provided more 
information on progress in the recruitment of qualified women in professional and higher - 
graded posts. However, although the percentage had risen from 18.2% to 20.3 %, it was still 
far from the 30% target set by the Health Assembly. Similarly, although progress had also 
been achieved in the placement of women in posts of higher responsibility, there was still an 
imbalance between men and women at the higher levels. 

The report clearly reflected the commitment of the Director -General and his staff to the 
target set by the Health Assembly. Indeed, they planned to take further action to increase 
the participation of women in the work of the Organization. However, further results could 
be achieved only on the basis of full partnership between WHO and Member States, because it 
was up to governments to select competent women candidates and propose them to WHO for 
short -term and long -term assignments. The 30% target and equal rights for men and women 
would be achieved only on the basis of that partnership. In that connection, she drew 
special attention to the importance of equal rights in the strict sense of that term. The 

the Director -General and his staff were to be commended for their sustained efforts to 

promote the participation of women in all WHO programmes and were requested to keep up their 
effort in that area. Hungary supported the draft resolution contained in resolution ЕВ79.R13. 

Dr RUESTA DE FURTER (Venezuela) said that women had always been represented in her 
country's delegation, and that, contrary to what Mr Furth's statement made on the previous 
day seemed to imply, the recruitment of women was not an obstacle to adequate geographical 
representativeness, but would facilitate it. Her delegation therefore endorsed the remark 
made by the representative of the Executive Board to the effect that more rapid progress 
could be made in redressing the imbalance, and wished to propose an amendment to the draft 
resolution contained in resolution ЕВ79.R13. Specifically, operative paragraph 2 should be 
amended to urge Member States to assist the Director -General in his efforts to find ways of 

increasing the participation of women in the programmes of WHO by proposing women candidates 
for long- and short -term assignments, for expert committees and study groups and for 
fellowships, and to encourage the increased participation of women in technical meetings and 
meetings of WHO's governing bodies. 

Dr MONEКOSSO (Regional Director for Africa) thanked the delegates who had spoken on the 
item under consideration and said that it was being taken very seriously in the African 
Region. Indeed, it was an area in which much depended on the very favourable social changes 
that were taking place in respect of the status of women. In that context, WHO must play a 

catalytic role, establishing a model likely to accelerate the process of social change. In 

the African Region, much had already been done to promote the recruitment of women in 
high -level posts. However, difficulties were being encountered because qualified African 
women very rarely left their homes to take up an assignment in another country. It had 
therefore been proposed that women who could not move because of family commitments could 
contribute to the work of the Organization by being appointed as "national programme 
officers" - a system already adopted by some other agencies. It was hoped that the Committee 
would support that proposal. The Secretariat had also made efforts to approach the husbands 
of prospective women candidates, and in some cases they had agreed to move with their 
spouses, as dependants. In recent years the governments of the African countries had also 
been making efforts in that area, as was reflected in the appointment of more women health 
ministers and the presence of more women in senior positions. Three of the four women 
appointed as WHO representatives, as referred to in the report, had been appointed in the 
African Region. 
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Member States were urged to be patient because progress was definitely under way in that 
area. And as had rightly been pointed out by the delegate of Hungary, further progress 
called for a partnership between WHO and governments. WHO was endeavouring to establish a 
model that countries would emulate and thereby accelerate the process started under the 
United Nations Decade for Women. In as much as success in that area would have an impact on 
the previous agenda item, it would make it possible to fulfil the target of 40% set in 
respect of the appointment of nationals of unrepresented or under -represented countries. 

Mrs KALM (consultant to the Director -General) said that the Organization, its 

Director -General, and the administration were clearly committed to increasing the 
participation of women in WHO's work, especially at the higher policy-making and technical 
levels. The great willingness and sympathy demonstrated by the Assistant Directors- General, 
programme managers, and all the staff concerned with programmes in matters related to the 

furtherance of that objective was very encouraging. Progress had so far been unspectacular 
but steady, and since the last figures had been released in 1986 the trend had continued. 
The proportion of women had increased by 0.9% in established offices - 0.8% overall - and 
recruitment of women was actually over 25% of the total. If the existing degree of 
commitment was maintained, the 30% target should be reached, it was hoped before too long. 
However, the Secretariat fully shared the general concern about the very low representation 
of women on the WHO expert advisory panels, and it was hoped that the amendment proposed by 
the delegate of Venezuela to the draft resolution before the Committee would help to remedy 
that situation. The Director -General was counting on the support of governments in proposing 
more women capable of serving the Organization in expert and short -term capacities on those 
panels. 

The CHAIRMAN drew the Committee's attention to the draft resolution contained in 
resolution ЕВ79.R13 and read out the new version of operative paragraph 2, as amended by the 
delegate of Venezuela, for the Committee's consideration, as follows: "URGES Member States 
to assist the Director -General in his efforts to find ways of increasing the participation of 
women in the programmes of WHO by proposing women candidates for long- and short -term 
assignments, expert advisory panels, and for fellowships, and by encouraging the increased 
participation of women in technical meetings and meetings of WHO's governing bodies ". 

Dr RUESТA DE FURTER (Venezuela) said that as far as the Spanish version was concerned, 
two separate terms should be used to cover women's participation not only in expert 
committees but also in study groups. 

Mrs KALM (consultant to the Director -General) felt that the phrase "technical meetings 
and meetings of WHO's governing bodies" in the original draft already provided for the idea 
expressed by the delegate of Venezuela in her amendment, whose purpose was perhaps to 
increase the number of women included on the expert advisory panels, the standing list from 
which the expert committees and technical groups were drawn. That was crucial for the 

selection of women for such meetings. 

Dr RUESTА DE FURTER (Venezuela) expressed approval of the clarification provided 
by Mrs Kalm. 

The draft resolution recommended by the Executive Board in resolution ЕВ79.R13, as 

amended, was approved.' 

The CHAIRMAN said that since the amendments proposed by the Soviet Union in connection 
with the topic previously discussed under the agenda item had only just been circulated, it 

would be preferable to postpone their consideration and move on to agenda item 28. 

(For continuation of discussion, see summary record of the fourth meeting, section 1.) 

2. APPOINTMENT OF THE EXTERNAL AUDITOR: Item 28 of the Agenda (Resolution WНАЭ6.10; 
Document A40/9) 

Mr FURTH (Assistant Director -General) said that the appointment of the External Auditor 
was due to expire in March 1988, following the completion of the external audit tasks related 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHA40.9. 
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to the current biennium. Since such tasks would be completed before the Forty -first World 
Health Assembly in May 1988, and in order to avoid the possibility of WHO at any time being 
without an external auditor, the Director -General was proposing that the Health Assembly 
should decide on the appointment of the external auditor at its current session. In order to 

allow for greater continuity in such appointments, aid thereby for improved planning of 

external audit tasks, the Director -General, in his report (document A40/9), was again 
proposing that the holder of the Office of Comptroller and Auditor- General of the United 
Kingdom of Great Britain and Northern Ireland should be appointed external auditor of WHO for 
two financial periods, namely 1988 -1989 and 1990 -1991. The Director- General of ILO, which 
used the same external auditor, had submitted a similar proposal to ILO's governing body. 
Indeed, in addition to being the external auditor of WHO and ILO, the Comptroller and 
Auditor -General of the United Kingdom was also the external auditor of several other 
specialized agencies; his staff therefore comprised a sufficient number of qualified 
auditors with specialized knowledge of the United Nations agencies. The Comptroller and 
Auditor -General had already confirmed his willingness to be proposed for reappointment for 
the next two bienniums. Accordingly, the Committee was invited to consider the draft 
resolution contained in the Director -General's report. 

The draft resolution was approved.1 

3. EFFECTS OF NUCLEAR WAR ON HEALTH AND HEALTH SERVICES: Item 30 of the Agenda 
(Resolutions WHА36.28 and WHA39.19; Document A40 /11) 

Professor BERGSТROM (Chairman, WHO Management Group on follow -up of resolution WНА36.28) 
recalled that six years earlier the Health Assembly had requested the Director - General to 
establish a committee to study the effects of nuclear war on health and health services, and 

that body's report had been submitted to the Health Assembly in 1983.2 At the same time, 
the Director- General had been requested to arrange for a group to continue to collect, 
analyse and regularly publish accounts of activities and further studies on the subject. The 
report now before the Committee was the result of the past three years' work. During that 
period, there had been considerable activity in many quarters. The major study on the 
question had been carried out by a special committee under the International Council of 
Scientific Unions; it had produced two voluminous reports based on the work of several 
hundred scientists, which was continuing. Academies in the United States and the Soviet 
Union had also published committee reports, an extensive study had been published in the 
United Kingdom, and a joint commission of the United States and Japan had also studied the 
question further. 

The WHO Management Group liad found it appropriate to publish a second, updated version 
of the earlier report. The results were summarized in the first 20 pages and there were, in 

addition, seven annexes, most of them completely new. The study in Annex 3 showed a 

considerably reduced estimate of the LD50 for radiation, i.e., the dose that led to the 

death of 50% of irradiated people in 60 days; that was now believed to be less than half the 
earlier estimate. The new data showed that the spread of fires started by a nuclear 
explosion would increase the number of deaths. Smoke and dust released into the atmosphere 
had been studied further and, even though their effect on temperature might earlier have been 
over -estimated, they would undoubtedly have a serious impact on food production. While the 
long -term effects were serious, the direct effects were staggering. It had been estimated 
that the use of only 1% of weapons in existing stockpiles could kill more than 15 million 
people outright, and the London study had shown that the use of only ten megatons of the 
15 000 megaton capacity available could kill 90% of the population. 

Mrs LUETTGEN DE LECHUGA (Cuba) welcomed the work carried out by the Management Group to 
enable the Organization to contribute to the implementation of the United Nations General 
Assembly resolutions on the strengthening of peace, détente, disarmament and the prevention 
of thermonuclear war. The information in the report to the effect that the use in urban 
areas of only 1% of the destructive power of existing nuclear weapons could cause more death 
in a few days than had occurred during the whole of the Seсond World War was abundant reason 

1 Transmitted to the Health Assembly in the Committee's 
resolution WHA40.11. 

2 Effects of nuclear war on health and health services. 
Committee of Experts in Medical Sciences and Public Health to 
Geneva, World Health Organization, 1984. 

first report and adopted, as 

Report of the International 
Implement Resolution WHA34.38. 
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for the international community to devote all its efforts to preventing such a holocaust by 
working for disarmament and the cause of peace. 

The effects of nuclear war as shown in the report were truly infernal. The destruction 
caused by widespread blast and fire, smoke and the dispersal of millions of tons of solid 
particles, giving rise to the so- called "nuclear winter" with a sudden fall in temperature 
was so terrible a prospect as by itself alone to condemn in the eyes of history those 
promoting militaristic policies and the stockpiling of weapons. 

The consequences of a nuclear war would completely disorganize and effectively destroy 
the health services, making it impossible to care for the millions of war victims, who would, 
of course, include medical professionals themselves. The report therefore rightly stated 

that the only method of dealing with the health effects of nuclear war was primary 
prevention, i.e., the prevention of nuclear war itself. Apart from the tragedy and 
destruction that such a war would cause, millions of human beings were living under appalling 
conditions because human and material resources that should be used to alleviate hunger and 
disease were instead being wasted on the arms race. Thus, in addition to fighting for peace 
to avert the catastrophic effects of nuclear war, efforts should also be made to combat the 

already catastrophic effects of the arms race. 
The Organization should continue to give special attention to the subject under 

discussion, which was of fundamental importance to mankind. 

Mr CHAUHAN (India), welcoming the Management Group's comprehensive report, said that his 
delegation, which had co- sponsored resolution WHA36.28, considered that WHO should continue 
its efforts to promote public awareness of the dangers and horrifying effects of nuclear war 
and to strengthen peace. 

Unfortunately, new weapons of mass destruction being developed for use in outer space 
would further endanger international peace and tranquillity. According to the report under 
consideration, it was estimated that nuclear arsenals had already reached a capacity of 
15 000 megatons and were continuing to increase. The use of a mere fraction of that 

capability would cause widespread death and destruction, the various scenarios for which, as 

described in the report, were terrifying. Besides resulting in casualties on an 
unprecedented scale, a nuclear conflict would paralyse life completely and lead to a 

breakdown of all administrative and management systems, thus further aggravating human 
suffering and misery. 

It was thus imperative for members of the Committee to take heed of the impending 
danger, to do everything possible to avert a nuclear holocaust, and to strengthen peace. The 
report could serve as an excellent document for use in educating and informing the public 
about the growing nuclear threat. It should be widely circulated and updated from time to 
time to keep Member States informed of new developments. 

Dr OPOLSКI (Poland) said that his delegation, which had been shocked by the information 
before the Committee, wished to express its deepest concern. He commended the Management 
Group on the preparation of its impressive document, which deserved wider dissemination. His 
delegation supported the carrying out of further studies and the provision of further 
information on the subject. 

During a nuclear disaster, the health sector would be facing a new situation of which it 
had had no experience. Since there could be no rational or logical protection against such a 
disaster, since it could not be confined to a local or limited conflict, and since the 
problems facing the health sector would be insoluble, the only solution was to prevent 
nuclear calamity at all cost. 

Mrs WOLF (German Democratic Republic), welcoming the further substantive and informative 
report prepared in accordance with resolution WHA36.28, observed that the Organization had 
already given a clear warning of the devastating consequences of nuclear war, thus setting an 
example to other specialized agencies of the United Nations to step up their efforts to 
implement major United Nations General Assembly resolutions on the subject of peace and 
disarmament. In helping to expose the dangers of the nuclear arms race from the medical 
standpoint, the Organization had given renewed stimulus to the activities of international 
peace associations and movements, including International Physicians for the Prevention of 
Nuclear War, and had helped to encourage all forces advocating the abolition of nuclear 
weapons. 

The Management Group's second report should be made widely known to the public and its 
work should be continued, together with the investigation of other health aspects of the 
effects of nuclear war not reflected in the report. 

Mr DANIELSSON (Sweden) said that the report before the Committee provided further 
evidence of the growing awareness of the catastrophic consequences of nuclear war, 
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highlighting the severe health problems that could occur in the immediate aftermath of a 
nuclear attack, the serious long -term problems, and the fact that the peoples of all States 
could suffer death and destruction. 

Consideration of the health aspects of nuclear war came within the scope of WHO's 
activities and his country therefore welcomed the report, which it hoped would contribute, 
together with the increasing flow of scientific information on the subject, to speeding up 
bilateral nuclear disarmament negotiations between the Soviet Union and the United States and 
the discussions on nuclear -arms -related issues taking place in multilateral forums, such as 
the United Nations Conference on Disarmament. 

The Director -General should be requested to report to the Executive Board on any further 
developments in the areas studied in the report and on any additional aspects. 

Dr JAKAB (Hungary) commended the Management Group on the concise report and detailed 
annexes, which would provide government officials, health authorities and scientific, 
political and social groups with useful background information for their nuclear war 
prevention activities. The document covered the topic well by considering a number of 
aspects (physical, climatological, biological and medical) and by providing convincing 
illustrative figures, together with a concise summary of the health effects following acute 
radiation exposure, and of the possible intermediate and long -term effects. The placing of 
the radiological data concerning the LD50 in the context'of nuclear war, when no health 
care could be assured, was particularly important. Wide distribution of the document, either 
complete or in modified form, particularly to the medical profession, including medical 
students, would be fully justified. 

The further collection of information and further assessment of the environmental 
effects of radioactive substances, including their effects on human beings and other living 
organisms, would be helpful. On the first anniversary of the Chernobyl reactor accident, she 
reminded the Committee of the public anxiety concerning the radioactive contamination of the 

European environment when levels had been comparatively low. During a nuclear disaster, 
national health services could suddenly be faced with the formidable task of seeking to 
obtain uncontaminated or only slightly contaminated supplies of water, food and shelter even 
in areas far distant from the site of the disaster. 

Two points in the document might require correction. Firstly, in the reference to 

caesium -137 in paragraph 41, it might be preferable to mention that that radionuclide was 
distributed throughout the cell mass. Due to the range of energies emitted, there was no 

direct effect on the DNA of the cell contaminated, but there was on that of others. 
Secondly, the value in brackets at the end of the explanation of the term GWe in the Glossary 
(page 23) should read: "(1 GW = 109W) ". 

Continuation of the activity under consideration was fully justified and her delegation 
urged the Director -General to give further support to the Management Group's excellent work. 

Mr PAK Dok Hun (Democratic People's Republic of Korea) said that discussion of the 

effects of nuclear war on health and health services was significant at a time when there was 
a constant danger of such a war. He commended the Management Group on its excellent report 
aid particularly on the scenarios and the warnings that health services would be unable to 

alleviate the consequences of nuclear war to any significant extent and that the only remedy 
was prevention. The report showed that the destructive power of the nuclear weapons amassed 
throughout the world was equivalent to 15 000 megatons and that more people could be killed 
in a few hours through the use of only 1% of that power than had been killed during the whole 
of the Second World War. 

Nuclear war would also have a serious effect on the environment and the economy, leading 
to acute hunger, poverty and disease for which the available remedies would be useless. It 

was thus the common responsibility of mankind as a whole and health workers in particular to 
prevent nuclear war and safeguard world peace. That was also a prerequisite for the 
implementation of the health- for -all strategy. 

The existence of nuclear weapons implied the possibility of their use, and the danger of 

nuclear war existed in many parts of the world - in Asia as well as Europe. Nuclear weapons, 
with over 13 000 kilotons of explosive power, were even deployed in southern parts of the 

Korean peninsula, causing serious concern to the Korean people and other peace -loving peoples 
of the world. 

His delegation fully supported the document under consideration, which rightly stated 
that the only approach to the treatment of the health effects of nuclear war was primary 
prevention, i.e., the prevention of nuclear war. 

His Government was endeavouring to implement its proposal that the Korean peninsular 
should become a nuclear -free peace zone. It would make every effort to extend and strengthen 
international cooperation in the field of health and to prevent nuclear war, and would 
systematically distribute information to the public on the health consequences of nuclear war. 



COMMITTEE B: THIRD MEETING 245 

Dr VASSILEVSKI (Bulgaria) said that the document under discussion would make a 

considerable contribution to the preservation of peace in line with the objectives of the 

International Year of Peace. The scientific information in the report showed the effects of 
nuclear war on life on the planet and on the health of those who survived it. It would cause 
a total biological catastrophe, amounting to the suicide of mankind. The report should be 

circulated to the governments of all Member States, to governmental and nongovernmental 

organizations and to the public at large with a view to making the public aware of the 
absurdity of the arms race. The health -for -all strategy presupposed continued life on earth 
under normal ecological conditions, the first requirement for which was peace. The process 

of alerting people to the dangers inherent in the building up of nuclear stockpiles was, 

however, proceeding very slowly and needed to be speeded up. WHO and International 

Physicians for the Prevention of Nuclear War should continue to work together in considering 

the various aspects of the question and in disseminating information on it. 

Mr SOKOLOV (Union of Soviet Socialist Republic) said that the report and its 

conclusions, which were extremely topical and had his delegation's full support, should be 
widely disseminated. He commended all concerned on their contribution to the important task. 

The disastrous effects of a nuclear war for the entire world population were well 

understood. The increased stockpiles of nuclear weapons threatened man's very existence and 

the steps taken by WHO in accordance with relevant United Nations General Assembly 
resolutions to formulate a scientific prognosis of the health effects of nuclear war on 
health were to be welcomed. The Organization was successfully carrying out measures for the 
prevention and control of many, and sometimes extremely dangerous diseases, in which a major 
role was played by scientific forecasting and the provision of a scientific basis for 
tackling the problems concerned by the most effective means. No organization was better 
qualified to study the health effects of nuclear war. Only WHO had available to it the 

knowledge and experience of leading experts in the most diverse fields of medicine, biology 

and health. 
A nuclear catastrophe would be a major obstacle to the achievement of the Organization's 

basic objective of the attainment by all peoples of the highest possible level of health. 
The report's conclusions, based on a careful scientific analysis of the information on the 

effects of ionizing radiation on the human organism, and the other data provided were 

therefore of serious concern not only to health workers but also to governments and the 

public. The reliable and objective information emanating from WHO was far more convincing 
than that from any other source. The report was part of an extremely important area of 

research, which must be continued in order both to provide a more complete picture of the 
health effects of nuclear explosions and to study those aspects of the problem not covered by 
the report. 

Consideration might be given, first, to the long -term demographic changes following a 
nuclear war, and secondly, to the medical effects of climatological changes brought about by 
nuclear explosions (mortality, morbidity and the effects on the reproductive and other 

functions). The Board member designated by the Soviet Union had referred to those two 

aspects at the seventy -ninth session of the Executive Board. A third topic might be that of 

the health conditions in cities after a nuclear attack, and a fourth, that of food resources 

following a nuclear war. Such activities could be carried out in collaboration with other 

international organizations, as provided for in resolution WHA36.28, and in particular with 

International Physicians for the Prevention of Nuclear War. 
The report should be published and widely disseminated. A group of delegations at the 

current session had prepared a draft resolution which had been passed to the Secretariat for 

translation and circulation. He then described the content of the preamble and read out the 

operative paragraphs, expressing the hope that the draft resolution would be adopted by 
consensus 

Dr KLIVAROVA (Czechoslovakia) congratulated the Director -General and the WHO Management 

Group on the very thorough report. Her delegation had read with great interest the results 
of scientific research, the technical information and the war scenarios contained in the 

report and its description of the effects of nuclear war on the environment and climatic 

conditions as well as on health and the health infrastructure. The unleashing of nuclear war 

could well lead to the end of the human race. Her delegation accordingly considered the 

report to be so important that it should be issued as an independent publication and widely 

disseminated as well as being sent to the Secretary -General of the United Nations and to the 

specialized agencies for use in their work. It also considered it very important that the 

1 For text, see p. 306. 
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Management Group should continue its labours in the interests of a better understanding of 

the threat of nuclear war to health. 
Her delegation supported the draft resolution and wished to co- sponsor it. 

Professor KHAN (Pakistan) congratulated the Management Group on producing such a 

valuable and comprehensive report. He agreed with earlier speakers that the report should be 
widely circulated to all nations and all peoples. He proposed that the report should also be 
sent to the United Nations Secretary -General for presentation at the forthcoming session of 
the General Assembly, in order to make the dangers of nuclear war made better known to 

politicians and governments of all countries. 
His delegation wished to be included among the sponsors of the draft resolution. 

Miss CLAUWAERT (Venezuela) thanked the Director -General and the Management Group for its 
important report, which her delegation fully supported. In the light of the dangers of 

nuclear war to mankind, as outlined in the report, her delegation fully agreed that the only 
means of preventing adverse effects of nuclear war on health was primary prevention of war. 

Dr CATI (Kiribati) congratulated the Management Group and the Director -General for the 
very comprehensive report, which should be disseminated both in its current form and in 
modified form so that persons in other fields could understand the implications of nuclear 
war on health. Progress in that area of science had gone far in seeking solutions to 
problems. 

Investigations should be carried out in the Pacific to assess the impact of nuclear 
warfare on the Pacific Islands. In addition, a study should be made on the existing effects 
of nuclear weapon tests being carried out in the Pacific. His country had been subject to 
radiation effects from the Second World War, the continuing nuclear tests in the Pacific 
region and the storage of so- called low -dosage nuclear waste. There were few resources 
available in the Pacific islands to undertake such studies and he appealed to the Health 
Assembly to ensure that relevant steps be taken. 

In the International Year of Peace, it was most important to disseminate the document 
and present it at the United Nations General Assembly, as recommended in the draft 
resolution. He proposed that, in addition, one week in the year should be set aside as peace 
week. 

Mr KUSUMOTO (‚Tapan) expressed appreciation of the Management Group's efforts in 
preparing the report. The subject was a very complicated one and should be tackled from 
different viewpoints, as there were different opinions among experts on the climatic effects 
of nuclear war. It was important that such a study should be carried out in a balanced, 
objective and scientific manner and that it should lead to a clear and correct understanding 
of the matter, on the basis of scientific findings and analysis, so that it could be brought 
to the attention of the general public. His delegation valued the report as reference 
material. 

He pointed out that at the United Nations General Assembly in 1986 a Group of Consultant 
Experts had been established (resolution 41/861) to Carry Out a Study on the Climatic and 
Potential Physical Effects of Nuclear War, including Nuclear Winter. It was expected that 
the study would be discussed at the General Assembly in 1988. That report was awaited with 
interest. 

Dr SAMPSON (Nicaragua) congratulated the Management Group for its very complete report. 
It made clear that the only way to deal with the terrible threat of nuclear war was 
prevention, i.e., the elimination of any possibility of nuclear war. One form of prevention 
might be the wide distribution of the report to health personnel, governments and the 
public. In addition, WHO might join efforts with those governments and movements opposing 
the existence and proliferation of nuclear weapons by speaking out against the arms race and 
in favour of peace and the safeguard of human life. As an organization involved in health 
throughout the world, WHO should take an increasingly forthright stand against the threat of 
nuclear war. 

Dr AL- SHARIF (Libyan Arab Jamahiriya) commended the Management Group on its efforts. 
The conclusions of the report were of extreme importance. All adverse effects of nuclear war 
must continue to be examined. Nuclear incidents were man-made events due to human negligence 
or inadequate control of research. His country's experience in respect of the few incidents 
with which it was familiar indicated that control was neither easy nor complete and that 
there were immediate, medium -term and long -term effects on life and the environment as a 

whole. Efforts must be made to prevent exposure to the dangers of nuclear war and its 
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effects on health through the combined efforts of human society and a rationalization of 
human behaviour. The effects of nuclear war on health were not limited to the effects of war 

but extended to fear of an outbreak of war, particularly in nations directly exposed to such 
a threat. Exaggeration of the danger of nuclear war should be avoided. Efforts must be made 

both to prevent nuclear war aid to alleviate individual suffering resulting from fear of it. 

His delegation would follow with interest the future work of the Management Group and hoped 
that WHO would play an active role in all scientific efforts to prevent an outbreak of 
nuclear war. 

He supported the draft resolution. 

Dr JADAMBA (Mongolia) said that the report under discussion represented an important 

contribution by WHO in the struggle for peace and an important measure in the quest for 

health for all by the year 2000. He joined previous speakers in congratulating the WHO 
Management Group on its work. 

His delegation had carefully studied the draft resolution, the operative part of which 
was of considerable importance for the enlightenment of world opinion about the scope of a 
nuclear disaster and as a means of helping to implement United Nations General Assembly 
resolution 34/58, concerning the contribution of health to socioeconomic development and 
peace, as well as related Health Assembly resolutions. Adoption of the draft resolution 
would also foster cooperation among organizations within and outside the United Nations 
system in efforts to prevent nuclear disaster. His delegation supported the draft resolution 
and wished to be included among its co- sponsors. 

Mr BOYER (United States of America) said that his delegation had opposed the original 

resolution calling for the report under discussion, as it believed that it would be a waste 
of the Organization's valuable time, energy and resources. That reason was all the more 
cogent at a time when budget levels were increasing, over a third of Member States were 
unable to pay their contributions and the health programmes approved by the Health Assembly 
had to be reduced. While appreciating the Management Group's efforts to produce a report 
which sought to avoid politically contentious argument and minimize controversial issues, the 

mere fact that the item had been included in the agenda had generated comment about nuclear 
disarmament negotiations, nuclear testing, nuclear winter and other matters which lay outside 
the purview of the Health Assembly. All countries were being faced with the pandemic of 
AIDS. It was on such issues that the Organization had a clear and vital role to play, with a 
great capacity for helping to prevent and deal with health problems; it had no such capacity 
on the question of nuclear war. 

His delegation hoped that the Health Assembly would take note of the report and end the 
exercise at that point. It saw no justification for further work on the topic, especially in 
the light of the limitations on the energies of the Organization and of growing health 
problems. He found it difficult to understand requests for further study on the matter and 
the continued diversion of WHO energies away from AIDS and other legitimate health problems. 
He doubted that developing countries wanted to have their diminishing resources used in such 
a way. He could see no prospect of consensus on the draft resolution. 

Dr WAHEDI (Afghanistan) thanked the Management Group for its efforts in preparing the 
report. The scientifically based figures which it provided on the consequences of nuclear 
war were indeed alarming; it was not only targets under attack that would be destroyed in a 
nuclear war but, in all probability the human race itself. His delegation considered that 
the Management Group should continue its work on the subject and wished to be included among 
the sponsors of the draft resolution. 

Dr AL -AWADI (Kuwait) commended the Management Group for its excellent report, which 
contained information of paramount importance. He wondered how it was possible to spend 
hours considering certain topics which might be marginal to health when mankind was being 
threatened with extinction at any moment. A subject which had to do with the very survival 
of man on earth could not be separated from the interests and responsibilities of the 
Organization. The report should be appropriately improved and circulated throughout the 
world to permit further consideration of the issue and of the approach currently being 
employed. His delegation endorsed the report, as it would any report which drew attention 
and sensitized world opinion to the threat of nuclear weapons and the dire prospects for 
mankind that their use implied. He supported the proposal by the delegate of Kiribati that 
there should be an international peace week to remind mankind of the dangers facing it. He 

supported the draft resolution. 
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Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) said that, while the 
United Kingdom Government's concern about the effects of nuclear war had been made known in 
the appropriate forums, it had expressed its serious reservations about WHO involvement in 

work on the subject. The report submitted showed how far the work had strayed from WHO's 
area of responsibility. His delegation firmly believed that the study lay well outside WHO's 
purview. It had been expensive and, particularly at a time when the Organization was facing 
unprecedented financial constraints, the exercise should be brought to an end, as should WHO 
involvement in the question as a whole. 

While his delegation would study carefully any draft resolution when it was circulated, 
it would not be prepared to support any proposal for commissioning further work on the topic. 

Mr LADSOUS (France) said that from the outset his delegation had not supported 
preparation of the report under discussion, as it had considered that the subject was outside 
WHO's terms of reference. It was currently of the opinion that the matter had been dealt 
with and that the exercise should not be continued any further at a time when a maximum of 
economy was called for and when there were many other problems that directly affected health 
in a real aid alarming way, including AIDS and other diseases which were causing suffering 

and death in the world. While his delegation would consider the draft resolution when it was 
circulated, it could not agree to the Organization wasting resources on studies which lay 
outside its mandate. 

Mr Tae Chul CHUNG (Republic of Korea) commended the Management Group for its 
well -documented report. His delegation shared the views expressed by many previous 
speakers. Commenting on the idea of the creation of a nuclear -free zone in the Korean 
peninsula, referred to by a previous speaker, he observed that his country, as a party to the 
Treaty on the Non- Proliferation of Nuclear Weapons since 1975, supported the establishment of 
nuclear -free zones in any part of the world where it was feasible. It did not, however, 
believe that it made any sense to raise the topic in an international forum such as the 
Health Assembly before an understanding had been reached among the countries in the region 
concerned. 

Mr VETTOVAGLIA (Switzerland) shared the point of view expressed by the delegations of 
the United States, the United Kingdom and France; he did not believe that the subject lay 
within the terms of reference of the Organization, which could unfortunately exercise no 
influence in respect of recourse to nuclear weapons, and the report of the Management Group 
would be of no avail in the event of nuclear disaster. The exercise represented a waste of 
time, energy and money at a time when all three were particularly precious for the 
Organization. His delegation would therefore vote against any draft resolution which implied 
new activities. It believed that the exercise should be brought to a close. 

Dr TAPA (Tonga) congratulated the WHO Management Group on its excellent report. Unlike 
some speakers, he considered the subject to be well within WHO's terms of reference in the 
international health field. Paragraphs 6, 7 and especially 9 of the Summary on page 4 of the 
Group's report, which in his view epitomized its spirit and substance, drew attention to the 
contribution WHO could make to the prevention of nuclear war by distributing information and 
intensifying international cooperation in the field of health, the latter subject, indeed, 
being the theme of the general debate at the current Health Assembly. WHO should therefore 
commit itself to endeavouring to ensure that the human race should never again be subjected 
to the monstrous and violent use of nuclear weapons. 

Dr HILGER (Federal Republic of Germany) said that his country maintained the opposition 
it had consistently expressed over the years to any proposals aimed at involving WHO in 
fields of activities which were basically outside its terms of reference. He considered it 
was now time to bring such exercises to an end aid would not support any proposal aimed at 
continuing them. 

Mr SAMSOM (Netherlands) said that, in the context of the models described and throughout 
the world as a whole, the report conclusively demonstrated that there was no reasonable 
prospect of an organized health response to the disasters brought about by nuclear warfare. 
He would agree to publication of the report, but doubted whether further studies and more 
data would be of any use in ensuring a more organized response. Quite apart from any 
question of whether the subject fell within WHO's terms of reference, he wondered, in view of 
the problems the Organization was at present facing in establishing its priorities, whether 
the money such studies would entail would not be better spent elsewhere. 
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Mr AFANDE (Kenya) commended the report of the WHO Management Group. Kenya, as a member 
of the United Nations Conference on Disarmament, the sole multilateral negotiating forum on 
the issue, was involved in negotiations on the prevention of nuclear war. He therefore 
supported the proposal to circulate the report and to submit it, together with the study on 
the effects of nuclear war, to the United Nations General Assembly. Although Kenya did not 
normally support the raising of disarmament issues in forums not mandated to discuss them, he 
considered that WHO could not turn its back completely on the effects of nuclear war, 
especially its effects on human health. WHO would, in any case, in the event of nuclear war, 

be one of the first organizations called upon to offer assistance to those affected. 

Mr PAK Dok Hun (Democratic People's Republic of Korea), speaking in exercise of his 

right of reply, reiterated that it was incumbent on all mankind, and especially on all health 
workers, to make every effort to prevent nuclear war in view of the difficulties of treating 
the health effects of such a war. It was in that context that he had proposed that the 
Korean peninsula should be made a nuclear -free zone; he therefore failed to understand why a 
previous speaker was so serious about that matter. 

Mr Tae Chul CHUNG (Republic of Korea), speaking in exercise of his right of reply, urged 
the delegation of the Democratic People's Republic of Korea to refrain from politically 
motivated remarks. 

The CHAIRMAN, noting that the draft resolution mentioned in the course of discussion 
would be submitted to a later meeting of Committee В, suggested that the debate on the 
subject be adjourned until that time. 

It was so agreed. (For continuation, see summary record of the eighth meeting, 
section 2.) 

4. DEVELOPMENT OF A LEGAL INSTRUMENT TO REGULATE HUMAN ORGAN TRANSPLANTS: Item 31 of the 
Agenda (Documents ЕB79 /1987 /REC /1, Part I, Annex 16, and Part II, Chapter II, paragraph 
50; and A40 /INF.DOC /61). 

The CHAIRMAN drew the Committee's attention to the draft resolution presented by the 
delegations of Iraq, Jordan, Kuwait, Lebanon, Oman, Qatar and Sudan. The draft resolution 
read as follows: 

The Fortieth World Health Assembly, 

Expressing its satisfaction at the scientific progress achieved in human organ 
transplants in many Member States; 

Concerned at the trade in human organs among living human beings; 
Affirming that such trade is inconsistent with the most basic human values and 

contravenes the Universal Declaration of Human Rights and the spirit of the WHO 
Constitution; 

Expressing its satisfaction at the measures taken by some Member States to regulate 
human organ transplants and their decision to develop a unified legal instrument to 
regulate these operations; 

REQUESTS the Director -General: 

(1) to study the subject and develop an appropriate legal instrument in keeping 
with the WHO Constitution to regulate human organ transplants; 

(2) to report to the Forty -first Health Assembly on the action taken in this 
regard. 

Dr AL -AWADI (Kuwait), presenting the draft resolution on the development of a global 

legal instrument to regulate human organ transplants, said it dealt with an increasingly 
important problem, which had already been the subject of a report by the Director -General and 
had been considered by the Executive Board at its seventy -ninth session. Trade in human 
organs was an activity entirely in contradiction with the aims and purposes of the 
Organization as well as being a grave infringement of individual human rights. Should 

1 Document WHА40 /1987 /REC /1, Annex 2. 
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present trends with regard to the trade in human organs continue, especially in view of the 

rapid advances being made in human transplant procedures, the practice might well become 
beyond control. The time had come for the Organization to take a clear and forceful stand 
against the commercialization of human organs for transplantation purposes; he therefore 
urged the Committee to support the draft resolution. 

In addition, he drew the Committee's attention to the text of the Unified Arab Law on 
Human Organ Transplants.1 The document was being submitted to the Committee for 
information in the hope that it would be of assistance in arriving at a unified legal text on 
a very important matter. 

Mr SCICLUNA (Council of Europe), said that in 1978 the Council of Europe had adopted a 

resolution relating to the removal and transplantation of human organs that had been 
concerned mainly with ethical issues. More recently, the French Government had invited the 

ministers of health of Member States of the Council to a ministerial conference to be held in 
Paris in November 1987. The Conference would deal with the legislative, organizational and 
ethical aspects of organ transplants. The two main problems in regard to organ transplants 
at the present time were that organs were not available in sufficient numbers and that there 
was a need to ensure that they were only made available under conditions of full respect for 
human dignity and human rights. Most Member States of the Council already had legislation on 
organ transplants or, if not, had very clear guidelines on both organ removal and 
transplantation. The four main principles underlying such legislation and guidelines were: 
(1) the donor must give his consent, (2) the donor should as far as possible be genetically 
related to the recipient, (3) the donor should remain anonymous and (4) the donor should make 
a genuine donation of the transplanted organ and no payment should be involved. 

The availability of organs for transplant was closely linked to the existence of public 
awareness that organ donation was an act of human solidarity. At the outcome of the 
conference, national campaigns would probably be launched to increase such awareness. An 
increase in the number of cadaver donors would, furthermore, have the advantage of reducing 
the need for living donors. The conference would also attempt to tackle the problem of 
availability of organs by seeking to ensure the rational use of organs at the European level 
while fully respecting the principles mentioned earlier. It was hoped that the conference 
would lead to practical action with regard to educating the general public and health 
personnel, improving national and international organization of the removal and 
transplantation of organs and applying strict controls on the ways the organs were obtained. 

Dr LARIVIÈRE (Canada) said he shared the concerns that the delegate of Kuwait had 
expressed about trade in human organs, which was a practice completely incompatible with 
human dignity. He also shared the views of the representative of the Council of Europe on 
the need to organize the transplantation of human organs at national level in an ethical and 
moral manner which respected the basic dignity of human beings. He had, however, some 
difficulties with the procedure proposed by the delegate of Kuwait. The rationale behind the 
steps taken by the countries of the Arab League was most laudable; those States must be 
commended for agreeing on common guidelines and principles governing human organ 
transplants. However, the proposal to follow up those concerns by calling on WHO to develop 
a legal instrument or code of practice on the subject was in his view a departure from the 
Organization's traditional approach to the whole field of health legislation. WHO had a very 
good record in making available to Member States health laws adopted throughout the world on 
a variety of subjects; that was done in a way that respected the political, cultural and 
social backgrounds of Member States. He saw no reason for the Organization to discard that 
approach in the present instance and instead formulate a legal instrument that Member States 
would be invited to endorse collectively. Perhaps a better way would be for the Health 
Assembly to declare itself very forcefully against any sort of commercialization of human 
organ transplants and to urge all Member States, in collaboration with the Director -General, 
to develop within their own countries the right kind of legislative framework to allow human 
transplants to take place in a manner compatible with the basic principles of human dignity. 

Professor GIRARD (France) said the sponsors of the draft resolution had raised an 
extremely important question, to which it was incumbent on the Health Assembly to find the 
right answer. He was also grateful to the representative of the Council of Europe for 
reporting on the French initiative on the matter and on the steps taken by the Council to 
define ethical rules for organ transplantation. He fully shared the view of the delegate of 
Canada that an exchange of information on action being taken by countries in the legal and 
ethical aspects of organ transplantation was preferable to the formulation of a legal 

1 Document WHA40 /1987 /REС /l, Annex 2. 
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instrument on the subject. In the interests of arriving at a consensus on the matter, he 

proposed that the existing text of operative paragraph (1) should be replaced by the words: 

"to study in cooperation with the other international organizations ethical principles that 

would allow countries to regulate the transplantation of human organs ". 

Dr ROSDAHL (Denmark) said that the French delegate's amendment was very helpful. 

However, if it were accepted, some further consideration would have to be given to the title 

of the draft resolution. 

Dr NAKATANI (Japan) expressed his appreciation of the initiative taken by the delegation 

of Kuwait. In Japan, commercial dealings in kidneys and corneas were already prohibited. He 

shared the concern expressed by the delegate of Canada and felt that a declaration by WHO on 

the subject would be a more appropriate solution. Other speakers had drawn attention to 

additional problems. His delegation would like to have a clarification of the definition of 

"trade" and "organ ". For example, did the latter include blood, and were the organs 
concerned limited to those of living human beings or were those of the dead included as 

well? The precise role to be played by WHO in the matter also needed clarification. He 

therefore suggested that the issue should be further discussed in the Executive Board. 

Mr VOIGTLANDER (Federal Republic of Germany) expressed his support for the French 
amendment. The title of the draft resolution might be changed to refer to the Development of 

ethical principles for the regulation of human organ transplants by countries. 
It was extremely important that WHO should work in close cooperation with the 

substantial number of other international organizations active in the field under 

consideration. The Council of Europe had already made a statement, and he would like to 

mention, in addition, the Council for International Organizations of Medical Sciences 
(CIOMS), which had held a conference on "Health policy, ethics and human values - an 

international dialogue" (Athens, 1984), at which human organ transplants had been discussed. 
That conference had shown that consensus -building in an intercultural context was an 

extremely difficult and time -consuming process and that it would be impossible to develop, in 

one step, a unified legal instrument. CIOMS was due to continue its discussion of the issue 

in 1987, at another conference to be held in the Netherlands. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) noted that the draft 
resolution had been distributed only a short while before and that several amendments had 
been proposed. It had also been suggested that the matter should be referred back to the 

Executive Board. He fully supported the point made by the delegate of Denmark. It might not 
prove necessary to refer the issue back to the Executive Board, since the Board had already 
provided an exhaustive report on it, but the Committee needed more time to consider the 
matter and to prepare an agreed draft resolution. 

