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PREFACE

The Forty -first World Health Assembly was held at the Palais des Nations, Geneva,
2 to 13 May 1988, in accordance with the decision of the Executive Board at its
Its proceedings are published in three volumes, containing, in
eightieth session.
addition to other relevant material:
from

Resolutions and decisions,1 and list of participants
document WHA41 /1988 /REС /1

-

Verbatim records of plenary meetings, and committee reports
document WHA41 /1988/REC/2

-

Summary records of committees document WHA41 /1988/REC/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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GENERAL COMMITTEE
FIRST MEETING
Monday.
Chairman:

1.

2

May 1988. at 17h00

Professor D. NGANDU-KABEYA (Zaire),
President of the Health Assembly

ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES
(Document A41 /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); that agenda, which had been prepared by the Executive Board, had been
issued as document A41 /1.

Addition of supplementary items to the agenda
The CHAIRMAN informed the Committee that the Director - General had proposed that the
Executive Board Committee to Consider Certain Financial Matters prior to the Forty -first
World Health Assembly should recommend that the Health Assembly should reduce the level
of the effective working budget for the financial period 1988 -1989 by US$ 25 million, and
the Committee had accepted that proposal.
It was therefore appropriate to add a sub -item
to item 27 of the agenda (Review of the financial position of the Organization):
item 27.6, "Programme budget reduction for 1988 -1989 proposed by the Director -General ".
That item would be examined by Committee B at the same time as sub -item 27.5 of the
agenda (Use of additional casual income to help finance the approved programme budget for
1988 -1989) since the two matters were linked and resulted from the financial crisis
confronting WHO.
Modifications arising from decisions taken in respect of those two agenda items
would make it necessary to revise the appropriation resolution for the financial period
1988 -1989, which was a matter for Committee A (Committee B would not meet while the two
items were being considered).
It was therefore necessary to place a further
supplementary item on the agenda:
"Revised appropriation resolution for the financial
period 1988 - 1989 ".
There being no objection to either the Director -General's proposal, which had been
accepted by the Committee of the Executive Board, or to recommending to the Health
Assembly that it should place the supplementary items whose wording he had read out on
its agenda, he concluded that the Committee was in agreement.
It was so agreed.

The CHAIRMAN drew attention to document А41 /GC /2 in which the Director -General, in
conformity with Rule 12 of the Rules of Procedure, submitted a letter received from a
Member State asking for a supplementary item to be placed on the agenda of the
He asked the Committee to comment on that request.
Forty -first World Health Assembly.
Dr AL -JABER (Qatar) reminded members that a similar request, from the same Member
State, had been submitted the previous year.
The Committee had recommended that the
-

1

-

2

FORTY -FIRST WORLD HEALTH ASSEMBLY

World Health Assembly - which had accepted the recommendation - should refer the matter
to the Executive Board for preliminary detailed consideration.
In paragraph 3.14 of
document A41/2 (Review and approval of the reports of the Executive Board on its
eightieth and eighty -first sessions) the Board had indicated that, at its eighty -first
session in January 1988, it had noted the report on the effects on health of chemical
weapons, submitted by the Director - General at the request of the Fortieth World Health
Assembly, and it had agreed by consensus that the question did not fall within the
The delegation of Qatar
competence of WHO and should be dealt with in other forums.
agreed with the Executive Board that the subject did not fall within the competence of
the Organization.
Mr SHAFII (Islamic Republic of Iran), speaking at the invitation of the CHAIRMAN,
said he wished to explain and support the request before the Committee.
The effects of
chemical weapons on human health were terrifying and many humanitarian organizations had
already considered the matter. Nevertheless, no detailed study had yet been made and it
was important that WHO, an organization with the appropriate expertise, which had already
examined the question in the past, should make such a study and state its opinion on the
consequences for health of the use of chemical weapons. Although it had not the
slightest desire to urge WHO to broach the political aspects of the matter in its study,
the Islamic Republic of Iran considered it vital that the Organization should pursue and
update its previous study. He therefore urged the Committee to recommend to the Health
Assembly that it should place the supplementary item proposed (The disastrous
consequences for human health that would result from the use of chemical weapons) on its
agenda.
Dr AL -KADHI (Iraq) declared that his delegation opposed placing that item on the
agenda of the Health Assembly, not because of the aggression against Iraq perpetrated by
the country requesting its inclusion, but because the question raised was not a matter
for WHO.
When, in January 1988, the Executive Board had made the decision referred to by
the delegate of Qatar and set out in document A41/2, it had been for the following two
reasons:
(1)
An end must be put to all disputes of a political nature at WHO, as they
prejudiced its constitutional and specific action in the interests of health.
Other United Nations bodies had thoroughly examined the question of chemical
(2)
weapons in recent years, and many documents had been prepared;
the Minister of
Foreign Affairs of the Islamic Republic of Iran had spoken at length on the subject
at the United Nations;
the disarmament conference had considered an international
convention on the subject at its recently ended session, and a nongovernmental
organization had debated the matter at Geneva the previous month;
and finally, the
Secretary -General of the United Nations had sent a mission to Iraq and the Islamic
Republic of Iran which was to report on the matter.
The delegation of Iraq considered that to place the proposed supplementary item on the
agenda of the Health Assembly would conflict with the objectives of WHO, and for that
reason it was opposed to consideration of the matter by the Organization, just as the
Executive Board itself had been at its last session.

Mr SHAFII (Islamic Republic of Iran), speaking again at the invitation of the
CHAIRMAN, stressed that in his previous intervention he had carefully avoided becoming
involved in polemics with the delegation of Iraq. That was still his intention, but he
could not allow to pass without comment the allegation by the delegate of that country
that the Islamic Republic of Iran had committed the act of aggression against Iraq.
It
was the latter country that had started the war, bombed Iranian towns and made use of
chemical weapons.
Replying to the argument of the delegate of Iraq that other United Nations bodies
had already considered the issue, he pointed out that he himself had already mentioned
that fact in his first intervention but stressed once more that those bodies had dealt
with the political aspects and not with the health aspects of the problem.
In the view
of the Islamic Republic of Iran it was those latter aspects that WHO ought to feel duty
bound to study.
If it were argued that WHO should not concern itself with the question
of chemical weapons, it was hard to see why it should deal with the question of nuclear
weapons, whereas it had done just that, in depth, on several occasions in recent years.
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It was for those reasons that he insisted, on behalf of the delegation of the
Islamic Republic of Iran, that the General Committee should recommend to the Health
Assembly that it should place the supplementary item proposed by his country on its
agenda.

Mr BOYER (United States of America) reminded the Committee that a very similar
discussion had taken place on the same subject in the General Committee a year ago and
that the Committee had at that time recommended that the Health Assembly should refer the
matter to the Executive Board, and the Health Assembly had so decided. Accordingly, at
the eighty -first session of the Board in January 1988, the Secretariat had submitted a
Having attended that session, he recalled that no member of the
document on the matter.
Board had been of the opinion that WHO should take up the study of the problem of
chemical weapons, even though the severe effects of such weapons on health were
undeniable. As the Board had seen the matter, the question was to decide whether WHO was
in a position to take useful measures on the issue, and the Board had concluded by
In his view, it would be futile to resume
consensus that such was not the case.
consideration of a question on which the Board had quite recently stated its views in
such a manner.