Dr AL -AWADI (Kuwait) thanked previous speakers for their support for the principles of 
the draft resolution, although there were some differences of opinion regarding the procedure 
to be followed. The draft resolution could be amended to accommodate those differences of 

opinion, especially those voiced by the delegates of Canada and France, since the sponsors 
were not insisting on the preparation of a standard legal instrument in the short time before 
the Forty -first World Health Assembly met. Every country had its own laws and practices 
concerning human organ transplants, but certain kinds of trade in human organs were, 
unfortunately, violations of human rights. He therefore proposed that operative paragraph 
(1) should be amended to read: "(1) to study the subject, in coordination with other 
international organizations concerned, and the possibility of developing an appropriate legal 
instrument, in keeping with the WHO Constitution, to regulate human organ transplants ". The 

Director -General could report back to the Health Assembly on any difficulties encountered. 
In any case, the Health Assembly should take up the issue, and he hoped that the draft 
resolution, as he had amended it, would be acceptable and that action on the issue would not 
be postponed. 

The CHAIRMAN agreed that the issue was of major ethical interest to many Member States. 

Professor SZCZERBA1i (Poland) agreed with the United Kingdom delegate, as the issue was 
very complex, involving more than purely ethical considerations. A final solution was still 
far away. Every country was faced with various legal obstacles, and he wondered whether it 

would be possible to find a universal answer to the problem. Nevertheless, an effort should 
be made to do so, and it would be reasonable to request the Executive Board, for example, to 

reconsider the matter. 
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Dr LARIVIÈRE (Canada) agreed with previous speakers regarding the importance and 
complexity of the issue. His delegation would be ready to support the Kuwaiti amendment. 
However, at previous Health Assemblies and in the Executive Board it had become the 
understanding that, where very complex issues were concerned, the timing of reporting should 
be left so far as possible to the Director -General. As the subject under consideration was 
such an issue and as other international organizations were concerned, he suggested that the 
reference to the Forty -first Health Assembly should be deleted from operative paragraph (2), 

so that the Organization would be able to spend the appropriate time on the issue and ensure 
that its governing bodies were aware of all the implications. 

Dr AL -AWADI (Kuwait) agreed with the previous speaker that the timing should be left to 

the Director -General. What was important was the decision to take the matter up. The issue 
was, of course, very complex, with many ethical and legal aspects, but it was important that 
WHO should take the first step. 

Mr BOYER (United States of America) recalled that, during the Executive Board's 
discussion of the matter at its seventy -ninth session, the Director- General had already 
considered the question of how deeply WHO could involve itself. With some sense of 

frustration, the Director -General had indicated that, since the issues involved were 

essentially philosophical and religious, particularly in relation to the definition of death, 
it would be very difficult for WHO to produce an acceptable legal instrument. It therefore 
seemed that the Director -General had already dealt with the question which the sponsors of 

the draft resolution were now requesting him to take up. In fact, a resolution might not be 
needed at all. In any case, if there was to be a resolution on the subject, he would insist 
that the 48 -hour rule should be applied. 

Professor GIRARD (France) said that he was glad to note that there was a consensus that 
the problem could not be settled immediately. The statements made by previous speakers 
showed that the question had several aspects, that members would need to re -read the 
conclusions reached by the Executive Board at its seventy -ninth session, that it would be 
necessary to set up a small working group incorporating those delegations that had made 
specific proposals to try to reach a consensus on the text, and that, if considered 
appropriate in the light of the Executive Board's conclusions, a new version of the draft 
resolution might have to be considered by the Committee the following week. 

Dr AL -AWADI (Kuwait) agreed with the previous speaker on the need to set up a working 
group. 

Dr SIAGAEV (Council for Mutual Economic Assistance) informed the Committee that organ 
transplantation problems were quite frequently dealt with in CMEA's Health Committee. In 

1980 an international organization grouping CMEA Member States had been established. It 

dealt with cooperation with regard to organ transplants, especially kidney transplants. 
Under its auspices, donated organs were distributed free of charge among Member States on the 
basis of documents prepared by specialists from the secretariat and individual Member 
States. Mutually agreed recommendations on the definition of brain death were exceptionally 
important when decisions regarding the removal of organs were taken. 

The issues before the present Committee were extremely important. Trade in human organs 
could not, and did not, occur in CMEA countries, but the broad range of problems connected 
with organ transplants required careful attention by the international medical community. As 

many speakers had stated, the matter was complicated but it had to be tackled. CMEA was 
ready to share its experience with WHO. 

Mr DEES (Netherlands) asked whether, in view of the remarks made by the United States 
delegate, the Committee could be given some information on what action WHO could take in the 
matter. 

Dr ROSDAHL (Denmark) associated himself with that request. Members of the Committee 
were not specialists in international law and would appreciate an explanation of the scope of 
any legal instrument that might be prepared. For instance, it would be helpful to know 
whether the International Code of Marketing for Breast -Milk Substitutes could be considered a 
legal instrument. 

Mr VIGNES (Legal Counsel) replied that the only mechanisms that could be used were those 
provided for in Article 23 of the Constitution. In other words, WHO could make 
recommendations or adopt principles, as had been done in the case of the International Code 
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of Marketing for Breast -Milk Substitutes. Article 21 of the Constitution, which provided for 
the adoption of regulations, obviously did not apply in the present instance. 

Dr SANKARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative 
Technology), responding to points raised by members, agreed that the subject of organ 
transplants was extremely complicated. Attention had been drawn to that fact when the 
Director -General had presented the Executive Board, at its seventy -ninth session, with a 

report prepared by two experts.l At the end of its debate2 the Board, acknowledging that 
complexity, had concluded that it was very difficult to go beyond purely clinical 
considerations and to develop any legal instruments to deal with the subject. A 
representative of CIOMS had made a statement in which he had discussed the problems of organ 
transplants, raised at the Athens conference. He had also informed the Board that another 
conference on health policy, ethics and human values was to be held in June 1987, at which 
some of the ethical principles involved in organ transplantation were to be discussed. 

The subject was also made more difficult by the arguments that had recently been put 
forward in favour of, and against, the different criteria for brain death, since the organs 
of brain -dead individuals could not be donated in certain countries. That point had also 
been raised in the Executive Board, and the Director -General had again felt that it was an 
extremely difficult subject on which to issue a statement. It had therefore been left to the 
Executive Board to make further suggestions after a study of the subject had been completed. 
The matter had not been referred to any future Health Assembly for consideration, or to any 
subsequent session of the Executive Board, pending completion of the study. It had been 
requested that other international organizations, including an important association of 
transplant surgeons, should be contacted on the subject. WHO's International Digest of 
Health Legislation contained information on some 56 Member States with legislation on, or 

legal definitions of, organ transplants. That point, too, should be taken into account. 
He hoped that his remarks would serve to indicate the difficulties which the 

Organization faced with regard to human organ transplants. 

Dr AL- SHARIF (Libyan Arab Jamahiriya) asked what the position was with regard to the 
suggestion that a working group should be set up to consider the matter, bearing in mind the 
deliberations of the Executive Board. 

The CHAIRMAN replied that the only way forward seemed to be the establishment of a 
working group. Such a group might consist of the delegates of Kuwait, Canada, France, the 
Federal Republic of Germany, the United Kingdom and any others that wished to be involved. 
The Committee could then resume its consideration of the subject after the working group had 
done its work. In the absence of any objection, he would take it that the Committee agreed 
to that procedure. 

It was so agreed. (For continuation, see summary record of the fifth meeting, 
section 2.) 

The meeting rose at 13h00. 

1 Document EB79 /1987 /REC /1, Annex 16. 
2 

See document ЕB79/1987/REС/2, pp. 175 -182. 
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Monday, 11 May 1987 at 9h00 

Chairman: Dr R. W. CUMMING (Australia) 

1. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: BIENNIAL REPORT: Item 27 of the Agenda 
(Resolution WHA38.12; Document EВ79 /1987 /REС /1, Part I, resolution ЕB79.R12 and 
Annex 4) (continued) 

Geographical representativeness of the staff (Document ЕB79 /1987 /REС /1, Part I, resolution 
EВ79.R12 and Annex 4) (continued from the second meeting, section 7) 

The CHAIRMAN drew the attention of the Committee to the amendments' proposed at the 

second meeting by the delegation of the Union of Soviet Socialist Republics to the draft 
resolution contained in resolution EB79.R12, which were now before the Committee in writing. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), explaining the amendments, said that 
in operative paragraph 1 the target was to be set at 60 %. In response to the comments made 
at the end of the second meeting by Mr Furth, Assistant Director -General, he stressed that 
there was no intention of bringing about a deterioration in the high professional level of 
the Secretariat staff. Over the 40 years of the Organization's existence, some countries had 
been unrepresented or under -represented. Sufficient highly -qualified personnel had been 
built up in those countries, some of whom had already worked for WHO, to ensure that the 
proposed amendments could be implemented without detriment to the Organization. He noted 
that the amendments were suggested for a two -year period, at the end of which their effect on 
geographical representation could be evaluated, and a decision taken. 

Mr FURTH (Assistant Director -General) said that, although he had already spoken on the 
subject of the proposed amendments, he wanted to provide some additional information relating 
to paragraph 3(c) on permanent contracts. In WHO permanent contracts were referred to as 
career service appointments. At the request of the World Health Assembly, the Executive 
Board in 1983 and in 1984 had reviewed the question of the number of career service 
appointments that should be made by the Director -General. After lengthy discussions, the 
Board had approved the Director -General's proposal that career service appointments might be 
granted to staff in the general service and professional categories up to and including Grade 
P.6 /D.1. The number of career service appointments had been fixed at a maximum of 30% of 
posts in all general service and professional category grades up to and including P.3, and at 
a maximum of 15% of posts in grades P.4 to P.6 /D.1 inclusive. To be eligible for 
consideration for the award of a career service appointment, staff members had to have at 
least five years' satisfactory service in WHO, be under the age of 55, have qualifications or 
aptitudes beyond the limits of their current assignments that indicated a potential capacity 
for assuring different or greater responsibilities, and have demonstrated suitability for 
international service. Should staff members be found to be equal on the basis of those 
criteria, length of service counted as a further criterion for an award. The maximum figures 
of 30% and 15% had not yet been reached, and it was estimated that they would not be attained 
before 1989 and 1990, respectively. 

At the second meeting of the Committee, he had referred to certain recommendations of 
the "Group of Eighteen ", the Group of High -level Intergovernmental Experts to Review the 
Efficiency of the Administrative and Financial Functioning of the United Nations. That Group 
had made a number of recommendations relating to permanent appointments. The Group's 
recommendation 45 stated that staff members should be eligible for permanent appointments 
after serving three years in the United Nations; that period should be sufficient to 
evaluate the performance of a staff member and determine whether or not the staff member met 
the criteria for such appointment. The Group's recommendation 55 stated that no more than 
50% of the nationals of any one Member State, employed by the United Nations, should be 

See p. 235. 
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appointed on a fixed -term basis. Its recommendation 57 stated that, in order to secure the 
necessary flexibility, the ratio between permanent staff members and staff members on 
fixed -term appointments should be reviewed with the objective of having an adequate range 
between the two categories; however, in order to ensure that the principle of equitable 

geographical distribution was faithfully reflected among the secretariat staff holding 
permanent appointments, at least 50% of the nationals of any Member State working in the 

secretariat should be employed on a permanent basis. 

Although those recommendations applied directly to the United Nations, the Group of 

Eighteen had stated in its recommendation 42 that the applicability of the new rules and 
regulations relating to personnel matters to other organizations in the United Nations system 
should be considered. 

Dr MONEKOSSO (Regional Director for Africa) said that experience of recruitment for 
posts subject to geographical distribution in the African Region led him to make the 
following observations. 

As the Region was at an early stage of technical development, the technical 

qualification of international staff was especially important, since indigenous technical 
competence was in short supply. The role of WHO in ensuring technical competence was thus 

critical. 
The countries of the Region were willing to accept staff from all parts of the world; 

indeed, the African Region was probably one of the most international regions in terms of 

staff. In order to achieve a more universal geographical distribution, recruitment from 
over -represented countries had been discontinued and candidates were only accepted in very 
special circumstances, such as filling the position of WHO representative where the staff 
member could not be recruited on a temporary basis. 

Recruitment was being monitored in the African Region. It had been observed that, in 
some of the under -represented countries, although qualified candidates were available, they 
had to be proposed through official channels, and this often caused long administrative 
delays, even where governments were anxious for their staff to work for WHO in the Region. 
It was obviously easier in more open systems of recruitment, where candidates presented 
themselves and government agreement was obtained prior to recruitment. If monitoring were 
carried out in the regions, the Director -General could receive regular reports, and keep 
informed the Member countries that were concerned about the recruitment of their nationals . 

Another factor affecting the under -representation or over -representation of countries, 
including some African countries, was that although qualified candidates were available, they 
were reluctant to accept offers of WHO employment either because national salaries were 

better (in some instances, countries had even offered to supplement the salaries of their 
nationals so that they could accept WHO appointments) or because career prospects in their 
home countries were extremely attractive. In particular, in countries where there had been 
recent economic growth, the health sector was expanding rapidly. In Cameroon, the expansion 
of the health sector was such that the country was unable to release staff to WHO. 

In some unrepresented countries, qualified staff were simply not available. In that 
situation, governments and WHO were working together to enable potential recruits to work as 
temporary advisers, to promote WHO fellowships, etc., in order to produce qualified 
candidates. 

The target of 40% had not been easy to work with, and 60% would be even more difficult 
to achieve. That should not be seen as an argument against 60 %, however, and every effort 
would obviously be made to respond to the Health Assembly's wishes. Whatever the target set, 
it was important for recruitment to be monitored. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) said that his 

country had always supported the move towards equitable geographical distribution and had 
appreciated the difficulty of the Director -General's task in achieving it. The 

Director -General had always acted in accordance with the guidance given him by the Executive 
Board and the Health Assembly. He thanked the Director -General for his report and noted that 
steady progress was being made. He strongly supported the draft resolution recommended to 
the Health Assembly by the Executive Board. 

He stressed the importance of the Staff Regulations of the World Health Organization, in 

particular Regulation 4.2 which stated, first: 
The paramount consideration in the appointment, transfer or promotion of the staff shall 
be the necessity of securing the highest standards of efficiency, competence and 
integrity. 

Secondly, it stated: 

Due regard shall be paid to the importance of recruiting and maintaining the staff on as 
wide a geographical basis as possible. 
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Under the Regulations, the Director -General thus had an absolute requirement to consider 
quality. Obviously, it was hoped that this would be consistent with ensuring adequate 
geographical distribution; but, in the event of conflict, the Director -General had a clear 
duty to follow the first provision in Regulation 4.2. 

Regarding the amendments proposed by the Soviet delegation, he felt that the proposal to 
increase the target to 60% was unrealistic. Dr Monekosso had indicated some of the 
difficulties in achieving 40 %, and had suggested more extensive monitoring. He supported the 
idea of monitoring. Regarding the proposed amendment to paragraph 3(b), he felt that it 

would be too restrictive and would put the Director -General in a difficult position; it 

might happen that there were very few people in the world suitable for a particular task, and 
the proposed amendment might prevent him appointing someone to a key position. As regards 
paragraph 3(с), Mr Furth's remarks concerning the work of the Group of Eighteen were valid. 
While appreciating the objective of the amendments, his delegation preferred to support the 
draft resolution recommended by the Executive Board. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that although the 
Regional Office had an extremely international staff recruited from all over the world, of 
all the WHO regions, the Eastern Mediterranean Region had the largest percentage of 
unrepresented countries. 

The comments made by Dr Monekosso also applied to the Eastern Mediterranean Region. 
Among other problems was the language barrier. It was impossible for international staff to 

work effectively in a number of countries unless they knew the local language. The 
availability of candidates also posed a problem. In order to help matters, Member States had 
agreed, as from the 1988 -1989 budget, that they would set aside around 10% of general 
fellowships allocations in order to enable candidates from under -represented or unrepresented 
countries to work with WHO, both at headquarters and in the Region, in training positions in 
order to increase the pool of available staff with WHO experience. 

An example of the difficulties faced in the Eastern Mediterranean Region was that, for 
eight years, it had proved impossible to recruit a nurse adviser. Whenever the post had been 
advertised, the only applications had come from a relatively over -represented country. 
Although the applicants had been highly qualified, they could not be recruited. On the last 
occasion, the Director -General had been approached to make an exception, but the request had 
been refused. 

If the problem of equitable geographical distribution were added to the question of the 
representation of women, the cumulative effect would create enormous difficulties. He agreed 
with the point made by Sir John Reid concerning Staff Regulation 4.2. He further noted that 
Regulation 4.3 stated: 

Selection of staff members shall be without regard to race, creed or sex .... 

He questioned whether setting a number for either sex was in accordance with the 
Regulations. 

Dr TAPA (Tonga) said that, having studied the draft resolution recommended by the 
Executive Board and the amendments proposed by the Soviet delegation, his delegation was not 
in favour of the latter. A further period should be allowed in which to try to fill 
vacancies and reach the target of 40 %. Setting a target of 60% would require too rapid a 

rate of increase over the following two years. WHO's most important resource was its staff 
recruited from Member States. The work of WHO had been successfully performed because of 
their high level of competence and devotion to duty. His delegation was not in favour of 
putting any obstacles in the way of development of WHO staff, and accordingly was not in 
favour of the proposed amendments to paragraphs 3(b) and (c). He supported the draft 
resolution recommended by the Executive Board. 

Mr STAUR (Denmark) said that he could not support the amendments proposed by the Soviet 
delegation. He agreed with the comments made by Mr Furth at the second meeting of the 
Committee. In particular, the proposed amendment to operative paragraph 3(b) would violate 
Article 35 of the Constitution and, if nevertheless approved, would primarily affect 
developing countries. In his view, it would be totally unacceptable if WHO were to refrain 
from recruiting the best qualified candidate if he or she were from Colombia, Egypt, Ghana or 
India, to mention just a few of the countries in question. The same argument would, of 

course, apply to British citizens. 
With regard to operative paragraph 3(с), Mr Furth had stated that WHO was the 

organization in the United Nations system with, relatively, the lowest number of permanent 
contracts. As a matter of principle, he supported the concept of a reasonable number of 

permanent contracts or career service appointments with international secretariats, including 
WHO. Among other things, they would safeguard the independence of international civil 
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servants from instructions or pressure from governments, as laid down in Article 37 of the 
Constitution and in the Staff Regulations. He therefore supported the draft resolution 
recommended by the Executive Board. 

Professor KHAN (Pakistan) also opposed the proposed amendments, agreeing that the 
over -represented countries were developing countries, that staff from the developed countries 
did not wish to work in WHO except in the few senior posts (most of which were held by 
nationals of developed countries) and that over -represented countries were represented at 
lower grades. If the staff from over -represented countries were to be reduced, then the 
reduction should be at all levels. 

Before considering any amendment, the Director -General should therefore be requested to 
present a report on country representation, giving levels of posts, not just total numbers. 
Representation was more or less on the basis of the contribution paid by the country. That 
was unsatisfactory. Once the contribution was paid, and taking into account the situation 
with regard to availability of personnel, the number of posts to be assigned to a country 
should be established. 

Mr VOIGTLANDER (Federal Republic of Germany) expressed his support for the proposed 
amendment to operative paragraph 1. If any real progress was to be made towards reducing the 
number of unrepresented and under -represented countries, concrete action had to be taken. 
For too long the Health Assembly had been discussing the problem, only to hear declarations 
of good will. He subscribed to most of what had been said by Mr Furth at the Committee's 
second meeting, but the fact remained that some countries had remained in the group of 
unrepresented and under -represented Member States for more than a decade. Something must be 
wrong 

In the case of the Federal Republic of Germany, one of two conclusions could be drawn: 
either experts and scientists from his country had such a low profile that their services 
could not be used in international cooperation, or there was a weakness in the system applied 
to attain the goal of equitable geographical representation. Understandably, he preferred to 

believe that the latter was true. His support for the amendment to operative paragraph 1 did 
not imply that quality should not be the primary criterion in the selection of staff, since 
it was perfectly possible to find first -class experts in the group of 50 unrepresented or 
under -represented countries (30% of WHO membership), which included countries such as the 
Union of Soviet Socialist Republics and the United States of America. Consequently, nobody 
could seriously claim that the raising of the target for the appointment of nationals of 
unrepresented and under -represented countries to 60% would constitute a limitation on the 
Organization's capacity. No undue advantages were being solicited. All that was being 
requested was equal treatment in the near future. 

Mr RODRIGUEZ (Chile) said that equitable geographical distribution was a very important 
consideration in the recruitment of staff. Nevertheless, it should be subordinated to 

quality and efficiency. His delegation therefore supported the draft resolution recommended 
by the Executive Board and was opposed to the amendments proposed by the Soviet delegation. 

Dr FRITZ (Austria) said that her delegation supported the proposed amendment to 

operative paragraph 1 but was opposed to the amendments to operative paragraph 3. 

Mr FORMICA (Italy) said that his delegation was in favour of the proposed amendment to 

operative paragraph 1. With the application of the new desirable ranges, the number of 
under -represented countries increased considerably, and concrete aid effective measures had 
to be taken to achieve a proper balance. 

The proposed amendments to operative paragraph 3 were unacceptable. The 

Director -General should not have his hands tied by the introduction of automatic mechanisms 
of doubtful constitutional legitimacy. The fundamental criterion in any recruitment was a 

candidate's professional qualifications, although that did not necessarily mean that the 
skills and qualifications required for employment by WHO were to be found only in countries 
that were currently over -represented. 

Dr FURUICHI (Japan) said that his delegation was in favour of the amendment to operative 

paragraph 1, as an expression of its dissatisfaction with the current situation with regard 

to the geographical representativeness of the Organization's staff. 

Miss AVELINE (France) said that she fully appreciated the concern expressed by the 
delegations of under -represented countries. Nevertheless, professional qualifications and 
competence must be the prevailing criteria for the recruitment of staff. Her delegation was 
therefore opposed to the proposed new text. 
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Mrs WOLF (German Democratic Republic) expressed her appreciation of the 
Director -General's endeavours to improve the geographical representativeness of the 

Organization's staff. Her country was under -represented on the staff and had made a great 
effort to assist the Director -General by offering suitable candidates. The amendments 
proposed by the Soviet delegation had her delegation's support. 

The DIRECTOR -GENERAL observed that it was very hard for him not to have strong feelings 
about the social injustices in the world and the efforts made by WHO to adopt an optimum 
approach to the recruitment of international staff that could deliver all the services which 
the Health Assembly called for year after year. In spite of sharply decreasing resources, at 
least 25 new programmes requested by Member States during his tenure of office had been 
delivered. 

When he became Director -General of WHO some fourteen years earlier, there had been a 

very difficult situation with regard to the recruitment of international staff from three 
major contributors. Those three major contributors might wish to look back on how they had 
been treated, in terms of the seriousness with which their concerns had been accommodated and 
of the number and level of staff members recruited from them, over the years that had elapsed 
since then. He recalled that Article 35 of the Constitution clearly stated: 

The paramount consideration in the employment of the staff shall be to assure that the 
efficiency, integrity and internationally representative character of the Secretariat 
shall be maintained at the highest level. 

There was clear distinction between that provision and the following sentence: 
Due regard shall be paid also to the importance of recruiting the staff on as wide a 
geographical basis as possible. 

That text - and eminent jurists had confirmed it - did not identify international 
representativeness with geographical distribution. 

In any event, great care had to be exercised to ensure that the Director -General was not 
placed in an ever -tightening straightjacket in which he was unable to generate, in the 
Secretariat, the competence, integrity, effectiveness and efficiency for which Member States 
so energetically clamoured. 

When he had been Chief of the Tuberculosis unit, that unit had had a staff of 

12 professionals. When he had been asked at that time to take on someone who did not speak 
either English or French, he had agreed to do so because, with 12 professionals, it had been 
possible to have one or two in purely "trainee" posts. By "trainee" he did not mean that the 
staff members concerned had not been highly qualified from a technical point of view. 
However, technical competence had no value unless it could be translated into programme 
delivery terms. In the same Tuberculosis unit there were now only two professionals left. 
Thus, with the sharp reduction in the number of professional posts available, it was no 
longer so easy to accept "trainees ". 

The Secretariat might not be doing well in the matter under consideration, but it could 
hardly be said that a very serious effort was not being made. The Regional Director for the 
Eastern Mediterranean had indicated some of the problems that arose within the Secretariat as 
a result of the endeavour to respect the wishes of Member States. 

He was willing to adopt any mechanism that Member States believed could improve the 
situation, so that they could not affirm that the Secretariat was failing to take the matter 
seriously. 

In any case, he wished to emphasize how very difficult it was to recruit staff of the 
required quality and experience for service at the country level and in a number of regional 
offices. Some of the more critical Member States might perhaps wish to acquaint themselves 
with some of the more positive measures taken by the Secretariat in their specific regard. 
In any event, the Committee could rest assured that no stone would be left unturned in the 
endeavour to take further steps in the right direction in close collaboration with the 
Executive Board. 

Mr BOYER (United States of America) suggested that, in view of the Director -General's 
statement and of the very great difficulties experienced in achieving the 40% target, as 
indicated by the Regional Directors for Africa and for the Eastern Mediterranean, the Soviet 
delegation might wish to withdraw its amendments. 

Dr CANO (Colombia) endorsed that suggestion. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that since some delegations had 
expressed support for the amendments it would be appropriate to proceed to a vote on them. 
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The CHAIRMAN invited the Committee to vote on the amendments proposed by the Soviet 
delegation. There was no need for a vote to be taken on the proposed new operative paragraph 
3(a), since the wording was identical to that used in the draft resolution recommended by the 
Executive Board. 

The amendment to operative paragraph 1 was rejected by 40 votes to 28, with 

14 abstentions. 

The proposed new operative paragraph 3(Ь) was rejected by 50 votes to 14, with 
13 abstentions. 

The proposed new operative paragraph 3(с) was rejected by 43 votes to 12, with 
22 abstentions. 

The CHAIRMAN suggested that in view of the remarks of the Director -General concerning 
the achievement of a consensus on the matter, the resolution might be so approved. The 

comments made during the debate would, of course, be included in the record of the meeting. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation did not 

insist on a vote on the resolution. If it did come to a vote, his delegation would abstain. 

The draft resolution recommended by the Executive Board in resolution ЕB79.R12 was 
approved.' 

Dr FURUICHI (Japan) reiterated the importance of fair geographical representation. 
Although he was in favour of the resolution recommended by the Executive Board, his 
delegation was in sympathy with the views expressed by the delegates of the Federal Republic 
of Germany and of the USSR. The level of representation of Japan was far from satisfactory. 
He hoped that the situation would improve; otherwise, under -represented countries would be 
obliged to take the floor again. 

Japan had already contributed to international cooperation, but such efforts would be 
expanded further if there were fair representation for Japan. The Secretariat had been 
discouraging would -be contributors to those efforts. He looked forward to drastic 

improvements within the next few years and urged every possible effort to achieve fair 
geographical distribution of WHO staff. "Talking big and acting small ", as referred to by 

the Director -General in his address to the plenary Health Assembly, should not be applied to 

recruitment. 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda 

General matters: Item 32.1 of the Agenda (Resolutions WHA39.18, WHA39.19 and EB79.R19; 
Documents A40/12; А40/19; and A40 /INF.D0C. /132) 

The CHAIRMAN pointed out that draft resolutions on health and peace, embargo on medical 

supplies and its effects on health care, and radiation pollution of foodstuffs, had been 
received only that morning; he suggested that the Committee should observe Rule 52 of the 

Rules of Procedure in order to give delegations adequate time to consider them. 

It was so agreed. 

Mrs BRÜGGEMANN (Director, Programme for External Coordination), introducing documents 
A40/12 and A40/19, explained that WHO collaborated with many international bodies in order to 
link health with other aspects of social and economic development. Such bodies included 
officially recognized nongovernmental organizations, intergovernmental organizations and 
bilateral agencies. The role of WHO was to ensure that their efforts with regard to health 
were coordinated efficiently. WHO was also closely involved in a wide range of activities 
within the United Nations system, so as to ensure that health contributed to socioeconomic 
development and vice versa. It was such joint action that was under review. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as 

resolution WHA40.10. 

2 
Document WHA40 /1987 /REС /1, Annex 7. 
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One of the principal aims was to enhance the spread of information about the health 
development policies of WHO. An understanding of the association between health and 
socioeconomic development would help to ensure that, in each country, health activities were 
supported by complementary activity in other sectors. 

Collaboration between WHO and organizations of the United Nations system in 1986 and 
early 1987 was reviewed in the Director -General's report (document A40/12). Activities 
undertaken in respect of women, health and development were reported separately in document 
A40/19. Collaboration between WHO and the United Nations to combat racism and racial 
discrimination with regard to their deleterious effects on health, and to support the 
liberation struggle in southern Africa, was presented in document A40 /15, which would be 
considered under sub -item 32.5. 

During the past year, a matter of particular concern to the United Nations system had 
been a review of the efficiency of the administrative and financial functioning of the United 
Nations. At the forty -first session of the United Nations General Assembly, the results of a 

study by a group of high -level intergovernmental experts, known as the "Group of Eighteen ", 
had been discussed, and the Assembly had adopted resolution 41/213 (1986), which set out a 

series of recommendations to the relevant organs of the United Nations aimed at enhancing 
their efficiency. Many were in the process of being implemented, and efforts were being made 
to strengthen the effectiveness of the United Nations in dealing with economic and social 
issues. 

The General Assembly, in resolution 41/171, also requested organizations of the United 
Nations system to improve and strengthen efforts for technical cooperation in developing 
countries. WHO welcomed measures that would strengthen managerial capabilities in such 
countries, which would result in improved preparation and realization of programmes for 
technical cooperation. 

WHO had also cooperated in the promotion and implementation of global activities of 
importance to health. One example was the activities for 1987 as the International Year of 
Shelter for the Homeless, which were designed to improve health status by improving housing. 
Resolution EВ79.R19 on that topic would be introduced separately by the representative of the 
Executive Board. Another example was the international campaign against drug abuse and 
illicit trafficking in narcotics. WHO had made an important contribution to preparations for 
an international conference on that topic to be held in July 1987, and continued to support 
countries in their efforts to combat the abuses. The contribution of WHO to the 
International Year of Peace (1986), was reported in document A40 /11, "Effects of nuclear war 
on health and health services ", already discussed under agenda item 30. 

One example of cooperation with intergovernmental organizations was the United Nations 
Programme of Action for African Economic Recovery and Development, 1986 -1990. It was 
encouraging to note that the conference of ministers of health of the Organization of African 
Unity, held in Cairo on 29 and 30 April 1987, had emphasized to the political leaders of 
Africa the importance of health as a foundation for development. That step should provide 
both political and economic support to the health component of the African recovery programme. 

Emergencies should continue to receive the full attention of the United Nations system, 
the international community and such organizations as the Red Cross. A major policy shift 
had taken place, however, towards promoting measures to ensure that countries were better 
prepared to prevent disasters; at the same time countries should be able to manage crisis 
situations effectively, and should receive adequate support to do so. 

The Director -General's report (document A40/12) also covered briefly aspects of the 
collaboration between WHO and specific bodies, in particular UNICEF, UNDP, UNFPA and the 
World Bank, the activities of which were crucial to achieving health for all. The 

collaboration with UNICEF was particularly close, as stressed by its Executive Director at 
the seventy-ninth session of the WHO Executive Board in January 1987. At the twenty -sixth 

session - also in January 1987 - of the UNICEF /WHO Joint Committee on Health Policy, which 
reviewed international health policies as laid down by resolutions of the World Health 
Assembly,' the Executive Board members of both organizations had considered that the 

resolutions should be used as a basis for setting health priorities, thus affirming the 
complementary roles of WHO and UNICEF in supporting governments in health development 
programmes. 

Stronger, more relevant collaboration had been sought with IAEA, FAO, UNEP, ILO, UNIDO 
and UNDP. A recent example was the International Conference on Safe Motherhood, held in 
Nairobi from 10 to 13 February 1987, and sponsored jointly by UNFPA, the World Bank and WHO, 
and supported by UNDP. That Conference had drawn attention to the problems of morbidity and 
mortality in childbirth, particularly in developing countries. The long established policies 
and programmes of WHO designed to combat and prevent the needless endangering of mothers' 

1 Report published as document ЕB80 /1987 /REC /1, Part I, Annex. 
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lives could now be expected to receive greater support from the international community. An 
important outcome of the Conference had been the decision to collaborate with a number of 

developing countries in carrying out research on ways of ensuring safe motherhood and in 
strengthening the capacity of the health infrastructure appropriately. The initiative was 
receiving generous financial support from the World Bank, UNDP and others. She considered 
that a particularly good example of the best form of collaboration within the United Nations 
system - collaboration at the international level which gave rise to joint collaboration with 
the people of Member States and their governments. 

Mr SOКOLOV (Union of Soviet Socialist Republics) said that the report on collaboration 

within the United Nations system (document A40/12) was extremely useful, containing fairly 
extensive information about events that had taken place and measures that were being taken 
United Nations system over the period since the previous Health Assembly. He stressed WHO's 
great contribution in carrying out the United Nations' programme for the International Year 
of Peace, a contribution that was not limited to studying the consequences of nuclear warfare 
and its effect on the health of the population and on health services. It included many 
other measures concerning the dissemination of information and ideas on the preservation and 
consolidation of peace as a prerequisite for health for all, such as the issue of a special 
number of World Health during the International Year of Peace, and action to bring about the 

inclusion in the programmes of various medical education institutions of studies concerning 
the relationship between the preservation and strengthening of peace and the health status of 
the population. As the report had mentioned, the United Nations General Assembly in its 
resolution 41/59D had requested the specialized agencies to continue, within their areas of 

competence, to carry out activities aimed at promoting the cause of arms limitation and 
disarmament. In connection with that resolution, WHO should continue its resolute efforts to 

strengthen peace as a prerequisite for guaranteeing health; a draft resolution which had 
just been distributed to the Committee had drawn attention to the interrelationship of peace 

and health.1 
The international years celebrated under the auspices of the United Nations played a 

very important role in mobilizing society to solve problems, especially health problems. The 
participation of WHO and its Member States in the current International Year of Shelter for 

the Homeless would no doubt contribute to the Global Strategy for Health for All. He noted 
that Article 44 of the Constitution of the Soviet Union gave its citizens a right to shelter, 
providing a basis for the development of housing by the Government under control of a housing 
department, thereby ensuring low rents for flats and services. The Soviet Union had no 

homeless people. Housing received continuous attention, and the relevant bodies had to 

ensure that by the year 2000 each family had its own separate flat or house. At present over 
80% of urban families in the Soviet Union already had their own flats; nevertheless, housing 
remained one of the most acute social problems, requiring much attention and vast material 
resources. The relationship between good housing and the adequate health of the population 
had to be ensured through a comprehensive approach to health problems and through 
intersectoral support which could be achieved through broad cooperation between WHO and other 
United Nations bodies. His delegation would support the draft resolution recommended by the 

Executive Board in its resolution EB79.R19 on the International Year of Shelter for the 

Homeless. 
He had been surprised that there was no mention in the report of collaboration by IAEA, 

WHO, UNEP and WHO on radiation safety, which was a matter involving not only countries but 
also international organizations. Accidents still occurred at nuclear power stations and in 
nuclear test explosions. The Soviet Union had proposed that such nuclear tests be eliminated 
and that a moratorium on them be introduced, and had called on other countries to follow its 
example, but unfortunately test explosions were still taking place. Radiation safety was a 

multiple problem with medical, environmental and many other aspects. Many international 
organizations, including those he had just mentioned, needed to be involved to solve those 
problems; WHO was already playing its part well as a forum in that respect, and he asked 
what measures had been taken within the framework of the Organization in establishing 
cooperation with other organizations to set up international regulations for the safe 

development of nuclear energy in answer to M. S. Gorbachev's call of 31 May 1986. There was 
a need for a clear definition and distribution of functions among the different organizations 
in matters of radiation safety. His delegation favoured close coordination of the efforts of 

all participants in such activity and improved coordination in that field within WHO at and 
between all levels - headquarters, regional offices and WHO collaborating centres. 

In September 1986, following an international meeting held under the auspices of IAEA, 

two conventions - on early notification of a nuclear accident and on assistance in the case 
of a nuclear accident or radiological emergency - had been elaborated and adopted. The 

1 For text, see p. 306. 
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latter convention stated that it was open for accession by international organizations, and 
WHO should perhaps also consider acceding to it. At present in Geneva the tenth World 
Meteorological Congress was taking place and the convention was on its agenda; he hoped that 
it would also be viewed positively by WHO. Consideration might be given to setting up a 
mobile group of experts from various Member States to provide emergency medical assistance to 

populations in case of an accident at a nuclear power station; the financing of such a group 
could be achieved through voluntary contributions. He asked for the opinion of the 
Organization on cooperation with other United Nations bodies in such an activity. 

Dr PADILLA (Venezuela) said that, among the problems that WHO would confront in its 

collaboration within the United Nations system, three were of special importance to his 

Government. The first was the increasing use of, and traffic in, drugs in Venezuela, owing 
to its geographical situation. For that reason he welcomed the participation by WHO in the 
international conference on that subject planned by the United Nations General Assembly for 
July 1987, which he believed would be an opportunity to examine the question of drug 

trafficking and consumption from the viewpoint of the Organization's overall strategy. 
The second problem was related to the International Year of Shelter for the Homeless. 

The problem of shelter was serious in Latin America, and the Venezuelan Government had been 
taking important measures for the construction of homes, particularly in rural regions and in 
the areas around the large cities. Considerable progress had been made and he welcomed the 
action taken by WHO in conjunction with other organizations of the United Nations system. 

Lastly, he referred to the efforts in technical cooperation which were being made by WHO 
in the developing countries to strengthen management capacities for health programmes. Such 
work was important because many countries, particularly in Latin America, were attempting to 

integrate the health services so as to achieve better coverage and make better use of 

available resources. Equally important were the measures taken jointly by WHO and other 
organizations of the United Nations system to meet emergency situations in general throughout 
the world, since too many countries were caught unprepared when disasters occurred. 
Therefore everything that was done to develop an integrated programme with planned action and 
standards to deal with such situations in cooperation with other organizations in the United 
Nations system was most welcome. 

Mr SHENKORU (Ethiopia) noted that section 5 of the report dealt with cooperation between 
the United Nations, WHO, and the Organization of African Unity; and in particular 
(section 5.5) with WHO's efforts to follow up and promote implementation of the United 
Nations Programme of Action for African Economic Recovery and Development, 1986 -1990. 
Although his delegation very much appreciated WHO's efforts to comply with the Programme of 
Action and contribute to its implementation, it expected the Organization to play a much 
greater role after the conference on the "human dimension of the crisis" to be held in 
Libreville in October 1987. Many African countries, and particularly Ethiopia, were still 
suffering from the consequences of critical economic situations; it was therefore very 
important for WHO to intensify its efforts to satisfy Ethiopia's unmet needs. 

Mrs BRÜGGEMANN (Director, Programme for External Coordination), replying to the points 
raised, expressed her appreciation of both the support shown for the WHO Programme for 
External Coordination and the references made to what had not been in the report. The 

delegate of the Soviet Union was right: more space should have been given in the report to 
the events during 1986 with respect to collaboration with those agencies he had mentioned on 
the questions of radiation security and safety. At the session of the Executive Board in 
January 1987 a report (document ЕB79 /INF.DOC. /1) had been presented describing collaboration 
during 1986, aid there had been an intensive discussion in the Board on the subject. That 
collaboration among other organizations and WHO, including the regional offices and the WHO 
collaborating centres was continuing. Mr Ozolins of the Division of Environmental Health 
would give up -to -date information on that subject, and the Legal Counsel would provide 
clarification in reply to the Soviet delegate's question on the relevant international 
conventions. 

She thanked the delegate of Venezuela for his reference to the intensified work in 
relation to drug trafficking and to preparedness for emergency situations. That 
collaboration with organizations of the United Nations system was being vigorously pursued, 
as were intensified programmes within WHO, in PASS /Regional Office for the Americas as well 
as in the other WHO regions. Lastly, she reassured the delegate of Ethiopia that, where 
emergencies were concerned, WHO was ready to try harder, in response not only to the United 
Nations Programme of Action for African Economic Recovery and Development but to any other 
needs that might arise. 
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Mr OZOLINS (Prevention of Environmental Pollution) said that WHO, as well as other 
organizations involved in radiation protection, was making considerable efforts to ensure 
that activities were being planned and carried out in full knowledge of what other agencies 
were doing, and to the extent possible they were being done jointly. Two relevant recent 
events were noteworthy. The previous September an Inter -agency Committee for the 
Coordination, Planning and Implementation of Response to Accidental Releases of Radioactive 

Substances had been set up in Vienna with IAEA serving as the secretariat. That Committee 
had since met twice to consider various inter -agency problems and plans. Following its first 
meeting in February 1987, a working group had been established to devise a joint plan for 

radiation monitoring and for emergency response. That plan had been discussed by the 

Inter -agency Committee two weeks ago and there had been general agreement on joint action. 
Some of the technical and administrative problems were formidable, but he was quite sure 

that, through combined effort, a good solution would be found. 
Another aspect of coordination lay in the area of derived intervention levels of 

radiation in environmental media such as food, air and water. Since mid -1986, WHO had begun 

to prepare guideline values on derived intervention levels. To ensure that such activity was 
carried on in full recognition and support of other international organizations, an 
inter -agency meeting had been convened in November 1986 at which the subject had been 
discussed in detail. All in all, coordination was being pursued from the point of view of 
WHO as well as from that of other agencies. Lastly, WHO had had for some years a number of 
collaborating centres on radiation emergency preparedness and assistance. As a result of the 
Chernobyl accident the number of those centres was being increased, and it was hoped to have 

five or six by the end of the year. The first coordination meeting of the directors of those 

collaborating centres had taken place at the end of March 1987. 

Mr VIGNES (Legal Counsel), replying to the questions raised concerning the Convention on 

Early Notification of a Nuclear Accident and the Convention on Assistance in the Case of a 

Nuclear Accident, said that within the Secretariat the various legal and technical aspects of 
WHO's accession to the conventions in question had been coordinated and the WHO regions had 
been consulted, as well as other international organizations, including WMO. The general 
feeling seemed to be in favour of accession by WHO to the Conventions, and, in due course, 
the question would very likely be submitted to the Executive Board, perhaps at its session in 
January 1988. 

The CHAIRMAN said that, as there were no further speakers on his list, the Committee 
would proceed to consideration of the Director -General's progress report on women, health and 
development (document A40/19). 

Dr PETROS- BARVAZIAN (Director, Division of Family Health), introducing the progress 
report by the Director -General (document A40/19), said that it had been prepared in response 
to resolution WHA39.18 which had requested the Director -General to submit to the Fortieth 
World Health Assembly a report on activities undertaken and proposed by the Organization to 
implement the Nairobi Forward -looking Strategies for the Advancement of Women. Within the 
framework of national, regional and global strategies for health for all by the year 2000, 

the report provided a view of the action being undertaken and planned at all levels of the 

Organization to benefit women's health and enhance their role and participation in health and 
development. 

Delegates would recall that, in 1985, the Thirty -eighth World Health Assembly had 
unanimously supported the comprehensive report of the Director -Generan which had dealt 
with numerous issues concerning women, health and development in the context of overall 
development plans and had requested the Director -General, in resolution WHА38.27, to present 

the report to the World Conference to Review and Appraise the United Nations Decade for 
Women, held in Nairobi in July 1985, which had subsequently adopted the Nairobi 
Forward -looking Strategies for the Advancement of Women. 

The specific provisions of the Nairobi Forward -looking Strategies relating to the health 
sector and the women, health and development component of the Global Strategy for Health for 
All by the Year 2000 coincided in their objectives and approaches; that was not accidental 

and had come about because, in all the preparatory stages of the Nairobi Conference, the 
Organization and its Member States had provided the health input which had made it possible 
for the two strategies to coincide. 

Since Nairobi, there had been not only increased awareness but also increased action in 

various sectors both on the part of the Organization and of Member States: although the 
sub -item on women, health and development had been presented to the current Health Assembly 

under the agenda item on "Collaboration within the United Nations system ", that represented 

only one aspect of collaboration on women, health and development. 

1 Published as Women, health and development. Geneva, World Health Organization, 1985 
(WHO Offset Publication, No. 90). 
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Strategies were in place but, in order to translate those strategies into reality, it 

was important to accelerate the action process; for, during the Decade, the issue of women, 
health and development had evolved in such a way as to reflect the complex interrelationships 
between the health of women and their social, political, educational, cultural and economic 
situations. With that in mind WHO had regarded women, health and development, not as a 

vertical or selected or isolated programme but rather as one which formed a part of all WHO 
programmes. In order to facilitate the process of incorporating women's perspectives in the 
medium -term programmes of the Organization, particularly during its Eighth General Programme 
of Work (covering the period 1990 -1995, inclusive), various mechanisms had been developed in 

the Organization. In November 1986 the Director -General had established a steering committee 
on women, health and development to coordinate and harmonize global support, and support to 
regions and countries, particularly in the field of technical cooperation with Member 
States. Regional offices had developed similar mechanisms. 

The ten -year period since the beginning of the United Nations Decade for Women could be 
divided into three specific stages. The first stage, from 1975 -1980, had been marked by 
policy statements, resolutions and mandates by various organizations. In the second stage, 
from 1980 -1985, strategies had been developed within the Organization as part of the Global 
Strategy for Health for All and later through the Nairobi Forward -looking Strategies in which 
the goals and approaches had coincided. Finally, following the Nairobi Conference in 1985, 
action on agreed strategies had been accelerated with a view to translating unanimously 
agreed strategies and goals into reality. The Director -General's progress report described 
how the issue of women, health and development was being incorporated into the various 
programmes of the Organization, with particular reference to the health system infrastructure 
and the health science and technology programmes. The list was not exhaustive but rather 
illustrative of trends in action in various programmes contained in the Seventh General 
Programme of Work and to be continued in the Eighth. 

In addition to specific issues within each programme area, the question arose as to 

whether there were gender -specific issues, i.e., whether there were any specific differences 
in the way women might participate in particular programmes, such as those relating to 
malaria and tuberculosis, and if so how the health of women might be improved by their 
participation in the overall development programmes in the particular country. The 
Organization was also providing support in those areas which cut across all its programmes, 
such as, for example, leadership training for women, intersectoral action, development of a 

global data -base for action and information exchange. Those factors, not related to specific 

health needs but to overall health needs and to the social status of women, could be used as 
indicators in the monitoring and evaluation of health -for -all strategies; such indicators 

could be refined within each country context to reflect more accurately the needs of women 
within each programme. 

Mrs HERZOG (Israel) congratulated the Director -General and the Thirty -ninth World Health 
Assembly on the adoption of resolution WНАз9.18 concerning the implementation in the health 
sector of the Nairobi Forward -looking Strategies for the Advancement of Women. Since the 
adoption of that resolution progress had been made on both the international and national 
levels focusing on the concept of women, health and development as part of the health -for -all 
strategies. In her own country's medium -term programme, consideration had been given to 
women as the key human resources for health, both within and outside the formal health -care 
system. In Israel's "healthy cities" programme, full intersectoral cooperation had been 
assured and women's nongovernmental organizations had been invited to take part in the 
project from the planning stage. 

She had noted with great satisfaction the emphasis placed by WHO in recent years on 
collaboration with nongovernmental organizations and on intersectoral collaboration 
generally. On behalf of the International Council of Women, she wished to congratulate the 
Director -General on his efforts in that field and for his appeal to Member States to increase 
collaboration between governments and nongovernmental organizations, particularly women's 
organizations, at the national level. 

The efforts made to achieve such collaboration in a number of countries with the 
assistance of the NGO Group on Primary Health Care were worthy of note, and the dedication 
shown in WHO to the theme of women, health and development deserved special commendation. 

While the focus of future plans varied in relation to the socioeconomic and cultural 
context in which women lived, programme activities on women, health and development must be 
continued everywhere with a view to incorporating women's issues into international health 
programmes. She wished the WHO steering committee on women, health and development every 
success in its important role. 
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Dr JAKAB (Hungary) congratulated the Director -General on his report, which outlined the 
efforts made by WHO to promote women's health and to enhance their role in health and 
development in all relevant WHO programmes. It was significant, both from the national and 
international points of view, that WHO had undertaken activities to implement the Nairobi 
Strategies. The establishment of a steering committee represented an excellent initiative, 
and similar activities at the regional and country levels would mean that women's 
organizations could participate in the elaboration of recommendations. She wished to express 
her country's appreciation of the activities in that field which were directed and supervised 
personally by Dr Petros- Barvazian, who had succeeded in bringing together recommendations 
that were acceptable to all regions notwithstanding differences in the problems faced in 
different parts of the world. 

In Hungary the Government and political leaders made every effort to enhance the health 
and development of women and to involve them in all aspects of life. Equal rights between 
men and women were stipulated in the Constitution and were incorporated into all aspects of 
public policy, including the social, educational and health fields. 

Finally, she congratulated the Director -General on the courageous step he was taking in 
stipulating that 30% of all professional and higher -graded posts should be occupied by women. 

Mrs EVANS (Canada) commended the Director -General on his progress report and welcomed 
the efforts he was making to incorporate within each WHO programme the mechanisms and 
structures necessary for the effective implementation of the Forward -looking Strategies. In 

order to evaluate the full impact of those Strategies, it would be helpful to have specific 
quantitative as well as qualitative information. Her delegation was nevertheless reassured 
by the steps that had already been taken towards the development of a comprehensive 
integrated strategy by the steering committee. 

With reference to the statement in paragraph 23 of the report that the Special Programme 
for Research, Development and Research Training in Human Reproduction was focusing on safe 
and reliable methods of fertility regulation, she suggested that consideration should also be 
given to the legal, ethical and psychosocial issues surrounding "artificial reproduction ". 
That was an area where technology had advanced more rapidly than societal values, and 
guidance was needed for both health care workers and consumers. 

Miss BELMONT (United States of America) said that her delegation wished to reiterate the 
importance of women's role in and contribution to health and socioeconomic development, 
particularly in the implementation of the global and national health -for -all strategies, and 

urged the Organization to cooperate even more effectively with governments of Member States 
to promote women's health and their wider participation in health and socioeconomic 
development, particularly as decision -makers. Health -for -all leadership training activities 
for women, mentioned in paragraph 103 of the report, should be given particular emphasis. 

It appeared from the report that WHO was adopting measures that recognized the integral 
role which women could play in health and development arid, in particular, in advancing the 
global and national strategies for health for all. Her delegation welcomed the consultations 
held in December 1986 to review country and regional plans of action concerning women, health 
and development, and hoped that salient action would follow. It had to be emphasized that 
women's health problems and the role that women played in the provision of health care must 
be seen as an integral part of the health needs of the population and not in isolation. 

It was a contradiction that, on the one hand, women had always played the key role in 
health care as mothers, wives, teachers and health providers aid yet, traditionally, health 
leaders and health decision-makers had been in the large majority men. It was the 

responsibility of all to ensure that women received equal treatment and opportunity in the 
management and leadership of health efforts. Her delegation believed that WHO should lead 
the way by actively encouraging the hiring, promotion and involvement of women in senior 
positions at headquarters, in the regions and at the country level. 

Miss KHAPARDE (India), welcoming the comprehensive report of the Director -General, said 

that, while health services were normally provided to all citizens without discrimination, 
special attention needed to be given to strengthening those areas of health care which had a 

direct bearing on the promotion of the health of women and the prevention of diseases and 
other ailments to which they were prone. The provision of maternal and child health services 
as a part of total health care for the community should receive top priority. Similarly, 
adequate attention needed to be given to women's education which, besides broadening their 
outlook, would also enable them to have some understanding of the legal, social and financial 
remedies available to them. In addition, they would be trained as health educators for the 
family and the community. It was generally agreed that health and development were 
interrelated. A greater involvement of women in the socioeconomic process should therefore 
be ensured. 
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The Indian Constitution conferred equal rights on men and women. Specific legislative 
measures were enforced to protect women's interests. The Maternity Benefits Act, the 
Factories Act, the Medical Termination of Pregnancy Act and the Child Marriage Restraint Act 
conferred specific rights on women and corresponding obligations on society for the welfare 
and development of women. Legal remedies would however be effective only if those for whom 
they were intended were ready to take advantage of them. 

A number of steps had been initiated in India to involve women in all spheres of 

national activities. More and more women were occupying responsible positions in various 
fields, particularly in the health field. A separate Department of Women and Child 
Development had been established in the Central Ministry of Human Resources Development under 
the charge of a minister of state. 

Her delegation was happy to note from the Director -General's report that the 
Organization had initiated action in a number of areas as a follow -up to resolutions WHA38.27 
and WHA39.18 that would certainly benefit women's health and ensure their full participation 
in health and development. The reports from the WHO regions were also encouraging. Such 
efforts had to be further accelerated and the progress of activities should be monitored on a 
continuing basis. 

Dr SAMPSON (Nicaragua), congratulating the Director- General on his report, expressed 
satisfaction that, since the triumph of the 1979 Revolution, women had been making a 
distinguished contribution to all aspects of life in Nicaragua, as indeed they had done 
during the struggle against the 40 -year dictatorship of the Somoza regime. Women were 
represented in the highest positions in production, in the management of the economy, in 
education, culture and military matters and in the health field. Programmes specifically 
designed for women and children had been included in the country's health service since its 
inception, had been given the highest priority, and had been extended to the remotest corners 
of the country. Women enjoyed equality of opportunity in teaching, and special attention was 
devoted to women in the literacy campaign. In the maternal health programme particular 
attention was given through the immunization programme to the prevention of neonatal tetanus 
and consecutive abortion. Its incidence had diminished as a result. The major women's 
organization participated actively not only in programmes for women and children but also in 
other areas. A majority of the more than 6000 health workers were women. The Ministry of 
Agriculture, regional governmental structures and popular organizations collaborated in a 
nutrition programme covering food and nutrition education, a system of food and nutrition 
surveillance and the promotion of self -help in food consumption through the cultivation of 
gardens and the production of small livestock. All those efforts had been hindered by the 
war which had been imposed on his country with the financial and other help of the militarily 
and economically most powerful country of the continent. The parliament of that country had 
approved US$ 100 million for that purpose, and other funds had been contributed illegally. 
The war had lasted for over six years and had cost the lives of over 30 000 Nicaraguans. 
More than 40% of the national budget went towards defence. The adverse consequences of that 
criminal war had made it difficult to achieve the country's health objectives and to advance 
women's health. Nevertheless, his Government was increasing its efforts to make further 
progress with the support of the political will of the people. In that connection he 
welcomed the support provided by WHO. 

Mr SMITH (Australia) said that his country had fully supported the implementation of the 
Nairobi Forward -looking Strategies and also recognized the important role played by women in 
development and, even more, the crucial importance of women's role in the achievement of 

health for all by the year 2000. There was no finer example of the way in which women could 
contribute to improving the health of the people than the work of Sister Joan Winch, the 
current year's winner of the Sasakawa Health Prize, and her colleagues in the training of 
primary health care workers and in spreading a knowledge of primary health care amongst the 
Aboriginal people. 

His delegation wished to congratulate the Director -General on the Organization's work in 
that area and offered his country's continuing support. 

(For continuation of discussion, see summary record of the fifth meeting, section 3.) 

The meeting rose at 12h30. 



FIFTH MEETING 

Monday, 11 May 1987, at 14h30 

Chairman: Dr R. W. CUNNING (Australia) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 29 of the Agenda (Resolution WHА39.10; Documents A40 /10; 
А40 /INF.DOC. /3; A40 /INF.DOC. /5; A40 /INF.DOC. /7; and A40 /INF.DOC. /10) 

The CHAIRMAN drew attention to document A40 /10, which was a progress report by the 
Director -General on WHO collaborating centres in primary health care research in the occupied 
Arab territories, and to the information documents, which were a report submitted by the 
Israeli Minister of Health, an abridged version of an annual report by the Director of Health 
of the United Nations Relief and Works Agency for Palestine Refugees in the Near East 
(UNRWA), an exchange of correspondence between the Government of Israel and the 
Director -General of WHO, and a report submitted by the Palestine Liberation Organization. 

Dr HIDDLESTONE (Director of Health, United Nations Relief and Works Agency for Palestine 

Refugees in the Near East), speaking on behalf of the Commissioner- General of UNRWA, 

expressed gratitude for the Health Assembly's abiding concern about the health of Palestine 
refugees and for the support UNRWA received from the Director -General and the Regional 
Director for the Eastern Mediterranean. 

UNRWA had been serving Palestine refugees for 37 years. The satisfaction which many 
delegations expressed upon the repeated renewal of its mandate was not always accompanied by 
sustained contributions, yet Palestine refugees continued to need support and guidance. Some 
of the health problems faced by the more than two million refugees cared for by the Agency 
had been in existence for over three decades, while others were new; the only thing that had 
not changed was the constant suffering of the refugees. 

UNRWA's operations had been proved to be cost -effective, and in 1986, real progress had 
been made in all aspects of primary health care provision. Preventive services involving 
maternal and child health, immunization, school health and health education were being 
developed intensively, while curative services were closely linked to the provision of 
guidance on healthy life -styles. The emphasis in the nutrition programme had been changed 
from indiscriminate reliance on supplementary feeding to therapeutic prescriptions for 

refugees with special nutritional problems or in high -risk groups. 
In nursing, UNRWA had further developed its community outreach programme whereby staff 

went to shelters to confirm compliance with treatment and to seek out people, particularly 
the elderly and children, who needed assistance. Through self -help projects, slow but steady 
progress was being made in respect of water reticulation, waste -water disposal and sewage and 
heavy waste collection. WHO had sponsored short -term consultancies which had yielded welcome 
advice on chest disease, enteric diseases and diabetes as well as recommendations which were 
being studied and implemented. 

UNRWA's health services were fundamental to the discharge of its mandate, yet progress 
was slowed by resource constraints. The staff was dedicated, but the facilities needed to be 

improved and projects supported. International groups which observed UNRWA's activities were 
usually inspired to give practical assistance. Host governments and nongovernmental 
organizations were instrumental in UNRWA's efforts to benefit Palestine refugees, the 
organizations of the United Nations system, particularly UNICEF, worked closely with the 
Agency, and cooperation between WHO's collaborating centres and the UNRWA Health Department 
had been increasing. He urged delegations to consult the abridged annual report (document 
А4O /INF.DOC. /5), which explained how UNRWA's health responsibility was being discharged, and 

showed that, although progress had been made, much more needed to be done. 
In 1986, the Director -General had touched on the need to use WHO's resources effectively 

to achieve health for all by the year 2000 and had called for an end to cynicism and apathy. 
He would echo that appeal and ask that UNRWA be given assistance in making health for all by 
the year 2000 a reality for the Palestine refugees. 

- 267 - 
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The DIRECTOR- GENERAL said that he was pleased to report steady and gratifying progress 
so far as the primary health care research centres were concerned. He could not yet provide 
detailed information on the varied and ambitious research projects being carried out at those 
centres, but a major report on measurement of the immunization status of young people on the 
West Bank was in the final stages and would be issued in the near future. 

It was clear, nevertheless, that the three centres were already proving to be of great 
value. The Directors and their staffs had demonstrated an impressive commitment to health 
systems research designed to influence directly the quality of health services and the health 
status of the populations of the territories. The surveys already carried out, the health 
examinations that had been part of them and the involvement of health professionals 
throughout the West Bank and Gaza had yielded a high awareness of the value to the community 
of such realistic types of health systems research. Senior local officials and outside 
observers had already indicated that the results had exceeded all expectations. The 
administrative authorities responsible for the areas concerned were giving substantial 
backing to the work and were prepared to implement changes that might be called for as 
research results emerged. 

His progress report (document A40 /10) contained more information on the progress of the 

centres and drew attention to the need for additional funds from extrabudgetary sources if 
their work was to be continued. So far, all the financial support provided to the centres 
had come from the Director -General's Development Programme. 

He wished to thank WHO's colleagues in UNDP who took charge of the day-to -day operations 
of the centres; without their collaboration, the enterprise could never have been launched 
or proceeded as smoothly as it had. 

The CHAIRMAN drew attention to a draft resolution on health conditions of the Arab 
population in the occupied Arab territories, including Palestine, which was sponsored by the 
delegations of Cuba, Iraq, Jordan, Kuwait, Oman, Qatar, Saudi Arabia, Sudan, Syrian Arab 
Republic, Yugoslavia and Zimbabwe, and read as follows: 

The Fortieth World Health Assembly, 
Mindful of the basic principle established in the WHO Constitution, which affirms 

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; 

Affirming the principle that acquisition of territories by force is inadmissible 
and that any occupation of territories by force and the practice of repression and 
violence against the civilian population as well as acts of deportation have serious 
repercussions on the health and psychosocial conditions of the people under occupation, 
including mental and physical health; 

Expressing its deepest concern at the failure of Israel to secure basic health 

services and to establish and strengthen the health centres and the hospitals in the 
occupied Arab territories, including Palestine and the Golan; 

Recalling previous resolutions of the Health Assembly on the health conditions of 
the Arab population in the occupied Arab territories, including Palestine; 

Taking into consideration the report of the Director -General on WHO collaborating 
centres in primary health care research in the occupied Arab territories; 

1. EXPRESSES ITS DEEPEST CONCERN about the deterioration of the health conditions of 
the population of the occupied Arab territories, including Palestine and the Golan, as a 

result of the perpetuation of the Israeli occupation; 

2. AFFIRMS that the Israeli occupation is contradictory to the basic requirements for 
the development of an adequate health system to meet the needs of the population of the 
occupied Arab territories, including Palestine and the Golan; 

3. REGRETS the refusal of Israel to implement resolution WHA39.10 and to allow the 
Special Committee of Experts to review the health conditions of the Arab inhabitants of 

the occupied Arab territories, including Palestine; 

4. CONSIDERS that it is necessary for the Health Assembly to be informed regularly of 
the health conditions of the Arab inhabitants living under occupation, by allowing the 

Special Committee of Experts to visit these territories and to present a report on these 

conditions to the Forty -first World Health Assembly; 
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5. DEMANDS THAT Israel abide by the 1949 Geneva Conventions and allow all 
institutions, societies and organizations, both local and international, which strive to 
develop health care services and establish hospitals and health units for the Arab 
population of the occupied Arab territories, including Palestine and the Golan, to do so; 

6. REAFFIRMS the right of the Palestinian people to have their own institutions which 
provide health and social services; 

7. THANKS the Director -General for his efforts to implement Health Assembly 
resolutions and requests him: 

(1) to take necessary measures to enable the Special Committee of Experts to visit 
the occupied Arab territories and present its report to the Forty -first World 
Health Assembly; 
(2) to collaborate and coordinate further with the Arab States concerned and with 
the Palestine Liberation Organization regarding the provision of the necessary 
assistance to the inhabitants of the Arab occupied territories, including Palestine 
and the Golan; 
(3) to provide the necessary assistance to the centres that train cadres working in 
the health field, and train more Palestinian workers in that field, in order to 

develop primary health care services in the occupied Arab territories with a view 
to achieving health for all by the year 2000; 
(4) to continue the development of and further support to the health centres that 
are under the direct supervision of WHO in the occupied Arab territories and to 
strengthen their services; 
(5) to provide financial and moral support to all local and international 
institutions, societies and organizations that seek to establish hospitals and 
health units in the occupied Arab territories; 
(6) to present a report to the Forty -first World Health Assembly on the 
implementation of this resolution; 

8. THANKS all regional and international agencies and institutions for their assistance, 
in particular the United Nations Relief and Works Agency for Palestine Refugees in the 
Near East, and urges all Member States to support further those institutions. 

Dr AВDULAВВAS (Iraq), introducing the draft resolution, said that the sponsors had 

sought to devise a text that would express outrage at Israel's continued occupation of Arab 
territories and repression of human rights, yet be acceptable to a broad cross -section of 
delegations. The inhabitants of Palestine and the occupied Arab territories were subjected 
to constant repression by the Israeli authorities, and the draft resolution stressed the 
effects of that situation on their mental and physical health. The Israeli authorities had 
consistently refused to allow the Special Committee of Experts to review health conditions in 
the occupied territories, and the draft resolution therefore called on them to enable that 
Committee to fulfil its mandate. It thanked the Director -General for his laudable efforts to 

implement the relevant Health Assembly resolutions and requested him to collaborate further 
with the Arab States concerned and with the Palestine Liberation Organization in the 
provision of assistance to the inhabitants of the occupied Arab territories and to continue 
to develop and support the health centres under direct WHO supervision. The sponsors hoped 
that the resolution would receive the support of a majority of delegations, because it was 
intended to ensure that desperately needed assistance was provided to the inhabitants of the 

occupied Arab territories. 

Mr GOLAN (Israel) said that for the past 20 years Israel had been engaged in the 
promotion of health services in Judaea, Samaria and Gaza and that substantial progress had 
been achieved. The budget of those services had increased in real terms by 116% over the 
past two years. The quality of the services was improving constantly, and his Government's 
aim was to close the gap between those health services and Israeli health services completely. 

In 1967, Arab doctors, nurses and medical staff had had reservations, which had been 
understandable and natural at that time, about cooperating professionally with the Israeli 
health system, but that psychological barrier had now been overcome. Patients from Judaea, 
Samaria and Gaza were treated in Israeli hospitals and Arab medical staff were undergoing 

training in Israeli medical centres, 25 physicians having completed two -year courses of 

training in anaesthesia in Israeli hospitals while 14 doctors were currently receiving 
instruction in other specializations; a number of courses in such varied fields as internal 

medicine, health administration, primary health care and midwifery were also being held. 
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Ramallah Hospital had recently opened clinical and public health laboratories, a 

bloodbank, a radiology unit, a surgical suite, a coronary care unit and an open heart surgery 

unit. First -class operating rooms would be part of the new neurosurgery unit, to be 

established by the end of 1987. 

At Shifa hospital in Gaza, over US$ 1 million had been invested in equipment, including 
X -ray, fluoroscopy, ultrasound and digital fluoroscopy devices. A 100 -bed maternity unit, 
including delivery suites and a neonatal care unit, had been opened, and operating theatres 
and surgical and orthopaedic wards would soon be completed. The total cost of the hospital's 

expansion programme was US$ 4 million. 
Over the past 15 years, births in hospitals or medical centres had risen from 10% to 78% 

in Gaza. An immunization programme covering over 90% of all infants, growth monitoring, 
nutrition counselling, and the use of oral rehydration solution to prevent complications and 
death from diarrhoea) diseases had been part of the measures applied in Gaza. In 1987, a 

programme had been launched to expand primary health care in Judaea and Samaria: it involved 
training village health workers to work in health rooms in their villages in order to 
coordinate preventive health services and provide health education. Under the programme, 

full medical services were given to children free of charge. 
Infant mortality had declined from 86 per thousand live births in 1968 to 33 per 

thousand live births in 1986 in Gaza, and to 25 per thousand in Judaea and Samaria. In 

respect of primary health care, 120 maternity and child health centres had been opened in 
Judaea and Samaria, and 26 in Gaza. An immunization programme now covered over 90% of all 
infants with an excellent range of vaccines. 

In the past two years, special emphasis had been placed on the construction of modern 
sewage systems in the main cities of Judaea, Samaria aid Gaza and on connecting more cities 
and villages to the water and electricity system. 

It was particularly noteworthy that not one case of AIDS had been reported in the areas 
administered by Israel. 

The information he had just provided explained his dismay at the repetition of the 
annual anti -Israeli campaign, highlighted by the submission of a draft resolution which 
completely disregarded the facts and represented nothing but political manoeuvering against 
his country. The draft resolution demanded that Israel allow institutions, societies and 
organizations to develop health care services and establish hospitals and health units, yet 
dozens of Arab welfare societies and international organizations were already active in those 
areas and their activities would not be hampered, as long as their aim was professional. His 

Government cooperated fully with the Director -General and his representatives in the 
activities of the collaborating centres. 

In short, the draft resolution falsified the facts, denied the right of Israel to exist, 
and represented yet another attempt to politicize the Organization. He hoped that for once, 
the promoters of confrontation would fail in their baneful efforts and that the Health 
Assembly would reject the draft resolution. Israel, for its part, would continue to work to 
strengthen the health services of Judaea, Samaria and Gaza and for the wellbeing of the local 
population. 

Dr ARAFAT (Palestine Liberation Organization) said that he wished once again to express 
his alarm and dismay at the suffering of the Palestinian people in the occupied territories 
as a result of the continued occupation by Israel. The human rights and fundamental freedoms 
of the Palestinian people were still being flouted. A well -planned policy aiming ultimately 
at annexation was being carried out, settlements were being built and all Arab lands were 

under threat. Education, culture and every other aspect of life was affected by that 
policy. Schools, universities and research centres had been closed while teachers and 
students had been victimized and attacked or even murdered as in the recent case of 15 

students shot by armed settlers. 
With respect to health, the Israeli occupation authorities had continued to pursue the 

serious and dangerous policy of endeavouring to dominate all sectors. Health care in the 
occupied territories had been put under Israeli control and, as a result, expenditure on 
health in those territories had been limited and health services reduced. Construction of 
new hospitals had been stopped while existing hospitals had been denied the opportunity of 
establishing new specialized services. Efforts to develop hospitals and modernize them had 
been discouraged. The Israeli authorities had gone so far as to close many health facilities 
in the occupied territories since 1967. Some hospitals had even been turned into police 
headquarters or official office buildings. Even the central bloodbank and the only general 
hospital within the city of Jerusalem had been closed. The Israeli occupation authorities 
had been obstructing Palestinian doctors in the practice of their profession; some 
Palestinian doctors, for example, had been prevented from providing even elementary health 
care in a camp in Gaza, although some people, including children, were suffering from acute 
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respiratory diseases. In the Gaza Strip some 60% of schoolchildren were suffering from acute 
parasitic diseases. In some places the mortality rate for children was as high as 160 per 

thousand. That was a clear indication of declining health in the occupied territories. 

As recognized by the Committee of Experts in their report, continued occupation of those 
territories constituted an obstacle to progress in health care with adverse consequences on 

the health of the people concerned. That was why the Israeli Government had refused to allow 

the Special Committee to visit those areas. Furthermore, Israel and its agents were still 
carrying out raids on Palestinian camps, causing scores of deaths and injuries and widespread 

destruction. Even children and the old had not been spared. Those developments had placed 

an increasingly heavy burden on the Palestinian Red Crescent, which had to provide primary 
health care. 

He wished to pay tribute to those who had sacrificed much to care for the people in the 
camps and who had subsequently been victimized for so doing. He thanked the 
Director- General, the Regional Director for the Eastern Meditarranean, UNRWA, the 
nongovernmental organizations, and all voluntary workers for their efforts on behalf of the 
Palestinian people. However, as long as the occupation continued, it would not be possible 
to formulate and implement policies which would bring the goal of health for all by the year 
2000 within reach. The Palestinian people could only do justice to that task and attain that 
goal if there were a just peace guaranteeing the basic rights of Palestinians to return to 
their homes and establish an independent state under the leadership of the Palestine 
Liberation Organization - their sole legitimate representative. 

He urged support for the draft resolution, which meant support for the health of the 
Palestinian people and their attainment of the goal of health for all by the year 2000. 

Dr AL- SHARIF (Libyan Arab Jamahiriya) said that it was clear from what the Director of 
Health of UNRWA had said and the Director -General's report that the situation of the 
Palestinian people and their health, whether in the Arab occupied territories or outside 
them, was far from satisfactory. The position was very complex, especially in the light of 
the financial constraints on the provision of health services. WHO was not the correct forum 
in which to discuss the intricate political situation which had created the health problems. 
The observer for the Palestine Liberation Organization had painted a graphic picture of the 
situation and he did not propose to add to it. At the very least, the Health Assembly should 
accept the draft resolution under discussion in favour of a people that had suffered so much 
from the health and other effects of occupation. His delegation would therefore like to be 
included among the sponsors of the draft resolution. 

Mrs LUETTGEN DE LECHUGA (Cuba) said that the Palestinian problem had been a focus of 

tension in the Middle East for some 40 years and the establishment of a just and lasting 
peace would remain a will -o'- the -wisp until it was solved. The health problems of the Arab 
populations of the occupied territories could not be solved as long as the right of the 
Palestinian people to self -determination was not recognized and the Palestinians were not 
allowed to return to their native land. The withdrawal of Israel from those territories and 
the return of the Palestinian people were a sine qua non of any solution to the crisis in the 
region and to the attainment of the goal of health for all by the year 2000 for the 
Palestinian people. It was vital to ensure that the Palestinian people recovered all its 
inalienable rights; that was why her delegation supported the draft resolution. 

Mr SACCO (Malta) said that his delegation wished to be included among the sponsors of 
the draft resolution. 

Mr MADANY (Algeria) said that the facts were clear. Human rights were being violated in 

the occupied territories, collective sanctions applied systematically, homes destroyed, holy 
places desecrated; those were just a few of the exactions reported every day by the mass 
media and which humanity could not tolerate. Standards of health were indissolubly linked to 
socioeconomic conditions, which were the outcome of a deliberate attempt to destroy a 
people. Year in and year out the occupation authorities had triumphantly published 
statistics purporting to show how well they were treating the people in the occupied 
territories. Those statistics were published in a style and manner which formerly colonized 
peoples knew only too well. Their lies and disinformation emerged clearly from the 
indicators they proposed: for instance, with respect to infant mortality rates in the 
district of Nablus, which in fact ranged from 100 to 286 per thousand live births whereas 
official Israeli figures were of the order of 30 per thousand; the latter would make the 
persecuted Palestinian people the happiest and healthiest among all the developing countries 
of the world. 
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Everyone knew, especially countries which had been subject to foreign colonial rule, 
that health and social development were not possible when a people remained under foreign 
yoke. For those reasons his delegation once again condemned the illegal occupying 
authorities in Palestine and urged all peace- and freedom- loving countries to support the 
draft resolution. 

Finally, he thanked UNRWA for its unswerving efforts, and the Director -General for his 

unfailing support of the Organization's health work in favour of the Palestinian people. 

Mr SENÉ (Senegal) thanked the Director of Health of UNRWA for his report on the health 
situation of the more than two million Palestinian refugees for whom the Agency provided 
primary health care. With the support of WHO, UNICEF and governments, progress had been made 
in the implementation of health programmes for those people, but the very fact of being a 
refugee caused moral suffering which could be ended only by a return to the land of their 
ancestors. He was convinced that the evaluation report that the Director -General would be 
submitting in due course would contain much useful information on the work of the WHO 
collaborating centres in the occupied Arab territories, which had made great progress thanks 
to WHO technical cooperation. 

Referring to the Director -General's progress report on those collaborating centres 
(document A40 /10), his delegation welcomed the financial support which WHO was giving those 
centres through UNDP and the relations established with the health services concerned. 
However, he would like clarification of some points in document A40 /10. Who for instance 
were the official partners referred to in paragraph 5? What was the civil administration 
concerned mentioned in that same paragraph? It would appear to refer to a military 
administration, that is to say, that of the occupying power. He would also appreciate 
further information on the change referred to in paragraph 10. Did it mean the climate of 
violence prevailing in the area or a deteroriation in the health situation, as stated by the 

observer from the Palestine Liberation Organization. That paragraph also spoke about 
increases in the funds made available. He would like to have some figures in that respect, 
but perhaps they would be published in the promised evaluation report. 

Despite the mention made in paragraph 11 of research projects in progress or planned, 
including studies on infant mortality and on the immunization status of the young population, 
as well as research on the prevalence of cardiovascular risk factors and of the other topics 
outlined, his delegation supported the draft resolution before the Committee because it 
considered that the occupation of a territory by force and the resulting oppression 
undoubtedly had an adverse effect on the health and psychosocial state of the population 
concerned. His delegation considered that, if Israel allowed the Special Committee of 

Experts to visit the territories in question, WHO would be able to submit a constructive and 
credible report to the Health Assembly on the health situation of the Arab populations in 

those territories. Lastly, his delegation emphasized the need for the occupying power to 
respect the Geneva Humanitarian Conventions and also to allow local, regional and 
international bodies, contributing to the development of health services, to set up hospitals 
and health facilities for the benefit of the populations of the occupied territories and thus 
to achieve their aims. 

In conclusion, he thanked the Director -General for his praiseworthy efforts to ensure 
that the resolutions of the Health Assembly were applied so as to improve the health of the 
populations of the occupied territories, until such time as a real solution was found to 

Middle East problems, i.e., a just, global and lasting solution which would enable the 
Palestinians to enjoy fully their inalienable rights. 

Dr AL -AWADI (Kuwait) welcomed the reports presented by the Director -General and the 
Director of Health of UNRWA, and noted the tone used by the latter when speaking of the 

tragic situation of Palestinians in the occupied Arab territories. He had not intended to 
take the floor but had been constrained to do so having heard the intervention of the 

delegate of Israel, which had implied that the situation in the occupied Arab territories was 
satisfactory and that the Israeli occupation was agreeable to the people. In previous years, 
fact -finding groups had presented reports to the Health Assembly. If Israel really 
considered the current situation to be satisfactory, why had its Government refused to allow 
the Special Committee of Experts to visit the area and provide a credible report? Occupation 
was hardly conducive to health development. 

Some people said that the Palestinian reports were biased. He had an independent 
report, prepared in 1986 for the Health Care Organization by non -Arabs from the American 
Public Health Association who had visited the area. The delegate of Israel had mentioned the 

training of Palestinian physicians in advanced Israeli hospitals whereas the report stated 

that hundreds of physicians were paid by stipends from the Jordanian medical associations and 
needed training programmes. The true facts should not be hidden. The report also stated 
that hospital facilities and equipment were of uneven quality, with important equipment gaps 
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in almost all Government and private hospitals. Laboratory support and the structure of 
diagnostic facilities of all types was weak. Pathology was completely underdeveloped and 
radiological facilities required upgrading. Diagnostic tests were available through the 
Israeli system only, a process that was both cumbersome and demoralizing for West Bank 
professional staff. There was a scanner, but only one for one million people, and yet 
scanners iiad become relatively common items of hospital equipment. Must delegates continue 
to listen to interventions that did not address the true facts? 

The sponsors of the draft resolution, wanting to show their good will, had avoided the 
inclusion of political issues or condemnation in the text and he hoped that the draft 
resolution would receive unanimous support, and not have to be put to the vote. 

The delegate of Israel had implied that occupation was a solution to the health problems 
of the people. However, even on grounds of security, that was unreasonable. Anyway, whose 
security was at stake? Certainly not the population's. Israel called its army a defence 
force, yet it continued to occupy the Arab territories. That was strange reasoning. The 
Arab people under occupation needed the support of everyone participating in the debate and 
he therefore urged support for the draft resolution. It should be understood that the Arab 
people did not accept occupation and would fight to the last for the liberation of the 
country. The occupying authorities had renamed areas of Palestine, Judaea and Samaria, 
against accepted conventions. However, Palestine was a country - a country for the 
Palestinians. 

He hoped that the Special Committee of Experts would be allowed to visit the occupied 
Arab territories so that their report could be presented at the next Health Assembly. 

Mr BOYER (United States of America) said that the previous speaker had pointed out that 
the draft resolution differed from those proposed in previous years. There was indeed an 
improvement in that much of the offensive and inappropriate language had disappeared. 
However, the improvement did not go far enough and his delegation still found the text 
unacceptable. It did not reflect the actual situation in the territories. The 
Director -General's report and his intervention were closer to the reality of improved rather 
than deteriorating health care in the territories. In addition, the draft resolution, like 
those of previous years, still lacked the balance and objectivity that resolutions on 
sensitive issues adopted by the Health Assembly should have. It contained political 
judgements, not only known by the speakers to be controversial and unacceptable but also 
inappropriate to the Health Assembly. The debate iiad also included topics over which the 
Health Assembly had no influence or control and some interventions had restored some of the 

language that had been removed from the text. His delegation would therefore vote against 
the draft resolution and hoped that future draft resolutions on the issue, if they had to be 

introduced, would make further progress towards a reasonable text. The progress already 
shown indicated that it was not necessary to repeat the same tired political language year 
after year. 

As his delegation had said in previous years, there was no valid reason for reviewing 
the item on an annual basis, and the Director -General had indicated how difficult it was to 

prepare meaningful reports within such a short time -frame. If the matter had to be reviewed, 
it was to be hoped that an approach could be found that would achieve consensus. 

In opposing the draft resolution, his delegation hoped that those who had expressed 
opposition in the past would maintain their position. If there were no other speakers, he 
hoped that it would be possible to proceed immediately to a vote. 

The CHAIRMAN said that, as there were other speakers on his list, it would not yet be 
possible to proceed to a vote. 

Professor KHAN (Pakistan) said that delegates had been presented with a number of 

written reports aid a draft resolution, and hад heard a number of speakers representing the 
various points of view on the issue under discussion. The observer for the Palestine 
Liberation Organization had described in detail the deterioration of the health services and 
health conditions of the populations of the occupied Arab territories. However, the delegate 
of Israel had stated that all was well and that the Arabs were enjoying excellent health 
services under their occupation. The Director- General's report described WHO activities in 
the area, including the functioning of the WHO collaborating centres in primary health care 
research, with the help of UNDP funds, but it did not mention most primary health care 
activities, hospitals, health insurance or other issues reported by the observer for the 
Palestine Liberation Organization. The Director- General had reported that, with UNDP help, 
mass immunization was being undertaken; the delegate of Israel had stated that immunization 
coverage was already 90 %. The Director -General, on behalf of the Special Committee of 
Experts, had requested facilities for the Committee to visit the occupied territories in 
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order to assess and report on conditions there, but the Israeli Government had refused. If 

the Israeli account of conditions was correct, surely there would be no reason for the 

request to be refused. Thus, although the reports of the Director -General and the Director 
of Health of UNRWA had presented some good results, they had given little information about 
immunization and other primary health care activities, which seemed to indicate the 
correctness of the report of the Palestine Liberation Organization as to the poor state of 
health of the residents of the occupied territories. If WHO and UNRWA had not come forward 
to help, their situation might have been much worse. He urged Israel to allow the Special 
Committee to visit the area as requested. He strongly supported the draft resolution and 
urged others to do so as a means of pressing Israel to accede to the request. The question 
was not one of politics but the health of the poor people of the area. 