Mr VIGNES (Legal Counsel), speaking at the request of the CHAIRMAN, summed up the
discussion, noting that the three members of the Committee who had spoken were opposed to
placing the proposed supplementary item on the agenda of the Health Assembly. It seemed
to him that the Committee as such should decide whether it shared the view of the members
who had spoken or whether it wished to adopt a different position by recommending to the
Health Assembly that it should place the proposed supplementary item on the agenda.
He
therefore suggested to the Chairman that the matter be put to the vote.
Mr TAITT (Barbados) asked for clarification, before the Committee voted, about the
discussions that had taken place on the matter, and in particular about the document
submitted by the Secretariat, since, unlike Mr Boyer, he had not attended the January
session of the Executive Board.
The DIRECTOR - GENERAL drew the attention of the delegate of Barbados to document
ЕB81 /1988/REC/2, which contained the summary records of the January 1988 session of the
Executive Board, and in particular to section 4 of the summary record of the third
the Chairman
meeting where the discussions on the matter were summarized (pages 47 -49);
of the Board had closed the discussion by stating that "... from the views expressed, he
concluded that the Board wished to thank the Director - General for his report, which it
had duly noted ". He regretted that he was unable at present to provide an overall
picture of the question and that he had to confine himself to the general indications he
had just given.

Mr TAITT (Barbados) expressed his satisfaction with those indications and his
gratitude to the Director- General for providing them.
The CHAIRMAN, noting that no member of the Committee had spoken in favour, concluded
that the Committee did not wish to recommend to the Health Assembly that it should place
a supplementary item entitled "The disastrous consequences for human health that would
result from the use of chemical weapons" on its agenda.
It was so agreed.

Deletion of agenda items and allocation of remaining items
The CHAIRMAN, turning again to the provisional agenda, pointed out that item 9
(Admission of new Members and Associate Members), item 28 (Supplementary budget for
1988- 1989), item 29 (Assessment of new Members and Associate Members) and item 30
(Working Capital Fund) with its two sub -items should be deleted since there were no new
Members, no supplementary budget provisions, and no provisions to make concerning the
Working Capital Fund.
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There being no objection, he concluded that the General Committee agreed to
recommend to the Health Assembly the deletion of those items from its agenda.
It was so agreed.

The CHAIRMAN noted that the Executive Board had ranged the items on the provisional
agenda under Committee A and Committee B according to the terms of reference of those
He understood that the
committees, as laid down in Rule 34 of the Rules of Procedure.
General Committee would wish to recommend to the Health Assembly that it should accept
that allocation, which did not rule out the transfer of certain items from one Committee
to the other during the Health Assembly, depending on the volume of work before each
Committee.
It was so agreed.

The CHAIRMAN referred to provisional agenda items scheduled for consideration in
plenary meeting (items 1 to 17) and pointed out that the Health Assembly had already
The Committee was at present dealing with item 8, on which he
dealt with items 1 to 7.
would transmit its recommendations to the plenary meeting the following morning. Since
item 9 was to be deleted, as the Committee had just recommended, the remaining items
(items 10 to 17) should be considered in plenary meeting as scheduled.
It was so agreed.

With regard to item 10 (Review and approval of the reports of the Executive Board on
its eightieth and eighty -first sessions) the CHAIRMAN drew the Committee's attention to
document A41 /GC /3, which had just been distributed, concerning the possible increase in
membership of the Committee on Nominations and the General Committee. The increase had
been proposed by the Regional Committee for the Western Pacific, whose proposal had been
transmitted to the Health Assembly by the Executive Board at its eighty -first session.
Acceptance of the proposal by the Health Assembly would imply the adoption of an
amendment to Rules 24 and 31 of its Rules of Procedure, whereby in the first two
paragraphs of the former Rule and in the first paragraph of the latter Rule the word
If that amendment were
"twenty- four" would be replaced by the word "twenty- five ".
adopted at the current Health Assembly it would come into effect as from the Forty - second
World Health Assembly. Pointing out that the proposed amendment would not be put to the
vote of the Health Assembly until consideration of agenda item 10 had been completed,
namely, at the end of the first week or start of the second week of the Health Assembly,
the Chairman requested the Committee to comment on the proposal.
Mr BOYER (United States of America) wondered whether, if it were accepted that there
was a need to remedy an inequitable situation in the regional distribution of seats on
the two Health Assembly bodies under consideration, it might not be possible to consider
It was important not to permit an
a solution other than an increase in membership.
inflationary trend in such matters.
He asked whether the Secretariat had studied any
alternative solution to such an increase.
The DIRECTOR - GENERAL reminded Mr Boyer that the Thirty -ninth World Health Assembly
had adopted an amendment to the Constitution (which had not yet entered into force)
increasing the number of members of the Executive Board from thirty -one to thirty -two,
again to satisfy the Member States of the Western Pacific Region and to give that Region
He felt that Mr Boyer would agree that that very
better representation on the Board.
modest increase logically required an equally modest increase in the number of members of
He was convinced that the new
the Committee on Nominations and the General Committee.
number of members would not be further modified for many years.

The CHAIRMAN concluded that the General Committee wished to recommend to the Health
Assembly that it should increase the number of members of the Committee on Nominations
and of the General Committee from twenty -four to twenty -five and that it should amend its
Rules of Procedure accordingly.
It was so agreed.
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The CHAIRMAN drew the Committee's attention to two matters concerning the agenda
First of all, with regard to item 12
items to be considered in plenary meetings.
(Fortieth anniversary of the World Health Organization and tenth anniversary of the
Declaration of Alma -Ata) the Executive Board had decided that the two anniversaries
should be commemorated separately, the former on Wednesday, 4 May, and the latter on
Friday, 6 May, in both cases at 16h00.
Secondly, item 14 (Director -General) and its two sub -items should, according to
Rule 110 of the Rules of Procedure, be considered by the Health Assembly at a private
meeting which would decide by secret ballot on the nomination put forward by the Board.
If the General Committee so agreed, that private meeting could take place on the morning
of Wednesday, 4 May, following the adoption of the first report of the Committee on
Credentials by the Health Assembly.
After the private meeting the Health Assembly would
resume its work in public meeting by announcing the decisions taken in private.
It was so decided.

2.

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

The CHAIRMAN pointed out that the Executive Board had decided that the Forty -first
World Health Assembly should end on Friday, 13 May 1988, at the latest.
He drew the
Committee's attention to the preliminary daily timetable prepared by the Board (document
A41 /GC /l) which he concluded it would wish to approve in principle, subject to subsequent
modification if necessary in the light of circumstances that might arise.
It was so agreed.

The General Committee then drew up the programme of meetings for Tuesday, 3 May,
Wednesday, 4 May, Thursday, 5 May, Friday, 6 May, and Saturday, 7 May, and decided to
hold its own next meeting on Thursday, 5 May, at 17h30, in order to draw up the programme
It also decided that the plenary meetings and the meetings of
for the following week.
the main committees would be held, as in recent years, from 9h00 to 12h30 and from 14h30
to 17h30.
The CHAIRMAN proposed that, in accordance with established procedure, the order of
the list of speakers wishing to take part in the debate on agenda items 10 and 11 - a
list that already contained 91 names - should be strictly followed, and that new names
should be entered in the order in which they were received.
The list would appear
regularly in the Journal of the Health Assembly.
If the Committee had no objection he
would inform the Health Assembly of those arrangements at the plenary meeting the

following morning.
It was so agreed.