Mr SOKOLOV (Union of Soviet Socialist Republics) said that the issue had been discussed 

more than once at the Health Assembly and everyone agreed that a radical solution was long 
overdue. His delegation had reiterated its position on a number of occasions - a position 

based on a number of well -known resolutions of the United Nations General Assembly and the 
Security Council. It agreed with the delegates of Kuwait, Iraq and the Libyan Arab 
Jamahiriya, who had attacked the oppressive policy of Israel in the occupied Arab 

territories. It favoured the principle of a real and just solution in the Middle East, based 
on the return of the occupied territories to their rightful owners and on the recognition of 
the right of the Palestinian people to self -determination. Only a political solution would 
provide a just solution covering all aspects of the problem. His delegation therefore 
favoured the convening of an international conference on the Middle East with the 

participation of all the parties concerned, including the Palestine Liberation Organization, 

so that documents guaranteeing peace in the region could be drawn up. 

Bearing in mind the difficult situation of the populations of the occupied Arab 

territories, he supported WHO activities in the provision of health care to those populations 
and would vote in favour of the extremely moderate draft resolution. 

Dr TAPA (Tonga) commended the Director -General on his report and on the work that WHO 
had already done in establishing the WHO collaborating centres in primary health care 
research in the occupied Arab territories. He also welcomed the other informative documents 
provided, in particular that from the Director of Health of UNRWA. 

The issue was one of great importance and in previous years had always generated 
considerable interest and discussion, sometimes divisive, because of the special 
circumstances of the Arab populations in the occupied territories. In previous years, his 
delegation had either voted against the draft resolution or had abstained because the wording 
of some of the operative paragraphs had introduced inappropriate extraneous political matters 
which constituted a politicization of WHO. 

His Government was a very strong supporter of WHO, for all it did and stood for in the 
field of health and humanity in accordance with the Constitution, and for one of the 
principles stated in the preamble to the Constitution, namely that the enjoyment of the 
highest attainable standard of health was one of the fundamental rights of every human being 
without distinction of race, religion, political belief, or economic or social condition. 
The Arab populations in the occupied territories, including Palestine, were human beings to 
which that principle should be applied, as it should to every other human being. 

When he had spoken on the matter at the Thirty -eighth World Health Assembly in 1985, he 
had referred to resolution WHA37.13, on the spiritual dimension in the Global Strategy for 
Health for All by the Year 2000, and had appealed for the opposing sides to approach the 
issue in a spirit of reconciliation. However, his appeal had not been heeded and resolution 
WHА38.15 had been adopted. The wording of the draft resolution before the Committee was 
directed more towards the health conditions of the Arab populations and less towards 
extraneous political matters - there appeared to be a mood of change in the air which he 
welcomed. He hoped that the health conditions in the occupied Arab territories would improve 
in the future so that WHO's goal of health for all by the year 2000 could be attained. 

His delegation had not yet decided whether it would participate in a vote and hoped that 

the draft resolution would be approved by consensus. 

The CHAIRMAN, noting with regret that the consensus hoped for by the previous speaker 
could not be achieved, invited the Committee to vote on the draft resolution. 

The draft resolution was approved by 59 votes to 17, with 24 abstentions.1,2 

1 For an explanation by the delegation of Belgium, see document WHA40 /1987 /REC /2, 
verbatim record of the eleventh plenary meeting, section 2. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted, as 
resolution WHA40.12. 
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2. DEVELOPMENT OF A LEGAL INSTRUMENT TO REGULATE HUMAN ORGAN TRANSPLANTS: Item 31 of the 

Agenda (Documents ЕB79 /1987 /REC /l Part I, Annex 16, and Part II, Chapter II, 
paragraph 50; and A40 /INF.DOC. /61) (continued from the third meeting, section 4) 

The CHAIRMAN recalled the discussions that had led to the establishment of a working 
group. The Committee now had before it the results of that working group's efforts in the 
form of a revised draft resolution on the subject. He also recalled the statement made by 
the delegate of the United States of America, who had requested that any resolution on the 

matter should be subject to the application of Rule 52 of the Rules of Procedure, i.e., the 

48 -hour rule. However, since the delegate of Kuwait - who had proposed the draft resolution 

in the first place - had to leave Geneva that evening, he asked whether the Committee would 
nevertheless be prepared to consider the draft resolution at the present meeting, since the 
United States delegate had indicated his willingness, under the circumstances, to forgo the 
application of Rule 52. The revised draft resolution read as follows: 

The Fortieth World Health Assembly, 
Recognizing the scientific progress achieved in human organ transplants in many 

Member States; 
Concerned at the trade for profit in human organs among living human beings; 
Affirming that such trade is inconsistent with the most basic human values and 

contravenes the Universal Declaration of Human Rights and the spirit of the WHO 
Constitution; 

Commending the measures taken by some Member States to regulate human organ 
transplants and their decision to develop a unified legal instrument to regulate these 
operations; 

REQUESTS the Director -General: 
(1) to study, in collaboration with other organizations concerned, the possibility 
of developing appropriate guiding principles for human organ transplants; 
(2) to report to the Health Assembly on the action taken in this regard. 

Dr AL -AWADI (Kuwait) thanked the delegate of the United States for facilitating the 
Committee's consideration of the matter. The working group had reached agreement on the 
draft resolution now before the Committee. A number of amendments had been incorporated into 
the draft, which was concerned with guiding principles for human organ transplants. In that 
connection, attention was drawn to the concern expressed about trade in human organs for 
profit, which was contrary to the Universal Declaration of Human Rights and constituted an 
offence to human dignity. It was hoped that the draft resolution would be approved by the 
Committee. 

The revised draft resolution was approved by consensus.2 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

General matters: Item 32.1 of the Agenda (Resolutions WHA39.18, WHA39.19 and EB79.R19; 
Documents A40/12; A40/19; and A40 /INF.DOC. /133) (continued from the fourth meeting, 
section 2) 

The CHAIRMAN invited the Committee to continue consideration of the Director -General's 

progress report on women, health and development and the activities undertaken and proposed 
for the implementation of the Nairobi Forward -looking Strategies for the Advancement of Women 
(document А40/19). 

1 Document WHА40 /1987 /REС /1, Annex 2. 

2 Transmitted to the Health Assembly in the Committee's first report and adopted as 
resolution WHА40.13. 

3 
Document WHA40 /1987 /REС /1, Annex 7. 
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Mrs LUETTGEN DE LECHUGA (Cuba) congratulated the Director -General on his report. In 

developing countries women were encountering great difficulties in finding employment, even 
when they were well qualified, because the labour market was dominated by men. In Third 
World countries women suffered from the lack of hospitals, medical care, schools, maternal 
and child care, etc. Profound and radical changes in countries' economic, political and 
social structures were essential if solutions were to be found to the problems facing women. 
In that respect, the Cuban Revolution had been highly successful in transforming the 
situation of women who had been exploited, legally dependent on men, and deprived of social 
rights. Since the Revolution, women had been participating on an increasing scale in 
production, education, health services, political leadership, etc. The Government was 
devoting special attention to health services and nutrition for women. The experience of 
Cuba and other countries provided a vivid illustration of what could be done to end 
discrimination against women and of the important role that they could play in social 
development. WHO could do much both to promote the participation of women in development and 
to ensure that they benefited from health programmes within the context of overall national 
development. 

Miss KADZAMIRA (Malawi) congratulated the Director -General on his comprehensive and 

important report on women, health and development. Malawi recognized the importance of the 
role of women in economic and social development and had therefore established a Department 
of Women in Development under the Ministry of Community Services, which collaborated with 
women's leagues with a view, inter alla, to providing better health services for women and 
children. Malawi had also recognized the important part played by traditional birth 
attendants in ensuring safe childbirth, and had set up special training programmes to teach 
them to detect common health problems during pregnancy, childbirth and post -natal maternity, 
with emphasis on child care and referral to local hospitals. A programme for the evaluation 
of traditional birth attendants had recently been carried out with the cooperation of WHO, to 
determine the effectiveness of their training in maternal and child care in the context of 
primary health care. Strong points and weaknesses had been identified, and problems would be 

tackled accordingly. In that connection, WHO was requested to provide cooperation in the 

development of appropriate technology to deal with childbirth complications at home and at 

the immediate referral level. Within the framework of primary health care Malawi had 
undertaken programmes covering child -spacing, nutrition and health education. Adult literacy 
programmes were being intensified in cooperation with the Ministry of Community Services, 
bearing in mind that social progress largely depended on the education of women. 
Breast -feeding was being encouraged, and mothers were granted paid maternity leave to allow 
them to breast -feed their babies for a longer period. Locally produced weaning food was 
being used widely. The primary health care system provided for growth monitoring, which made 
it possible to single out children requiring special attention. Child- spacing services had 
so far been provided free of charge by the Government and had been considerably expanded in 
view of growing demand and wide community acceptance, and the Government's efforts were being 
supplemented by a social marketing campaign for family planning devices in the private 
sector. Since the distribution of such items posed logistic problems, WHO and other 
international agencies were requested to provide assistance in that area. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) thanked the 
Director -General for his comprehensive report on the implementation of the Forward -looking 
Strategies for the Advancement of Women, and drew attention to the importance of maintaining 
the impetus which had been provided by the Nairobi Conference. In the United Kingdom, a 

group of Ministers on women's issues, established by the Government, had carried out a 
comprehensive review of the extent to which the goals of the strategies were already being 
met in the United Kingdom. The review, which had just been published, stressed the 
importance of prevention in relation to women's health, and highlighted the priority which 
the Government accorded to cervical cancer screening and its recent decision to introduce a 

national breast cancer screening programme. The Government's commitment to women's health 
was further demonstrated by the fact that one of the Ministers of the Department of Health 
had assumed special responsibility for women's health. 

Dr SEKERAMAYI (Zimbabwe) endorsed the Director -General's report. The status of women 
was of critical importance for overall social development. In Zimbabwe there were more women 

than men, and women therefore played a major role in the country's economy. They must 
accordingly be fully involved in development. To that end, men must discard their ideas of 

superiority and women their ideas of inferiority. In Zimbabwe the law used to expressly 

discriminate against women, but action was being taken systematically to repeal all such 
legislation. Efforts were also being made to change the traditional outlook of society. 
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Primary health care in Zimbabwe was completely dependent on women - they were involved 
in sanitation, drinking -water supplies, diarriюeal diseases control and immunization. The 
developing countries were experiencing a surge in population growth and it was therefore 
necessary for women to take drastic initiatives if that trend was to be checked. But first 
they must be liberated. Zimbabwe was earnestly endeavouring to achieve complete equality 
between men and women; that was reflected in the Government's decision to establish a 
Ministry of Community Development and Women's Affairs, which was elaborating strategies for 
the improvement of the status of women and was involved in the drafting of all legislation 
concerning women. 

Dr AL -ZAIDI (Libyan Arab Jamahiriya) thanked the Director- General for his report, aid 
said that his country was devoting great attention to the status of women because it was one 
of the corner -stones of social development. For example, more than 60% of the students of 
medical schools were women. Uf course, political freedom had to be achieved if participation 
in development was to be effective, but the role of women as mothers, responsible for 
bringing up children was also very important. It was regrettable that children in capitalist 
societies were being brought up in day -care centres; their health and general development 
were bound to be adversely affected. The role of women as mothers therefore had to be 

emphasized. 
A political question was raised by the situation of women in occupied Palestine where, 

in 1982 -1983, the Israeli authorities had used gas that had caused sterility among female 
students. Such methods must not be used: they were damaging not only to the health of the 
young women involved, but also to that of future generations. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) expressed appreciation for the 
encouraging comments made on the report, and reiterated that the Director -General was giving 
high priority to the question at issue and to supporting Member States in their efforts in 
the field of women, health and development, in collaboration with nongovernmental and other 
organizations concerned. 

The meeting rose at 16h45. 



SIXTH MEETING 

Tuesday, 12 May 1987, at 9h00 

Chairman: Dr R. W. CUIMING (Australia) 

1. FIRST REPORT OF COMMITTEE B (Document A40/29) 

Miss GARRIDO RUIZ (Mexico), Rapporteur, read out the draft first report of Committee B. 

The report was adopted (see document WHА40/1987/REС/2). 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

General matters: Item 32.1 of the Agenda (Resolution EB79.R19; Documents A40/12 and 
А4O /INF.DOC. /131) (continued) 

Draft resolution on International Year of Shelter for the Homeless 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by the 
Executive Board in resolution EB79.R19. 

Dr KOINANGE (representative of the Executive Board) said that the year 1987 had been 
proclaimed International Year of Shelter for the Homeless by United Nations General Assembly 
resolution 37/221 of December 1982. The concept of the Year was unique; there had been 
numerous preparations in preceding years, including studies, meetings and policy and strategy 
reviews, as well as projects for the physical improvement of shelter. All organizations of 
the United Nations system were involved, overall coordination being provided by the United 
Nations Centre for Human Settlements (Habitat). WHO had engaged in several of the 
activities, recognizing the close relationship between habitat and health. 

At the seventy -ninth session of the Executive Board, a number of members had proposed a 
draft resolution dealing with the subject (resolution EB79.R19). The text had originally 
included, in the resolution recommended for adoption by the Health Assembly, two operative 
paragraphs urging Member States to support the creation of a global housing and shelter bank 
and the extension of the International Year of Shelter for the Homeless into an international 
decade. 

The Executive Board had been informed that the proposal for the housing and shelter bank 
had been made at the eighth session of the United Nations Commission for Human Settlements 
and reiterated at the fortieth anniversary session of the United Nations General Assembly. A 
feasibility study had been undertaken under the aegis of Habitat, but additional support had 
been required for a lending institution that would have the capacity to provide badly needed 
resources for housing at the country level. It had also been indicated that the proposed 
extension of the International Year into a decade would be advantageous, providing a basis 
for coordinated promotion and action aid a more realistic time -frame in which to implement a 

global shelter programme. 
The draft resolution had been substantially discussed by the members of the Board. 

General agreement had been expressed on the importance of shelter and the close link between 
shelter conditions and health. However, some reservations had been expressed in respect of 
the two operative paragraphs relating to support for the creation of a global housing and 
shelter bank and to the extension of the International Year into an international decade. 
There had been concern that those two proposals were more properly the responsibility of 
other United Nations bodies and went beyond the mandate of WHO. It had also been felt that 

1 Document WHА40/1987/REС/1, Annex 7. 
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insufficient information regarding the shelter bank and the role, if any, of WHO had been 
available to the Board. The Director -General had been of the opinion that the subject of the 

two operative paragraphs in question was more appropriately the responsibility of other 
United Nations bodies and had indicated that both topics could be discussed by the Health 
Assembly if and when they were raised by the responsible United Nations organs. The Board 
had decided to replace the operative paragraphs concerned by a new operative paragraph urging 
Member States to increase their support for Habitat, UNEP, the World Bank and other agencies 
and nongovernmental organizations concerned with shelter and health. 

Mr SAMARASINGНE (Sri Lanka) said that his country's identification with the 
International Year for the Shelter for the Homeless was well known and went back to the 
statement made by the Prime Minister of Sri Lanka at the United Nations General Assembly on 
29 September 1980, in which he had called for the proclamation of an international year 
devoted to housing for the homeless. In December 1982 the United Nations General Assembly, 
in resolution 37/221, had declared 1987 as the International Year. The strong and positive 
correlation between the provision of decent shelter and improvements in overall human health 
conditions was clear and logical. Decent housing was accompanied by a cleaner environment, 
basic sanitation facilities, less communicable disease, less water pollution, better delivery 
of health services and a decent and healthy life -style for individuals and families. 

The provision of decent housing was a basic step in creating, among the poor and the 
destitute, a true recognition of their human dignity. The link between the International 
Year and WHO's fundamental objective of health for all by the year 2000 brought into focus 
another important consideration - intersectoral cooperation as a key element in the 

health -for -all strategy. A comprehensive health strategy must include decent shelter, sound 
nutrition, an adequate level of education, safe water supply and sanitation, and a fair 
income. 

WHO's activities in the area of shelter and health were well documented. As early as 
1961 a WHO expert committee on the public health aspects of housing had looked into the broad 
relationship between shelter and health, defining the fundamental requirements of "healthful 
housing " .l Since then, that work had been further elaborated upon by several other 
committees and publications. 

He was glad to note that, with the designation of 1987 as the International Year of 
Shelter for the Homeless, WHO had embarked on several more programmes of action. An 
interregional consultation on "Housing - the implications for health" was to be held in 
Geneva from 9 to 15 June 1987. The overall objective of the consultation was to support 
efforts of Member States to promote health in the field of housing. It would review the 
current global situation with regard to health in housing, consider related principles, 
identify options for community and government action, and provide tools for technical 
cooperation with Member States. The expected outcome of the consultation was a publication, 
which would embody the conclusions of those reviews, for dissemination among Member States 
and relevant international organizations. WHO was to be commended on such a far -sighted 
initiative. In addition, several workshops and seminars had been organized by WHO at the 
regional and country levels leading up to the Year. 

WHO's ready response was consistent with its constitutional obligations. Since the 
International Year complemented the Global Strategy for Health for All by the Year 2000, he 
hoped that WHO would continue to give high priority to shelter and human health in future 
programme budgets, so that the goal of health for all could be more easily attained. 

His delegation fully supported the draft resolution recommended by the Executive Board 
and hoped that it would be approved unanimously. 

Dr TAPA (Tonga) noted with approval the active support given by WHO to the International 
Year in collaboration with Habitat, its participation in various programmes and activities, 
and the preparation of a report on shelter and health. He wished to associate himself with 
the statement made by the delegate of Sri Lanka. The discussion on the International Year in 
the Executive Board was a source of satisfaction, and he fully supported the draft resolution 
recommended by the Board in resolution EB79.R19. 

Mr HOU Zhenyi (China) said that the draft resolution recommended by the Executive Board 
was timely and necessary, being directly concerned with the achievement of health for all by 
the year 2000. It therefore had his delegation's full support. 

1 See WHO Technical Report Series, No. 225, 1961. 
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Dr RODRIGUEZ (Chile) expressed his support for the draft resolution before the 
Committee; the comprehensive development of housing had been given priority by his 
Government. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) expressed his full support for the 
draft resolution recommended by the Executive Board. He wished, however, to propose an 
amendment to the operative part of the text in order to make it clear who was to take the 
measures referred to in operative paragraph 1(2). In the text as it stood Member States were 
urged to initiate the establishment of regional research groups. It would be more 
appropriate if that action were to be taken by the regional committees. Thus operative 
paragraph 1(1) would remain unchanged; operative paragraph 1(3) would remain unchanged but 
would become operative paragraph 1(2), while the original operative paragraph 1(2) would 
become operative paragraph 2, preceded by the words: 

INVITES the regional committees to take measures. 

The original operative paragraph 2 would then become operative paragraph 3. 

The draft resolution, recommended by the Executive Board in resolution EB79.R19, as thus 
amended, was approved.1 

(For discussion of other draft resolutions under item 32.1, see summary record of the 

ninth meeting, section 1). 

The Codex Alimentarios Commission: Item 32.2 of the Agenda (Document EB79 /1987 /REC /1, Part I, 

Resolution EB79.R24 and Annex 12) 

Dr AYOUB (representative of the Executive Board) informed the Committee that the 

Executive Board had reviewed a report by the Director -General on the Codex Alimentarius 
Commission, which was reproduced in Annex 12 to document EB79 /1987 /REC /1, Part I. That 
report had been prepared in response to a request made by a member of the Executive Board, 
and described the nature and activities of the Codex Alimentarius Commission, an 

intergovernmental body established in 1962 to implement the Joint FAO /WHO Food Standards 
Programme. The Programme's objectives were the protection of the health of the consumer and 
the facilitation of international trade in food. It was an intersectoral programme, 
involving many areas besides the health sector. Since, however, in many countries the health 
sector had not been so closely involved in the programme as would be desirable, the 
Director- General, in his report, had requested the Board to consider how the participation of 
the health sector could be increased and how to take greater advantage of the work of the 

Commission. The Board had expressed its great appreciation of the work of the Commission 
regarding the promotion of food safety and the facilitation of international trade in food, 
which was of benefit to all countries. The Board, in resolution ЕB79.R24, had recommended a 

draft resolution to the Fortieth World Health Assembly, calling upon the health sectors of 
Member States to participate actively in the work of the Commission and its committees and to 

make all appropriate efforts to adopt Codex standards, and to fully utilize the Commission's 
recommendations for the promotion of food safety and the international food trade. 

Dr DE SOUZA (Australia) recalled that when the subject had been considered by the 
Executive Board at its seventy -ninth session concern had been expressed that many Member 
States of WHO might not be fully aware of the nature and activities of the Codex Alimentarius 
Commission. The Director -General had therefore been requested to submit the report on the 
work of the Commission to the Health Assembly; he had done so in Annex 12 to document 
ЕB79 /1987 /REС /1, Part I. The Secretariat was to be congratulated on the succinct and 
informative nature of the report. 

Since 1962 the Codex Alimentarios Commission, through the Joint FAO /WHO Food Standards 
Programme, had been responsible for the development and promulgation of numerous food 
standards which had been adopted, in part or in whole, in the food legislation of many 
countries. Even those countries which had not incorporated Codex standards into their 
domestic legislation had in many instances been prepared to conform to those standards in 

international food trade. The Codex Alimentarius Commission, through its 27 committees, had 
carried out work in areas relating to specific food commodities, food hygiene, food 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.18. 
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labelling, pesticide residues, veterinary drug residues, food additives, and other fields. 
It was therefore a vitally important body in protecting the health of people around the world. 

The delegation of Australia supported the draft resolution before the Committee and 
commended its recommendations to all Member States. 

Dr LARIVIERE (Canada) said that Canada had strongly supported the work of the Codex 
Alimentarius Commission since its inception and acted as host to two of its committees: the 
Committee on Food Labelling and the Committee on Vegetable Proteins. In order to extend 
direct participation in the work of the Commission, Canada had been the first host country to 
share the venue of one of its committees with a developing country: the fourth meeting of 
the Committee on Vegetable Proteins had been hosted jointly by Canada and Cuba, in Havana, in 
February 1987. Attendance and participation were considered to have been increased by that 
move. 

The Canadian Government supported the future plans of the Commission, described in the 

report of the Director -General. However, his delegation could not endorse the development of 
commodity -type standards for the presence of contaminants in alcoholic beverages. Such 
issues could be handled by existing mechanisms, and the establishment of a separate committee 
was not required. 

His delegation gave full support to the draft resolution recommended by the Executive 
Board. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) approved of the work of the Commission 
in carrying out the Joint FAO /WHO Food Standards Programme. Consideration of the report and 
the draft resolution was timely, as the work of the Commission had not been reviewed by the 
governing bodies of WHO for a long while. The problem of food safety, especially with regard 
to international trade in foodstuffs, was of growing importance. His delegation supported 
the draft resolution. Aspects of priority for future work of the Commission should include 
establishment of maximum permissible levels of pesticide residues, veterinary drug residues 
and environmental contaminants in food. 

Dr YOUNG (United States of America) congratulated the Director -General on his foresight 
in bringing the matter before the Executive Board. His delegation noted the many 
accomplishments of the Codex Alimentarius Commission. He urged other Member States to 
participate in its activities and to implement its proposals. The existence of consensus 
with regard to standards for food safety both protected health and encouraged commerce among 
nations. His delegation wholeheartedly supported the draft resolution. 

Mrs ECKHOFF (Norway) said that her delegation also supported the draft resolution. The 
Director -General's report clearly described the benefits with regard to food safety, consumer 
protection and international trade to be gained by both developed and developing countries 
from the widely acknowledged joint activity of FAO and WHO. Norway had always supported the 
aims of the Commission and was host to the Codex Committee on Fish aid Fishery Products. 

The Commission had shown a unique ability to adapt its work to changing needs, aid 
particularly to the needs of developing countries. Further, it was perhaps the only truly 
international organization concerned with food safety and international trade in food. The 
change in the tenor of the Commission's activities away from setting detailed standards and 
towards more general subjects would require the establishment by WHO and FAO of additional 
joint expert committees, to deal, for instance, with veterinary drug residues, environmental 
contaminants and nutrition. It would require further allocation of resources, but the input 
would be of benefit to all countries and would be repaid adequately in furthering the aim of 
health for all by the year 2000. 

Dr PADILLA (Venezuela) supported the initiative of the Executive Board; the 

coordinating activity of the Commission met a need in many countries. Usually, food 
standards were not set by ministries of health, but by ministries concerned with development, 
production or agriculture and stock -raising. The aspect of food hygiene that fell within the 
purview of ministries of health did so through veterinary health services. International 
commerce in food was controlled by other government bodies. The Codex Alimentarius 
Commission was therefore an important initiative, since it involved the participation of all 
the members of government concerned with trading, production and health aspects of food, and 

also the private sector and universities. 

Dr ADANDÉ -MENEST (Gabon) also expressed satisfaction with the report of the 

Director -General, and with the initiative of the Executive Board with regard to the future 
activities of the Commission. Gabon played an active role in the work of the Commission, and 
its Ministry of Public Health and Population was represented on the Commission by an adviser 
in nutrition. His delegation supported the draft resolution. 
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The draft resolution recommended by the Executive Board in resolution EB79.R24 was 

approved.1 

Health and medical assistance to Lebanon: Item 32.3 of the Agenda (Resolution WHA39.12; 
Document А40/13) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), introducing the 
Director -General's report (document А40/13), recalled that resolution WHA39.12 of the 
Thirty -ninth World Health Assembly called upon many other organizations to intensify their 
cooperation with WHO in assisting the health services of Lebanon. On 20 March 1987, the 
Secretary -General of the United Nations had launched a special appeal for the provision of 
assistance to Lebanon. The appeal had been preceded by the visit to Lebanon of a mission of 
the Office of the United Nations Disaster Relief Coordinator (UNDRO) to ascertain the most 
appropriate ways in which the United Nations and the international community might provide 
assistance to the affected population. 

The conflicts in Lebanon had not only had harmful effects on the mental and physical 
welfare of the exposed population but had also hampered implementation of primary health care 
programmes and other health services in Lebanon. Reconstruction of the health services, 
proposed and in some cases initiated by the Government with support from WHO and other 
organizations, had therefore had to be postponed. Nevertheless, WHO continued to support the 
Government in coordinating the rehabilitation of the health services and to collaborate with 
governmental and nongovernmental organizations in providing assistance. With UNDRO, it 

continued to monitor the health requirements of the country. Close collaboration was also 
being maintained with other United Nations bodies, particularly UNICEF and UNRWA. 

The provision in the WHO regular budget for Lebanon in the 1986 -1987 biennium was 
US$ 1 293 900. UNDP would be providing considerable support to public health laboratories in 
Lebanon for three years from 1987. In April 1986, senior health officials of Lebanon had 
visited the Regional Office for the Eastern Mediterranean to discuss implementation of the 

joint WHO /Government programme for optimal use of WHO resources. The visit had proved to be 
of mutual benefit and would be repeated in 1987. 

The policy of the Region was to use local expertise, especially in view of the 
difficulty of introducing foreign experts at the present time, and emphasis was placed on the 
development of human resources. Six training fellowships had been awarded. 

The situation in Lebanon, which had existed for over a decade, had given rise to the 
need to develop psychiatric services. WHO would collaborate with national authorities in 

formulating mental health programmes. 
Relief assistance from other organizations included US$ 20 000 for ambulances and 

US$ 95 000 for drugs for the treatment of burns. An additional US$ 120 000 -worth of drugs 
had been provided through UNDRO. A list of drugs and equipment had been drawn up, which was 
to be submitted to the donors. 

The CHAIRMAN drew attention to the following draft resolution, sponsored by the 
delegations of Bahrain, Iraq, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya, Oman, Qatar, 
Saudi Arabia, Sudan, Syrian Arab Republic and Tunisia: 

The Fortieth World Health Assembly, 
Recalling resolutions WHA29.40, WHA30.27, WHA31.26, WHA32.19, WHA33.23, WHA34.21, 

WHA35.19, WHA36.23, WHА37.25, WHA38.26 and WHA39.12 on health and medical assistance to 

Lebanon; 
Taking note of United Nations General Assembly resolutions 33/146 of 

20 December 1978, 34/135 of 14 December 1979, 35/85 of 5 December 1980, 36/205 of 

16 December 1981, 37/163 of 17 December 1982, 38/220 of 20 December 1983, 39/197 of 
17 December 1984, 40/229 of 17 December 1985 and 41/196 of 8 December 1986 on 
international assistance for the reconstruction and development of Lebanon, calling on 
the specialized agencies, organs and other bodies of the United Nations to expand and 
intensify programmes of assistance within the framework of the needs of Lebanon; 

Having examined the Director -General's report on the action taken by WHO, in 

cooperation with other international bodies, for emergency health and medical assistance 
to Lebanon in 1986 and the first quarter of 1987; 

Aware that the situation arising from the increase in the numbers of wounded, 
handicapped and displaced persons and the paralysis of economic activities requires 
urgent health and medical assistance; 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.20. 
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Aware that the increased financial burden upon the State, coinciding with the 

alarming drop in budgetary revenue, requires assistance to the health services that are 
the responsibility of the State; 

Noting the health and medical assistance provided by the Organization to Lebanon 
during 1986 -1987; 

1. EXPRESSES its appreciation to the Director -General for his continuous efforts to 
mobilize health and medical assistance for Lebanon; 

2. EXPRESSES also its appreciation to all the international agencies, organs and 
bodies of the United Nations, and to all governmental and nongovernmental organizations, 
for their cooperation with WHO in this regard; 

З. CONSIDERS that the growing health and medical problems in Lebanon, which have 
recently reached a critical level, constitute a source of great concern and necessitate 
thereby a continuation and substantial expansion of programmes of health and medical 
assistance to Lebanon; 

4. REQUESTS the Director -General to continue and to expand substantially the 
Organization's programmes of health, medical and relief assistance to Lebanon and to 
allocate for this purpose, as far as possible, funds from the regular budget and other 
financial resources; 

5. CALLS UPON the specialized agencies, organs and bodies of the United Nations, and 
on all governmental and nongovernmental organizations, to intensify their cooperation 
with WHO in this field, and in particular to put into operation the recommendations of 
the report on the reconstruction of the health services of Lebanon; 

6. CALLS ALSO UPON Member States to increase their technical and financial support for 
relief operations and the reconstruction of the health services of Lebanon in 

consultation with the Ministry of Health in Lebanon; 

7. CALLS UPON donors, as far as possible, to direct their assistance in cash or in 
kind to the Ministry of Health, which has responsibility for the hospitals, dispensaries 
and public health services; 

8. REQUESTS the Director -General to report to the Forty -first World Health Assembly on 
the implementation of this resolution. 

Mr ABI -SALEH (Lebanon), introducing the draft resolution, noted that its annual 
reiteration for some years had led one delegate to refer to it as "routine ". Although it 
could be so described, the subject had unfortunately not lost its poignancy for the 
population of Lebanon. The situation was worsening daily. Health needs were multiplying and 
becoming more severe, and the means available to deal with them were being stretched further 

and further. Despite an enormous increase in credits, which were six times higher in 1986 
than in preceding years, the drastic drop in value of the national currency and the economic 
paralysis of the country had prevailed. 

Over the last twelve months, implementation of resolution WHA39.12 had resulted in large 
contributions, particularly of medical drugs, and awareness of international solidarity had 
been of much comfort in Lebanon; thanks were extended to all the States, organizations, 
groups and individuals who had contributed. He urged them to continue their efforts, as 
donations constituted the best means by which Lebanon could attain its previous prosperity. 

The draft resolution was approved.1 

Health assistance to refugees and displaced persons in Cyprus: Item 32.4 of the Agenda 
(Resolution WHA39.11; Document A40/14) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) introduced the report of 
the Director -General (document A40/14), recalling resolution WHA39.11 of the Thirty -ninth 
World Health Assembly. The report described assistance provided by WHO both in conjunction 
with the Office of the United Nations High Commissioner for Refugees (UNHCR) and through 

regular support to health development projects for refugees and displaced persons in Cyprus. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.21. 
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A joint WHO /Government programme review had been undertaken in March 1987 to identify 
priorities for collaboration. The main emphasis of the national strategy would be on the 
health infrastructure, development of health manpower, health science and technology, aid 
disease prevention and control. The provision of the WHO regular budget for Cyprus in 
1986 -1987 was US$ 644 700. A recent strengthening of paediatric and maternity hospital 
services and the establishment of additional rural health centres and subcentres not only 
provided better coverage for the population as a whole but also benefited refugees and 
displaced persons. 

Development of health manpower had been singled out as an area of particular 
importance. Over the last two years, a programme had been developed for reorienting health 
staff to enable them to cope with major health problems and to manage medical care services. 
In order to meet a growing need for nurses, enrolment in nursing schools had been increased. 
The fellowships programme had been directed particularly towards the training of trainers; 
21 fellowships had been awarded. 

In addition to funds from the WHO regular budget, funds from UNHCR were being used to 
continue and, to a large extent, to complete projects initiated during 1984 -1985 for the 
provision of equipment for the Nicosia and Famagusta hospitals and a radiotherapy unit, and 
supplies of equipment for the Yalousa health centre and for a centre for spastic children. 
Steps were being taken to designate the regional centre for maintenance in Cyprus as a WHO 
collaborating centre. 

The CHAIRMAN called attention to the following draft resolution, sponsored by the 
delegations of Algeria, Argentina, Cuba, Czechoslovakia, France, German Democratic Republic, 
Ghana, Greece, Guyana, India, Mali, Malta, Mexico, Tonga, United Republic of Tanzania, 
Yugoslavia and Zambia: 

The Fortieth 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, WHA32.18, WHA33.22, 

WHА34.20, WHA35.18, WHA36.22, WHA37.24, WHA38.25 and WHA39.11; 
Noting all relevant United Nations General Assembly and Security Council 

resolutions on Cyprus; 
Considering that the continuing health problems of the refugees and displaced 

persons in Cyprus call for further assistance; 

1. NOTES with satisfaction the information provided by the Director -General on health 
assistance to refugees and displaced persons in Cyprus; 

2. EXPRESSES its appreciation for all the efforts of the Coordinator of United Nations 
Humanitarian Assistance in Cyprus to obtain the funds necessary for the Organization's 
action to meet the health needs of the population of Cyprus; 

3. REQUESTS the Director -General to continue and intensify health assistance to 
refugees aid 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 Forty -first World Health Assembly on such 
assistance. 

Mr SACCO (Malta) introduced the draft resolution, noting with satisfaction the efforts 
of WHO to meet the current health and medical needs of the Cypriot people. His delegation 
welcomed the technical cooperation between WHO and UNHCR to provide equipment and supplies 
related to the health infrastructure and to support measures for disease prevention and 
control. He thanked the bodies that had obtained the funds necessary for the activities of 

WHO in Cyprus. He recommended that the Committee should approve the resolution unanimously. 

Mr SAMARASINGHE (Sri Lanka) recalled that his delegation had supported similar 
resolutions at previous Health Assemblies; it wished to become a co- sponsor of the draft 
resolution. 

The draft resolution was approved.' 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.22. 



COMMITTEE B: SIXTH MEETING 285 

Mr PIRISHIS (Cyprus) said that during the period under review, WHO, in collaboration 
with UNHCR, had provided substantial and valuable assistance for the amelioration of the 
health conditions of the refugees and displaced persons in Cyprus. As the Director -General's 
report indicated, WHO, in close and harmonious cooperation with the Government of Cyprus, had 
implemented several projects for the strengthening of hospital services, the establishment of 
rural health centres and the training of medical personnel. The magnitude of the assistance 
was in itself a proof of the problems Cyprus was facing in trying to create humanly tolerable 
conditions for people forced to become refugees in their own country. The burden of 
provisionally accommodating such refugees and displaced persons was beyond the limited 
possibilities of the Government of Cyprus, and external assistance was still badly needed, 
particularly in the fields of health and housing. The Cypriot people and Government were 
grateful to those organizations and governments whose generosity had contributed to 
alleviating the plight of refugees and displaced persons in Cyprus, and the unanimous 
approval of the draft resolution had proved once again the concern of WHO and the world 
community for that serious humanitarian problem. 

Mr ORNEKOL (Turkey), explaining his delegation's vote on the draft resolution, said 
that, first, the health assistance provided by WHO to Cyprus within the framework of the 
resolution should be extended on an equal basis to the two communities living on the island: 
the Turkish Cypriot community and the Greek Cypriot community. Secondly, it had to be made 
clear that there were no "refugees" but only displaced persons belonging to both Cypriot 
communities. It was on that understanding and for humanitarian reasons that his delegation 
had not broken the consensus on the resolution. 

Liberation struggle in southern Africa: assistance to the front -line States, Lesotho and 
Swaziland: Item 32.5 of the Agenda (Resolution WHА39.24; Document A40/15) 

Dr MONEKOSSO (Regional Director for Africa), introducing the Director -General's report 
(document A40 /15), thanked the countries of the front -line States for carrying the tremendous 
burden of health support for the national liberation movements and the liberation struggle in 
southern Africa, even though many of those countries had their own major problems in 
providing health care for their own populations with very limited budgets. By helping those 
countries, strengthening their health systems and providing all possible additional support, 
WHO was doing two things: first, in a technical sense it assisted the liberation struggle; 
and secondly, it assumed some, though very little, of the burden of the countries of the 
region. 

A number of new developments had occurred since the report had been written. There had 
been fairly successful cooperation between Zambia and Mozambique in which WHO had 
participated, providing support for Mozambique with health personnel from Zambia. He thanked 
the two Governments concerned for that cooperation. The help was unfortunately still needed 
and the need had been exacerbated by the continuing disruption and destabilization of the 
front -line States. The Director -General's means were limited but the requirements of the 
Member States in that part of the world were increasing. 

Within WHO itself there had been one or two weak links in the support of front -line 
States but that support had now been strengthened by the appointment of an officer 
responsible for coordination who normally operated from Brazzaville. Appointment to the 
intercountry team based in Harare would facilitate emergency relief as it had done for other 
intercountry teams. The person concerned in the southern African area office in Harare could 
improve communications with the front -line States and the national liberation movements about 
their needs. It was recognized that the major need, there as elsewhere, was resource 
mobilization, and an officer had recently been appointed and had taken office to help with 
fund -raising by satisfying the technical requirements of the donor agencies. In the budget 
for the next biennium the sum of US$ 363 000 had been set aside for those new developments in 
external coordination and health resources mobilization. 

When he had reported to the Executive Board in January, a regional centre for training 
and research in emergency preparedness and relief was being developed to meet the needs 
particularly of southern Africa.' Further arrangements had been concluded for a regional 
centre for emergency relief and training in Addis Ababa with the financial support of the 

Italian Government. That initiative related not only to the present situation, but to the 

African emergency of 1985 and 1986. When he had reported to the Board, the question of the 
status of health matters within the arrangements of the Organization of African Unity (OAU) 

1 See document ЕB79/1987/REС/2, p. 346. 



286 FORTIETH WORLD HEALTH ASSEMBLY 

had been raised; he was pleased to report that WHO had succeeded, in collaboration with ECA 
and OAU, in reaching agreement on an addendum, dealing with health matters, to the Lagos Plan 
of Action for the Implementation of the Monrovia Strategy for the Economic Development of 
Africa, as well as to the United Nations Programme of Action for African Economic Recovery 
and Development. Neither of those documents had initially included health as a significant 
component. 

In that connection, he said that the support which had been sought from UNICEF had 
materialized and that full cooperation now existed with UNICEF as well as with UNHCR, which 
had always been concerned with that area of activity. 

The CHAIRMAN drew attention to the following draft resolution on liberation struggle in 
southern Africa: assistance to the front -line States, Lesotho and Swaziland, co- sponsored by 
the delegations of Angola, Cape Verde, Cuba, Ghana, Libyan Arab Jamahiriya, Mozambique, 
Nicaragua, Sao Tome and Principe, United Republic of Tanzania, Zambia, and Zimbabwe: 

The Fortieth World Health Assembly, 
Considering that the front -line States continue to suffer from the consequences of 

military, political and economic destabilization by South Africa which hamper their 
economic and social development and lead to the temporary displacement of large numbers 
of inhabitants of those countries; 

Considering resolution 41/199 of the United Nations General Assembly, requesting 
the international community for special assistance for the front -line States; 

Considering that the front -line States have to accept enormous sacrifices to 
rehabilitate and develop their health infrastructure which has suffered as a result of 
destabilization by South Africa; 

Considering also resolutions AFR /RC31 /R12 and AFR /RC32 /R9 of the Regional Committee 
for Africa, which call for a special programme of health cooperation with the People's 
Republic of Angola; 

Bearing in mind that the consequences of these destabilization activities still 
force the countries concerned to divert large amounts of financial and technical 
resources from their national health programmes to defence and reconstruction; 

1. THANKS the Director -General for his report; 

2. RESOLVES that WHO shall: 
(1) continue to take appropriate and timely measures to help the front -line 
States, Lesotho and Swaziland solve the acute health problems of the Namibian and 
South African refugees; 
(2) continue to provide countries which are or have been targets of 
destabilization by South Africa with technical cooperation in the health field, for 
the rehabilitation of their damaged health infrastructures, and assist them to 
overcome the problems arising from people being displaced, both within each country 
and across boundaries; 

3. CALLS UPON the Member States, according to their capabilities, to continue to 
provide adequate health assistance to liberation movements recognized by the 
Organization of African Unity and to the front -line States (Angola, Botswana, 
Mozambique, United Republic of Tanzania, Zambia and Zimbabwe) and Lesotho and Swaziland; 

.4. REQUESTS the Director -General: 
(1) to intensify humanitarian assistance to national liberation movements 
recognized by the Organization of African Unity; 
(2) to make use, when necessary, of funds from the Director -General's Development 
Programme to assist the countries concerned to overcome the problems arising both 
from the presence of the Namibian and South African refugees and displaced persons 
and from destabilization activities, as well as for the rehabilitation of their 
damaged health infrastructures; 
(3) to report to the Forty -first World Health Assembly on the progress made in the 
implementation of this resolution. 

Mr MOTHIBAMELE (Botswana) said that his delegation wished to record its co- sponsorship 
of the draft resolution, which he had the honour of introducing. The plight of the 
front -line States in the southern subcontinent of Africa was well known: they were often 
subjected to varying degrees of aggression by South Africa, the latest example being the 
attack on the Zambian town of Livingstone two weeks previously. While campaigning was going 
on for the futile all -white elections in South Africa, letters had been written to Botswana, 
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Zambia, Zimbabwe and Mozambique, accusing them of harbouring and giving passage to officials 
of the African National Congress (ANC) who were supposedly to disrupt those elections. That 

accusation had been entirely without foundation but had ended in an attack on Zambia. The 

people of the front -line States lived in fear of such unprovoked attacks. Some front -line 
States had suffered actual military attacks on their health facilities, either by racist 
commandos or by proxy forces. 

His delegation therefore thanked WHO for its past support to front -line States and urged 
all Member States to support the draft resolution before the Committee so that humanitarian 
aid would continue to be extended to those States and the national liberation movements. The 
resolution had been made milder than in previous years in the hope that the Health Assembly 
would be able to adopt it by consensus. 

Mr TOMO (Mozambique) thanked the Director -General and the Regional Director for the 
speed with which they had responded to the emergency situation in Mozambique and for the 
sensitivity and understanding they had always shown towards the front -line States confronting 
the destabilizing actions of South Africa. In previous years the Mozambican delegation had 
alerted the international community to the dangerous consequences for peace and health in 

southern Africa of the aggressiveness of the racist regime, which found no pleasure in the 
example of a multiracial and progressive society. Reference had also been made to the peace 
efforts of the Government of Mozambique in signing the Nkomati agreement with South Africa, 
an agreement that South Africa was now systematically violating. 

The delegation wished to prove by figures what it had previously affirmed: 500 health 
care units, or 25% of the peripheral health network had been destroyed; as a result, 2.5 
million people, or one -sixth of the population, had been left without health care. The 
expanded programme on immunization had been severely affected, with a large number of 
children dying of communicable diseases and malnutrition in consequence. According to recent 
statistics, whereas infant mortality had been estimated at 200 per thousand live births in 

1985, war and destabilization had caused the deaths of 320 000 children between 1981 and 
1986, 80 000 of whom had died in 1986. Four -and -a -half million people were directly affected 
by the war and could not be productive, and drought aggravated the situation. The problems 
of displaced persons and of those disabled in warfare were giving rise to a dangerous 
situation. It was in that context that his delegation thanked the international community 
for the support it had given and was giving, for example, in the framework of the Geneva 
meeting on humanitarian aid to Mozambique convened a month previously by the 
Secretary -General of the United Nations. He urged the Member States of WHO to continue to 

help Mozambique overcome its difficulties, and to approve the draft resolution. 

Dr AMATHILA (Namibia) said that Namibia was still illegally occupied by the racist 
apartheid regime of South Africa and that the recent "whites only" election in South Africa 
was a clear sign that the regime was determined to continue its occupation of Namibia and its 
apartheid system. The health of the people of Namibia was being affected; there was high 
unemployment, and families were living together in large numbers in order to survive. Every 

inch of the northern region of the country was occupied by South Africa's ruthless army, 
which was committing atrocities and killing at will. Families were being broken up and their 
villages burnt down. There were rumours, which she hoped were not true, of a deal with a 
country ready to pay money to the transitional administration for permission to bury its 
nuclear waste in the Namibian desert, with obvious implications for future generations of 
Namibians. 

It was obvious that the population of Namibia, particularly in the occupied regions, had 
no health services worth mentioning. A dusk -to -dawn curfew was still enforced; people dared 
not travel freely owing to random arrest, disappearance and atrocities committed against them 
by the occupying army. Malnutrition was rampant in towns; the unemployed found it difficult 
to feed their children. 

The 70 000 Namibians in exile were fully aware of the destruction caused by the 
deliberate policies of the illegal regime, and they were preparing a health structure to take 
to Namibia. They were grateful for the assistance of all the Member States of WHO. When she 
looked back to 1975, when she had started the health services in the Namibian refugee 
settlement in Zambia as the only doctor, with only one nurse who understood what she wanted, 
she could only admire the great effort made over the past ten years. Health workers had been 
trained to work without supervision, thanks to the assistance of all WHO's Member States. 
There were now ten young Namibian doctors working in the settlements and over 200 medical 
assistants; 78 nurses had graduated from the Namibian nursing school since 1983. There were 
still too few registered nurses and midwives however, and more emphasis was now being placed 
on that group; she hoped that many Member States would accept applications for training such 
personnel in their institutions. 
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Another success was the programme for training disabled Namibians. There had been a 

very good response from the churches in the Federal Republic of Germany, the Netherlands, 
Sweden, and Finland, which had helped with funds, and Zambia had opened its vocational 
training institutions. One hundred and ninety of 350 disabled Namibians had completed 
vocational training, and the rest were receiving basic education in literacy classes. 
Perhaps the most impressive achievement had been the creation of the school for the blind 

opened in September 1986. The Finnish International Development Agency had trained 10 
Namibians, including five blind persons, as teachers; after two years they had returned with 
full equipment and two Finnish teachers to assist them in setting up the school. All blind 
Namibians were attending the school and were doing well, and all those involved in the 

project had cause for pride. Disabled Namibians were thus being enabled to contribute 
positively and not become a liability to the Government of an independent Namibia. Thanks 

were also due to UNHCR, which had built the centre. 
WHO's assistance, particularly in manpower development and medicines, which had been 

fully and positively utilized, should be continued and increased. She appealed to the 

Director -General to appoint a special coordinator for the national liberation movements, 

particularly at the Regional Office for Africa; without such a coordinator it was rather 

difficult for Namibians to address their problems, which were specific and at times urgent, 

even though the Regional Director reacted very positively. 
The front -line States needed all the assistance Member States could give them. They had 

suffered aggression aid deliberate economic destabilization aimed to make them dependent on 

the South African regime. Even oil refineries had been bombed on the pretext that they were 
training camps for the South West Africa People's Organization (SWAPO); Namibia had never 
trained its fighters near oil refineries. Despite all the difficulties, the front -line 
States were determined to continue their assistance to the liberation movement of Namibia 
until genuine changes took place. The positive achievements would not have been made without 
such assistance. She also expressed thanks to the many nongovernmental organizations and to 

the many unknown young people in Europe and America who worked on meagre salaries to collect 
clothing, medicine and even building materials to send to the settlements, and last but not 
least to the United Nations system, which, bilaterally or through WHO, was assisting 

Namibia's efforts. She hoped that the humanitarian resolution would be approved. 

Dr SEKERAMAYI (Zimbabwe) thanked the Regional Director for his efforts to provide 

assistance to the front -line States and to the national liberation movements in southern 
Africa. 

The destabilization policies pursued by the apartheid regime of South Africa had 
disrupted all development projects in southern Africa with the result that health 
infrastructures had been dislocated, while in many areas, particularly those which had been 
bombed or which were run by "puppets ", health services were virtually nonexistent. The 

countries of southern Africa were poor by regional standards but would willingly devote 
resources to projects for economic development; in fact, however, they had been obliged to 

apply all available resources to the purchase of expensive items for defence. 

The health problem in southern Africa could not be solved until the apartheid regime had 
ceased to exist. Efforts to aid the liberation struggle would contribute to the survival and 

eventual enhancement of health structures. 
Only a tiny minority continued to support the racist regime of South Africa; the vast 

majority of countries provided assistance to the front -line States and the national 
liberation movements. The draft resolution was a reminder that there was a part of the world 

where a callous regime persisted in its efforts to destroy, whereas the international 
community should be devoting all its efforts to constructive activities. 

Mr SAKUHUКА (Zambia) expressed the gratitude of his delegation to the Director- General 

and the Regional Director for Africa for the assistance provided in response to resolution 

WНАЭ9.24. The intensified destabilization policy of South Africa, in combination with the 

results of the recent "whites only" election in that country would have an adverse effect on 
the limited health services of the front -line States. Against that background, and as a 

co- sponsor of the draft resolution, he appealed for the Committee's unanimous support in the 

spirit of health for all by the year 2000. 

Mrs DJORDJEVIC (Yugoslavia) said that the traditional relations of friendship and 

cooperation between her country and many African States had been inspired by a joint vision 

of the struggle for more just relations in the world. Yugoslavia had therefore consistently 
upheld the cause of the liberation struggle in southern Africa and had a full understanding 
of the problems faced by many African countries, particularly the front -line States. As the 

victims of political, military and economic destabilization by the regime in South Africa, 

those States were faced with very serious developmental and other problems. The need for 
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special assistance to the front -line States had been recognized by the international 
community on numerous occasions, as had been made clear in the Director -General's report. 

Her country had rendered material assistance to the front -line countries and had also 
endeavoured to develop technical cooperation and to provide for the training of personnel 
through transfer of technology, including health technology. The need for timely assistance 
to the front -line States had also been recognized by the non- aligned countries which, at 

their eighth summit meeting in Harare in 1986, had established the so- called Africa Fund for 
the purpose of ensuring economic, humanitarian and technical assistance to the front -line 
States and national liberation movements in order to help them counteract the economic 
measures imposed by the Pretoria regime. 

The establishment of the Africa Fund, the draft resolution before the Committee and all 
the related activities undertaken by WHO and its Regional Office, reflected the awareness of 
many countries, including her own, that the elimination of apartheid was not an easy and 
painless process but that it was necessary to prepare for a long battle in various fields, 
including the health sector. 

Her delegation wished to become a co- sponsor of the draft resolution. 

Mrs LUETTGEN DE LECHUGA (Cuba) said that her delegation supported the measures taken by 

the Director -General pursuant to the various resolutions adopted by the Health Assembly 
regarding health assistance to States affected by the destabilization activities of South 
Africa. She wished to reiterate once again the full solidarity of the Cuban people with the 

just cause of independence for Namibia and with SWAPO, the sole legitimate representative of 

that heroic people. The South African regime was waging a war of military, political and 
economic destabilization against the front -line States, which were nevertheless continuing 
the struggle for the independence of Namibia and the ending of apartheid. 

Cuba condemned the apartheid regime and championed the ending of racism. Her delegation 
therefore supported the efforts of the countries of southern Africa to develop and strengthen 
their infrastructures and to live in peace and security. She requested WHO to continue its 
cooperation with those States in the health sector. 

Dr MAKENETE (Lesotho) thanked the Director -General for his support and for his promise 
of assistance to the front -line States in solving the health problems arising out of the 
existence of so many displaced persons in the region. 

He stressed that Lesotho had only one border, that with South Africa; there was no way 
of getting to Lesotho except through, or by flying over, South Africa. That fact had a 
number of implications. Secondly, as one of the least developed countries, Lesotho had 
inadequate medical facilities and had to refer patients to the nearest well -equipped 
facilities outside the country. Because of Lesotho's geographical situation, some patients 
were unable to benefit from referral. 

The front -line States needed support to make them self -sufficient in the provision of 
health care of a reasonable standard for the people. There was a need to ensure that medical 
supplies could reach those countries or were not hindered in their passage, especially in 
times of need and emergency situations. 

He expressed gratitude for the assistance provided by WHO and several other 
international agencies, as well as for the bilateral aid from friendly countries. 

Mrs WOLF (German Democratic Republic) said that her delegation fully endorsed the view 
that assistance to the front -line States and the national liberation movements recognized by 

OAU, where it was urgently needed, should continue. 
A delegation from the front -line States had visited the German Democratic Republic in 

April 1987, had provided detailed information about training in southern Africa and had 
discussed issues of mutual interest with the leadership of the German Democratic Republic. 
The two parties had reiterated their shared views on the causes of and solution to the 

problems facing the south of Africa. The German Democratic Republic had clearly stated its 

intention to assist the independent nations in the region as well as the ANC in South Africa 
and SWAPO in Namibia in their quest for peace and social progress. In the light of that 

policy, her delegation commended the Director -General on the activities undertaken to 

implement resolution WHA39.24, and wished to record its approval of the draft resolution to 

continue those activities. 

Dr AL -ZAIDI (Libyan Arab Jamahiriya) said that his delegation supported all efforts to 

help the front -line States and the national liberation movements. Priority should be given 

to the provision of medical services to the front -line States, which had been subjected to so 

much danger for supporting the national liberation movements. He appealed to the Committee 

for its unanimous support of the draft resolution as a minimum contribution to helping people 
subjected to persecution because of race, particularly bearing in mind that the white 
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Government would never have been able to continue its policy without the support of certain 
members of the United Nations and WHO which had encouraged it. It was high time to reject 
all forms of racism. 

Mr SHENKORU (Ethiopia) expressed appreciation for the Director -General's report. 
It was very important to strengthen and develop existing health infrastructures and to 

promote emergency preparedness in the front -line States and other neighbouring countries. 
The recent bad news regarding the election results in South Africa would further worsen 
chances for peace in southern Africa. 

The action taken so far by WHO was quite encouraging, but the Organization should 
intensify its efforts in response to United Nations General Assembly resolution 41/199 of 
December 1986. All donors should support those efforts and, in particular, the measures 
taken to determine strategies for emergency preparedness and WHO's readiness to respond to 
the specific requests of those concerned. 

The draft resolution under consideration was mainly procedural in character and his 
delegation hoped that it would be approved without dissent. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) said that his delegation fully supported 
the liberation struggle in southern Africa and the front -line States. It also wished to 
extend its deep sympathy to the drought- and famine -stricken countries in southern Africa and 
its respect for the movements recognized by OAU, which were continuing their liberation 
struggle. 

He appealed to WHO, other international organizations and all Member States to intensify 
their efforts to meet the emergency needs of African countries suffering from the serious 
economic crisis and insufficient health facilities. His delegation therefore fully supported 
the draft resolution under consideration. 

Dr NAICKER (African National Congress) thanked the Director -General and the Regional 
Director for Africa for their comprehensive reports on assistance to the front -line States, 
Namibia and the national liberation movements. He had already submitted a full report to the 
plenary Health Assembly and wished, at the current meeting, only to stress the potential 
threat to peace and security both in southern Africa and in a wider international context, of 
South Africa's nuclear capability. South Africa had performed a nuclear test in 1979 and had 
two nuclear power plants. He was deeply concerned by South Africa's increasing military 
expenditure and the regime's efforts to destabilize the front -line States, which had been 
obliged to spend more on defence than on economic and social development. He therefore 
requested the Director -General to consider taking action to implement the OAU agreement 
regarding the abolition of the use of nuclear weapons in the African continent. 

Literature on apartheid and health by and large portrayed health care and health 
services in South Africa as a "symptom" of apartheid. A closer look at developments in the 
health sector, however, revealed health services and organizations to be "instruments" of 
apartheid: they were fragmented racially and ethnically into 18 different ministries of 
health; missionary hospitals had been systematically closed over the years in the 
Bantustans, leaving ministries of health in the Bantustans with meagre resources to cope with 
the problem of poverty in the rural areas; nurses were faced with growing unemployment in 
the urban areas in a bid to press them to join Bantustan nursing associations; hospital 
administrators were providing support for police and army repression in hospitals. 

He requested full support for ANC's health programmes in terms of both financial and 
material assistance. He called for the isolation of South African health organizations which 
supported apartheid from participation in international health forums, and appealed to Member 
States of WHO to take decisive measures to prevent their citizens from seeking employment in 
South Africa. 

Mr SOKOLOV (Union of Soviet Socialist Republics) commended WHO assistance for health 
services to the front -line States and national liberation movements. He said that such 
assistance could be provided not only through the regular budget but also through bilateral 
agreements or through other international organizations. He agreed with the comments made by 
the delegates of Botswana, Cuba, Libyan Arab Jamahiriya, Mozambique and Zimbabwe on the 
racist policy of Pretoria and its destabilizing effect in southern Africa. The Soviet 
delegation would vote in favour of the draft resolution. 

Dr ADANDÉ- MENEST (Gabon) expressed his country's solidarity with oppressed peoples of 
the world, and especially those in southern Africa who for many years had suffered the wrongs 
of racial discrimination and apartheid. His delegation wished a truly humanitarian 
solution. Gabon's support to the struggle of the uprooted people of Namibia took the form of 
specific repeated health assistance. Its views on apartheid as practised by the Government 
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of South Africa had already been voiced in other forums. The people of Gabon supported the 

struggle of brother African peoples who had appealed to the world to help them recover their 
human dignity and an honourable place within the United Nations. He expressed his support 

for the draft resolution. 

Mr РАК Dok Hun (Democratic People's Republic of Korea) said that the world community had 

made increasing efforts to provide moral and practical support to the front -line States, 

Lesotho and Swaziland, but that the situation there had not changed. In view of the serious 
conditions in those countries and as the consequences of the racist policy of the South 

African regime continued to affect them, it was necessary for the world community to take 

appropriate measures to help the front -line States, Lesotho and Swaziland. He associated 

himself with previous speakers in fully supporting the draft resolution. 

Dr JADAMBA (Mongolia) said that his country continued to support the just struggle of 

the front -line States for their people's right to health. Because of the ever -increasing 

consequences of destabilization activities, the health situation in those countries was 
deteriorating, and sustained international and bilateral support was required. He fully 
supported the draft resolution. 

Mr EL SHEIKH (Sudan) stressed that the appalling conditions in southern Africa, the 
oppression and racial discrimination, were the cause of much suffering. Help had to be 
provided to the front -line States in the form of humanitarian aid. He supported the draft 
resolution and asked that his delegation be included among the co- sponsors. 

Dr SAMPSON (Nicaragua) expressed approval of WHO's assistance to the front -line States, 

Lesotho and Swaziland, which had suffered the consequences of military, political and 

economic pressure from South Africa. He fully supported the measures to help to develop 

health services providing the basic conditions for health for the population. He also 

expressed solidarity with the national liberation movements that were fighting for their 
peoples' rights. He supported the draft resolution. 

Mr HALFAOUI (Morocco) associated himself with previous speakers who had supported the 

draft resolution. His Government had always supported the peoples of southern Africa in 
their struggle, and he wished once again to express that support, particularly to their 
legitimate representatives, SWAPO and the ANC. Other delegates had described the wrongs of 
apartheid and the inhuman practices of the South African authorities, and there was no need 
for him to repeat their comments. He commended the aid provided by WHO to the peoples of 
southern Africa in their struggle. 

Mr SENÉ (Senegal) also commended the health assistance provided to the front -line 
States, Lesotho and Swaziland, which were victims of acts of destabilization on the part of 
South Africa. WHO was helping in the rebuilding of health infrastructures in order to 
strengthen humanitarian assistance to the national liberation movements. He also commended 
the efforts of WHO Member States in helping host countries deal with the flow of refugees and 
displaced persons coming from Namibia or South Africa. He was pleased to note the positive 
collaboration established by WHO with other organizations of the United Nations system, such 
as UNHCR, UNICEF, UNDP and many other specialized agencies, in the context of the United 
Nations Programme of Action for African Economic Recovery and Development, 1986 -1990, adopted 
by consensus by the General Assembly at its special session in 1986. 

He welcomed the holding of the Inter- Agency Meeting on Special Assistance to the 
Front -line and Other Bordering States, in Gaborone, Botswana, from 8 to 11 February 1987, to 

consider assistance to the most vulnerable groups, especially children, migrant workers and 
refugees, including emergency health services for Angola and Mozambique. 

He thanked all donor countries and international and nongovernmental organizations that 

had contributed to improving the health situation in southern Africa pending the liberation 
of Namibia and the dismantling of apartheid, which alone would restore peace and security to 

the region and allow the peoples to live in freedom and dignity. 
He supported the draft resolution. In spite of the results of the election of 6 May, 

and in spite of the fact that white electors still clung to an invalid racist ideology, he 

was certain that truth and justice would triumph in the end, and that one day there would be 

free, democratic, multiracial and fraternal societies in South Africa and Namibia, in 
accordance with the Charter of the United Nations and the Constitution of the World Health 
Organization. 
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Mr HOU Zhenyi (China) commended WHO's assistance to the front -line States, Lesotho and 
Swaziland. The South African regime had long carried out its policies of racial 
discrimination, expansion and aggression, and was continuing to do so. Its acts of 
aggression towards neighbouring countries had brought instability to southern Africa and had 
caused a deterioration in social and economic conditions. Those acts had given rise to 
resistance on the part of the peoples of southern Africa whom his Government supported in 
their struggle for freedom, sovereignty, independence and peace. The international community 
had a duty to assist and support them. He said that WHO should continue to provide 

assistance to improve the health situation in those countries. 
He hoped that the draft resolution would be adopted by consensus. 

Dr MONEKOSSO (Regional Director for Africa) reiterated that WHO's role was one of 
technical cooperation with the countries concerned. In response to the questions raised by 
the delegate of Namibia, he said that there had always been a special coordinator at the 
Regional Office and that the unit had recently been strengthened by the appointment of a 

dynamic staff member to ensure a more positive and dynamic response to needs. There was also 
a staff member in the Harare office, so stationed to be nearer to the front -line States to 

carry out technical cooperation work within the subregion. 

The CHAIRMAN noted that the draft resolution had only been circulated the previous 
morning and asked whether the Committee was, nevertheless, prepared to consider it. 

Mr BOYER (United States of America) said that his delegation sympathized with the 
serious health problems in southern Africa and with the numerous pleas for a consensus on the 
draft resolution. He fully agreed that it would be preferable to have unanimity on a 

resolution on the subject. He would have liked to support the draft but, as in previous 
years, it contained somewhat harsh political language and judgements that were not acceptable 
to his Government, especially in relation to assistance to national liberation movements. He 
regretted that the draft resolution remained basically unchanged from the previous year's 
resolution on which it had been impossible to agree, and that no effort had been made to draw 
up an acceptable text, a task that he felt would be easy to carry out. 

Some new wording was contained in the second preambular paragraph which referred to a 
resolution of the United Nations General Assembly calling for special assistance to the 
front -line States. The text of that resolution did not contain the harsh political rhetoric 
to be found in the present draft resolution, and it had, he believed, been adopted by 
consensus by the General Assembly. As he had said before, if the political officers 
attending the General Assembly in New York had been able to achieve consensus because they 
believed that there should be unanimity in the request for assistance for the front -line 
States, then the health experts at the Health Assembly should be able to do the same. He 

said that he would not insist on applying the two -day rule, but if the co- sponsors of the 
draft resolution were interested in consensus his delegation would be pleased to join in 
efforts to produce a text acceptable to all. If not, he would agree to an immediate vote on 
the draft resolution. 

In the absence of further comment, the CHAIRMAN invited the Committee to vote on the 
draft resolution. 

The draft resolution was approved by 100 votes to 1, with 4 abstentions.1 

Mr FORMICA (Italy), speaking in explanation of vote, said that although his delegation 
had voted in favour of the draft resolution it wished to stress that its vote was independent 
of any political considerations which, in its opinion, should not be included in a text 
adopted by a specialized agency such as WHO. With that provision, Italy was in favour of all 
measures to provide humanitarian assistance to peoples in need of health care. 

Dr HILGER (Federal Republic of Germany), speaking in explanation of vote, said that his 
country's views were well known. His country had condemned apartheid, and considered that it 

should be abolished. Equal rights and equal opportunities should be given to everybody in 
South Africa in the field of health and access to the medical profession and in all other 
aspects of life. Internationally recognized independence of Namibia within the plans 
established by the United Nations Security Council was long overdue. The Federal Republic of 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WНA40.23. 
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Germany would continue to provide help from government and private sources to all in need in 
southern Africa, specifically in the field of medicine and health care. However, the direct 
reference to national liberation movements in operative paragraphs 3 and 4(1) had caused his 
delegation to abstain from voting on the draft resolution. 

Mr HELDRING (Netherlands), speaking in explanation of vote, said that his delegation had 
voted in favour of the draft resolution out of concern about the prevailing situation, quite 
independently of any political considerations. Such considerations should be excluded from a 
specialized agency, such as WHO. WHO should not overstep the boundaries of its mandate. The 
continuing tendency to introduce political subjects of which the global and regional health 
aspects were only of a secondary nature into the decision - making machinery of the World 
Health Assembly and its subordinate bodies remained a potential threat to the appropriate 
functioning both of the Health Assembly and of WHO as a specialized agency. 

Mr BIGGAR (Ireland), speaking in explanation of vote, said that his delegation had voted 
for the draft resolution as an expression of its concern at the serious situation facing the 
front -line States, Lesotho and Swaziland. The draft resolution referred to national 
liberation movements recognized by the Organization of African Unity. His delegation's 
support for the draft resolution in no way implied support for violence or armed struggle. 

Mrs LYNAM (Chile), speaking in explanation of vote, said that, although her country had 
always condemned apartheid in all international political forums, her delegation had 
abstained, because the Health Assembly was a technical forum which should only deal with 
health matters. Her delegation agreed with the Director -General that the Health Assembly 
should not deal with political issues but should devote itself to the health and medical 
fields. 

The meeting rose at 12h35. 



SEVENTH MEETING 

Tuesday, 12 May 1987, at 14h30 

Chairman: Dr R. W. CUMMING (Australia) 

METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 9 of the Agenda (Documents ЕB79 /1987 /REC /1, 
Part I, resolution EВ79.R20 and Annex 9) 

The CHAIRMAN said that the method of work of the Health Assembly, an agenda item 
originally intended to be taken up in plenary, had been referred to Committee B for initial 
consideration. Before embarking on their discussions, delegates might find it useful to hear 
how the matter had been dealt with by the Executive Board. 

Dr KOINANGE (representative of the Executive Board) explained that, at its 

seventy -eighth session, in May 1986, the Board had heard a report by its representatives at 
the Thirty -ninth World Health Assembly, including certain comments on the Health Assembly's 
method of work. As that was a subject that had been examined on several previous occasions, 
the Board had decided that its Programme Committee should first review the matter, including 
the deliberations of the 1982 Working Group on the Method of Work of the Health Assembly and 
the follow -up action taken on the recommendations made at that time. 

The Programme Committee had accordingly reviewed the various issues involved during its 
October 1986 session and had arrived at a number of conclusions and recommendations, as 

outlined in its report to the seventy -ninth session of the Board (document ЕВ79 /1987 /REC /1, 
Part I, Annex 9). The subjects covered by the recommendations included a time -limit on 
delegates' statements in the main committees of the Health Assembly, changes in the procedure 
for roll -call votes, and a time -limit for submission of draft resolutions; they would 
involve amendments to Rules 57, 55, 27, 74, 52 and 50 of the Rules of Procedure of the Health 
Assembly. 

In January 1987 the Executive Board had considered the Programme Committee's 
recommendations and, although differing views had been expressed and reservations made on 
some points, it had ultimately adopted resolution EB79.R20. The summary records of the 
Board's discussions (document EB79/1987/REC/2, pages 315 -329 aid 352 -354) fully reflected the 
various opinions expressed. 

The CHAIRMAN, noting that resolution ЕB79.R20 seemed rather complicated, suggested that 
the Committee might proceed by considering the proposed amendments according to the three 
main concepts involved: the procedure for roll -call votes (Rule 74), the timing of 
submission of draft resolutions (Rules 50 and 52), and the duration of speakers' 
interventions in the main committees (Rules 27, 55 and 57). 

Professor MENCHACA (Cuba) proposed instead that the draft resolution should be 

considered as a whole, because all the proposed amendments had something in common. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) said that he had 
sat in on the discussions at the Executive Board and the Programme Committee, which had 
indeed been confusing at times. In view of the complicated nature of the issues in question, 
he endorsed the Chairman's proposal to consider them under three separate headings. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), Dr KLIVAROVA (Czechoslovakia) and 
Dr SAМPSON (Nicaragua) endorsed the counterproposal made by the delegate of Cuba. 

Professor MENCHACA (Cuba) said that it was essential for all delegates to be clear on 
the need for an overall approach to the issues before the Committee. Dr Koinange had called 
attention to the summary records of the Board's discussions, but delegates were unlikely to 
have time to go through those records. He therefore wished to make a brief introduction 
covering the situation as a whole so that delegates could see whether the proposed amendments 
to the Rules of Procedure were justified. In his view, they were unwarranted. 
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The CHAIRMAN noted that there seemed to be general agreement on taking the draft 
resolution as a whole; he therefore invited the delegate of Cuba to continue. 

Professor MENCHACA (Cuba) said that he felt obliged to differ with Dr Кoinange's 
statement that reservations had been expressed in the Board "on certain points ". 
Reservations had in fact been expressed on all the proposed rule changes. 

Amending the Health Assembly's Rules of Procedure was such an important matter that it 
would have justified calling delegates' attention, by means of the agenda or programme of 
work, to the discussions held in the Board. As was apparent from the summary records, the 
subject had been debated thoroughly; indeed, it had been among the matters receiving the 
greatest attention by the Board. The main argument put forward in favour of the amendments 
had been that, following the decision to shorten the duration of the Health Assembly, it was 
desirable to rationalize further its method of work by amending Rules 50 and 52, to require 
that draft resolutions be submitted during the first six days of the Health Assembly; Rule 
74, to require a vote by show of hands before acceding to a country's request for a roll -call 
vote; and Rules 27, 55 and 57, to limit each speaker in a main committee meeting to five 
minutes. He repeated that the supposed justification for those amendments was that they 
would save time and hence money. Those were good intentions, and no one would oppose the 
amendments if that was in fact the case, although it was well known that the road to hell was 
paved with good intentions. However, there was no evidence to justify making the proposed 
changes, as was clear from the report of the 1987 meeting of the ministers of health of 
non- aligned and other developing countries. 

Turning to an analysis of the proposed amendments, he said that the Thirty -sixth and 
Thirty- eighth World Health Assemblies in 1983 and 1985 had kept to the prescribed two weeks' 
duration even though they had had to examine programme budgets, and the current Health 
Assembly was likewise scheduled to last two weeks. In other words, without any need for 
restrictive measures such as those being proposed, the current Health Assembly would be the 
third to complete its work in two weeks or, as specified in resolution WHA36.16, "as near to 
two weeks as is consistent with the efficient and effective conduct of business ". That made 
it obvious that the justification for amending the Rules was very slight. Limiting each 
speaker in the main committees to five minutes meant limiting the sharing of experience as 
well as the freedom of expression of Member States. Normally, experience showed that there 
were very few long interventions, so that in most cases there would be no reason to impose 
such a restriction. According to the present Rule 27, "The President may, in the course of 

the discussion of any item, propose to the Health Assembly the limitation of the time to be 

allowed to each speaker or the closure of the list of speakers ". Rule 57 similarly provided 
that "The Health Assembly may limit the time allowed to each speaker ". Further, according to 
Rule 55, "The President may call a speaker to order if his remarks are not relevant to the 
subject under discussion ". In other words, the Rules of Procedure already contained the 

necessary legal instruments to ensure the efficient conduct of business without diminishing 
the rights of Member States. Moreover, operative paragraph 2(3) of resolution WHA30.50 
stated that "chairmen of the main committees of the Health Assembly should be requested to 
bear in mind the need to guide the proceedings of their respective committees in such a way 
as to prevent the discussion on a particular agenda item straying from the substance of the 
matter under consideration, as provided for in the Rules of Procedure ". Thus, it was already 
open to the Health Assembly to take such steps whenever they seemed advisable in the light of 
the way the discussions were proceeding, without having to amend the Rules of Procedure. 

With regard to draft resolutions, it was claimed that submitting them during the first 
six days of the Health Assembly would give delegates more time to confer with each other and 
their governments. His delegation felt, first, that the right of every Member State to 
decide when to present a draft resolution should be maintained. Secondly, with regard to the 
proposal to amend Rule 52, he recalled that it had already been amended as recently as May 
1983 by resolution WHA36.16, to read: "Except as may be decided otherwise by the Health 
Assembly, no proposal shall be discussed or put to the vote at any meeting of the Health 
Assembly unless copies of it have been circulated to all delegations at least two days 
previously ". Since May 1983 he saw no new fact that would call for a further change in that 
Rule. Thirdly, it was precisely during the first six days of the Assembly that the various 
groupings of countries tended to meet, for example, the non- aligned and other developing 
countries, the Western group, the Nordic countries, etc. During those meetings countries 
often decided on the presentation of resolutions, which took time to draft. The proposed 
amendment to Rule 52 would hinder the work of the majority of Member States and infringe 
their established rights as set out in the WHO basic documents. 

As for roll -call votes, Rule 74 clearly stated that "The Health Assembly shall normally 
vote by show of hands, except that any delegate may request a roll call ". The proposed 
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requirement that a roll -call vote first be authorized by a vote by show of hands would be 

doing away with a sovereign right of Member States as laid down in Rule 74. Moreover, as 
anyone who had participated in previous Health Assemblies would know, there was no 
justification for depriving Member States of their rights. He called attention to the fact 

that the United Nations General Assembly, desirous of improving its efficiency, had requested 
a special committee to analyse those same questions. That committee had concluded that the 

General Assembly's Rules of Procedure were on the whole satisfactory and that most 
improvements would be achieved not by amending them but by applying them better. 

In conclusion, he had taken more time than he had intended because he had felt it 

necessary to explain in detail why his delegation opposed the entire draft resolution. The 

delegation of Cuba was convinced that no repressive measure could take the place of a sense 
of responsibility, self -control, and good will on the part of delegates, as had been 
demonstrated by the Health Assemblies since 1983. He therefore saw no point in a trial of 
the proposed changes for a three -year period. Time could be saved, as had been shown in the 
last five years, without infringing any sovereign rights of Member States. There was no 
justification for the amendments, particularly in view of the fact that the Health Assembly 
already had the legal means in the existing basic documents to ensure the harmonious and 
effective conduct of its business. His delegation was therefore opposed to the draft 

resolution. 

Dr DE SOUZA (Australia) said that the Executive Board's proposal to impose a five -minute 

time -limit on statements and speeches in the main committees was designed to encourage 
succinct presentation of and concentration on the particular subject under discussion and 
should not be regarded in any way whatsoever as an attempt to muzzle speakers. It should be 
possible to set out any well -conceived idea in about five minutes; it was usually a concept 
lacking in precision that took longer to present. The proposed amendment would strengthen 
the hand of the chairmen of the main committees, who could allow a speaker to exceed five 

minutes if they considered it necessary. That was the escape clause provided for in the 
proposal. 

Turning to the question of roll -call votes, he said that all those who had attended the 
Health Assembly for a number of years were aware of the number of roll -call votes taken from 
time to time and the length of time spent on them - some 20 or 40 minutes for each vote. At 

present, roll -call votes could be asked for on any trivial matter. The proposed amendment 
should not be regarded as an attack on the sovereign rights of Member States. 

Mr HAMMOND (Canada) said that his delegation supported all the changes in the Rules of 
Procedure proposed by the Executive Board. With reference to the proposed amendment to Rule 

57, he did not find convincing the argument that delegates needed more than five minutes to 
present their point of view in the main committees. At the current Health Assembly only one 
speaker had needed more than that. Referring to roll -call votes, he considered it eminently 
logical to make the requirements for such a vote the same as for a vote by secret ballot, 

which was also a sovereign right. The third proposed change was, in his opinion, even less 
open to doubt. 

Dr MAFIAMBA (Cameroon) said that his delegation considered that the method of voting by 
roll call had been abused in the past. It had been used sometimes even by those who knew 
what the result would be. His delegation therefore fully supported the proposed amendment, 
which would expedite the work of the Health Assembly. However, his delegation was not happy 
about the proposed amendment to Rule 57. He recalled that when the proposal was made to 
limit the duration of the Health Assembly, it had been pointed out by an opponent of the 

change that it was in the main committees and in the Health Assembly that Third World 
countries could make their contribution. The matter had been resolved by a compromise 
adopted by consensus. His delegation felt that the proposal to limit the time allowed to 

each speaker in the main committees, where most of the discussions of a technical nature took 
place, was an attempt to muzzle speakers. Technical matters could not always be adequately 
presented in five minutes, while in fact on straightforward issues most speeches did not last 
more than two or three minutes. If the proposal were adopted, the new rule should be applied 
flexibly, as had been done in the plenary sessions of the present Health Assembly. He also 
pointed out that not all working languages lent themselves to a concise presentation of views. 

Dr CABRAL (Mozambique) said that the Programme Committee's recommendations, based on 
experience acquired over the years, were on the whole reasonable, logical and acceptable. He 
agreed, in particular, with the proposal to amend Rule 57 in order to limit speeches in 
committees to five minutes. 



COMMITTEE B: SEVENTH MEETING 297 

However, he could not agree to any changes which would lead to restrictions on the 
participation of Member States during the Health Assembly, or constitute a restriction of the 
sovereignty of the Health Assembly concerning the conduct of the work. He referred in 
particular to the proposed changes to Rules 50 and 52, which would hamper the full 
participation of the majority of the Member States, that is to say, the delegations of the 
developing countries. 

To begin with, because of distance and poor communications with Geneva, there were long 
delays in the reception by those countries of documentation concerning each agenda item; the 
records of the last session of the Executive Board had been available to his delegation only 
on its arrival in Geneva. Then, poor regional communications and financial constraints made 
it difficult for Third World countries to coordinate their positions before arriving in 
Geneva. Furthermore, their delegations were small in number. All in all, that restricted 
their capacity to participate fully in preparatory group meetings, which usually took place 
during the first week of the Health Assembly at the same time as delegations established 
timetables for meetings with WHO officials and other delegations. It was therefore 
impossible for those delegations to prepare and to present to the Health Assembly all the 
draft resolutions on matters of interest to them during the first week. Moreover, the 

experience of the Health Assembly for the past three or four years had shown that it had been 
possible to deal with all the items on the agenda within the allotted time. 

Although there might be room for improvement in the methods of work of the Health 
Assembly, as stated in the report of the Programme Committee to the Executive Board, his 
delegation considered that the proposals for changes in the Rules of Procedure were not 
appropriate. Consequently, his delegation could not support the draft resolution recommended 
in resolution ЕB79.R20. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) said that his 

delegation had always favoured a periodic review of the way in which the Health Assembly 
conducted its business in order to ensure that that was done in as efficient a manner as 
possible. It had no interest other than to try to help the work of the Health Assembly. His 

delegation favoured a full debate on all subjects which came before the Health Assembly and 

could never countenance the usurping of the powers of Member States. However, all delegates 
had much work to do in their own country, including giving effect to matters discussed at the 
Health Assembly. It was therefore not desirable that ministers and senior officials should 
spend more time in Geneva than was necessary. A balance had to be struck between those two 
conflicting requirements. 

He had been a chairman of a previous study conducted by the Executive Board on the 
method of work of the Health Assembly three years ago and almost all the recommendations then 
made had been accepted by the Health Assembly and applied. He agreed with those who had said 
that, in general, things had gone well. Now, as the Executive Board's representative had 
explained, the Board had had a further discussion in the light of the way in which the last 
Health Assembly had worked, of comments received by Board members and of the report submitted 
by the Director -General. He would like to comment on some of the essential points on which 
the Health Assembly, as a sovereign body, had to take a democratic decision. The proposed 
revision of Rule 57 on the time -limit to be imposed on speakers was for a trial period of 

three years but it was not a rigid time -limit and there was an escape clause; the Health 
Assembly remained sovereign as to how that revised rule was to be applied - it could decide 
that there should be no time -limit on a given topic. The proposed new text made it simpler 
for the chairman to keep to time. There was a well -respected time -limit in plenary in the 

debate on the reports of the Executive Board aid of the Director -General. 
With regard to Rule 52, he could appreciate the points made by other speakers. In the 

past there had been cases when draft resolutions had been submitted very late, and that had 

led to confrontation instead of the consensus which could have been reached with a little 
more time for discussion. The suggestion that resolutions should be submitted during the 

first week of the Health Assembly was aimed at enabling delegates to consult together and to 

contact their governments so as to arrive at agreement by consensus. That was the aim of the 
Executive Board. 

There had never been any suggestion that roll -call votes should be abolished. Under the 

present Rule 74 any delegate could request such a vote on any subject. That was a 

time -consuming process, each vote requiring 20 -40 minutes. There had in the past been 
occasions when roll -call votes had been taken on trivial items. The proposed change merely 
provided that a delegate calling for a roll -call vote would have to abide by the decision of 
the majority on whether such a vote should be taken. That was a reasonable and democratic 
way of doing things. Furthermore, the chairman could always ask for a roll -call vote under 
the proposed new text. That method of voting was probably more useful in a political than in 
a technical forum. 
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Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation had carefully 
studied the question of the method of work of the Health Assembly, and the records of 
previous Health Assemblies and of the seventy -ninth session of the Executive Board, had 
consulted numerous delegations, and had come to the conclusion that it was necessary to 
reconsider its initial position. Consideration of the matter by the Programme Committee and 
the Executive Board showed that the existing Rules of Procedure were quite adequate, but were 
not always strictly adhered to, and that created the false impression that new measures were 
necessary to improve the work of the Health Assembly. With regard to a number of proposed 
changes in the method of work of the Health Assembly, the Executive Board had merely drawn 
attention to resolutions adopted earlier and concluded that additional measures were not 
required. The proposed amendments to the Rules of Procedure of the Health Assembly had been 
accepted by the Executive Board only after extensive discussions and agreement had been by no 
means unanimous. The doubts expressed at the Board about those amendments had not been 
dispelled. On the contrary, they had been confirmed in many ways. 