The CHAIRMAN drew the Committee's attention to the subject of the Technical
Discussions, which was "Leadership development for health for all ". He invited
Dr Khanna, Secretary of the Technical Discussions, to say a few words about them.
Dr KHANNA, Secretary of the Technical Discussions, conveyed the apologies of
Dame Nita Barrow, General Chairman of the Technical Discussions, for being unable to
attend the meeting of the Committee herself; she would not arrive in Geneva until the
The participants in the discussions would divide into several working
following day.
groups on Thursday, 5 May, and a closing plenary meeting would be held on the morning of
Dame Nita had asked Dr Khanna to say to the Committee that she would
Saturday, 7 May.
appreciate it if she could submit her final report on the Technical Discussions on
Monday, 9 May.
It was so agreed.

The meeting rose at 17h50.
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SECOND MEETING
Thursday.
Chairman:

5

May 1988, at 18h00

Professor D. NGANDU-KABEYA (Zaire),
President of the Health Assembly

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After hearing reports from Dr MORK (Norway), Chairman of Committee B, and
Professor ABDUL BAZAR (Kuwait), Chairman of Committee A, on the first meetings of those
committees, the CHAIRMAN announced that certain delegates wished to submit draft
resolutions under item 12 of the agenda (Fortieth anniversary of the World Health
those resolutions
Organization and tenth anniversary of the Declaration of Alma -Ata);
dealt with "Alma -Ata reaffirmed at Riga ", the eradication of poliomyelitis, leadership
for health for all (as an outcome of the Technical Discussions) and the role of
Item 12 was one of the items allocated to the
epidemiology in attaining health for all.
plenary debate, but because it was desirable that the draft resolutions should first be
examined and discussed in committee, the Chairman asked the General Committee if it would
agree to asking Committee A to discuss them, under item 12 of the agenda.
It was so agreed.

Since the programme of work for the two last days of the first week of the Health
Assembly had been established, the General Committee drew up the programme of meetings
for Monday, 9 May, and Tuesday, 10 May, and agreed to meet next on Monday, 9 May, at
17h00.

The meeting_ rose_ at 18h10.

THIRD MEETING
Monday.
Chairman:

1.

9

May 1988, at 17h15

Professor D. NGANDU-KABEYA (Zaire),
President of the Health Assembly

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

The CHAIRMAN reminded members that the procedure for drawing up the proposals to be
transmitted by the General Committee to the Health 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. Ti help the General Committee in its task, the following documents were before
it:
(a)
(b)
(c)

a table showing the geographical distribution of seats on the Board,
a list, by Region, of Members of the Organization which were or had

by Region;
been

entitled to designate persons to serve on the Executive Board;
a list - by Region and in alphabetical order within each Region - of Members
whose names had been suggested following the announcement made by the President
of the Health Assembly in plenary meeting, in accordance with Rule 101 of the
Rules of Procedure of the Health Assembly;
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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 Forty -first World Health Assembly and who had to be replaced,
for the Region of the Americas,
namely:
for the African Region, Lesotho;
Canada and Cuba;
for the South -East Asia Region, Indonesia;
for the European
for the Eastern
Region, the Federal Republic of Germany, Malta and Poland;
and for the Western Pacific
Mediterranean Region, Cyprus and Democratic Yemen;
Region, Australia.
He asked the members of the Committee whether they wished to have a preliminary
discussion and noted, first, that they did not, secondly, that no additional suggestions
had been made and, thirdly, that the number of candidate Members was the same as the
number of seats on the Executive Board to be filled. He therefore presumed that the
General Committee wished, as was allowed under Rule 80 of the Rules of Procedure, not to
take a vote on the candidate Members since the list apparently met with its approval.
There being no objection, he concluded that it was the Committee's decision, in
accordance with Rule 102 of the Rules of Procedure, to transmit a list composed of the
following 10 Members to the Health Assembly for the annual election of Members entitled
to designate a person to serve on the Executive Board:
Argentina, Austria,
Czechoslovakia, India, Iran (Islamic Republic of), Libyan Arab Jamahiriya, Mozambique,
Nicaragua, Tonga and United Kingdom of Great Britain and Northern Ireland.
The list
would be transmitted to the Health Assembly at least 24 hours before it was due to meet
to elect the Members.
(d)

It was so agreed.

2.

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY

After hearing Professor ABDUL RAZAK (Kuwait), Chairman of Committee A, and Dr MORK
(Norway), Chairman of Committee B, report on the stage reached in the work of their
committees, and confirming the programme of meetings for the following day, Tuesday,
10 May, which had already been fixed the previous week, the General Committee drew up the
programme of meetings for Wednesday, 11 May, deciding that it would itself meet on that
day, at 17h30.
The meeting rose at 17h25.

FOURTH MEETING
Wednesday. 11 May 1988, at 12h50
Chairman:

1.

Professor D. NGANDU-KABEYA (Zaire),
President of the Health Assembly

TRANSFER OF AGENDA ITEMS FROM COMMITTEE A TO COMMITTEE В

Dr MORK (Norway), Chairman of Committee B, and Professor ABDUL RAZAK (Kuwait),
Chairman of Committee A, having informed the General Committee of the progress of the
work of their committees, the CHAIRMAN noted that Committee A still had a heavy programme
He therefore suggested
of work while Committee B was much farther advanced in its work.
that the General Committee should transfer item 25 of the agenda (Radionuclides in food:
WHO guidelines for derived intervention levels) from Committee A to Committee B.
It was so decided.
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The CHAIRMAN said that, even after that transfer, Committee B might still find
He reminded the General Committee that it had
itself ahead of Committee A in its work.
decided, at its second meeting, to allocate to Committee A for examination the draft
resolutions submitted under item 12 of the agenda (Fortieth anniversary of the World
Health Organization and tenth anniversary of the Declaration of Alma- Ata).1 He asked
the General Committee to authorize him to transfer examination of all or some of those
draft resolutions from Committee A to Committee B should it prove necessary in order to
expedite the work of the Health Assembly.
It was so agreed.

2.

PROGRAMME OF WORK AND DATE OF CLOSURE OF THE HEALTH ASSEMBLY

Taking into consideration the decisions it had just made regarding the transfer of
agenda items to Committee B, the General Committee drew up the programme of meetings for
Thursday, 12 May, and for Friday, 13 May, the date of closure of the Health Assembly as
On that day a plenary meeting would be
decided by the Executive Board in January 1988.
held at 12h30 to approve the last reports of the main committees, followed, after a short
break, by the closing meeting of the Health Assembly.

З

CLOSURE

After the customary courtesies,
Committee completed.

the CHAIRMAN declared the work of the General

The meeting rose at 13h00.

1

For the subjects of the draft resolutions, see p.

6.

COMMITTEE A
FIRST MEETING
Tuesday.
Chairman:

1.

3

May 1988. at 15h00

Professor A.

R.

Y.

ELECTION OF VICE - CHAIRMEN AND RAPPORTEUR:

ABDUL RAZAK (Kuwait)

Item 18 of the Agenda (Document A41/24)

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 А41/24)1 in which that Committee nominated Professor H. Huyoff (German
Democratic Republic) and Dr G. Perdomo (Colombia) as Vice -Chairmen, and Mr Mya Than
(Burma) as Rapporteur.

Decision: Committee A elected Professor H. Huyoff (German Democratic Republic) and
Dr G. Perdoiдo (Colombia) as Vice -Chairmen, and Mr Mya Than (Burma) as
Rapporteur.

2.

ORGANIZATION OF WORK

The CHAIRMAN emphasized that the agenda before the Committee was heavy and asked
delegates to keep their interventions brief so as to allow the fullest possible
participation in the debates. He drew attention to a supplementary agenda item referred
to the Committee:
Revised appropriation resolution for the financial period 1988 -1989.
Introducing the background information 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.

MAKING OPTIMAL USE OF WHO RESOURCES (REPORT BY THE EXECUTIVE BOARD):
Item 19 of
the Agenda (Resolution WHA40.15;
Document ЕВ81 /1988 /REC /1, decisions ЕВ81(14) and
ЕВ81(15) and Annexes 13 and 14)

Dr GRECH (representative of the Executive Board) reminded the Committee that, at
its seventy -ninth session, the Executive Board had requested its Programme Committee to
review the management of WHO's technical cooperation activities and the opportunities
for strengthening relations between the regional offices and headquarters and the
decision - making processes regarding the implementation of WHO policies, programmes and
guidelines in the regions, and had also referred to the Committee the question of
involving the Director - General in the appointment of all regional directors.
At its July 1987 session, the Programme Committee had first considered the existing
framework for the management of WHO's resources and had then analysed the obstacles to
improved management and the options for overcoming them.
It had unanimously agreed that
the value system, policy basis, strategies, managerial processes and arrangements were
all valid and should be pursued vigorously, and had proposed a number of possible
improvements in the use of WHO's resources for the Board's consideration.

1

See document WHA41/1988/REC/2.

2

Decision WHA41(4).
-

9

-
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All the regional committees had also reviewed the issues raised in the
Director -General's Introduction to the proposed programme budget for 1988 -1989 and the
comments of the Board and Health Assembly on those issues. The Health Assembly had
requested the regional committees to report to the Board in January 1988 on the outcome
of their discussions, and the Board in turn had been asked to review the action taken
and report thereon to the Health Assembly (resolution WHA40.15).
The Board had accordingly considered its Programme Committee's comments and
recommendations for improvements in the use of WHO's resources in the light of the
The relevant information could be found in document
regional committees' reviews.
ЕB81 /1988 /REC /1, decision ЕВ81(14) and Annex 13.
The main issues before the Board could be summed up as follows.
It was necessary:
to make the evaluation of national health - for -all strategies truly national;
to ensure
that technical cooperation activities fully reflected the collective policy;
to
increase the impact of WHO's technical cooperation in strengthening the health
to speed up the introduction of the new
infrastructures of developing countries;
to apply adequately the regional programme budget policies;
managerial arrangements;
to ensure that dialogues between governments and WHO were sufficiently substantive;
to
pay attention to the long -term commitment to collaborative activities;
to plan the use
of country planning figures bearing in mind that resources allocated to countries were
to ensure the proper implementation of
the Organization's collective property;
to ensure the timely provision of supplies
resolution EB71.R6 concerning fellowships;
and equipment as an integral part of collaborative programme activities; to implement
joint activities as speedily as possible;
and to improve WHO's staffing system.
Much of the Board's discussion had focused on WHO's concept of decentralized
management, as described by the Director -General:
the transfer to individual Member
States of both policy and fiscal responsibility for the use of WHO's resources in
accordance with the joint decisions of all Member States.
While realizing the tension to which discussion of decentralization always gave
rise, the Board had agreed that it was useful to consider management questions and
improvements from time to time, particularly in a period of continuing financial
difficulties. Some members had stressed the importance of strengthening overall
planning to further common health goals and WHO's value system, which implied the
setting of priorities for world health.
Others had suggested that the problem was
essentially one of eliminating the gap between agreed concepts and decisions and their
implementation and between the development of the appropriate mechanisms and their
optimal use, which meant that good monitoring, reporting and auditing systems were
required at all levels.
The Board had further noted the feeling in some regional committees that the
decentralized management process was giving way to recentralization.
The
Director - General had emphasized that his attitude in that regard remained unchanged, but
some members had warned that if decentralization was taken too far it might result in
Some members had also stressed the importance of the
the Organization's disintegration.
Board's role in monitoring developments over the coming years.
The concept of decentralized management also meant that individual Member States
were accountable for the use of WHO's resources. The Programme Committee had suggested
certain changes in the practice of issuing tentative country planning figures and in
making use of country allocations. It had been suggested, for example, that some
percentage of the country allocation should be withheld as an incentive for ensuring
that proper use was made of WHO's resources. The Board, which had noted that some of
the regional committees had considered such measures inappropriate, had reached no
consensus on the proposals.
The Board had agreed that it was the responsibility of individual regional
committees to determine which of the proposed measures for improving the management of
WHO's resources were the most relevant for them.
It had noted, however, that there was
agreement on a number of points:
the correct relationship between the democratically
elaborated global policy and decentralized operational management; emphasis on the
pursuit of the health - for -all strategies;
commitment to Health Assembly resolutions on
the responsibility and accountability of every level of WHO and on the mutually
supporting functions of coordination and technical cooperation;
the close links between
the policy and managerial levels in countries on the one hand and support for national
programmes on the other;
and the implementation of regional programme budget policies,
.
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of which the new managerial arrangements for the use of WHO's resources in countries
formed an integral part.
The Board had thus endorsed the Organization's well -defined value system and, in
decision ЕВ81(14), had urged the faithful implementation of resolutions WHАЗЭ.17 and
WHA34.24 dealing respectively with the responsibility and accountability of every organ
and level of the Organization and with the meaning of WHO's international health work as
mutually supporting coordination and technical cooperation.
It had also stressed the
importance of the new managerial arrangements as an integral part of regional programme
budget policies, as well as the global and regional financial audit in policy and
programme terms, and had requested its Programme Committee and the regional committees to
continue their efforts, in collaboration with Member States, to monitor and make optimal
use of WHO's resources for the attainment of the goal of health for all by the year 2000,
The Programme Committee had accordingly decided
n the light of the Board's discussions.
to consider the matter further at its next meeting, in October 1988, paying particular
attention to the methods for setting programme priorities within the framework of the WHO

managerial process and mechanisms.
Staffing issues were considered of paramount importance in the proper management of
the Organization's resources and in achieving the optimal functioning of the Organization
at all levels.
The Programme Committee had suggested that the Board and the Health
Assembly should reconsider the existing WHO staffing system to ensure truly international
support to Member States throughout the world.
The need to attract and retain staff of
the highest quality for all posts, particularly those of WHO representatives, was of
particular concern.
The Programme Committee had requested the Director - General to make a short study of
the modalities and implications of a unified approach to staff management - unified
control by headquarters and the regional offices over the selection and rotation of
staff - to be applied first of all to WHO representatives. After considering the
proposals (document EB81 /1988 /REC /1, Annex 14), the Board had adopted decision ЕВ81(15)
requesting the Director -General, in consultation with the regional directors, to work out
the details of the criteria and procedures envisaged and to make the new system
operational as soon as possible on an experimental basis. The Director - General was
further requested to evaluate the effectiveness of the new system in due course, to
report thereon to the Board and, if the experiment proved successful, to propose the
extension of the system, with any adaptations that might be required, to other WHO staff.
The Programme Committee had also reviewed the suggestion concerning the involvement
of the Director - General in the appointment of all the regional directors.
It had reached
no consensus on the matter beyond expressing itself in favour of any procedure that would
deviate as little as possible from the existing one while ensuring greater involvement of
The Committee had requested the Director - General to prepare a
the Director -General.
working paper for the Board based on certain agreed principles and to include draft
criteria for use by the regional committees in assessing the most suitable candidates.
In reviewing the Director -General's note (document ЕB81 /1988 /REC /1, p. 195), the Board
had observed that the initial reaction of the regional committees had generally been in
favour of preserving the existing system. The Board's views had not been unanimous.
Some members had expressed reservations as to the proposed methods and criteria for the
some had considered, for example, that the
selection of regional directors;
establishment of search committees was not necessarily an improvement over the existing
procedure, that the draft criteria were too specific and that greater flexibility was
required.
Some members had also felt that the procedure for the selection and
appointment of the Director - General should be considered.
The Programme Committee of the Executive Board intended to review the subject again,
taking account of the views of the regional committees and the Board, and to study the
procedures for the selection and appointment of the Director- General. The matter was to
be considered by the Programme Committee in October 1988 and by the Board in
January 1989.
Dr WINDOM (United States of America) said that the time was one of great change in
international health, with the problems of the rural poor - which had once dominated the
Increasing urbanization
concerns of the Organization - no longer being the only ones.
If health for all was to be
had brought new issues which required new approaches.
achieved, it must be through a dynamic process of constant change to meet shifting
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targets.
Such a situation had arisen at a time when WHO would be coming under new
leadership, when the goal of health for all, together with its focus on primary health
care, must still be pursued, and when reinforcement of and renewed dedication to the
goals established at the Alma -Ata Conference must be ensured.
The Eighth General
Programme of Work was flexible enough to permit a dynamic approach to primary health that
could be constantly adapted to changing circumstances.
The changing health situation also coincided with a time of financial difficulty
Resources were being squeezed and
both for WHO and for almost all its Member States.
more effective measures must be taken to ensure that they were used efficiently.
The
need to do so had been stressed by both the Secretariat and Executive Board, the latter
having strongly emphasized the need to ensure accountability at global, regional and
country level.
He fully supported Executive Board decisions EB81(14) and ЕВ81(15) and
hoped that they would be implemented by the new leadership of the Organization.
Greater involvement of the WHO governing bodies in the setting of programmes was
required in order to provide the Secretariat with guidance from Member States on the need
to strengthen certain programmes and to eliminate others.
He looked forward to hearing
what the Secretariat would propose to the Programme Committee in October 1988 concerning
the use of existing mechanisms and the creation of new ones to enable the governing
bodies to become more directly involved in the decision making process for programme
priorities.
-