The proposal to amend Rule 52 so as to impose a time -limit for the submission of 
resolutions would probably have an adverse effect on the efficiency of the Health Assembly. 
Delegates came to the Health Assembly so that, through lively discussion, the best solutions 
could be found to the various health problems, and it was through that discussion that the 
need to adopt a resolution emerged. Draft resolutions were also often put forward by 
delegations in provisional form. The question arose whether it was admissible to cut off 
draft resolutions from the process by which they were arrived at. It was irrational to 
demand that all resolutions should be submitted during the first week of the Health Assembly 
at a time when most of the items on the agenda had not been considered; that would reduce 
the effectiveness of the Health Assembly and appreciably diminish the rights and powers of 
delegates. What should be done was to create the best possible conditions for the delegates 
to get together to solve important health problems and not to try to save time and money. In 
fact, the greatest economy could be achieved if delegates did not meet at all. 

With reference to Rule 74, the experience of previous Health Assemblies had been that 
delegates had not abused their right to ask for a roll -call vote and he failed to see what 
useful purpose would be served by the proposed amendment. Nor could he find adequate 
justification for the proposal to amend Rule 57 to limit statements and speeches in the main 
committees to a maximum of five minutes each. As things stood, the chairman had the right to 
limit the time allowed to any speaker. That was also provided for under resolutions WHA20.2 
and WНАз0.50. The proposed amendment would be an infringement of the rights of delegates and 
was bound to make the discussions in the main committees less productive. In 
subjects dealt with in the committees were complex and called for comprehensive discussion. 
It should also be borne in mind that speakers varied greatly in their manner of speaking; 
only a delegate himself could judge how much time he needed to discuss a particular subject. 
There were occasions, though infrequently, when the President, or chairman, found it 
necessary to intervene, but they were the exception and were provided for under the existing 
Rules of Procedure. 

In conclusion he suggested that, instead of the draft resolution recommended by the 
Executive Board the Committee should adopt a decision to the effect that the existing Rules 
and machinery sufficed to ensure that the Heath Assembly carried out its work efficiently and 
effectively, and that there was no need for any amendments to the Rules of Procedure, even 
for a trial period. 

Dr КLIVAROVÁ (Czechoslovakia) said that her delegation had studied the Programme 
Committee's report and appreciated the need to adopt the most rational and effective method 
of work in order to keep the Health Assembly within the time -limits set. However, some of 
the proposed amendments to the Rules of Procedure were not altogether clear and some seemed 
to go against the principles of democracy, which WHO had always respected so highly. For 
example, the proposed amendment to Rule 50 would mean handing in formal proposals prior to 
the third plenary meeting or the first meeting of the General Committee, which submitted to 
the plenary the proposed allocation of items to the main committees. With regard to Rule 52, 
while she could accept that no proposal might be discussed or put to the vote unless 
circulated two days previously, she could not agree that proposals for resolutions should be 
handed to the Director -General within six days of the opening of the session. What would 
happen if the need to submit a resolution became apparent during the second week? 
Delegations would be hampered by such a ruling. Further, she could not agree that the 
President, or chairman, alone should have the power to determine whether or not to allow 
consideration of amendments that had not been circulated. The existing practices were much 
more democratic, and the setting up of working groups often led to a consensus on draft 
resolutions. 
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The proposed amendment to Rule 74 on roll -call voting would give the President, or 
chairman, increased power, while reducing the power of Member States. The proposed 
amendments to Rules 27 and 55 concerning closure of the list of speakers and the President's 
right to call speakers to order if their remarks were not relevant to the subject under 

discussion were again not very democratic. The chairmen of the main committees had already 
had that right for a number of years, but if it was given special emphasis, there was a 

danger that delegates wishing to give information concerning the experience of the health 
services of their countries might sometimes be cut short without good reason. She recalled 
that, the previous year, the Director -General had spoken about alligators; it was easy to 
imagine a committee chairman stopping any delegate who spoke in a similar way by saying that 
such matters were not relevant to the discussion, though that would clearly not apply to the 
Director -General himself. 

Professor BORGOÑO (Chile) said his comments were based on a long experience of Health 
Assemblies and the General Committee and as Chairman, Vice -Chairman and Rapporteur of various 
committees. Proposals to modify the Rules of Procedure had always been resisted by many 
delegates, but the need for such changes had ultimately been recognized and the changes made 
had proved satisfactory, had improved the work of the Health Assembly and had not interfered 
with the rights of Member States. He supported the proposed amendments to Rules 74, 27, 55 

and 57. Delegates might recall that at the previous Health Assembly two items had had to be 
deleted from the agenda and sent to the Executive Board for prior consideration as, under the 
existing Rules, it would have been impossible to complete the Health Assembly within the 
prescribed period. In the majority of cases, speakers who exceeded five minutes were merely 
repeating what had already been said or were giving information about their countries that 
was not relevant. Limiting the time of speakers could therefore only contribute to a more 
productive method of work. The proposed amendment was therefore justified, particularly as 
there was to be a trial period. 

He had serious doubts, however, as to the proposed amendments to Rules 50 and 52. As 

one delegate had said, limiting the introduction of proposals for resolutions to within six 
days of the opening of the session would seriously limit the right to submit resolutions that 
were relevant to the subjects under discussion. The same applied to Rule 50, and those 
proposed amendments should therefore be studied further. 

While he believed that the other amendments deserved the widest support, it might prove 
difficult to approve the amendments as a whole by consensus and he therefore proposed that a 

vote be taken Rule by Rule. 

The issues under discussion were becoming increasingly important year by year and more 
delegates were taking part. For example, at the previous Health Assembly in Committee A, 95 

speakers had spoken on the single item of essential drugs, which represented one -and -half 
days of work. At the current Health Assembly, the discussion on AIDS had deservedly also 
taken a considerable time. 

Mr КUSUMOTO (Japan) supported the amendments to the Rules of Procedure proposed by the 
Executive Board, which were aimed at improving the method of work and the efficiency of the 
Health Assembly. Such measures were particularly important at a time when WHO was facing an 
unprecedented financial crisis, and resources were scarce. The measures proposed were not 
intended to place any restrictions on the free expression of views by Member States. The 

proposed trial period of three years for some of the changes would allow an appropriate time 
for consideration of how effective they were proving. 

Mr CEESAY (Gambia) supported the proposed amendment to Rule 74 concerning roll -call 
votes. He also supported the proposed time -limit of five minutes on speakers at meetings of 

the main committees, but only on condition that the chairmen were not empowered to waive that 
rule at their discretion. The restriction of some delegates while others were allowed to 
exceed five minutes might lead to dissension. The limit should therefore apply to all 
delegates without exception. 

Professor MENCHACA (Cuba) said he wished to take the floor again in response to a number 
of comments made by delegates. There was no doubt that there was room for improvement in the 
methods of work of the Health Assembly and delegates should strive to that end. However, in 
his opinion, the amendments proposed would not lead to improvements. It was clear from 
certain comments that the changes might be interpreted as an attempt to muzzle speakers. 
Existing Rules 27 and 57 already allowed for speakers to be controlled according to how the 
Health Assembly was running. It had been said that the President and chairmen should have an 
escape clause, but that was already available under the existing Rules providing for a 
time -limit. He saw no reason to change them so as to limit speakers to five minutes. It was 
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extremely unlikely that such a change would resolve the financial crisis facing the 
Organization. Since 1983, all Health Assemblies had lasted for no longer than two weeks. If 

at one recent Health Assembly two items had had to be deleted from the agenda it was perhaps 
because there had been insufficient prior analysis of those particular items before they had 
been included on the agenda, or perhaps the agenda had simply been too long. Resolution 
WHA36.16 provided for the limitation of the Health Assembly to as near to two weeks as was 
consistent with the efficient and effective conduct of business. In no circumstances should 
efficiency and effectiveness be sacrificed merely to save time. Thus the Health Assembly 
should be kept to two weeks provided that that did not interfere with the quality of the 
discussions. It was wrong to limit the time allowed for speakers indiscriminately or in an 

arbitrary way, and the means were already available to limit speakers when necessary. He had 
himself exceeded five minutes in speaking on the present issue because it was a vital 
question that required most careful consideration by all delegates, and on which it would be 
extremely dangerous to take a decision lightly. Experience showed that the Health Assembly 
was not now excessively long and he could not support the proposed amendments since they 
limited the rights of Member States. 

Dr CABRAL (Mozambique) felt that there had been a improvement in recent years in 
contacts between the delegations of Member States and the Secretariat at the Health 
Assembly. The general desire to make further improvements, however, was fully justifiable, 
although any action to that effect must be taken cautiously. Regarding the proposed 
limitation of statements to five minutes, it had been pointed out that the Rules of Procedure 
already empowered committee chairmen to take such action as might be required to deal with 
"exceptional situations" and that, as had been stated by previous speakers, statements 
exceeding five minutes could constitute "exceptional situations ". However, during the 
consideration of programme budgets in Committee A more time was wasted by irrelevant 
statements than by the relatively small number of statements exceeding five minutes. Indeed, 
there were many other more important measures that could be taken to improve the work of the 
main committees, notably through the framework submitted by the Executive Board for 
discussions on the programme budget every other year. Although there was still scope for 
improvement in the method of discussing the programme proposals of the Executive Board and 
the Director -General, past recommendations and rules must be fully implemented before any 
further amendments could be considered. 

Mr BOYER (United States of America), recalling his participation in the discussions held 
by the Executive Board and the Board's Programme Committee on the issues under consideration, 
supported the proposals and the draft resolution submitted to the Health Assembly. The 
existing Rules of Procedure could be improved without limiting the rights of Member States, 
and the proposed changes were aimed strictly at improving the Health Assembly's method of 
work. For example, the application of the five-minute limit on statements would make for 
clearer and more concise discussions. The six -day deadline for the submission of draft 
resolutions would ensure that due consideration could be given to resolutions by allowing 
delegates one weekend and the entire second week of the Health Assembly to study them. 
Regarding the question of roll -call votes, he felt that the existing system had been abused 
in past years and that the proposed amendment requiring a simple majority in favour of a 

roll -call vote before one could be taken was very appropriate. His delegation therefore 
supported the proposals made by the Executive Board, and hoped that the Committee would 
approve the draft resolution before it. 

Dr JADAMBA (Mongolia) said that most - if not all - delegations were given full 
authority to deal with certain issues calling for consultations with other interested 
delegates. Such consultations had often enabled the Health Assembly to reach better 

decisions, but if the proposed amendment to Rule 52 was adopted, that would no longer be 
possible. 

If most statements exceeded five minutes, it obviously meant that delegates needed at 
least that amount of time to express their views. On the other hand, if only a few of them 
spoke for more than five minutes, most would speak for less and statements would not average 
more than the time allowed. The Health Assembly had always operated on that basis and had 
always been able to conclude its business on time. 

His delegation supported the views expressed by the delegates of Cuba, the USSR and 
Czechoslovakia regarding the proposed amendments to the other Rules. Accordingly, it would 
vote against the amendments because the existing Rules were entirely satisfactory. 

Mr VOIGTLANDER (Federal Republic of Germany) said that, since the overwhelming majority 
of statements were shorter than five minutes, there should be no objection to making that a 
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rule, provided that exceptions were permissible in exceptional circumstances. With regard to 
the procedure for roll -call votes, experience in recent years had shown that the possibility 
of requesting such a vote had been abused on several occasions, especially during polarized 
discussions on political issues, thereby prolonging the debate unnecessarily. Therefore, 

some limits had to be set. Lastly, regarding the question of draft resolutions, it was only 
fair that the proposing delegation should give other delegations sufficient time to consider 
the proposal thoroughly, as resolutions often involved complex issues and sometimes had to be 
referred to governments, in which event it was usually impossible to reach a decision within 

48 hours. Moreover, experience had shown that resolutions too hastily proposed and approved 

had subsequently been somewhat unsatisfactory in application. 

The proposals before the Committee already reflected a compromise; the alternative 
would have been to submit draft resolutions to the regional committees prior to their 

consideration by the Health Assembly - a solution which would have been too time -consuming. 
The delegation of the Federal Republic of Germany therefore supported the Executive Board's 
recommendations, especially since some of the amendments proposed were to be introduced on a 
trial basis only. If they proved unsatisfactory they could always be altered later. 

Dr JAKAB (Hungary), recalling the Board's lengthy discussions on the proceedings of the 

main committees, said that it was not necessary to impose restrictions on their work because 
such measures would not facilitate it. The business of the past two Health Assemblies had 
been concluded within two weeks despite their overloaded agendas. The five -minute limit on 

statements in the main committees did not allow enough time to cover the documents under 
review and refer to relevant national experience. The possibility of handing in written 

statements was not satisfactory either because it would prevent delegates from discussing 
items properly. Long and repetitive statements were already provided for under the existing 

Rules 27 and 57. Furthermore, as had been pointed out by the delegate of Cameroon, there 
were languages in which ideas could be expressed concisely and others in which that was 

difficult. Rather than limit the length of statements, it would be preferable to reach a 
consensus whereby delegates would agree to make their statements as brief as possible. 

Regarding the procedures for roll -call votes and Rule 74, it was the sovereign right of 

Member States to ask for a roll -call vote, and that right must not be restricted. The United 
Nations General Assembly had also considered the acceleration of voting procedures but it had 

not found it necessary to restrict Members' rights in any way. 
Draft resolutions were submitted, in accordance with Rule 52, forty -eight hours before 

the item concerned was due to be considered. There was no justification for changing that 

practice because Member States could easily consult the appropriate authorities through their 
missions in Geneva if necessary. Delegations should be allowed to decide on the appropriate 

time for the submission of draft resolutions. Of course the matter had to be decided on a 
case -by -case basis. The question of whether the Health Assembly should be limited to two 

weeks in programme budget years was very complex and called for careful consideration on the 

basis of experience in previous years. Indeed, in the past, the deferral of agenda items 

from one Health Assembly to the next had created difficulties and confusion, not to mention 
the problems posed by night meetings. The proposed limitation of the Health Assembly to two 
weeks in odd -numbered years might be justifiable on financial grounds, but much more careful 
consideration must be given to the number of items on the agenda. Her delegation considered 
that the proposed amendments to the Rules of Procedure were generally unjustified. 

Mr JUWANA (Indonesia) said that a review of the method of work could be useful provided 
that it was based on a cautious approach and conformed to the guidelines provided by the 
Health Assembly. Unless they were considered on that basis, any improvements were bound to 
create controversy and thereby weaken the Organization. Since most of the proceedings of its 

meetings had so far been smooth and constructive, he urged the Committee to postpone the 

consideration of the draft resolution before it, because instead of improving matters it was 

creating new problems and "politicization ", which did not contribute to the improvement of 

the Health Assembly's method of work. 

Miss AVELINE (France) said that delegates must be allowed to express their views as they 

saw fit. However, the method of work of the Health Assembly could usefully be reconsidered 

in the interests of efficiency. Those two elements were not incompatible provided that a 

sufficiently flexible approach was adopted. In fact, the proposed amendments were often 

being applied already, especially in respect of the time -limit on statements. Therefore, 

there should be no great difficulty in approving them, especially since the various proposals 
were reasonable. Indeed, they reconciled greater efficiency with the right of delegations to 

express their views democratically. Furthermore, the proposed three -year trial period would 

make it possible to decide later whether the amendments should be maintained or not. The 

French delegation therefore supported the amendments proposed by the Executive Board. 
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Mr CERDÁ (Argentina) expressed doubts about the proposed amendments. Regarding the 

amendment to Rule 57 establishing a five -minute time -limit on statements, the case was 
already covered. Moreover, a distinction had also to be drawn between discussions in plenary 
meetings and discussions in the committees, which were different in character; for that 
reason, his delegation could not accept the proposed amendment. With regard to the procedure 
for roll -call votes, the proposed amendment to Article 74 would lead to duplication of 
voting, and any delegation wishing to obtain a roll -call vote could coordinate beforehand 
with those who would subsequently vote on the substance. The proposed deadline for the 
submission of draft resolutions (Rule 52) might be dangerous, because many draft resolutions 
were the result of consultations and exchanges of ideas between delegations. His delegation 
was not convinced that, even on an experimental basis, the proposed amendments could improve 
the efficiency of the Health Assembly's work. Therefore it could not support the draft 
resolution. 

Mr RUBIO (Peru), referring to the proposed amendment to Rule 74 on roll -call votes, said 
that the Health Assembly could not save time by adding yet another vote to the procedure 
already established under the existing Rule, as provided for in the draft resolution. That 
amendment was therefore not appropriate. 

Mr DANIELSSON (Sweden) supported the draft resolution, the purpose of which was not to 

hamper free debate but to make the Health Assembly's proceedings more effective and better 
focused. The proposed modifications should be given a three -year trial period, after which a 
full evaluation should be made. 

Where the proposed amendment to Rule 57 was concerned, delegates should be able to put 
across any message in the space of five minutes, and the chairman could waive the time 
limitation if circumstances warranted. In considering the proposed amendment to Rule 52, it 

should be recalled that in the ILO, draft resolutions had to be submitted 14 days before the 
opening of the International Labour Conference: nobody, to his knowledge, regarded that rule 
as undemocratic, and it had certainly not dampened the enthusiasm of delegates for submitting 
draft resolutions. 

He expressed reservations about the proposed amendment to Rule 74 and the procedure for 
roll -call votes, but was prepared to accept the amendment nevertheless. 

Mr BIGGAR (Ireland) favoured any changes conducive to improvement in the Health 
Assembly's methods of work and therefore supported the proposed amendments to Rules 50 and 52 
and the time-limits suggested in the context of Rules 27, 55 and 57. However, he had serious 
reservations on the proposal to amend Rule 74 by making a roll -call vote conditional upon the 
prior agreement of a majority of delegations. All delegations should be able to have their 
votes recorded when they considered that to be warranted by the importance of a given 
matter. The proposal would not necessarily mean increased efficiency in the Health 
Assembly's working methods: on the contrary, it could lead to lengthy procedural debates on 
whether a roll -call vote should be taken. He trusted that delegates would exercise their 
right to call for a roll -call vote responsibly, even if Rule 74 were not amended. Therefore, 
on grounds both of principle and of pragmatism, he would prefer the current formulation to be 

retained. 

Dr TAPA (Tonga) said that the Health Assembly's desire to improve its procedural 
efficiency demonstrated maturity and courage. It was obvious that some improvements had to 
be made soon, and the proposed amendments would facilitate that process. Unlike others, his 
delegation did not think that the proposals would interfere with the democratic expression of 
opinions: the safeguards of the sovereign rights of Member States set out in WHO's 
Constitution would remain untouched. 

He had been one of the Executive Board representatives designated to observe the 
proceedings of the Thirty -ninth World Health Assembly and make suggestions on how to improve 
the procedures. He had reported that much of the time available to Committee B was wasted in 
repetitive and irrelevant statements and that its work was unnecessarily politicized. 

The delegates selected by governments to represent them at the Health Assemblies should 
have the necessary experience and vision to oversee the adoption of wise collective policy 
decisions. The Health Assembly had made changes in its working procedures before now, with 
good results, aid it should find the courage to take such steps again. It was the right time 
to act: WHO was facing formidable problems, among which were the financial crisis and the 
AIDS epidemic. His delegation would vote in favour of the draft resolution. 

Dr PADILLA (Venezuela) said that, although delegations had differing views on the 
proposed amendments, everyone agreed on the need to improve the work of the Health Assembly 
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by streamlining its procedures and discussions. He endorsed the proposal for a five -minute 
time -limit on statements, which would encourage delegations to speak more pertinently to the 
matters under discussion. He would also support the proposal from the delegation of Chile 
for separate votes to be taken on the individual amendments. 

Dr QUIJANO (Mexico) said that he also endorsed the draft resolution recommended by the 
Executive Board. Recalling the discussions in the Board, he said that even someone who 
approved the two -week Health Assembly could later be heard to complain that in the last days 
the discussions had been very rushed, there had had to be night meetings, and some items had 
had to be deferred for consideration at subsequent Health Assemblies. As far as the proposal 
relating to roll -call votes was concerned, his delegation did not view it as adversely 
affecting the sovereign rights of States. 

The language of professionals in the medical field had changed radically since the 
Second World War, more, in fact, than in any other science; they had learned to speak 
directly, clearly, and succinctly to one another. He therefore called upon delegates to 

support the amendments, which would streamline the Health Assembly's proceedings. 

Dr SAMPSON (Nicaragua) said that the Rules of Procedure had stood the test of time and 
should be retained. The proposed amendments would not make the Health Assembly's proceedings 
more efficient but, with strict time -limits for the submission of draft resolutions and for 
the length of statements, would only complicate its work. On the other hand, the suggestions 
in the Programme Committee's report relevant to the duration of the Health Assembly, such as 
the number and nature of items to be included on the agenda and the allocation of work 
between the main committees, should be given due consideration at the opening of the Health 
Assembly. His delegation opposed the amendments to the Rules of Procedure recommended by the 
Executive Board. 

The meeting rose at 17h30. 



EIGHTH MEETING 

Wednesday, 13 May 1987, at 9h00 

Chairman: Dr R. W. CUMMING (Australia) 

1. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 9 of the Agenda (Document ЕB79 /1987 /REС /1, 
Part I, resolution EB79.R20 and Annex 9) (continued) 

Mr ВOВAREVId (Yugoslavia) said that there was consensus in the Committee that the method 
of work of the Health Assembly should be as efficient as possible. The discussion had shown, 
however, that there was still wide divergence as to how improved efficiency was to be 
achieved: the delegations of some Member States considered that the present Rules of 
Procedure were adequate, others recommended changes. In view of the importance of the 

matter, it would be preferable if a consensus were reached: to proceed to a vote might be 
detrimental to the unity that was indispensable for the implementation of decisions. 

His delegation therefore supported the suggestion made at the Committee's previous 
meeting by the delegate of Indonesia that a decision on the matter be postponed, on the 
understanding that efforts should be continued to seek generally acceptable means of 
improving the method of work - which would not prevent application of the proposals contained 
in the Board's resolution. 

Dr ADANDЁ -MENEST (Gabon) pointed out that the Rules of Procedure had necessarily 
undergone a number of changes since the setting -up of WHO. As previous speakers had 
remarked, rules were made to ensure the most efficient and rational running of a society or 
institution, and it was therefore logical that they should evolve with changing needs. He 
therefore supported amendments to the Rules relating to the conduct of debate, which were 
aimed at improving the orderliness of discussions and helping delegates to be more specific 
in their statements and to focus more clearly on the subject. The amendments were meant to 
limit excesses. According to the existing Rules, delegates could always take the floor on a 

point of order and ask the chairman to intervene. 

Mr SAMARASINGHE (Sri Lanka) said that his delegation could not support the draft 
resolution in its entirety. The proposed amendment to Rule 74 compromised a sovereign right 
of Member States. Similarly, his delegation could not support the proposed amendment to 
Rule 57, considering that its implementation would restrict a meaningful exchange of views. 
On the other hand, if the amendments were voted on separately, his delegation was in a 
position to support the proposed amendments to Rules 27, 50, and 52, which were consistent 
with the rules of procedure used by other specialized agencies of the United Nations system. 
As pointed out by the delegate of Sweden, at ILO draft resolutions had to be submitted two 
weeks prior to the International Labour Conference. 

The DIRECTOR -GENERAL noted the wide array of opinions on the item under discussion, and 
considered that it was clear that a political consensus could not be achieved. He did not 
wish to influence the decisions of the Committee, but he had two comments to make. First, it 

was his personal opinion that arguments for national sovereignty should be tempered by a 
desire to achieve a better world through international cooperation, solidarity and 
interdependence. Member States should be willing to sacrifice their national sovereignty in 

favour of the common, global good. Secondly, in the interests of the Organization, little 
would be served by narrow voting margins. He suggested that the Committee neither approve 
nor reject the recommendations of the Executive Board; they should be considered as 
legitimate concerns of most members of the Executive Board, which were meant to rationalize 
the work of the Health Assembly. He suggested that, over the next three years, each 
delegation could monitor whether the spirit of those recommendations was being upheld in the 
deliberations of the Health Assembly. 

It was his impression from the debate that had taken place that no delegation had denied 
that it was essential that Member States should have time to consider a resolution; no one 
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wished roll calls to he abused; everyone agreed, and especially the Secretariat, that 

maximal restraint should be imposed on the way in which statements were made during the 
Health Assembly. There was consensus with regard to the spirit of those recommendations, but 

there was disagreement as to how they should be formalized. If the Committee could express a 
spirit of consensus, it could ask the Director -General to remind both the presidents of 

future Health Assemblies and the chairmen of future committees that the present debate had 

taken place, and that the wish of the Committee was that rational debate should take place in 
a spirit of harmony. Chairmen of Committees A and B could make use of the debate that had 
taken place and of the recommendations of the Executive Board to remind delegates of the 
discipline required. 

Thus the spirit of the recommendations should be applied. As the delegate of Cuba had 

pointed out several times, the recommendations of the Board were not in conflict with the 

existing Rules of Procedure. The Committee should therefore reinforce the existing Rules and 
monitor whether they corresponded to the recommendations of the Board as embodied in its 

resolution EB79.R20. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) said that, in view 
of the wide range of views expressed during the debate, if the recommendation were to be 

voted upon, he would have suggested that the amendments be considered separately. He had, 
however, been much impressed by what the Director -General had said, embodying as he did the 
spirit of the Organization, both by the nature of his office and by the nature of the man 
himself. The fact that the debate was taking place might already have altered the manner in 
which the current Health Assembly was being conducted. Monitoring the method of work of the 
Health Assembly would be very useful, but the means of doing so should not be discussed in 
the present large Committee - especially in view of the changes in delegations over any 
three -year period. He suggested that the Executive Board be asked to reconsider the matter 
and to recommend how the Secretariat could assist in the monitoring process. If all went 
well over the next three years the Health Assembly would probably consider that there was no 
need for change; if monitoring showed that changes were necessary, it would be possible to 
have a debate that was based on fact - that events had occurred that were not in the spirit 

of WHO - and to come to a conclusion on the basis of objective evidence. He proposed that 
the suggestion of the Director- General be accepted, and that the Executive Board be asked to 

consider how the monitoring could be done most effectively. 

Professor MENCHACA (Cuba) said that, since the previous day's discussion, numerous 

delegates had approached him, urging him to continue to press the point of view of his 

delegation. The delegations of Indonesia, the USSR and Yugoslavia had also considered the 
situation in their statements. However, the Director -General's remarks had prompted his 
delegation to reconsider its position. The debate had been useful; it had taken a great 
deal of time, but it had made everyone aware that efficiency should be improved. It was how 

that should be achieved that had given rise to so much discussion. As the Director -General 

had said, on internal matters such as the Rules of Procedure, the aim should be to achieve a 

consensus; simply winning a vote would not be constructive in the long run. Consensus was, 

however, sometimes difficult to achieve, as had been seen the previous day; if only one 
Member State was strongly opposed to a resolution, as was its right, consensus could not be 

reached, but that should always be the aim. 
His delegation was prepared to accept the proposal of the Director -General. The 

Executive Board or the Health Assembly could recommend that the Director -General should 
remind delegates about the need to limit statements to a reasonable length and to submit 
resolutions as early as possible. Such an appeal would be welcomed by all. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the Director -General's 
proposal deserved the full support of the Committee. It reflected the general point of view 

on the subject and reconciled the contradictory views that had been expressed. 

Dr DE SOUZA (Australia) congratulated the Director -General on his efforts to achieve a 

consensus and thanked those delegations - Cuba, the United Kingdom and the USSR - that had 

made concessions to that end. His delegation also supported the Director -General's 

suggestion. It had been proposed that the Executive Board should decide how best the 

Secretariat should monitor the method of work of future Health Assemblies; it might also be 

asked to look at the guidelines given to the chairmen of committees, to ensure that they were 

made fully aware of the content of the debate. 

Professor ВORGOÑO (Chile) also thanked the Director -General for explaining his position; 

however, he was pessimistic regarding the possibility of change over the next three years. 



306 FORTIETH WORLD HEALTH ASSEMBLY 

The position of the Executive Board should be considered: it had discussed this problem 
honestly and extensively. The Health Assembly had been faced with the same problem when a 
limitation had been placed on the length of statements made in plenary, now resolved by use 
of the red -light system. 

He was in agreement with the proposal of the Director -General, but would like to see it 

in concrete, written form. It should not only be agreed upon, and appear in the record, but 
should also be sent out to ministers of health, accompanied by a note from the 
Director -General describing the debate that had taken place aid the agreement that had been 
reached. 

Mr JUWANA (Indonesia) also supported the Director -General's proposal. His delegation 
considered that the action advocated would strengthen the spirit of unity and solidarity at 
the Health Assembly. It had noted, however, that even in the Executive Board consensus had 
not always been reached on this matter. It therefore proposed that any guidelines for the 
chairmen of committees be agreed upon by consensus. 

The CHAIRMAN said that the Director -General's proposal seemed to meet with the broad 
approval of the Committee. He had been impressed throughout his chairmanship of the 
Committee with the spirit of collaboration among delegates. He suggested that the Committee 
should recommend to the Health Assembly not to consider the draft resolution recommended by 
the Executive Board in its resolution EB79.R20, thus enabling the Health Assembly to test the 
Executive Board's recommendations in practice over the next three years without either 
adopting or rejecting them now. The practical implementation of such a decision would have 
to be worked out by the Director -General and the Executive Board, aid should include revised 
guidelines for chairmen. 

It was so agreed.l 

2. EFFECTS OF NUCLEAR WAR ON HEALTH AND HEALTH SERVICES: Item 30 of the Agenda 
(Resolutions WHA36.28 and WHА39.19; Document A40 /11) (continued from the third meeting, 
section 3) 

The CHAIRMAN drew the Committee's attention to the draft resolution on the effects of 
nuclear war on health and health services, the consideration of which had been postponed at 
the Committee's third meeting in accordance with Rule 52 of the Rules of Procedure. 

The text of the draft resolution, proposed by the delegations of Bulgaria, Cuba, 
Czechoslovakia, German Democratic Republic, Hungary, Mongolia, Poland, the Union of Soviet 
Socialist Republics, and Viet Nam,2 read as follows: 

The Fortieth World Health Assembly, 
Bearing in mind the principle laid down in the WHO Constitution that the health of 

all peoples is fundamental to the attainment of peace and security; 
Recalling United Nations General Assembly resolutions 34/58, 38/188) and 40/10, and 

also Health Assembly resolutions WHA34.38 and WНАЗ6.28 stressing the close 
interrelationship between health and the preservation of peace; 

Having considered the second report on the effects of nuclear war on health and 
health services prepared by the WHO Management Group; 

1. THANKS the Management Group for its work; 

2. EXPRESSES its deep concern at the conclusions contained in the Management Group's 
report on the effects of nuclear war on health and health services; 

3. URGES the Governments of Member States to take into consideration in their 
activities the main points and conclusions of the report; 

1 A decision to that effect (for text, see summary record of the Committee's tenth 
meeting, section 1) was transmitted to the Health Assembly in the Committee's second report 
and adopted as decision WHA40(10). 

2 The delegations of Afghanistan and Pakistan asked to be included as co- sponsors 
during the discussion at the third meeting. 
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4. DECIDES that the investigation of other health aspects of the effects of nuclear 

war that are not reflected in the report should be continued in collaboration with 
interested United Nations bodies and other international organizations; 

5. REQUESTS the Director -General: 

(1) to make the report widely known by publishing it with all its scientific 
annexes and prefacing it with this resolution; 

(2) to transmit the report CO the Secretary -General of the United Nations and also 
to the executive heads of other international organizations with a view to its 

consideration by the appropriate United Nations bodies and other organizations; 

(3) to report periodically to the Health Assembly on progress in this field. 

Professor MENCHACA (Cuba) said that no threat facing mankind was comparable with that of 

nuclear war. He recalled that an international committee of experts had been set up under 
resolution WHA34.38, and in 1983 had presented a reportl to the Health Assembly, which in 

its resolution WHА36.28 had approved the conclusions of the report and recommended that 

studies be continued and that the Health Assembly be kept periodically informed on the 
matter. In accordance with the mandate of the Health Assembly a management group had been 
established, thanks to whose zeal and dedication a magnificent report had been presented. 
Apart from WHO, many other prestigious medical organizations, including the American College 
of Physicians, the British Medical Association, the Institute of Medicine of the United 
States National Academy of Sciences, the American Medical Association, the American Public 
Health Association, the American Academy of Pediatrics and the American College of Emergency 
Physicians, were looking into the effects on health of the nuclear problem, and the close 
link between the nuclear threat and medicine. The question should therefore be considered 
systematically. Two distinguished scientists who presided at the International Physicians 
for the Prevention of Nuclear War - Professor 6azov and Professor Bernard Lown, one Soviet 

and the other American - exemplified the constructive dialogue and the joint effort to 
eliminate the danger represented by the existence of 4 tons of dynamite for every man, woman 
and child on the face of the earth. Another fact obliged WHO to give its attention to the 

subject: the price being paid in human lives for the arms race, which was imposing an 
enormous economic, psychological and physical burden on people. As a guiding authority and 
coordinator in international health matters, in accordance with its Constitution, WHO was 
fully competent to deal with such questions. There were over a dozen resolutions on the 
topic, referring to humanitarian questions, biomedical and environmental aspects of ionizing 
radiation, and coordination in social and economic matters. It was therefore fitting for the 
Committee to approve the draft resolution, which guaranteed the continuity of the 
Organization's work on a subject of vital importance for all Member States. 

Mr BOYER (United States of America) said that the question was not whether nuclear war 
was bad for health, but whether WHO should continue to carry out studies on the effects of 
nuclear war at a time when its resources were becoming difficult to obtain, when health 
problems were increasing, and when its energies needed to be directed to activities that were 
clearly within its competence and its capacity to make some impact. AIDS, tropical diseases 
and nutrition were areas on which WHO could have an impact; nuclear war was not. His 

delegation opposed continuation of the use of WHO's resources to pursue studies on the 
effects of nuclear war, and he requested a vote on the draft resolution. 

Dr CANO (Colombia) said that his delegation was basically in agreement with the draft 
resolution, but - in line with the remarks of the United States delegate - it desired some 
clarification concerning the justification for publishing the report and where the money for 
that would be found in the present financial crisis. Secondly, referring to operative 
paragraph 4, he asked what health aspects of the effects of nuclear war had not been 
reflected in the report. 

Professor HULLER (German Democratic Republic) said that his delegation felt, as did the 

other co- sponsors, that as long as nuclear weapons represented a threat to health and to the 

lives of all the inhabitants of the earth it should try to counter that threat in every 

1 Published as Effects of nuclear war on health and health services. Report of the 

International Committee of Experts in Medical Sciences and Public Health to Implement 
Resolution WHA34.38. Geneva, World Health Organization, 1984. 
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possible way; a similar view had been expressed by the overwhelming majority of delegations 
to previous Health Assemblies, as well as at the current one. That duty was by no means 
incompatible with the role of the Organization, as some people seemed to imply; on the 
contrary, one of the main aims declared in the Constitution of WHO was to ensure the health 
and wellbeing of people in conditions of peace. His delegation had expressed its position on 
the matter during the debate in the plenary and in the Committee. A peace -loving community 
had the right to receive information from WHO concerning every possible effect of nuclear war 
on its health, and his delegation felt that no one could object to the draft resolution. 

Mr CERDA (Argentina) said that the wording of the draft resolution was very moderate, 
and that the requests in operative paragraph 5 represented the minimum that the Health 
Assembly should do. As a member of the Group of Six for Peace and Disarmament his country 
had a particular commitment concerning that entire question, and his delegation therefore 
supported the draft resolution. 

Dr OPOLSKI (Poland) said that repeated debate on whether or not the Health Assembly was 
the right forum for discussion of the effects of nuclear war on health and health services 
had convinced his delegation that there was an assumption that nuclear conflict was 
non- medical in character. His delegation would continue to insist that nuclear war would 
have a tremendous impact on health and all health -related matters. Since experience to date, 
including that of Chernobyl, was fragmentary in comparison with the whole range of possible 
effects, it was the duty of WHO to inform public opinion of what was predictable - and it was 
impossible to do that without further studies. To treat the effects of nuclear war on health 
as a surrealistic problem and to insist that everything was already known or had already been 
done was merely an attempt to leave public opinion completely bewildered. Coordinated action 
to prevent the biological and related effects of nuclear war should be the subject of further 
studies. His delegation fully supported the draft resolution. 

Mr SOKOLOV (Union of Soviet Socialist Republics) said that from the discussion in the 
Committee it was clear that the overwhelming majority of speakers had greatly valued the 
second report on the effects of nuclear war on health and health services; they had 
expressed their gratitude to the experts from Japan, Sweden, the Soviet Union, the United 
Kingdom, the United States and other countries who had taken part in the WHO Management 
Group, and to the Director -General and the Secretariat for their extremely useful work in 
preparing the report. Many delegations had shown a positive approach to the draft 
resolution; a few, however, had expressed doubts concerning the usefulness of approving it, 
putting forward only one argument to substantiate their position: that the subject did not 
fall within the Organization's competence. That argument could not be accepted, for the 
simple reason that the subject was precisely one which fell fully within WHO's competence, 
and WHO alone was competent to deal with it on an expert level and make the appropriate 
recommendations. It was not nuclear warfare itself that was in question but its medical and 
health consequences. What other organization besides WHO could deal with those aspects? 
Such organizations did not exist. The aim of the work being done was preventive, to show 
mankind what would happen to it if, God forbid, nuclear warfare did occur. Medical workers, 
and they alone, were the ones to make it quite clear what would happen, and that was, as 
shown in the report, a catastrophe. He did not see how anyone could oppose such preventive 
measures. It had been said that a certain amount of work had been done by WHO in that field 
and that WHO should stop there, but had the preparations for nuclear warfare been stopped? 
Had nuclear tests been ended? They, after all, consumed huge financial, material and 
manpower resources. It was pathetic to see how great were the resources used for that 
purpose and how little was contributed by WHO to studies on the health effects of nuclear 
warfare. And the time taken up by the work was extremely small, since the members of the WHO 
Management Group were in fact working mainly in their own national offices when preparing 
their material; it was only occasionally for two or three days that they met at headquarters 
to consider the material they, had prepared and make plans for the future. It was shameful to 
speak of the financial outlay of the Organization for such meetings, which was nothing 
compared to what was being spent preparing for nuclear war. 

It was not being suggested that WHO should accelerate its work to a gallop, but rather 
that it should not lose sight of the whole subject, and that work should continue. Exactly 
when the experts should meet would be decided among themselves in consultation with the 
Director -General; it was understood that they would meet only when they had accumulated 
sufficient relevant material. Of course, his delegation also believed that budgetary 
resources should not be used unless that was necessary. 

If WHO failed to undertake the work in question it would be failing to respond to an 
appeal made to it by the United Nations, which had asked the specialized agencies to assist 
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it in the field of disarmament within their own spheres of competence. Such an appeal could 
be found in many resolutions of the United Nations General Assembly, for instance in General 
Assembly resolution 38/1883, the first operative paragraph of which invited the specialized 
agencies and other bodies within the framework of the United Nations to broaden further their 
contribution, within their areas of competence, to the cause of arms limitation and 

disarmament. That appeal had also been made at the most recent session of the United Nations 
General Assembly, in its resolution 41/59D. Thus, it was not only WHO that was dealing with 
such subjects; WMO was also dealing with aspects of the effect of nuclear warfare on climate 
aid the environment at the tenth World Meteorological Congress, currently taking place in 
Geneva. It was totally unfair to accuse the Organization of dealing with subjects outside 
its competence; the Health Assembly was the main body in the world dealing with policies in 
health and medical science, and it would be totally incorrect if it were to deal solely with 
purely technical matters. WHO had a sufficient number of bodies to do that, and there were 
many nongovernmental organizations throughout the world that dealt purely with technical 
matters. 

The country that was accusing other countries of politicizing WHO was itself using it 

for political purposes. The financial pressure being exerted on WHO was nothing other than a 
political move, and was forcing the Organization to cut its programmes, in real terms, by 

nearly 8 %. He hoped that delegates would vote in favour of the draft resolution. 

Dr SAMPSON (Nicaragua) considered that, when WHO kept watch over health at worldwide 

level and when peoples and societies worked to obtain the best possible state of health, 
neither WHO nor peoples nor societies were working for a particular present time or 
generation but for the future and for the generations to come. But the existence and 
proliferation of nuclear weapons and the real possibility of a nuclear war were working in 
the opposite direction; they were threatening the health of the whole world. Substantial 
resources could be directed towards the efforts to achieve health for all by the year 2000, 
if they were not spent on the manufacture of more sophisticated and more powerful nuclear 
devices. Above all, as stated in the report, a nuclear war was incompatible with human life 
on the planet. For those reasons, his delegation supported the draft resolution. 

Mr PAK Dok Hun (Democratic People's Republic of Korea) said that the effects of nuclear 
war would clearly be fatal not only to world health and health services but also to the 
economy and the environment. WHO could make an important contribution by undertaking further 
studies on the issue and by publicizing the likely effects of nuclear war on health so that 
effective measures could be taken. As the protection of health from the effects of possible 
nuclear war was clearly in full accord with the WHO Constitution, and in the light of the 

urgent need to maintain peace and security, which were fundamental to health, his delegation 
wished to become a co- sponsor of the draft resolution. 