Professor ВORGONO (Chile) referred to the need to emphasize the process of
decentralization both at regional and country level;
that was necessary both in order to
conform more closely to the priorities of the Organization and as a fundamental measure
In some special programmes, however, including
for ensuring the best use of resources.
the Special Programme on AIDS, that process was still in its early stages.
In that
context it was very important to ensure that personnel were competent and effective,
particularly at the level of the country representatives, who played a vitally important
role not only in ensuring appropriate use of resources but also in maintaining a dialogue
with governments in order to harmonize priorities and efforts and ensure the rational use
of financial resources.
At the same time, accountability must be ensured in even the smallest programmes in
order to determine how funds were being invested.
It would not, however, be right to
retain a percentage of country budgets in order to find out whether countries were acting
Member States were sufficiently mature to assume
in accordance with guidelines;
responsibility for their own acts.
Concerning nominations for posts of regional directors, it would be most
inappropriate in any region, and particularly so in the Region of the Americas with its
special situation, to establish a search committee.
Such nominations were in part
technical and in part political, and Member States must continue to play an important
role therein.
Should the Executive Board consider a nomination submitted by a regional
committee to be inappropriate, it had the power to reject the candidate, although in
practice it had never yet done so.
Dr LUO Yiqing (China) endorsed the report of the Executive Board on the management
of resources and drew attention to the need to ensure the implementation of measures for
the optimal use of resources by analysing difficulties and seeking ways of surmounting
them.
It was important, in efforts to achieve health for all, that developing countries
should be able to import less expensive, less sophisticated equipment.
At the same time,
increased training activities should be promoted for health personnel in such countries.
Fellowships should be awarded for health management and legislation as well as for
research.
In his own country, a change in the distribution of resources was planned in order
to make a larger proportion available for the training of rural health staff and for
rural health services as a means of achieving health for all.
China wished to tap
potential resources for health activities and obtain assistance from outside the
and that included WHO - in order to accelerate progress.
country
Whereas resources were limited, scope for improvement was not.
The proper use of
resources would ensure that objectives were reached.
-

Professor BERTAN (Turkey), referring to the Executive Board's emphasis on the need
to pay special attention to health systems based on primary health care as the key to the
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attainment of health for all, said that optimal use of WHO resources, particularly in the
field of training, management and the utilization of appropriate technology, would
contribute to achieving health for all by the year 2000.
As an example of the appropriate utilization of WHO resources in Turkey, she
referred to the national policy of making primary health care and preventive services
available to the whole population. WHO health targets had been adopted and a
Turkish- language version of the European Region's 38 targets for health for all by the
year 2000 published.
Turkish health infrastructure required strengthening mainly in
manpower and management development, and WHO resources in that area would be most
The Turkish Minister of Health had agreed on a medium -term programme with the
useful.
WHO Regional Office for Europe and a plan of operations with UNICEF, both of which aimed
at upgrading the primary health infrastructure and revitalizing policies affecting
children, women, manpower development, management and social mobilization on the basis of
An important achievement was the proven
medium -term and long -term interventions.
sustainability through routine services of high immunization coverage following the
single national immunization campaign of 1985. A cluster survey and national programme
review undertaken in early 1988 had indicated that, among infants aged 12 -23 months, BCG,
diphtheria /pertussis /tetanus 3 and polio 3 immunization rates were above 80%.
The
Government had set the elimination of poliomyelitis and neonatal tetanus by 1990 as a
target, and a master plan for health was being developed.
In conclusion, she expressed her delegation's appreciation of the Director- General's
Biennial Report for 1986 -1987 and the relevant decisions of the Executive Board.
Dr RODRIGUES CARRAL (Mozambique) said that his delegation had noted with particular
attention the report of the Executive Board on its last two sessions (document A41/2), as
well as the documents reviewed by the Executive Board at its January 1988 session.
Referring to the optimal use of resources, he disagreed with the pessimistic views
expressed in document ЕВ81 /PC /WP /2, reproduced in Annex 13 to document EB81 /1988 /REC /1.
In particular, he could not agree that the collective policy towards health for all by
The progress made towards
the year 2000 had not yet been put into practice.
health - for -all goals since 1980 in both developed and developing countries spoke for
itself, even if the objective of complete social justice within and between countries was
Health for all and primary health care, which required an
still a long way off.
intersectoral approach and community participation, were relatively new global approaches
to health, and it would take time before they were widely disseminated and put into
practice in all countries.
Progress must be seen from the point of view of the complex
process of accommodating long -term goals and strategies within the structure of WHO,
itself an abstract, formal arrangement aimed at reconciling conflicting interests so as
Even though health for all might be accepted as a common goal,
to reach common goals.
It was hardly
each Member State had to select strategic options and priorities.
surprising, therefore, that progress towards defined targets both in health status and in
the functioning of the Organization was slow.
Regarding structure, he considered that an enormous improvement had occurred in the
quality, depth and precision of discussions at the Health Assembly and in regional
committees over the past ten years. Member States were increasingly assuming a major
role in the governing bodies of the Organization.
Their commitment and awareness were
prevailing over the global political crisis with which the Organization was confronted.
Other significant improvements had also taken place at the national level,
especially in the dialogue between governments and the WHO representatives, whose
national counterparts were assuming an increasingly important role. While continuing
improvements and changes were necessary, he felt that the prevailing mood should be one
of optimistic criticism.
The regional and national levels must have priority if WHO was to continue to play
One of the results of improving the quality of staff was
its leading international role.
to optimize the use of WHO's resources at the country level, and the key figure in that
respect was the WHO country representative. In the increasingly difficult dialogue with
ministries of health, which faced conflicting priorities for the use of scarce national
resources, it was all the more necessary that the technical support afforded to countries
He therefore agreed in principle with the proposed measures
should be of higher quality.
concerning the upgrading of WHO representatives.
With regard to WHO's institutional structures, priority should be given to the
regional committees and to the support given them by the regional offices, in order to
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enable the former both to work out regional priorities and regional adjustments to global
programmes and also to determine long -term developmental goals and plan strategies to
reach those goals. By long -term planning at regional level he meant strategic programmes
that went beyond specific delivery targets and ha:? an effect on national self -sufficiency
and national ability to cope with future and unfo�еseen national needs, including
programmes for health manpower development, strengthening of research or even AIDS
control.
While agreeing in principle with the measures proposed in Annex 13 of
document ЕB81 /1988 /REC /1 for monitoring the utilization of resources, including new
information and auditing systems, he was not in favour of the preparation of lists of
equipment and supplies to be purchased or not, as the case might be, under the regular
that might be regarded as unfair by Member
budget (part I, paragraph 11(i) and (j));
States, which might feel that their specific problems were not being taken into account
Moreover, such a practice might detract from WHO's prestige,
in the choice of equipment.
already declining in some parts of the world in comparison with that of other agencies
such as UNICEF or some nongovernmental organizations. His delegation also disagreed with
the idea of withholding a percentage of the country allocation (paragraph ii(o)), which
might be seen as a means of coercion, and with that of withdrawing from the country
allocation certain funds not obligated by the end of June of the second year of the
biennium (paragraph 11(q)), since it was difficult for some countries to effect all
expenditures by that date and, moreover, the difference between estimated and real
expenditure and purchases might be difficult to assess.
In conclusion, he endorsed the contents of decisions ЕВ81(14) and ЕВ81(15) and also
agreed that the Executive Board and the Programme Committee should discuss the matter in
greater depth.
Y

Dr RAKCEEV (Union of Soviet Socialist Republics) said that the item under discussion
was a particularly relevant one at a time of financial difficulty for the Organization.
One of the areas where the Executive Board and its Programme Committee had made useful
recommendations, which would lead to better results in spite of limited resources, was
that of improving the management of resources at all levels.
Such improvement implied a
further strengthening of the control functions of WHO's governing bodies and increased
responsibility on the part of the Secretariat and Member States in ensuring optimal use
of resources in accordance with many significant decisions on that subject adopted in the
last 40 years.
It was of the utmost importance that those decisions should be applied,
notably through the global and regional financial audits in policy and programme terms
whose importance was stressed by the Executive Board in decision ЕВ81(14).
With regard to the planning and organization of WHO's activities, particular
attention should be paid to the Programme Committee's recommendations concerning global,
interregional and intergovernmental measures of practical significance to the majority of
Member States. Application of those measures would ensure the optimal use of WHO's
resources.
The Programme Committee's proposal to establish an information support
system, needed in the carrying out of the Organization's work, was also of interest.
Not only the Organization's financial resources but also its manpower resources must
be strengthened, in accordance with decision ЕВ81(15).
The introduction on an
experimental basis of a new, more objective system for the selection and rotation of WHO
representatives would ensure that the most highly qualified experts were selected,
although it should not undermine the role of governments in selecting such personnel.
What was important was that the new system would strengthen the unity of the Organization
and would thus facilitate the achievement of its goals.
In developing that unified
approach to the selection of personnel, due attention must be paid to the principle of

equitable geographical distribution.
Dr DE SOUZA (Australia) said that, although it would be surprising if there were
consensus on every one of the Programme Committee's 23 important recommendations, and
while the recommendations on resources management needed some further development to take
account of the concerns expressed, their general thrust was exemplary. Australia,
however, had a strong commitment to the principle that no recipient of WHO resources
should be immune from accountability for the appropriate use of those resources, nor did
its support for decentralization transcend its concern for the efficient execution of
WHO's mandate.
His delegation strongly supported the financial audits in policy and programme terms
referred to in decision ЕВ81(14).
More specific recommendations were required on the
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With regard to the
question of relations between regional offices and headquarters.
selection of WHO representatives, his delegation supported the approach suggested by the
Director -General.
In conclusion, although more work needed to be done, the adoption by WHO of a
package along the lines proposed would be a significant achievement for the United
Nations system.
The issue of reform was a very important one, and he therefore supported
It was also important for the Executive
Executive Board decisions ЕВ81(14) and ЕВ81(15).
Board to continue to look into the question and, it was hoped, resolve the many issues
raised in Committee A.
Dr MAGANU (Botswana) said that his delegation supported all attempts to ensure the
It was regrettable that the proposed
optimal utilization of WHO resources.
decentralization of policy and fiscal responsibility for the use of WHO resources was not
More responsibility for the disbursement of funds should be
yet fully operational.
delegated to the country level.
The obstacles to putting stated policy into effect were clearly set out in part I,
paragraph 10 of document EB81 /1988 /REC /1, Annex 13, and one of the solutions proposed was
to reconsider the present system of staffing in the regions, starting with WHO
representatives (paragraph 11(w)). What had been found lacking in the existing system of
staffing and what alternative system was being proposed?
While agreeing that the Director - General and the Executive Board might be involved
to some extent in the appointment of regional directors, for reasons of balance, and that
such appointments should be depoliticized, he felt that the regional committees should
The quality of candidates could be
nevertheless have the final say in the matter.
properly assessed only at the regional level, where there was enough political maturity
for supervision by the Director - General or the Executive Board to be largely
unnecessary.
He urged that precise criteria for the post of regional director should be
that would greatly facilitate the appointment process.
formulated as soon as possible;
Dr FERNANDO (Sri Lanka) said no one doubted that every effort should be made to
It could be done in several ways, including the
optimize the use of WHO resources.
WHO resources allocated to Member States were
improvement of management techniques.
combined with national resources and usually represented less than 1% of the total.
It
was therefore essential that detailed discussions should be conducted with countries, and
the WHO representatives had a key role to play in such discussions.
The representatives
should not only ensure optimal use of WHO resources but should also try to obtain more
national resources for use in health - for -all programmes, as many developing countries
were still trying to use their scarce resources on high - technology medical methods and
If the country representatives were selected centrally and not accepted by
equipment.
the countries concerned, their role would be much more difficult.
They should therefore
be selected with full consultation at the national level.
It was even more important for the countries of the region concerned to be involved
in the selection of regional directors.
Countries were now sufficiently mature, both
politically and in health matters, to resent a central appointment.
It had been implied
that political influences had a detrimental effect on the appointment of regional
directors.
However, since members of the Executive Board were also those who were
involved at the regional level, it was difficult to see how a central mechanism involving
the Board would improve the selection process.
The question of the Director -General's involvement in the selection of regional
directors had been discussed by the Executive Board in 1987, by the Programme Committee
in 1987 and again by the Executive Board in 1988;
it would be discussed yet again by the
Programme Committee in 1988 and the Executive Board in January 1989.
Conclusions on such
their consideration should not be allowed to run
matters should be reached more quickly;
on over a prolonged period.