Mr HAMMOND (Canada) said that his delegation was particularly concerned by the cost 
implications of the draft resolution. While it had supported relevant scientific studies 
already carried out in the appropriate organizations, it considered that an unending chain of 
duplicate studies should be avoided. His delegation was concerned by the tendency to raise 

the issue in virtually every international forum, thus leading to further duplication. 
His delegation would, however, be happy to support an appeal to the Director -General to 

keep the matter under advisement and to report any new scientific developments to the Health 
Assembly. Because of WHO's existing priorities and current limited resources, his delegation 
must oppose any further duplication of work in the area by WHO. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) said that, while his 
delegation shared the concern expressed by others at the horrifying consequences of nuclear 
warfare, it would vote against the draft resolution for a number of reasons. 

The matter covered by the report went well beyond the remit of WHO. The abstract 
nature, political motivation and general futility of the activities described in the report 
were readily apparent from the summary of the Group's own conclusions on page 4. WHO was a 

specialized agency whose concerns were health and health policy. Other United Nations 
organs, including the United Nations General Assembly, existed for the discussion of nuclear 
warfare and disarmament. 

In addition, further work in the area could only be carried out at the expense of very 

real and urgent health issues. The continued costs involved in the implementation of 

operative paragraphs 4 and 5 of the draft resolution would represent a further drain on WHO's 
limited resources. The proposal came before the Committee at a time not only of 

unprecedented financial constraints for the Organization but also of unprecedented health 
needs in other areas which, in the view of his delegation, should certainly be given 
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priority. Contentious activities about the possible effects of something which all believed 
not to be imminent, nor even likely, ought currently to be placed far down in WHO's list of 
priorities. 

The principal conclusions of the report were self -evident and it should not have needed 
so much time, expense and expertise to prove what was already known, namely, that nuclear 
warfare was bad for health and that prevention was obviously the only possible remedy. Those 
obvious conclusions would remain valid and needed no further argument in their support. 

Moreover, his delegation did not regard the report as an accurate and comprehensive 
account of all the activities of the WHO Management Group. Many other activities had been 
mentioned in the document on the International Year of Peace 1986 (document EUR /RC36/14), 
which had been prepared for the Regional Committee for Europe in Copenhagen in September 
1986. By simply revising the 1983 report, the Management Group was not providing delegates 
with a full account of how they had implemented resolution WHА36.28. 

His Government had opposed the adoption of resolution WHA34.38 and the establishment of 
the WHO Management Group. It saw no value in publishing the report and firmly opposed any 
continuation of work in that field. 

Mr LADSOUS (France) questioned whether it was necessary to spend time, money and effort 
on highlighting what was already known. Moreover, WHO was not competent to deal with the 
issue, and its resources, during the current period of austerity, should be mobilized fully 
for the control of medical threats which were not potential but real, such as AIDS and 
cardiovascular diseases which were currently killing thousands of people. His delegation 
would therefore oppose the draft resolution. 

Mr STUB (Norway) said that his delegation agreed that the report should be given wide 
publicity. It had, however, been well known, even before the report had been submitted, that 
a nuclear war would have very grave consequences for health services. The prevention of 
nuclear war had been singled out in the report as the issue which must be given the highest 
priority. His delegation saw little need to continue to spend money on the issue at a time 
of financial difficulties. WHO should, however, remain alert to the work done by other 
organizations. His delegation would abstain in the vote on the draft resolution. 

Dr TAPA (Tonga) said that his delegation had already made a statement on the issue on 
9 May 1987, when it had supported the role of WHO in the prevention of nuclear war through 
further study of the effects of nuclear war on health and health services. His delegation 
would vote in favour of the draft resolution. 

Mr BRACEGIRDLE (New Zealand) said that his delegation was disappointed that it had not 
been possible to achieve consensus on a text on such an important subject. The report of the 

Management Group was a comprehensive, useful document, which made plain the catastrophic 
health consequences of a nuclear war. It had also outlined areas where WHO could contribute 
to the prevention of nuclear war through the distribution of information on health 
consequences and greater cooperation in the health field. 

WHO had pressing priorities in the health field and those must come before other work, 
particularly when the Organization was facing severe financial difficulties. Such concerns 
had not been reflected in the draft resolution. His delegation regretted that the draft 
resolution was not broadly acceptable; it would therefore be obliged to abstain in the 
vote. The subject of the draft resolution was a matter of very great concern to New Zealand, 
which had already undertaken a study in a related area, by investigating the consequences to 
New Zealand of a nuclear war in the northern hemisphere. That was the first study of its 
kind, since it covered potential changes in the economy and society as well as in the 

environment, taking due account of research on the concept of the nuclear winter. An 
important aspect of the study would be the effect on New Zealand's medical and health 
services. The report of the nuclear impact study would be published in June 1987 and copies 
would be made available to the United Nations and its subsidiary bodies; there was a 

possibility of more detailed technical studies at a later date. 

Mr SENE (Senegal) said that the Management Group had adopted a multidisciplinary 
approach and covered the effects of nuclear war on human beings, the environment and 
agriculture, including in particular its devastating short- and long -term impact on the 
ecology of various regions, as well as the economic and social consequences which would 
follow in terms of disease and famine. Existing experience made it possible to forecast the 
effects of nuclear explosions on both people and the environment. Currently, a nuclear war 
employing only part of existing stocks even in a small area of the world would represent 
apocalypse. Weapons were becoming ever faster and more precise, at the same time capable of 
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greater destruction. It would be good if WHO could increase awareness of such issues. 
Recent research had shown that even a limited nuclear war could cause a kind of nuclear 
winter by cutting off the solar radiation from the earth. 

Any idea that a nuclear war could be won was consequently sheer lunacy and would lead 
only to collective suicide. But mankind could act so as to avoid nuclear war; that required 
universal awareness of the problem, translated into the political will to defend the right to 

life, to replace the desire for supremacy in the arms race. It had never been more necessary 
to achieve disarmament, as that was vital to development in the economic, social and health 
fields. 

The current discussion might seem unnecessary, as so many competent bodies were 
addressing the issue but, apart from the informational aspect, there was a fundamental 
ethical problem, because what was at issue was the fate of mankind and coming generations. 

His delegation therefore supported the draft resolution, bearing in mind, however, that, 
in due course, if there were no new developments, the Director -General should so inform the 
Health Assembly, which could reconsider the matter. Meanwhile the information was useful, 
and the Director -General should report to the next Health Assembly in the light of any new 
developments. 

Dr AL -ZAIDI (Libyan Arab Jamahiriya) said that his delegation considered that the Health 
Assembly was competent to examine the effects of nuclear weapons which could destroy the 
human race. The consequences would range beyond those involving health. The accident at 
Chernobyl had led to waves of panic throughout the world and, in Western Europe, countries 
had spent vast amounts to reduce the adverse impact of the accident. There had been 
demonstrations in all the capitals of Western Europe. Such events demonstrated that people 
panicked at the threat of nuclear war. His country was not rich but would nevertheless be 
obliged to incur expenditure to limit the effects of radiation, as it had done following the 
Chernobyl accident. All countries were faced by the same problem. 

Those who said that WHO should not consider the draft resolution did so for political 
motives. His delegation supported the draft resolution. Special priority should be given to 
evaluating the destructive impact of nuclear weapons. That issue was even more important 
than AIDS. 

Mr VAN DEN BERG (Netherlands) said that the report was scientific and businesslike. 
There was no reason why it should give rise to political controversy or why it should 
politicize the debate. The Management Group had treated the subject in such an exhaustive 
way that, for the moment, the continuation of the research effort did not seem necessary. 
The financial situation emphasized the need for caution. 

His delegation would not oppose a request to the Director -General to remain alert to the 
possible health aspects of nuclear war which had not yet been identified in the report, or to 
report such aspects to the Health Assembly if they were identified. His delegation opposed 
further continuation of the investigation in its current form and would vote against the 
draft resolution. 

Dr KLIVAROVA (Czechoslovakia) said that, as a co- sponsor of the draft resolution, her 
delegation felt that nothing could be more important than to acquire fresh data on the health 
and medical consequences of the use of nuclear weapons. It was important to have at all 
times relevant information for communication to countries and the United Nations, so that 
political decisions could be taken on the basis of all up -to -date information. The financial 
resources needed by the Management Group were so insignificant as to be unworthy of 
discussion. 

Professor MENCHACA (Cuba) noted that, in the course of the debate one delegate had 
suggested that all the Organization's financial resources should be used to combat diseases 
from which people were actually dying at the moment. However, in that connection account 
should be taken of the fact that the arms race and the threat of nuclear war were already 
being paid for dearly, particularly by the developing countries. For example, the 
psychological effects which the arms race and the threat of nuclear war were having on the 
world's population, especially on young people, had not yet been studied, and it was not 
known how far those factors were responsible for widespread social problems, such as drug 
addiction and violence. It was not just the possibility that one day a mentally sick person 
might press a button and put an end to life on earth; already, at the present time, 
thousands of avoidable deaths were occurring as a result of the diversion of resources to the 

arms race. It would be wonderful both for WHO and for humanity if that could be stopped, 
since many countries would then be able to increase their contributions to the Organization's 
budget many times over. That aspect of the situation deserved a little thought. 
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Another disturbing consideration was that the arms race, with its threat of nuclear war, 
was currently diverting the services of many intellectually gifted persons away from health 
and into military activities. In fact, funds badly needed for the Organization's work and 
for health research were being increasingly diverted away from the vital needs of society. 
With regard to the crucial point as to whether WHO ought, or ought not, to become involved in 
such matters, it should be borne in mind that, traditionally, the medical profession had 
never declined to involve itself in matters that had an impact on the health of the 

community. Health risks had never been excluded from the ambit of medical concern, and WHO's 
Constitution was quite explicit on that point. The campaign for human survival needed no 
apology. The Organization's supreme duty was to administer professional resources in such a 
way as to prevent the final epidemic of all. 

Dr JAKAB (Hungary) expressed her appreciation of the comprehensive report produced by 
the WHO Management Group in response to resolution WHA36.28, which her delegation had fully 
endorsed at the time. The work done by the Management Group had been excellent, and she 

would be grateful if the Director -General could give his further support to it in future. 

Her delegation's reasons for sponsoring the draft resolution before the Committee had been 
explained at the third meeting. In any case, she was convinced that WHO had to take up a 
topic that was an absolute prerequisite for health. 

Mrs BRUGGEMANN (Director, Programme for External Coordination), replying to the question 
put by the delegate of Colombia, informed the Committee that the activities of the WHO 
Management Group for the biennium 1986 -1987 would cost approximately US$ 85 000. The 

publication of the report now before the Committee would amount to an additional sum of 
US$ 50 000, making a total of US$ 135 000. In the proposed programme budget for 1988 -1989, a 

sum of US$ 40 900 was to be appropriated to fund the activities of the Group for that 
biennium. 

Dr OWEIS (Jordan) thanked the WHO Management Group for its second report on the effects 
of nuclear war on health and health services. The content of the draft resolution on the 

same subject now before the Committee was very important, and he hoped that the text would be 
distributed as widely as possible. Unfortunately, however, the Committee was still far from 
achieving a consensus on it. He therefore proposed that, in operative paragraph 5(3), the 
word "periodically" should be replaced by the words "whenever necessary ", in the hope that 

his amendment would lead to a consensus. 

At the request of Professor MENCHACA (Cuba) and Mr SOKOLOV (Union of Soviet Socialist 
Republics), the CHAIRMAN inquired whether those delegations that had expressed their 
opposition to the draft resolution would be able to accept it as amended by the delegate of 
Jordan. 

Mr LADSOUS (France) replied that the amendment in no way changed the position of his 
delegation, which continued to oppose the draft resolution. 

Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) endorsed the previous 
speaker's position. 

Dr DESLOUCHES (Haiti), supported by Dr CANO (Colombia), said that the subject under 

consideration was so important that a draft resolution on it ought to be approved by 
consensus. The main arguments presented against the present text related largely to 

operative paragraph 4. Therefore, in order to achieve a consensus, he proposed the deletion 
of that paragraph. 

Professor MENCHACA (Cuba) said that there obviously was no consensus. At past Health 
Assemblies draft resolutions had been submitted and, after many hours of negotiation, 
agreement had been reached to amend them. Later, however, when it had come to a vote, there 
had been no consensus because some delegations had opposed the amended text. It had 

therefore been correct to ask those delegations which had opposed the draft resolution to 

give their opinion on the amendments, and it would be appropriate if the Jordanian amendment 
could be withdrawn, since it had not led to a consensus. 

Mr SOKOLOV (Union of Soviet Socialist Republics) endorsed the previous speaker's remarks 

concerning the Jordanian amendment and expressed his delegation's opposition to the amendment 
proposed by the delegate of Haiti. He proposed that the Committee should proceed to a vote. 
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Noting that there was no consensus, Dr OWEIS (Jordan) and Dr DESLOUCНES (Haiti) withdrew 
their amendments. 

The draft resolution was approved by 59 votes to 16, with 30 abstentions.' 

Mr DANIELSSON (Sweden), speaking in explanation of vote, said that his delegation had 

unfortunately had to abstain. That did not reflect the view that WHO did not have a role to 
play in examining the effects of nuclear war on health. The work done by the Management 

Group provided ample evidence that the Organization could contribute by increasing awareness 
in areas that lay within its competence. The Group's report had aroused a great deal of 
interest in Sweden and, in addition to its scientific value, had merit as an eye -opener for 
politicians and others. Nevertheless, the proposal in operative paragraph 4 that the Group's 

mandate should be continued was unacceptable. Instead of continuing work in areas that lay 
on the outskirts of WHO's field of competence, WHO should in future continue its work in 
other areas, given the difficult financial situation. Finally, his delegation regretted that 
the sponsors of the draft resolution had not found it possible to take into account the 
Swedish delegation's sincere attempts to arrive at a text that would have attracted broader 
support than the one just approved. It felt that the most appropriate decision for the 
Health Assembly would have been to request the Director -General to remain alert to new 
developments in the areas already studied and, if any new developments occurred, to report on 

them to the Executive Board. 

Mr КUSUMOTO (Japan), speaking in explanation of vote, said that his delegation had voted 
against the draft resolution. It was interested in studies being made of the effects of 

nuclear war on health. However, the Group of Consultant Experts set up under United Nations 
General Assembly resolution 41/86Н, with the United Nations Department for Disarmament 
Affairs acting as its secretariat, had begun its study on the climatic and potential physical 
effects of nuclear war, including nuclear winter. That study also covered the effects of 
nuclear war on health. Having regard to that fact, his delegation could not help expressing 
its doubt as to whether high priority should be given to a continuation of a study of that 

kind by WHO, especially at a time when the Organization faced a difficult financial situation. 

Dr KUBESCH (Austria), speaking in explanation of vote, said that his delegation had 

abstained in the vote. It considered that the report prepared by the WHO Management Group 

was scientifically based, business -like aid balanced; his delegation therefore had no 
objection to its appropriate publication. On the other hand, his delegation believed that 
the area in question was well beyond the competence of WHO. Consequently, a continuation and 
extension of investigations in it and further reporting to the Health Assembly did not appear 
to be justified, particularly in the light of the scarcity of resources, which could be spent 
more usefully on other activities. 

The meeting rose at 11h10. 

I Transmitted to the Health Assembly in the Committee's second report and adopted as 

resolution WНA40.24. 



NINTH MEETING 

Wednesday, 13 May 1987, at 14h30 

Chairman: Dr R. W. CUMMING (Australia) 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

General matters: Item 32.1 of the Agenda (Document A40 /INF.Doc. /131) (continued from the 
sixth meeting, section 2) 

Draft resolution on embargo of medical supplies and its effects on health care 

The CHAIRMAN drew attention to the fact that the draft resolution was proposed by 
30 delegations. 

The DIRECTOR -GENERAL said that, as he was expected to contribute to the discussion 
whenever he believed that he could, he would yet again appeal for consensus. Noting that the 
draft resolution referred to the Director -General, he wished to make his position clear. 

Without entering into the feeling of the Committee on the substance of the draft 
resolution, he stated that, during his term of office as Director -General, he had 
consistently endeavoured to take decisions that would enable WHO to come to the rescue of 

people suffering under colonialization, occupation or any kind of discrimination, so that 
their health would not be affected. It was his credo that WHO had an obligation to help 
people everywhere, under any conditions, whenever it could. Such help had frequently been 
given in Asia, in the Eastern Mediterranean area, in Africa and in the Americas. The 
Organization was ready to do its utmost to provide equipment or supplies in order to prevent 
any deterioration of the health of populations caused by external or internal events. He was 
proud to have always been on the side of the downtrodden. 

In the context of the specific case before the Committee, he had had the honour of 
receiving the delegation of one of the countries that had co- sponsored the draft resolution 
and he had spontaneously offered to do everything possible to ensure that the required 
equipment and supplies were provided, to prevent suffering caused by external factors. 

He appealed to the Committee to reach consensus on giving a mandate to the 
Director -General to do his utmost to come to the rescue of people whose health was being 
threatened by external or internal factors. That was what he intended to do. 

Dr TAPA (Tonga) requested that the Legal Counsel be asked to clarify the legal position 
and the procedure to be adopted with regard to the draft resolution, before the Committee 
embarked on a discussion of its content. 

The CHAIRMAN said that, while appreciating the humanitarian concerns expressed in the 
draft resolution, he was uncertain about the correct procedure to be followed. Following the 
relevant decision of the Health Assembly at its third plenary meeting, the President had 
written to one of the co- sponsors pointing out that the Health Assembly, at that meeting, had 
decided not to include on the present agenda an item dealing with the matter but, instead, to 
refer it to the Executive Board. The important point was that, far from being shelved, the 
matter had been referred to the Board because it required study. 

In the circumstances, he too would welcome the advice of Legal Counsel on the legal 
situation in the Committee. 

Mr VIGNES (Legal Counsel) recalled that the Health Assembly, at its third plenary 
meeting, had decided not to place on its agenda an item entitled "Embargo of medical supplies 
and its effect on people's health ", but to refer it to the Executive Board. The title of the 

draft resolution before the Committee, "The embargo of medical supplies and its effects on 

health care ", was almost identical to that of the item that the plenary had decided not to 

discuss. If the Committee were to decide to discuss the draft resolution, that would 

I Document WHА40 /1987 /REC /1, Annex 7. 
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necessarily entail the discussion of the substance of the draft resolution, i.e., the embargo 
of medical supplies, contrary to the decision of the Health Assembly in plenary. Under 
Rule 70 of the Rules of Procedure of the Health Assembly, however, the Health Assembly was 
legally able to reverse its decision, provided that a two -thirds majority of Members present 
and voting so decided. 

If the Committee decided that it wished to consider the draft resolution, it would have 
to recommend to the Health Assembly that it change its decision. Under Rule 85 of the Rules 
of Procedure, which stated that the procedure governing the conduct of business and voting by 
committees should conform to the Rules relative to the conduct of business and voting in 
plenary meetings, the recommendation of the Committee to the plenary would have to have the 
same majority. 

The CHAIRMAN suggested that the Committee vote on the motion to recommend 
reconsideration by the plenary of its decision. He noted that, under Rule 70 of the Rules of 
Procedure, permission to speak on a motion to reconsider should be accorded only to two 
speakers opposing the motion. 

Dr SAMPSON (Nicaragua), requesting clarification, said that the General Committee had 
discussed the introduction of the topic under consideration as an agenda item. Was there not 
a difference between an agenda item and a draft resolution supported by 30 delegations? Some 
years earlier, a similar draft resolution on a trade embargo directed against his country 
which affected equipment and machinery used in the health services had been discussed without 
such complex legal argumentation. The embargo mentioned in the draft resolution under 
consideration affected health services. It was a serious problem and he saw no reason why 
anyone should be afraid to discuss it. 

Dr AL -ZAIDI (Libyan Arab Jamahiriya), requesting clarification, said that the item put 
to the General Committee and then referred to the plenary had been presented in a general 
manner, without any documents. The General Committee had therefore not had a very clear 
picture of the situation. Committee B, however, had been supplied with a well -defined draft 
resolution submitted by 30 countries with differing political systems and from various 
Regions. He believed that there was no relationship between the agenda item considered in 
the plenary and the draft resolution before the Committee. He therefore appealed for a 
discussion of the draft resolution, since it dealt with an urgent matter which did not 
require any particular study or analysis by the Executive Board or elsewhere. The question 
was whether the Health Assembly accepted an embargo on medical supplies as a form of 
political pressure. It was a question that could brook no delay. He thanked the 
Director -General for his determination to assist the Libyan Arab Jamahiriya in meeting its 
requirements for medical supplies. 

Professor MENCHACA (Cuba) disagreed with the opinion of the Legal Counsel. The question 
dealt with by the General Committee and the plenary had concerned the inclusion of a new item 
on the agenda, but that was not what was at issue at present. A draft resolution had been 
submitted to the Committee as a general matter under an existing agenda item, item 32.1. 

Mr VIGNES (Legal Counsel) said that he understood the argument that a decision not to 
add an item to the agenda aid the introduction of a draft resolution under another agenda 
item were two different situations. As he had said before, however, discussion of a draft 
resolution necessarily entailed discussion of its substance. The question therefore arose of 
whether discussion of the subject matter of the draft resolution before the Committee was 
compatible with the decision taken in the plenary. It was, of course, up to the Committee to 
decide. 

The CHAIRMAN considered that it would be impossible to discuss the draft resolution 
without discussing the subject that the plenary had referred to the Executive Board. 

Dr AL -ZAIDI (Libyan Arab Jamahiriya) asked why legalistic and formalistic arguments were 
being used to avoid consideration of a humanitarian problem which currently affected the 
lives of four million citizens in his country. 

The CHAIRMAN said that he understood the comment by the delegate of the Libyan Arab 
Jamahiriya to constitute a motion of appeal against his decision to apply Rule 70; under 
Rule 58, that appeal had immediately to be put to the vote. 

The appeal was rejected by 41 votes to 35, with one abstention. 
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The CHAIRMAN therefore invited the Committee to vote, in accordance with Rule 70, on the 
proposal to recommend reconsideration by the plenary of the Health Assembly's earlier 
decision. 

Dr CANO (Colombia) said that he had not entirely understood the proposal before the 
Committee. 

Mr VIGNES (Legal Counsel) recalled that the Chairman had ruled that, in order to discuss 
the issue, it would be necessary to request the plenary to reconsider its decision. The 
Chairman's ruling had been confirmed by the vote just taken. As a consequence, delegates 
were now being asked to vote on the motion that the plenary should be requested to reconsider 
its earlier decision. Those who were in favour of the matter being thus referred to the 
plenary should vote in favour of the proposal. A two -thirds majority was necessary for the 
proposal to be adopted. 

The result of the vote was as follows: 

Number of Members present and voting 75 

In favour 42 

Against 33 

Abstentions 2 

Number required for a two - thirds majority 50 

The motion for reconsideration was therefore rejected. 

Professor MENCHACA (Cuba), speaking in explanation of vote, said that, in his opinion, 
the Rules of Procedure had been interpreted incorrectly by the Legal Counsel and he wished 
his strong objection to be recorded in the summary record. The issue was not whether a new 
item should be added to the agenda but whether a resolution should be presented within the 
context of the discussion on item 32.1. He agreed with the Director -General and had been 
inspired by his words. Everyone had witnessed what had happened subsequently, and he 
deplored that. 

The CHAIRMAN said that although the delegate of Cuba's objection would be recorded, 
according to Rule 77 of the Rules of Procedure the sponsor of a proposal was not permitted to 
speak in explanation of vote. However, he would allow exceptions. 

Dr AL -ZAIDI (Libyan Arab Jamahiriya) said that he too objected strongly to the way in 
which the Rules of Procedure had been interpreted and to the lack of good will shown and, in 
protest, his delegation would withdraw from the meeting. 

Professor MENCHACA (Cuba), speaking on a point of order, respectfully requested the 
Chairman to withdraw his comments regarding his earlier explanation of vote so that they 
would not be recorded in the summary record. No exceptions were being made, since all Member 
States were fully entitled under the Rules of Procedure to give an explanation of vote. 

The CHAIRMAN read out Rule 77, which stated that, after voting had been completed, a 

delegate might make a brief statement, consisting solely of an explanation of vote. A 
sponsor of a proposal must not speak in explanation of vote, unless the proposal had been 
amended. He had agreed to make exceptions to that Rule. 

Mrs LYNAM (Chile) said that it was her understanding that the matter would be referred 
to the Executive Board, and asked whether that was indeed so. 

The CHAIRMAN confirmed that the situation was as decided earlier in the plenary, namely 
that the issue was an important one and should be referred first to the Executive Board. 

Dr SAMPSON (Nicaragua), speaking in explanation of vote, said that he wished his 
delegation's objection to the way in which the issue had been handled to be recorded in the 
summary record. It was inappropriate for such a delicate question as an embargo on medical 
supplies to a country. As he had said earlier, his own country had suffered from such an 
embargo and well understood the consequences both for the economy and particularly for the 
health services. Anyone who had experienced such a situation understood its importance - it 
constituted an attack on the health of millions of human beings. 
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The CHAIRMAN, referring to the discussion that had just taken place, acknowledged that, 

since the vote was being taken on a procedural matter and not on the resolution of which 
Professor Menchaca had been a co- sponsor, no exception had been made and Professor Menchaca 
had had the right to explain his vote. 

Draft resolution on radionuclide contamination of foodstuffs 

The CHAIRMAN drew attention to the following draft resolution, proposed by the 

delegations of Australia, Cameroon, Canada, Egypt, Tunisia and Zaire: 

The Fortieth World Health Assembly, 
Considering the increasing use of nuclear power as a source of energy; 
Mindful of the possibility of accidental and unexpected failure of the safety 

measures usually taken to guard against radiation pollution; 
Aware of the short- and long -term effects of radionuclide contamination of food and 

the environment on man, animals and plants; 
Noting that most developing countries lack the means necessary for evaluation and 

control of radionuclide contamination of their environment and foodstuffs; 
Recalling the effects of nuclear accidents on the contamination of food; 
Recalling further the possibility of control failures in any of the industrialized 

countries, particularly the food -exporting countries; 

1. SUPPORTS the development within the international community of clear values on 
radionuclide contamination of food which can be adopted by all Member States to protect 
the health of their populations; 

2. CALLS UPON food -exporting countries to take the necessary measures without delay to 
ensure that their products for export to developing countries do not contain radioactive 
substances above acceptable levels for human and animal consumption; 

3. URGES the Director -General to finalize the guideline values and to promote, in 
cooperation with FAO and other relevant organizations, their wide application by Member 
States, exploring all available mechanisms including those existing within the joint 
FAO /WHO Codex Alimentarius Commission; 

4. URGENTLY REQUESTS the Director -General and all national, international, 
nongovernmental and intergovernmental organizations dealing with health to identify 
centres capable of examining suspected food efficiently and adequately, to ensure its 

safety for human and animal consumption before it is exported to Member States; 

5. REQUESTS the Director -General to report to the Forty -first World Health Assembly on 
the action taken to this effect. 

Dr BERLIN (Commission of the European Communities) said that it was unfortunate that 
delegates had not had the opportunity to discuss the matter earlier. 

Since 1967, within the mandate of the European Atomic Energy Treaty and at the proposal 
of the Commission, the Council of Ministers had adopted a number of legislative texts 
concerning contamination by radionuclides. During 1986, the Commission and the Council of 
the European Communities had paid considerable attention to the problem of radionuclide 
contamination of foodstuffs following nuclear accidents, a matter fully within the mandate of 
the Treaty. Council Regulations had been introduced at Community level in May 1986, setting 
cumulative maximum levels of radioactivity for caesium -134 and caesium -137 in milk and 
certain milk products (370 Bq /kg) and other products (600 Bq /kg). The limits had remained in 

force following reconsideration in September 1986 and February 1987 and would continue to do 
so until the end of October 1987. 

An international scientific seminar on foodstuffs intervention levels following a 
nuclear accident, organized by the Commission, had been held in Luxembourg from 
27 to 30 April 1987 and was attended by radiation protection experts from 27 countries and 
five international organizations. Although the seminar had not elaborated specific 
intervention levels for foodstuffs which would be considered as internationally acceptable, 
it had concluded that there was an imperative need for such levels to be applied selectively 
following a nuclear accident according to the magnitude of the problem. A consensus had been 
reached on a number of principles to be followed for deriving such levels. It had also been 
recognized that development of such levels would require some time and the involvement of a 
number of international agencies. The Commission of the European Communities was ready to 
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participate in that activity. It had already participated actively in the interagency 
meetings organized by WHO. 

The Commission was intending to present to the Council a proposed regulation that would 
allow the rapid introduction of harmonized intervention -limit values in the case of an 
emergency situation resulting from a nuclear accident. A mechanism was foreseen which would 
allow those limits to be rapidly adapted so as to conform to internationally agreed values. 

The Commission considered that there was a fundamental difference between intervention 
levels following a nuclear accident (emergency levels) and long -term limits for radionuclide 
contamination of foodstuffs and that full account should be taken of that difference. 

Dr MAFIAMBA (Cameroon) said that the draft resolution was a much weaker version of the 
one originally handed in to the Secretariat. The developing countries, especially those from 
Africa, felt a strong need for protection as they did not have the technical know -how to 
monitor levels of radioactivity in imported foodstuffs. He would have preferred to see a 

much stronger resolution, similar to the one adopted at the Cairo meeting of African 
ministers of health. However, he understood that, as neither WHO nor the Codex Alimentarios 
Commission had the power to enforce the observance of certain limits, it would be better for 
the resolution to focus on an appeal to developed countries to cooperate, so that the 
contamination of the foodstuffs they exported, particularly to the developing countries, was 
within acceptable limits. 

Mr GHACHEM (Tunisia) said that his delegation had sponsored the draft resolution as a 

follow -up to the meeting of African ministers of health held in Cairo immediately prior to 
the Health Assembly. The ministers of health present at that meeting were concerned at the 
possibility of control failures and other unforeseen occurrences and were particularly 
worried by the limited means available for determining and evaluating levels of radioactivity. 

As the previous speaker had said, the text had been revised with the help of the other 
sponsors. He wished to propose two further amendments. First, the last preambular paragraph 
should be amended to read "Recalling further that accidents may occur as a result of control 
failure in any of the industrialized countries, particularly the food -exporting countries; ". 
Secondly, the words "to developing countries" should be deleted from operative paragraph 2. 

He wished to stress that the sponsors were exclusively concerned with the protection of 
the health of populations, and hoped that the draft resolution would be adopted by consensus. 

DE SOUZA (Australia) said his delegation had agreed to be included among the sponsors 
of the draft resolution because, along with many other developed and developing countries, 
Australia was deeply concerned at the possibility of radionuclide contamination of foodstuffs. 

A number of delegates had informed him of their concern that there had been no previous 
discussion of the matter and that no documents had been presented. They were therefore 
unaware of the progress made by WHO or other organizations in that area. Some information 
had been given by the representative of the Commission of the European Communities, and he 
requested the Secretariat to give further information if possible. 

Mrs LYNAM (Chile) suggested that the last preambular paragraph should be amended by 
deleting the reference to industrialized countries, so that it would read: ... in any of 
the food exporting countries ". She fully supported the suggestion of the delegate of Tunisia 
with regard to operative paragraph 2. 

Mr THUYSBAERT (Belgium), speaking on behalf of the 12 Member States of the European 
Community, welcomed the draft resolution under discussion, which addressed an important 
problem with significant health implications. He noted that the problem had only been 
briefly considered at the seventy -ninth session of the Executive Board in January 1987. The 
12 Member States of the European Community fully agreed with the aims of the draft resolution 
but there were a number of difficulties with respect to the text of that draft and those 
difficulties had not been resolved by negotiation. In view of the complexity of the subject 
he would not oppose further study of the matter. 

Dr LARIVIERE (Canada) said that all delegates should be fully aware of all the 
implications of the adoption of the draft resolution as it stood. It addressed an important 
and complex issue and his delegation had agreed to co- sponsor it because it shared the 
concern of the original co- sponsors and understood their motives. It was obvious that not 
all those who supported the draft resolution possessed the relevant technical information 
available on the subject. As the delegates were discussing the matter, more information was 
gradually becoming known. Other organizations, such as IAEA and FAO, were also tackling the 
problems of monitoring, standards and limits. Attempts were being made in the international 
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community to harmonize all those efforts. It would be another sad day if the Committee could 
not reach agreement by consensus on the question of radionuclide contamination of 
foodstuffs. His delegation therefore urged all delegations to rally behind the draft 
resolution under consideration. As the delegate of Belgium and other delegates had pointed 
out, the text of the resolution raised a number of difficulties. It would therefore be 
useful for all the organizations concerned to study that complex matter in a coordinated 
manner and he suggested that it might be preferable to refer it to the Executive Board in 
order to ascertain what the Organization and its Member States, as well as other 

international organizations, could do in cooperation to achieve harmonious procedures and 

mechanisms to protect the health of all. 

Mr BIGGAR (Ireland) said that his delegation fully supported the idea behind the draft 
resolution, namely that there was a need to develop at an early stage values about acceptable 
levels of radionuclide contamination of foodstuffs. However, it had certain reservations 

about some of the terminology of the draft resolution. The last preambular paragraph implied 

that there was a greater possibility of control failures occurring in food -exporting 
countries than in others. His delegation considered that that was not the case and that 
implication was a cause of concern to Ireland, which was a food-exporting country. It was 
more important to consider the consequences than the possibility of control failures. It 

would be helpful to amend that particular paragraph. Operative paragraph 2 should refer to 
exports to all countries and not only to developing countries; the amendment proposed by the 
delegate of Tunisia was helpful and constructive. His delegation had doubts about operative 
paragraph 4, which requested the Director -General and virtually every national and 
international organization to identify centres capable of examining suspect food 

efficiently. That had very wide implications; it would require visits to every agricultural 
centre in the world and, if all the intergovernmental and nongovernmental organizations 
wanted to carry out such inspection visits, work at testing centres would come to a virtual 
standstill. Only minor changes in wording would be needed to dispel that remote 
possibility. He felt that further negotiations would lead to a text acceptable to all. 

Mr KATO (Japan) said that his delegation fully understood the seriousness and importance 
of the matter under discussion, particularly for developing countries, which imported 
considerable amounts of foodstuffs. However, because of the technical complexity of the 

subject, he agreed that it would be preferable for it to be first discussed by the Executive 
Board. That would lead to better results. 

Dr JURJI (Iraq) said that his delegation would welcome clarification of the reference in 
operative paragraph 2 to "... radioactive substances above acceptable levels for human and 
animal consumption ". He wondered which authority was entrusted with the task of defining 

acceptable levels. 

Dr WAIGHT (Prevention of Environmental Pollution) said that a major component in WHO's 
programme in radiation protection following the Chernobyl accident was its undertaking to 
provide guideline values for the levels of radionuclide contamination of environmental media, 
especially food. That action was prompted by the disparity in national responses to the 

contamination and there was considerable confusion over the different actions taken at 
different levels of food contamination. WHO began its work soon after the accident and in 
November 1986 convened a meeting with FAO, IAEA, the Commission of the European Communities 
and the Nuclear Energy Agency of OECD to coordinate international activities in the field of 
radionuclide contamination of food. WHO's proposed activity had been reviewed by the 
Executive Board in January 1987, and in April 1987 a WHO expert group had produced a draft 

document on guideline values which, it was hoped, were realistic, practicable and easy to 
apply. The draft was now being prepared for international review prior to finalization by a 
task group in September 1987. The guidelines were designed to ensure that public health was 
protected by minimizing the health detriment and ensuring the judicious use of a country's 
resources. In view of the confusion resulting from the fact that international guideline 
levels were not available soon after Chernobyl, all agencies were currently conscious that 
too many international levels could lead to similar confusion. Accordingly, the 

international organizations were acutely aware of the need to collaborate to reach a 
consensus and the Director -General was most grateful for the assistance that had been 
forthcoming from FAO, IAEA, the Commission of the European Communities, and the Nuclear 
Energy Agency of OECD. He added, in reply to the last question, that it was very clear that 
the level of radionuclide contamination by a particular radionuclide permissible for a 
particular food would vary not only with the radionuclide in question but also with the 
pattern of food consumption of the cóuntry concerned. For instance, in Europe one could 
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permit a higher level of rice contamination, because consumption was lower, than one would 
permit in Asia where consumption was higher. There were extremely difficult and complex 
variables which needed to be addressed and a consensus method of approach would have to be 
developed. That was in the process of happening in the international agencies that were most 
concerned with those problems. 

Mr SAMSOM (Netherlands) stressed the need for an international consensus on the question 
of the radionuclide contamination of foodstuffs but expressed reservations about the draft 
resolution. Referring to the sixth preambular paragraph, he pointed out that not only 
developed but also developing countries possessed nuclear installations and could therefore 
experience accidents. That paragraph must therefore refer to countries of both types. The 
wording of operative paragraph 1, referring to "values ", was inconsistent with the words of 
the Director of the Division of Environmental Health, Dr Kreisel, at the twentieth meeting of 
the seventy -ninth session of the Executive Board, as reported on page 339 of document 
EB79/1987/REC/2, who had spoken of "WHO guidelines for health -based derived intervention 
levels ". It would be difficult to work out international standards, since even within an 
individual country there were great differences in the deposition of radionuclides and in 
dietary patterns, to say nothing of the problem of food imports. It was obvious that much 
remained to be done. It was also not clear whether the standards were to apply to radiation 
levels resulting from accidents, or to background radiation levels. The Director -General 
should finalize the guideline values as soon as possible and promote their application in 
collaboration with all the international organizations concerned, on the basis of a consensus 
with IAEA, the OECD Agency, FAO and the Commission of the European Communities because the 
success of the scheme depended entirely on international agreement. However, that process 
was likely to take time. 

Operative paragraph 4 was unrealistic because the request had very complex implications 
and would involve too many examination centres. In the Netherlands, for example, it had been 
very difficult to decide on the accuracy and reliability of the conflicting conclusions 
reached by the food inspection laboratories and the meat -testing laboratories in carrying out 
identical tests. Common principles for testing must be developed as a prerequisite, but even 
then it would be difficult to determine exact levels of radiation. The paragraph in question 
was unlikely to facilitate international cooperation. At the most, governments could be 
requested to identify centres capable of carrying out measurements and the Director -General 
could compile a directory of them. However, it was essential that guarantees should be 
secured to ensure that incidents would not create panic on the scale created by the Chernobyl 
accident. The consequences of an accident in the Netherlands were unthinkable, but the 
psychological impact would certainly be even worse than the physical impact in terms of food 
contamination. 

He would urge WHO to continue its useful work on the question, but it was too early to 
reach a decision on the draft resolution. The Director -General's report, when finalized, had 
to be referred to the Executive Board for consideration and a draft resolution could perhaps 
be submitted to the Health Assembly in 1988. He would advocate that course of action. 

Professor ROOS (Switzerland) said that, although he understood the aims of the draft 
resolution, he supported the statement made by the delegate of the Netherlands to the effect 
that the problem, which had mainly affected Europe, must be studied in greater depth. There 
were also questions to be settled in connection with the contamination of foodstuffs, the 

effects of radiation on the human body, and internal irradiation as opposed to natural and 
medical irradiation. The Government of Switzerland had accordingly proposed at the Regional 
Committee for Europe in September 1986 that a conference of experts highly qualified in the 
scientific and technical fields concerned should be convened, in close collaboration with 
WHO, and so a Working Group on Harmonization of Public Health Actions in relation to Nuclear 
Accidents was to be held in Geneva from 10 to 13 November 1987. The Government had pledged a 
substantial financial contribution to that end. Switzerland therefore supported the proposal 
put forward by the delegates of Canada, Japan and the Netherlands, that the matter should be 
referred to the Executive Board. The issue was too important for a decision to be reached 
without prior consideration of all the necessary documentation. 

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland), while agreeing with 
the aims of the draft resolution, expressed reservations as to the text itself, which he 
would be unable to support as it stood. As had been pointed out by the delegate of the 
Netherlands, the complex nature of the issue called for fuller and further study; as had 
been stated by the delegate of Canada, it also called for a consensus. The matter should 
therefore be referred to the Executive Board, as suggested by the delegates of Canada, Japan, 
Netherlands, and Switzerland especially in the light of the guidelines put forward by the 
expert group. 
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Mrs LYNAM (Chile) agreed with the preceding speakers that the issue should be referred 
to the Executive Board for further consideration. 

The DIRECTOR- GENERAL also agreed that, in strictly technical terms, the issue was indeed 
very complex. However, it was essential not only to consider what could be done by WHO and 
the international community, but also to admit what could not be done. WHO had often made 
mistakes in the past because it had taken on more than it could manage. It was suggested 
that the issue should therefore be considered thoroughly by the Executive Board in January 
1988, and that all the relevant facts should be taken into consideration, after the meeting 
of the task group, with a view to elaborating a reasonable consensus draft resolution by the 
Board for submission to the next Health Assembly. 

It was decided that the matter should be referred to the Executive Board. 

Draft resolution on the deteriorating health situation in Somalia caused by recurring 
drought 

The CHAIRMAN drew attention to the following draft resolution submitted by the 
delegations of Ghana, Kenya, Saudi Arabia, Somalia, Sudan, Uganda, Yemen and Yugoslavia: 

The Fortieth World Health Assembly, 
Deeply concerned that drought is again threatening life and causing serious loss of 

livestock and property in Somalia; 
Bearing in mind the information provided by the Government of Somalia, which 

estimates that 1.6 million people, including 700 000 children, are affected by the 
drought, and that 800 people have died, and indicates that the situation is rapidly 
deteriorating, especially in northern and central Somalia; 

Noting that the Government appealed on 29 April 1987 for emergency assistance, and 
has taken steps to coordinate the relief efforts together with the United Nations and 
the donor community, including the establishment of a drought action committee on 30 
April 1987; 

Aware of the relief needs as stated in the information report /alert message issued 
on 5 May 1987 by the United Nations Disaster Relief Coordinator; 

1. COMMENDS the strenuous efforts of the Government of Somalia to alleviate the 
hardships suffered by the victims of the drought; 

2. EXPRESSES its gratitude to the Director -General for his prompt support to the 
Somali Government; 

3. REQUESTS Member States, nongovernmental organizations and the other organizations 
of the United Nations system to participate in the concerted effort to alleviate the 
adverse effects of the drought on the Somali population; 

4. REQUESTS the Director -General: 

(1) to draw the attention of Member States to the deteriorating health situation 
in Somalia caused by the recurring drought; 

(2) to take further steps to alleviate the health effects on the drought -stricken 
population, in collaboration with the United Nations and other organizations; 

(3) to explore the possibilities of providing further support from within WHO or 
from external sources to assist the Government in the relief programmes; 

(4) to support the Government in monitoring the health situation of the affected 
population and in strengthening the Government's disaster -preparedness capacity 
within the overall health development programmes. 