Mr CURRY (New Zealand) said that one of the real strengths of WHO lay in its
collaborative method of operation and the facilitation of the process of learning rom
one another's experiences - an issue of particular relevance when WHO's resources were
In that
directed towards, and invested in, countries' use of national health resources.
connection, his delegation placed great value on the work done in the area of planning
It keenly awaited the progress report on the
and management of the health workforce.
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role of nursing /midwifery personnel in strategies for health for all that had been called
for at the Fortieth World Health Assembly.
Noting that paragraph 6.54 of the
Director -General's report on the work of WHO in 1986 -1987 highlighted the importance of
mobilizing the skills of such personnel, he proposed full reporting on the action taken
to ensure that the investment of WHO resources in the management of country workforces
provided its full potential return.
His delegation also asked that a brief but
comprehensive report on the important findings of the nursing case studies referred to in
the paragraph he had cited (and on any subsequent or proposed developments) be prepared
and submitted to the Health Assembly.
Dr NTABA (Malawi) commended the Executive Board and the Secretariat on the
documentation provided for the discussion. WHO's resources were the collective property
of all Member States;
at times of financial difficulty it was only logical to seek their
Such resources were not only financial and material;
optimal use.
they also included
the skills and abundant experience that were available among all those willing to serve
WHO and Member States.
Allusions had been made to the use or abuse of the WHO fellowship programme - abuse
in the sense that those trained under the programme were not always employed in a manner
relevant to their training on their return home.
It had been suggested that countries
where that occurred should be penalized by delaying or withholding further fellowships.
small countries with their critical shortages of
He urged caution in such an approach:
personnel often had no choice but to switch officers to new tasks, to meet new and more
pressing priorities and crises, regardless of their training.
The suggestion had also been made that where Member States had not utilized or
planned the utilization of all their allocations before the end of a financial biennium,
such funds might be reallocated to other programme activities, or perhaps to other Member
States that might be performing better.
Again he urged caution, since more often than
not the inability to use WHO resources reflected weakness in managerial skills;
in such
cases the action envisaged might worsen the situation, when what was required was
assistance in strengthening the capacity of the countries concerned to absorb resources.
To sum up, the issue of optimal use should not be approached in a simplistic
manner - the same yardstick could not be applied in all Member States.
It would be
difficult to reach a consensus on all the recommendations, which should be understood in
which
on those
important issues, his delegation endorsed the Executive Board's conclusions and
decisions.

Mr GHACHEM (Tunisia) said that in comparison with other bilateral and multilateral
cooperation organizations WHO, although not without its imperfections, was one of the
best managers of resources.
It was the only specialized agency with a regionalized
geopolitical system;
advantage should be taken of that, even though it gave rise to
certain difficulties.
In the Eastern Mediterranean Region, a joint programme evaluation was undertaken
every two years to examine the programme for the following biennium and to review the
current programme.
The procedure, which was well worth continuing, permitted better
planning and management of the resources available. The use of WHO resources was the
responsibility not only of accountants and auditors, but, first and foremost, of Member
States and of those who most needed and most benefited from WHO's assistance.
Unfortunately, the main beneficiaries were the least well equipped to undertake programme
The key to management of WHO resources and health resources in
planning and management.
general would be a long -term training programme for programme planning, management,
evaluation and follow -up - by no means an easy task.
He feared that the emphasis laid by
other speakers on the need for controls and verification might lead to the creation in
WHO of an unwieldy central bureaucracy similar to that seen in other organizations.
That
being said, the present system was certainly not above criticism.
Health management was
a very complex issue and depended on cooperation at all levels;
WHO should join with
other institutions and agencies in investigating how intersectoral cooperation might be
developed further, for public health and disaster relief were not the concern of
ministries of health and WHO alone.
Dr HAJAR (Yemen) said that the health budget of Yemen, one of the least developed
countries, was decided at the country level in cooperation with the WHO Representative.
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Since the Representative's office was in the same premises as the Ministry of Health,
there were close links between the two which laid the foundation for the success of the
Joint monitoring and auditing every two
programme and the drafting of the health budget.
years ensured that the country and the Organization were drawing maximum benefit from the
resources allocated. Moreover, the procedure whereby national health decision -makers
were able to visit the Regional Office to make contacts and help draw up the programme
budget facilitated the optimal use of resources and the granting of priority to primary
Yemen had also benefited from the advice of a regional adviser
health care programmes.
based at the Regional Office, whose review of the country's immunization, diarrhoeal
diseases and respiratory diseases programmes had helped to reduce costs by avoiding the
need for an adviser resident in Yemen. Further, in malaria control, a regional group had
been set up consisting of an expert on insecticides, one on control operations and one on
laboratory techniques. Yemen had enjoyed the help of the group at the start of its
malaria control operations and the result had been a reduction in management costs as
well as the accumulation of considerable advice.
Those examples showed how optimal
management of resources might be achieved.
The goal of Yemen's five -year plan was to implement primary health care throughout
Yemen would rely on WHO's contribution to permit the extension of coverage,
the country.
currently reaching some 35% of the population.
He therefore hoped that Yemen would
continue to receive the budget allocation for that activity.
Dr RAHIL (Libyan Arab Jamahiriya) endorsed the measures being taken to achieve
optimal use of WHO resources. The appropriate choice of leaders and ideas was decisive
He agreed with many of the comments by previous speakers.
in that context.
Priority
should be given to the developing countries, particularly those where AIDS was a serious
problem, and those affected by an embargo on medical equipment and supplies.
Special
attention was also required by the populations suffering under Israeli occupation.
Despite economic embargoes, his country was doing its utmost on behalf of all its
citizens.
Dr GRECH (representative of the Executive Board) said he had listened with great
In reply to the delegate of Botswana's question concerning
interest to the discussions.
the arrangements for selecting WHO representatives, he said that the present method
lacked a systematic approach to attracting talent - there were no agreed criteria and the
The unified approach to recruitment
lack of common purpose did not facilitate rotation.
of WHO representatives would comprise three aspects:
(1) the establishment of a roster,
to be continuously updated, of suitable potential candidates, aimed at ensuring a
coordinated effort at headquarters and the regional offices and at facilitating
rotation;
(2) the direct involvement of the Director - General and all the regional
directors in the selection process, and the drawing up of a list of two or three eligible
candidates for each post in accordance with agreed criteria of quality and periodic
staffing reviews; and (3) informal consultations with the authorities of the country
concerned.
Dr COHEN (Adviser on Health Policy, Office of the Director -General), noting that the
debate had been wide - ranging and concerned with complex questions, said that the reason
the Director - General had wished to raise such issues was that he felt they ought to be
debated openly and democratically instead of a pretence being made that the problems did
not exist.
Open debate in the Executive Board's Programme Committee, the Board itself
and Committee A could only be to the credit of WHO;
it was the antithesis of
bureaucratic obfuscation. Member States could rest assured that all their comments had
been noted and, in the same spirit of democracy, would be submitted to the Programme
Committee of the Executive Board, so taking the process of helping the Organization to
In adopting the decisions in the report, the
improve its management one step further.
Board had been well aware that they would not solve all problems at once, or even in the
But they would enable the problems that could be dealt with to be tackled
long term.
successively.
In response to Dr Maganu's comments he noted that, as the functions of WHO had
A great deal
changed, the functions of WHO representatives had changed correspondingly.
not only did they have to understand WHO policy
was now being demanded of them:
themselves;
they had to be able to explain it in a way governments, heads of
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institutions and the individual health worker would understand.
In addition, they had to
display expertise in planning, management and coordination of resources, since they were
being asked to help countries to undertake those tasks.
In other words, they had to
display a grasp of complex and varied political, social and economic issues in addition
As Dr Luo Yiqing had pointed out, training was
to more conventional public health ones.
very important; but unfortunately no institution yet existed anywhere in the world that
provided the kind of training required for WHO representatives.
In view of all those
factors, it was perhaps not surprising, despite the individual merits of recruits, that
the problems of WHO representatives were so acute.
Mr MUNTEANU (Director, Division of Personnel and General Services) said there was no
question of establishing a centrally operated system that would impose WHO
What was proposed was that the Director -General, in
representatives on Member States.
consultation with the regional directors, and with their agreement, would propose a
number of candidates from among whom governments would make their choice.
No
representative would be appointed to any country without its agreement.
Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), referring to the
documents before the Health Assembly in general and Committee A in particular, said that
many were in the form of lengthy reports from the Board which were difficult for
delegates to assimilate in the time available because they carried no summary of the
essential points to be taken up in discussion nor any guidance on how the debate should
He suggested that in future years some improvement could be made in that
be structured.
respect.