Although the draft resolution had only been submitted on the previous day, the Committee 
might wish to consider it. There being no objections, he invited comments on the substance 
of the draft resolution. 

The draft resolution was approved by consensus.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.19. 
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2. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS: PRINCIPLES GOVERNING RELATIONS 
BETWEEN WHO AND NONGOVERNMENTAL ORGANIZATIONS (APPROVAL OF RECOMMENDATIONS SUBMITTED BY 
THE EXECUTIVE BOARD): Item 33 of the Agenda (Document ЕВ79 /1987 /REС /1, Part I, 

resolution ЕВ79.R22 and Annex 11) 

Dr AYOUB (representative of the Executive Board), introducing the item, said that 
because the important role of nongovernmental organizations in the partnership network of 
governments, peoples and WHO had recently been recognized, notably at the Technical 
Discussions in May 1985 on "Collaboration with nongovernmental organizations in implementing 
the Global Strategy for Health for All ", WHO's collaboration with those organizations was 
being reoriented and expanded. The need to broaden the range of nongovernmental 
organizations with which WHO collaborated, and to mobilize national and regional, as well as 
international, organizations had led the Health Assembly to recommend, in 1985, a review of 
the existing framework for relations with nongovernmental organizations. 

The Working Principles Governing the Admission of Nongovernmental Organizations into 
Official Relations with WHO had been in force, with only minor amendments and additions, 
since 1948, and related mainly to WHO's official relationship with such organizations. It 

had been felt that a broader framework should be set up, one which could be a practical 
working tool for the Executive Board, the Secretariat and the organizations themselves. 

At its seventy -ninth session in January 1987 the Executive Board had reviewed a revised 
version of the Principles and had discussed the views thereon expressed by its Standing 
Committee on Nongovernmental Organizations, the regional committees and the Secretariat. The 

Board had decided to recommend that the Health Assembly adopt the revised Principles 
(Annex 11 to document ЕВ79 /1987 /REC /1, Part I), and to that end had incorporated, in 

resolution EB79.R22, a draft resolution for adoption by the Health Assembly. 
As the Principles covered the whole span of relations with nongovernmental 

organizations, they had been entitled "Principles Governing Relations between WHO and 
Nongovernmental Organizations ". They dealt with seven sections, which covered the 
constitutional basis and objectives of WHO's collaboration with nongovernmental 
organizations; the stages of such relations, ranging from first contacts through informal 
working relations to a formal relationship; criteria and procedures for admission to 

official relations; regional arrangements; and privileges and responsibilities entailed by 
official relations. Such relations were conceived as being organized around work plans 
setting out mutually agreed activities within specific time frames. 

WHO was moving to develop its partnership with such organizations still further. At the 
national level, government representatives and nongovernmental organizations needed to get to 
know one another's strengths, limits and roles. Extensive support would be needed from 
nongovernmental organizations at all levels in order to harmonize activities relating to 

health advocacy, health personnel training and aspects of research and development, aid in 
channelling both financial and human resources into those activities. Many tools were needed 
to facilitate that task, and the Principles represented one such tool. 

Mr HORNIKX (Rwanda) said that he fully supported the draft resolution, which would 
facilitate relations between WHO and nongovernmental organizations. Although the Health 
Assembly had recently decided to encourage greater collaboration between governments and 
nongovernmental organizations, few examples of improved relations had so far been seen. 
Rwanda was a notable exception to that rule; the Government had long cooperated closely with 
the national coordinating bureau for nongovernmental organizations working in the health 
field, and he himself was both executive secretary of the bureau and a member of Rwanda's 
delegation to the Health Assembly. 

The draft resolution recommended by the Executive Board in resolution EB79.R22 was 
approved.1 

3. UNITED NATIONS JOINT STAFF PENSION FUND: Item 34 of the Agenda 

Annual report of the United Nations Joint Staff Pension Fund for 1985: Item 34.1 of the 

Agenda (Document A40 /16) 

Mr FURTH (Assistant Director -General), introducing the item, said that document A40 /16, 
which was presented to the Health Assembly in conformity with the Regulations of the United 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
resolution WHA40.25. 
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Nations Joint Staff Pension Fund, briefly highlighted the financial situation of the 

Fund and summarized the action taken by the United Nations General Assembly at its 1986 
session. Full details could be found in the Report of the United Nations Joint Staff Pension 
Board (United Nations General Assembly document, supplement No.9 (А/41/9)), copies of which 
were available to 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 1985 and as reported by the Director -General in the document before the 
Committee. 

Decision: The Committee decided to recommend to the Fortieth World Health Assembly that 
it note the status of the operation of the Joint Staff Pension Fund, as indicated by the 

annual report of the United Nations Joint Staff Pension Board for the year 1985 and as 
reported by the Director- General.l 

Appointment of representatives to the WHO Staff Pension Committee: Item 34.2 of the Agenda 
(Document A40/17) 

The CHAIRMAN pointed out that the item covered the appointment of a member and of an 
alternate member of the WHO Staff Pension Committee to replace the member and the alternate 
member whose terms were now expiring, in accordance with a rotation schedule which enabled 
the various regions to be represented. 

The terms of office of the member and of the alternate member designated by the 
Governments of Côte d'Ivoire and the Republic of Korea would expire at the closure of the 

Fortieth World Health Assembly. The Committee might therefore wish to recommend to the 
Health Assembly that it appoint its new representatives on the WHO Staff Pension Committee by 
selecting two Member States from among those entitled to designate a person to serve on the 
Executive Board, whose designees would then be the member and the alternate member of the WHO 
Staff Pension Committee for a period of three years. 

Since the practice of the Health Assembly in the past had been to ensure that WHO 
regions were equitably represented on the WHO Staff Pension Committee, the Health Assembly 
might wish to select the Member States concerned from regions no longer represented on the 
Committee, namely, the African and Western Pacific Regions. 

He called for nominations of a Member State entitled to designate a person on the 
Executive Board whose designee would be appointed a member of the WHO Staff Pension Committee 
and would replace the member of the Executive Board designated by the Government of 
Côte d'Ivoire. 

Dr BELLA (Côte d'Ivoire) proposed Malawi. 

The CHAIRMAN called for nominations of a Member State entitled to designate a person on 
the Executive Board whose designee would be appointed an alternate member of the WHO Staff 
Pension Committee to replace the member of the Executive Board designated by the Government 
of the Republic of Korea. 

Mr Kwang Kyun CHUNG (Republic of Korea) proposed Japan. 

MR KATO (Japan) said his delegation was honoured by the nomination. 

Decision: The Committee decided to recommend to the Fortieth World Health Assembly that 
it appoint the member of the Executive Board designated by the Government of Malawi as 
member of the WHO Staff Pension Committee, and the member of the Board designated by the 
Government of Japan as alternate member of the Committee, the appointments being for a 

period of three years.2 

The meeting rose at 17h20. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as 
decision WHA40(11). 

2 Transmitted to the Health AssemЫy in the Committee's second report and adopted as 
decision WHA40(12). 



TENTH MEETING 

Thursday, 14 May 1987, at 9h00 

Chairman: Dr K. -H. LEBENTRAU (German Democratic Republic) 

1. SECOND REPORT OF COMMITTEE B (Document А40/32) 

Miss GARRIDO -RUIZ (Mexico), Rapporteur, read out the draft second report of Committee B. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) pointed out that in the draft report, 
under agenda item 9 (Method of work of the Health Assembly), it was recommended that the 
Health Assembly should not consider the draft resolution, recommended by the Executive Board, 
but should test the Board's recommendations in practice over the next three years. Since the 
Executive Board's recommendations related to the Rules of Procedure of the Health Assembly, 
he did not see how they could be tested in practice under the present Rules of Procedure 
without changing those Rules. It would therefore be more logical to exclude part of the text 
of the decision on agenda item 9 so that it would read: "The Committee decided to recommend 
to the Fortieth World Health Assembly not to consider the draft resolution recommended by the 
Executive Board in its resolution EB79.R20, on "Method of work of the Health Assembly: 
amendments to the Rules of Procedure ", without either adopting it or rejecting it ". 

Mr Hong Yoon LEE (Republic of Korea), referring to the decision recorded, in the draft 
report, against item 34.2, asked how the membership of the WHO Staff Pension Committee had 
been decided. On the previous day the delegation of the Republic of Korea had recommended 
appointment of the member of the Executive Board designated by the Government of Japan as a 

member of the WHO Staff Pension Committee, but according to the report that person had been 
appointed as an alternate member. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) pointed out that if 
Dr Savel'ev's wording for the decision on agenda item 9 was adopted, all reference to 

monitoring, which had been the essence of the Director -General's proposal, would be 
eliminated. He suggested that the rest of the report be adopted and that a small drafting 
group meet to formulate a wording for item 9 that would preserve the consensus reached on the 
previous day. 

Mr VIGNES (Legal Counsel) said that the drafting of the decision under item 9 was not a 

happy one because it did not correspond exactly to what the Committee had meant. He 

suggested that the text might be amended to read, after the words "Rules of Procedure ", 
'... enabling the Executive Board to monitor the proceedings of the Health Assembly in order 
to determine whether the proposed amendments to the Rules of Procedure of the Health Assembly 
would be required ". 

Sir John REID (United Kingdom of Great Britain aid Northern Ireland) said that he would 
be very happy with that formulation. 

Professor KHAN (Pakistan) said he thought that Mr Vignes's suggestion was very 
appropriate, but that the actual numbers of the relevant Rules of Procedure - 27, 55 and 57 - 

should be mentioned in the text to avoid confusion. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said he thought that the wording 

proposed by the Legal Counsel reflected the spirit of the decision taken by the Committee and 

would eliminate any misunderstanding that might have arisen from the earlier text. 

Mr VIGNES (Legal Counsel), replying to the delegate of Pakistan, said that reference was 

being made to the draft resolution recommended by the Board in its resolution EB79.R20, which 
contained the proposed amendments to the text of the Rules of Procedure and appeared in the 
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official records; it was therefore clearly understood which of the Rules of Procedure were 

meant, so that it was perhaps not indispensable to mention them again in the text of the 

decision. 

Mr SENÉ (Senegal) said that the wording proposed by the Legal Counsel summed up the 
consensus reached on the previous day but that it appeared from the discussion that the 
amendments concerned had become a kind of recommendation forming a "gentlemen's agreement" or 
unwritten rule to guide the Health Assembly's work with regard to time -limits and role -call 
votes. He stressed that the amendments should be applied in good faith and wondered whether 
the principles accepted by consensus after the recommendation by the Executive Board would 
remain in effect beyond the three -year limit or whether the Health Assembly would have to 
reconsider the situation. 

Professor MENCHACA (Cuba) assured the delegate of Senegal that it was the present Rules 
of Procedure that would be maintained; if they had not been changed, then logically they had 

to continue to be strictly observed. He suggested that the text of the decision, after the 
words "Rules of Procedure ", be amended to read: "thus enabling the Executive Board to 
observe the method of work of the Health Assembly over the next three years in order to 
determine whether it would be desirable to apply the proposed amendments to the Rules of 
Procedure ". 

Professor KHAN (Pakistan) asked whether, after three years, the matter would come again 
automatically before the Executive Board for consideration or whether it would have to be 
brought to the Board's attention after the Health Assembly, perhaps through Committee B. 

The CHAIRMAN said that the question would come automatically before the Board after 
three years. 

Dr TAPA (Tonga) supported the amendment proposed by the Legal Counsel except for the 

very last word. Since the first line of the decision read "not to consider the draft 
resolution" he thought that the word "required" in the Legal Counsel's amendment should be 
changed to "reconsidered" or "opened for reconsideration ". 

Mr VIGNES (Legal Counsel) said he thought that the version proposed by the delegate of 
Cuba was quite appropriate. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) suggested that a 
small drafting group should be formed to agree rapidly on minor linguistic amendments. 

It was so agreed. 

Mr FURTH (Assistant Director -General), replying to the delegate of the Republic of Korea 
at the Chairman's request, said that the action that had been required of the Committee on 
agenda item 34.2 was a decision appointing the members of the Executive Board designated by a 
Member State from the African Region and a Member State from the Western Pacific Region, the 

two Regions no longer represented on the WHO Staff Pension Committee, as member and alternate 
member of that Committee. According to his recollection, the Chairman had asked for the 

proposal of a member of the WHO Staff Pension Committee. The delegate of Côte d'Ivoire had 
proposed the Executive Board member designated by Malawi. In the absence of any objection, 
the Committee had appointed the Executive Board member designated by Malawi as a member of 
the WHO Staff Pension Committee. The Chairman had next asked for proposals for an alternate 
member of that Committee. The delegate from the Republic of Korea had nominated the 
Executive Board member designated by Japan. In the absence of any objection, the Executive 
Board member designated by Japan had been appointed as an alternate member of the WHO Staff 
Pension Committee and Japan had immediately accepted that nomination. 

Mr Hong Yoon LEE (Republic of Korea) thanked Mr Furth for his clear explanation aid 
expressed his regret to the delegate of Japan that the member of the Executive Board 
designated by Japan had been appointed as an alternate member of the WHO Staff Pension 

Committee, even though the delegation of the Republic of Korea had recommended the Executive 
Board member designated by Japan as a member and not an alternate member of that Committee. 

The meeting was suspended at 9h50 and resumed at 10h15. 
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The CHAIRMAN announced that an agreed draft text on the method of work of the Health 
Assembly had been arrived at. He requested the Rapporteur to read out the agreed text. 

Miss GARRIDO -RUIZ (Mexico), Rapporteur, said that the following agreed text would 
replace the last phrase relating to the Committee's decision on agenda item 9 in the draft 
second report of the Committee: "thus enabling the Executive Board to monitor the method of 
work of the Health Assembly over the next three years in order to determine whether it would 
be desirable to adopt the proposed amendments to the Rules of Procedure of the Health 
Assembly ". 

The second report of Committee B, as amended, was adopted (see document 
WHA40 /1987/REC/2). 

2. EIGHTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1990 -1995 inclusive): 
Item 19 of the Agenda 

Review and approval of the draft submitted by the Executive Board (Resolution EB79.R18; 
Document A40 /61) 

The CHAIRMAN announced that the item had been transferred to Committee B from 
Committee A by the General Committee at its meeting the previous evening. He invited the 
Committee's attention to the draft resolution proposed for the Health Assembly's 
consideration by the Executive Board in resolution EB79.R18 and requested Dr Uthai Sudsukh, 
Chairman of the Executive Board, to inform the Committee of the discussion which had taken 
place on the matter at the Board's session in January 1987. 

• Dr Uthai SUDSUKH (representative of the Executive Board) said that, according to 

Article 28 (g) of the Constitution of the World Health Organization, it was the duty of the 
Executive Board to submit to the Health Assembly, for consideration and approval, a general 
programme of work covering a specific period. Thus far, the Health Assembly had approved 
seven general programmes of work. 

The Eighth General Programme of Work, covering the period 1990 -1995, was the second of 
three general programmes of work covering the period of implementation of the strategies for 
health for all by the year 2000. It stressed action in countries based on the national 
strategies for health for all and WHO's support thereto. 

On the basis of extensive preparatory work by the Director -General and his staff, 
consultation with Member States and all the regional committees, comments from the United 
Nations bodies concerned and draft material submitted by the Board's Programme Committee, the 
Executive Board had finalized the draft Eighth General Programme of Work in January 1987. 
While that programme followed the principles and structure of the Seventh, it also reflected 
new managerial approaches that had been undertaken since 1984 to ensure the optimal use of 
WHO's resources in direct support of Member States. Permanent government /WHO dialogue 
ensured that programming and budgeting of WHO's activities started at country level, and that 
joint government /WHO programmes reflected national priorities and supported national 
programme development, in line with collectively agreed policies, while making the best use 
of WHO's resources. 

A major innovation in the Eighth General Programme of Work was that the approaches for 
each programme in Chapter 7, "Programme outline according to the classified list of 
programmes ", identified the level at which activities should be carried out, making it clear 
what governments, the Board, the Health Assembly and the Secretariat should do at the 
country, regional and intercountry, and global and interregional levels. That procedure 
reflected decisions taken by the Thirty -third World Health Assembly with regard to the study 
of the Organization's structures in the light of its functions.2 

At its seventy -ninth session the Executive Board had reached full consensus on the draft 
Eighth General Programme of Work, as contained in document A40 /6, and had stressed that its 
implementation would take the world a great step forward towards attaining the global goal of 
health for all by the year 2000. The success of the Programme would clearly depend on the 
extent to which Member States made effective and efficient use of WHO's resources and on 

their enthusiasm, will and commitment in implementing it. 

1 To be published in the "Health for All" Series. 

2 Resolution WHA33.17. 
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The CHAIRMAN said that it would facilitate the Committee's work if delegates would 
confine their remarks to brief comments on substantive issues and refrain from repeating 
statements already made in Committee A on the situation in the various countries. 

Sir John REID (United Kingdom of Great Britain and Northern Ireland) said that he had 
participated in the Executive Board discussions on the Eighth General Programme of Work and 
that his delegation would be happy to accept it as a guideline for the future. He commended 
the document highly. 

Dr HAPSARA (Indonesia), congratulating the Director -General and his staff and the 
Executive Board on the draft Eighth General Programme of Work, said that his delegation 

particularly appreciated the new developments in the Programme, including new approaches or 

mechanisms at the country, regional and global levels, to meet new challenges in the 

1990 -1995 period. The result would be a marriage of the global health philosophy and 
scientific guidance provided from the centre with the social and cultural aspirations and 
potentials of the regions that would strengthen WHO's support for all countries' health 
development. 

From the point of view of policy and planning, the Programme specified various 
objectives and targets in a clear manner. His delegation also supported emphasis placed on 
informatics management and the serious attention which it was proposed to give to research 
and development in the field of vaccines. 

The conclusion to the Executive Summary prefacing the document stated that the success 
of any programme of work depended on the extent to which it was used by Member States. It 

was the view of his delegation that the Eighth Programme would be used provided that it had 
strong social and cultural compatibility with the respective countries; that there was real 

active involvement by the people of the community rather than reliance on the bureaucratic 

strength of the government; and that the government planned jointly with the community and 
not for the community. 

Professor MENCHACA (Cuba) expressed the view that the quality of the work done by the 
Executive Board on the Eighth General Programme of Work was even higher than it had been on 
the Seventh; his delegation approved the text as a whole. 

However, the Programme would be no more than printed paper unless countries and 
governments were able to apply it. That message needed to be taken back by delegates to 

their governments. What was of fundamental importance was that there should be political 
will to apply the Programme and that communities should participate actively in its 
implementation. 

His delegation supported the draft resolution recommended by the Executive Board. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) congratulated the Secretariat on the 

preparation of the Eighth General Programme of Work, which he supported as a whole. Not only 
did it contain all the valuable elements accumulated by WHO during the preparation and 
implementation of the Seventh and the first evaluation of the Global Strategy for Health for 
All, it also took into account new developments such as AIDS, research and development in the 
field of vaccines, adolescent health, and tobacco or health. Thus the Committee now had 

before it a sufficiently balanced document providing a sound basis for the formulation of 
medium -term programmes and subsequent programme budgets. 

The Eighth General Programme of Work was the second since the adoption of the 
Declaration of Alma -Ata and, with it, the Organization drew inexorably closer to the 
finishing line in the year 2000. It was therefore very important to take immediate account, 
as far as possible, of the vital requirements for the provision of practical health care in 
all Member States. In his view, the Eighth General Programme of Work would make it possible 
to meet those requirements. The new method of describing the approaches to the 
implementation of individual programmes in accordance with three organizational levels 
(country, regional and global) not only made it possible to allocate areas of responsibility 
more clearly but also - and that was particularly valuable - it facilitated the monitoring 
and evaluation of the results obtained. 

Recently, during consideration of the Organization's programmes, increasing attention 

had rightly been paid to the elaboration of different kinds of criteria. It was therefore 
gratifying to note that in the Eighth General Programme of Work that aspect was quite 
thoroughly dealt with (Chapter 5) aid that the criteria proposed for the selection of 
programme areas, the definition of the organizational levels of implementation and the 

mobilization of resources were fully substantiated. 
Nevertheless, certain remarks were called for. For instance, the basic principle in 

elaborating the Eighth General Programme of Work was that priority should be given to 
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country activities, and quite rightly some 70% of all the planned activities were directed to 

that end. Thus paragraph б of Chapter 1 (Introduction), which dealt with mobilizing 
resources for health, should be supplemented by the second sentence in paragraph 55 of the 
Seventh General Programme of Work, which read: "... the resources to be used will be first 
and foremost those of the country concerned, and the choice of solution to the problem 
concerned will therefore have to be largely determined by existing and potential national 
resources ". 

Under section 2.4 (External coordination for health and social development) of the 
programme outline, in Chapter 7, target (2) (paragraph 172) with its reference to the 

formulation by developing countries of requirements for external resources, should be 
supplemented by a statement to the effect that collaboration with the United Nations and 
other organizations would be designed to ensure that health -for -all strategies contributed to 
socioeconomic development as a whole and to the establishment of the New International 
Economic Order in particular. That important provision had been included in resolution 
WHA33.24 on formulating strategies for health for all and in paragraph 137 of the Seventh 
General Programme of Work; it should also be mentioned in the Eighth General Programme of 
Work. 

His delegation supported the draft resolution recommended by the Executive Board. 

Mr SAMARASINGHE (Sri Lanka) said that the comprehensive Eighth General Programme of Work 
prepared by the Executive Board and its Programme Committee had his delegation's support. 
The fact that it conformed in structure to the Seventh General Programme of Work was welcome, 
since continuity in programmes was necessary if the goal of health for all was to be achieved 
by the year 2000. Nevertheless, the Programme Committee had displayed a commendable 
flexibility by incorporating additional programmes reflecting urgent contemporary needs. 
However, it should be borne in mind that the fulfilment of the expectations embodied in the 
Eighth General Programme of Work - the penultimate before the year 2000 - depended to a 
considerable degree on the extent of the resources made available to the Organization to 
achieve the targets set forth. He hoped that delegations would take that into account when 
deciding upon the size of future programme budgets. 

His delegation supported the draft resolution recommended by the Executive Board. 

Miss MAGNÚSDÓTTIR (Iceland), speaking on behalf of the five Nordic delegations (Denmark, 
Finland, Iceland, Norway and Sweden), thanked the Secretariat, and the Executive Board and 
its Programme Committee for their work in preparing the excellent Eighth General Programme of 
Work, in which such an able response was made to the key challenges facing the Organization. 
The Nordic countries strongly supported the fundamental policies for the Global Strategy for 
Health for All, as expressed in the Programme of Work, as well as the main thrust of the 
Programme and the priorities set. 

The agenda item under consideration was one of the most important issues before the 
Fortieth World Health Assembly. Never before in the history of WHO had the challenges facing 
it been more formidable; never before had the Organization's resourcefulness to meet the 
needs and to attain the goals been put to a harder test; and never before had the 
Organization's financial and other difficulties been more disturbing. The delegations of the 
Nordic countries were therefore pleased that the item had been transferred to Committee B so 
that a fuller discussion was possible. Even though many individual elements of the Programme 
of Work had been discussed in the regions, it would have been wise if the regional committees 
could have been consulted with regard to the whole programme. 

The structure was similar to that of the Seventh General Programme of Work, but the 
number of programmes had increased. All the new elements were important for the work of WHO, 
but some general observations were called for. For example, having too many, sometimes 
small, programmes could run counter to an optimum use of resources as far as the use of both 
specialized competence and administrative personnel were concerned. In view of the 
difficulties involved, a fusion of some related programmes might have been possible, in 
conjunction with the establishment of new programmes. The need to find solutions to many 
severe health problems, together with the prevailing financial restrictions, all the more 
justified close intersectoral cooperation with other United Nations bodies in order to make 
the most rational use of available expertise. It was to be hoped that a thorough analysis of 
such possibilities would be undertaken when the Programme of Work was implemented. 

The success of the ambitious Eighth General Programme of Work depended on the dedication 
of Member States and their will to work, both nationally and internationally, along the lines 
indicated. The Eighth General Programme of Work should be an important basis for most 
technical cooperation activities, including bilateral assistance outside WHO. It was 
therefore hoped that it would be widely disseminated in Member States, as well as in all 
relevant international forums. 
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The Nordic countries supported the draft resolution recommended by the Executive Board 
and emphasized that the full implementation of the Eighth General Programme of Work must be 
made possible if real progress towards health for all was to be made. 

Dr KLIVAROVX (Czechoslovakia), after expressing her delegation's support for the Eighth 
General Programme of Work, said that it had been considered at various levels, including the 
regional committees, and was designed to support the Global Strategy for Health for All. 
She assumed that the Programme would be used as a basis for medium -term planning at the 
global and regional levels, for the preparation of programmes, and also by Member States. 
The Programme was concrete enough to enable it to be monitored and evaluated. Progress in 
implementing the Programme would be followed by the Executive Board, especially in drawing up 
the biennial programmes and also in considering individual programmes when necessary. Her 
delegation also supported the draft resolution recommended by the Executive Board in 
resolution EB79.R18. 

Dr SAMPSON (Nicaragua) said that the Programme would be useful to Member States. It was 
fitting that emphasis should have been placed on the optimal use of resources, not only in 
countries but at all other levels - intercountry, regional, interregional and worldwide. 

International socioeconomic trends indicated that, by 1990 -1995, most Third World 
countries would still be suffering from the same difficulties, or even greater ones than 
those facing them at the present time, a situation which had been detracting from the 
achievement of the objectives and targets of health for all by the year 2000. His delegation 
therefore particularly approved of the new programme on managerial support (programme 2.5), 
which would be of great assistance in the management of policies and strategies, with special 
emphasis on socioeconomic trends and their effects on the political and economic viability of 
the strategy and its technological effectiveness. 

In Nicaragua tropical diseases were still of major importance; his delegation was 

therefore pleased to note the emphasis in the Programme on research on those diseases. In 

his country it was particularly important to strengthen institutions working in that area. 
The war which had been imposed on Nicaragua from outside was leaving the country with an 
increasing number of disabled people - men, women and children - who had to be reintegrated 
into a community which was seeking the best ways of improving their lives and their health. 
His delegation therefore particularly supported the WHO programme for the formulation of 
national policies and the application of cost -effective technologies to rehabilitate disabled 
people in the community. 

His delegation supported the Eighth General Programme of Work and the new programmes 
that had been added, and thanked those who had helped his country to implement the Seventh 
General Programme of Work, which had on the whole proved to be very useful. 

Mr SUN Mingyi (China) said that the Eighth General Programme of Work was clear, 
realistic, positive and encouraging. It had been formulated on the basis of the Seventh 
General Programme of Work, with additions and amendments in consonance with new 
developments. The additions were important, especially informatics management 
(programme 2.6), adolescent health (programme 9.2) and research and development in the field 
of vaccines (programme 13.12), which were necessary and in keeping with the current 
situation. His delegation endorsed the new Programme of Work, which should rightly be 
focused on support for health for all by the year 2000 and should integrate, in a dynamic 
manner, global policy, regional characteristics and country needs, so as to enable Member 
States to develop health services adapted to their own conditions. The full mobilization of 
resources and the full utilization of the potential of the various organizations and bodies 
of the United Nations system, nongovernmental organizations and all relevant sectors, 
together with the active effort to be made at all levels by WHO and its Member States, were 
the key elements in the attainment of the goal of health for all. It was gratifying to note 
that the new Programme of Work reflected those principles. He hoped that it would receive 
effective support from all Member States and from all other parties concerned so that its 
implementation could be ensured. 

Dr JADAMBA (Mongolia) said that his delegation considered the draft Eighth General 
Programme of Work to be a very valuable instrument for further improving national health 
policies and strategies aimed at achieving health for all by the year 2000. He was confident 
that the Programme would be of use for strengthening technical cooperation between WHO and 
developing countries. 

Mrs BITNER (Poland) said that her delegation believed that the Programme would prove 
useful when used flexibly at the regional level. It had been wise to maintain the same 
structure, format and nomenclature as used previously and to introduce as few changes as 
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possible into the list of programmes. Her delegation welcomed the classification of 
approaches that were to be used by the Organization to attain the targets of individual 
programmes. The linkage to each organizational level - country, regional and global - should 
help Member States to avoid unnecessary overlapping with activities initiated by WHO at other 
levels. 

Her delegation was in favour of every effort to make better use of available WHO 
resources. That required effective coordination of different programmes, both at global and 

regional levels, and better use of WHO resources by Member States. Medium -term programmes 
focusing on the needs of a given country met those criteria. Periodic review of such joint 
activities would be required to evaluate their impact and to determine whether resources were 
being used optimally. 

The coordinating function of WHO in generating and disseminating valid information on 

health matters was of high priority. The information available with regard to the management 
of health programmes was too often deficient. Effective information systems should be 
available at both international and national levels. Dissemination of information on health 
matters to politicians, health policy -makers and professional groups, both within and outside 
the health sector, and to the general public, should be one of the Secretariat's most 
important tasks. That activity would also build up the image of the Organization as the 

leading coordinating body in the field of health and was a necessary part of the development 
aid implementation of the health -for -all strategy. 

Her delegation was particularly interested in the programme on adolescent health 
(programme 9.2). The behaviour of adolescents was of key significance not only to their own 
health but also, subsequently, to that of the adult population and of their children. The 
new emphasis on the prevention and treatment of mental and neurological disorders, on 
rehabilitation, on the incorporation of a mental health component into primary health care 
and on the development of community support systems, was also of significant interest and 
importance. Examples of effective preventive and rehabilitation programmes should be 
collected and disseminated. 

The new programme on AIDS was a good example of the rapid response of the Organization 
to the needs of its Member States. There was a heavy demand for tests for AIDS, which were 
currently expensive. Her delegation suggested that WHO might sponsor the production of test 
kits - as it had for the basic radiological system - and thus rapidly reduce the cost of such 
examinations. Research into the development of new serological tests, vaccines and 
therapeutic agents should be accelerated. Collection and dissemination of information on the 

prevention and control of AIDS was of high priority. Teaching material should be made 
available to medical, nursing and public health schools. 

The Eighth General Programme of Work clearly constituted an improvement on previous 
programmes, in terms of the uniformity of presentation and comprehensiveness without 
unnecessary detail. The effort to develop better coordinated programme delivery mechanisms 
permitting more effective and efficient use of the limited resources available was most 
welcome. 

Professor KHAN (Pakistan) said that, although the Programme addressed the question of 
AIDS, it had not done so with the emphasis that might have been expected in view of the fact 

that, unless a solution were found, AIDS would be a major problem during the period covered. 
He further noted that, after diarrhoeal diseases and communicable diseases in children, acute 
respiratory infections were the largest cause of morbidity and mortality in developing 
countries; however, little mention had been made of that problem. 

Dr LARIVIËRE (Canada) commended the presentation of the draft Programme of Work. In 

particular, the definition of targets for different organizational levels and 
paragraphs 148 -150 on the determination of priorities represented noticeable improvements. 

With respect to programme 8 (General health protection and promotion), and specifically 
to paragraph 306, his delegation agreed with the proposed approach to promoting health. 
Further, his delegation would encourage the Director -General to continue to integrate into 
all WHO programmes the broad principles of health promotion contained in the Ottawa Charter 
for Health Promotion. Effective health promotion should include the articulation of public 
policy that backed up health objectives and created supportive environments. His delegation 
looked forward to seeing health promotion reflected in the programme budget for 1990 -1991. 

It wholeheartedly supported the draft resolution recommended by the Executive Board in 

resolution EB79.R18. 

Mr CHAUHAN (India) remarked that the proposed Programme was an extremely important 
document, since achievement of health for all would depend heavily on the efforts made during 
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the last decade of the century. There had been an opportunity to discuss an earlier draft 
that had been circulated in the Regional Committee for South -East Asia. To the areas of work 
continuing from the Seventh Programme, it was reasonable to add others of current concern: 
the addition in the Eighth Programme of subjects such as managerial support to policies and 
strategies for health for all, tobacco or health, informatics management, adolescent health, 
research and development in the field of vaccines, and AIDS was most welcome. However, 
successful implementation of the Programme would depend to a large extent on efficient and 
effective methods for continuous monitoring and evaluation, so that priorities and activities 
could be reconsidered at mid -term if necessary. The document laid adequate emphasis on that 
aspect. 

Mr GHACHEM (Tunisia) noted that the Eighth General Programme of Work was ambitious; it 

was perhaps premature to plan as far ahead as 1990 -1995. One small shortcoming of the 
Programme, which he had noticed often at WHO, was a lack of emphasis on health education and 
information, on which prevention was based. Although the matter was discussed in the Eighth 
General Programme of Work quite thoroughly, other international organizations could make a 
contribution, and he therefore urged the Director -General to increase or develop such 
cooperation with FAO and UNESCO, in view of the importance of such intersectoral, 
multidimensional cooperation. 

Mr SAVOV (Bulgaria) said that his delegation fully supported the Eighth General 
Programme of Work. He also had a number of observations on the different chapters in the 
document which he would hand over to the Secretariat for its internal consideration and use. 

Mr CERDA (Argentina) expressed his delegation's satisfaction with the Eighth General 
Programme of Work and its approval of the methodology adopted, the main thrusts of the 
Programme and the determination of priorities. His delegation agreed that the success of the 
Programme depended on the extent to which it was applied in Member States and on the 
approaches selected for the building up of health infrastructures based on primary health 
care. Concerning Chapter 4 on the optimal use of resources, he hoped that account would be 
taken of the recommendations approved in the Technical Discussions at the current Health 
Assembly. 

Mrs HERZOG (Israel) said that paragraph 27 of the proposed draft Programme, under the 
heading "Main thrust of the Strategy ", mentioned the inclusion in countrywide programmes of 
measures for health promotion, disease prevention, diagnosis and therapy, and 
rehabilitation. Perhaps the newest approach in some countries was health promotion, but it 
was difficult to convince decision -makers of its value because of its long -term nature and 
the concerted effort required of all sectors, both within and outside the health sector. It 

demanded collaboration between different ministries which might have contradictory 
interests. It also demanded collaboration between governmental and nongovernmental 
organizations, and the full involvement of the individual and the community. 

She believed that WHO had a crucial role to play in changing attitudes in Member States 
towards the reorientation of the planning of health services, with emphasis on prevention and 
on life -styles. WHO could create the right international atmosphere through publicity, 
information, international and regional symposiums and workshops, and could support national 
activities in that field. The time was ripe to hold an international symposium on 
health -for -all strategies and the media. The media were influential in shaping public 
opinion and in disseminating positive and beneficial information, and should therefore be 
involved at international and national level, as part of those important strategies. Her 
delegation supported the Eighth General Programme of Work and the draft resolution 
recommended by the Executive Board. 

Dr MAFIAMBA (Cameroon) observed that not many speakers, especially from the African 
Region, had taken part in the debate on the topic under consideration because of the 
complexity of the document before the Committee. Although the regional committees and 
national health administrations did participate in the elaboration of such documents, it was 
difficult, especially in the African Region, to plan five to seven years ahead. On what 
basis could such planning projections be made? There was a lack of qualified staff competent 
to carry out health planning. The Eighth General Programme of Work was admirable, but how 
were resources to be made available to carry it out? In view of the difficult economic 
situation, he wondered how many of the worthy goals of the Seventh General Programme of Work 
had been achieved. That was why many delegates were too embarrassed to take the floor. 



332 FORTIETH WORLD HEALTH ASSEMBLY 

Dr MALIK (Pakistan) said that he appreciated WHO's efforts in formulating the Eighth 
General Programme of Work in accordance with the challenges of the Global Strategy for Health 
for All by the Year 2000. The Seventh General Programme of Work had been drawn up with 
similar aims. He was pleased to note that the Eighth General Programme of Work had placed 
greater emphasis on the strengthening of health infrastructures in countries, and that health 
systems research to solve specific national problems was to be applied more systematically 
and more intensively in order to ensure the appropriateness of health technologies. In 

addition to continuing the main programmes of the Seventh General Programme of Work, the 
Eighth General Programme of Work provided greater coverage, with such new programmes as 
managerial support to policies and strategies for health for all by the year 2000, including 
social and economic components, informatics management, tobacco or health, health risk 
assessment of potentially toxic chemicals, research and development in the field of vaccines, 
AIDS, and a component on deafness. 

WHO's general approach of coordination and technical cooperation was essential in 
identifying and solving countries' problems. Technical cooperation between WHO and Member 
States, between developed and developing countries, and among developing countries were good 
approaches to health for all. 

The Eighth General Programme of Work set 15 objectives covering all aspects of the 
health problems faced by developed and developing countries. The Programme was not the 

responsibility of WHO alone; its success would only be achieved by the cooperative efforts 
of governments and WHO, and communities. 

Mr ABBASSI TEHRANI (Islamic Republic of Iran) thanked WHO and the Executive Board for 
drawing up the Eighth General Programme of Work covering the period 1990 -1995 inclusive; it 

was very informative and provided a practicable way for Member States to implement their 
national programmes of work towards health for all by the year 2000. While retaining the 
programmes of the Seventh General Programme of Work, it added such items as tobacco or health 
and adolescent health. He noted that the title of programme 5 had been changed from "Health 
manpower" to "Development of human resources for health ". Although many countries were 
facing human resources problems, they could not always use their available resources in the 
correct way. The development of human resources was therefore a practicable approach to 
solving the problems of Member States. He supported the draft resolution recommended by the 
Executive Board. 

Dr Uthai SUDSUKH (representative of the Executive Board) thanked delegates for their 
encouraging comments on aid support of the Eighth General Programme of Work, as well as for 
the relevant draft resolution proposed by the Executive Board. He drew the attention of the 

Committee to the title of programme 2.5 (Managerial support to policies and strategies for 
health for all by the year 2000, including social and economic components). That long title 
had evolved from discussions in the Executive Board and other forums during the period of the 
Seventh General Programme of Work, to meet the need to address in a coordinated manner the 
issues of health -for -all strategies, including social and economic components. He suggested 
that the Committee might consider shortening the title of the programme to "Health- for -all 
strategy coordination ", to bring it more into line with other programme titles. 

It was so agreed. 

The DIRECTOR- GENERAL said that he had been closely involved with the evolution of 
general programmes of work. He vividly remembered being told by his illustrious predecessor 
that the general programme of work was a disgrace, as it was nothing but a list of 

Secretariat projects, and that it could not be allowed to continue as such. Since then, the 

work of the Health Assembly with regard to the general programme of work had changed 
dramatically. Originally, the Secretariat had promoted pet projects in order to get the 
Health Assembly's blessing. Now, the general programme of work reflected the policy 
decisions of Member States, whether taken in the Executive Board or the Health Assembly. 
Member States thus had the responsibility of trying their utmost through the general 
programmes of work to implement their collective decisions and policies, either individually, 
in regional or subregional groups or on a global scale. There had been a momentous evolution 
in the basis of the general programme of work: from an orientation towards the Secretariat, 
to the responsibility of Member States. He would not claim that the Secretariat, including 
himself, had fully understood the change. It was particularly difficult for old- timers to 

accept such a fundamental development. He was pleased that the Health Assembly appeared 
likely to give the Secretariat a clear mandate, in the Eighth General Programme of Work, to 

support Member States in achieving their aspirations. Speaking 
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on behalf of the Secretariat, he said that he was grateful for the unanimous support 

expressed for the proposed Programme of Work and the role of the Secretariat in mobilizing 

resources of all kinds including moral, political, financial and technological resources, to 
support Member States. 

He appealed to Member States to study at country level such major WHO instruments as 

general programmes of work. He was often disappointed in his visits to countries when he 

noticed that important WHO documents and expert committee reports were not being read. The 

result of that was that there was no feedback. Even disagreement would be of benefit to the 

dynamics of the Organization. The general programme of work had, perhaps, been the least 

studied of all. But it could play an important role in correcting a mistaken impression that 

WHO was just like any other operational agency with a small amount of money to spend on 

technical assistance. WHO, through the Health Assembly, was the directing and coordinating 

authority on international health. If that were well understood, then WHO would be in a 

better position to respond to the particular concerns of each and every Member State in 

moving towards health for all by the year 2000. 

The draft resolution recommended by the Executive Board in resolution EB79.R18 was 

approved.1 

The meeting rose at 11h50. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as 

resolution WHA40.31. 



ELEVENTH MEETING 

Thursday, 14 May 1987, at 14h30 

Chairman: Dr R. W. CUMMING (Australia) 

1. THIRD REPORT OF COMMITTEE B (Document А40/34) 

Miss GARRIDO -RUIZ (Mexico), Rapporteur, read out the draft third report of Committee В. 

The report was adopted (see document WHА40 /1987/REC/2). 

2. CLOSURE 

The CHAIRMAN thanked all concerned for their assistance and cooperation and declared the 

work of the Committee completed. 

The meeting rose at 15h00. 
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