4.

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND STATUS OF
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES):
Item 20 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code;
and Document
ЕB81 /1988 /REC /1, resolution EB81.R16 and Annex 10)

Dr GRECH (representative of the Executive Board) introduced the report in document
EB81 /1988 /REC /1, Annex 10. After a review of its contents, he stated that additional
replies on the status of implementation of the International Code of Marketing of
Breast -milk Substitutes had been received from many countries after the text had been
prepared. Although caution was called for in interpreting the report's findings, and
there was no room for complacency, the results of surveys showed that a positive impact
had been made on the nutritional status of pre - school children in Africa, the Americas
With respect to the relative importance of infection and dietary intake in
and Asia.
malnutrition, the intention had been to emphasize the role of both diet and infectious
diseases, whether alone or together, in affecting nutritional status.
The recommendations on breast - feeding and human immunodeficiency virus (HIV)
infection contained in paragraph 87 had their origins in a report of a group of experts
on the subject.
In a field evolving as rapidly as that related to HIV infection, and
where the results of new epidemiological and laboratory research were continually
updating cumulative evidence, it was unlikely that they could be considered definitive.
With regard to the implementation of the International Code, many Board members had
emphasized the need to strengthen and improve country and regional reporting, but had
stressed that information collected should continue to be synthesized and analysed at the
global level in order to obtain a worldwide view.
The Board recommended to the Forty -first World Health Assembly the adoption of the
draft resolution contained in resolution EВ81.R16.

Dr VISHWAКARMA (India) said that the two most usual nutritional deficiencies in
The former was being dealt with within the
India related to vitamin A and iodine.
framework of the programme for the control of blindness and the latter by iodization of
Calorie deficiencies were being combated in a number of states through
salt.
mid - day -meals schemes.
The prevalence and duration of breast - feeding had declined among the urban
population, particularly in high - income groups, although breast - feeding rates were
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generally high for the first six months of life. The promotion and support of
appropriate and timely feeding practices with the use of local food resources was being
emphasized through mass education and the mass media. A working group on the production
and marketing of infant food had been set up in 1980 in the context of the International
Code of Marketing of Breast -milk Substitutes, following which a National Code for the
Protection and Promotion of Breast - feeding had been adopted by the Indian Government in
December 1983 with the aim of contributing to the provision of safe and adequate
nutrition for infants by the protection and promotion of breast - feeding and by ensuring
the proper use of breast -milk substitutes where necessary, on the basis of adequate
information and through appropriate marketing and distribution.
With regard to the transmission of 11V infection, he firmly believed that the
epidemiological picture was different in the Asian context. No indigenous case of the
disease had as yet been seen.
Dr BRAMER (German Democratic Republic) said that constant care for the well -being of
mothers, infants and young children was a principle embodied in the Constitution of the
German Democratic Republic. Malnutrition was not a problem encountered in that country.
Mothers were encouraged to breast -feed their infants during their first four months at
least and suitable infant foods were approved and subsidized by the Government.
In
creches and kindergartens, great care was taken over the nutrition of children and
infants. As a result of such measures, parents needed to spend less than 1% of their
income on child nutrition.
Endemic goitre existed in some areas of the country and had been combated since 1983
by the use of iodized salt, which had begun to show results in 1987.
Some iron
deficiency had been seen in isolated cases among young girls or women, usually as a
Vitamin A deficiency did not occur because adequate food
result of excessive dieting.
was available to all.
The breast - feeding of infants was extremely important and was promoted by health
education for expectant mothers and by social measures such as one year's paid leave for
mothers, paid breaks for breast - feeding purposes, and the placing of excess breast -milk
at the disposal of infants whose own mothers were unable to breast -feed them.
The use of
breast -milk substitutes was subject to paediatric control;
they were regularly monitored
by the national health service and could be marketed only with Ministry of Health
approval.
The manufacture of breast -milk substitutes and other baby foods was subject to
very stringent requirements and complied with the recommendations of the Codex
Alimentarius Commission and the Codex Committee for Special Dietary Uses. The packaging
of such products carried information on the advantages of mother's milk and
breast -feeding. The German Democratic Republic strictly observed the WHO International
Code of Marketing of Breast -milk Substitutes.

The meeting rose at 17h30.

SECOND MEETING
Friday.

Chairman:
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May 1988. at 14h30

Professor A. R. Y. ABDUL RAZAK (Kuwait)

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND STATUS
OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES):
Article 11.7 of the Code;
Item 20 of the Agenda (Resolution WHA33.32;
and Document
EВ /1988 /REC /1, resolution EB81.R16 and Annex 10) (continued)
Mrs MANYENENG (Botswana) said that 98% of mothers in Botswana breast -fed their
babies, for an average duration of almost 19 months;
the figures for duration and
prevalence were higher for rural than for urban areas.
The Government's role was thus to
protect breast - feeding among rural women while promoting and sustaining it among their
urban counterparts. Botswana, which endorsed the International Code of Marketing of
Breast -milk Substitutes, was committed to promoting and protecting breast - feeding in
order to enhance child survival and development. It had set up a breast - feeding
promotion group in 1983 with responsibility for activities to implement the Code as well
as for making information available on the subject to all health and extension workers
In addition, the Ministry of Health had issued a circular to
and to the public at large.
all health and extension workers prohibiting the use of health facilities and health
workers' services to promote breast -milk substitutes, with the result that promotional
drives for such substitutes, coming from a neighbouring country, had ceased.
Thus,
certain aspects of the Code were already being implemented although legislation relating
A steady flow of information and education on the
to it had not yet been enacted.
importance of breast - feeding was being provided to mothers, health workers and the
promotional material
in
publications that originated outside the country, there was no advertising of breast -milk
substitutes in Botswana.
However, Botswana still had its share of problems relating to
breast -feeding, including a lack of the trained staff the breast - feeding programme needed
to implement the Code rapidly.
There was still ample room for improvement.

Mrs NEWMAN -BLACK (United Nations Children's Fund) said that UNICEF was firmly
committed to the promotion, support and protection of breast- feeding, and was continuing
to expand and improve its support to governments in that area.
Several countries had
recently received UNICEF support for breast - feeding promotion, lactation management
training for health workers, and development and implementation of national marketing
codes.
UNICEF continued, however, to be concerned about the continued indiscriminate
distribution of infant formulas to maternity wards and hospitals, and the detrimental
effects of such freely available supplies on the initiation and maintenance of
breast -feeding.
UNICEF had therefore consistently advocated the cessation of that
practice and had encouraged governments throughout the world to regulate carefully the
availability and distribution of free or reduced -cost supplies.
UNICEF had expressed that commitment through its participation in the joint
WHO/UNICEF consultation concerning "infants who have to be fed on breast -milk
substitutes ", held in 1985, and through its support for the WHO guidelines concerning the
main health and socioeconomic circumstances under which infants have to be fed on
breast -milk substitutes (1986) and for resolution WHA39.28 on infant and young child
The 1985 consultation of experts had concluded in its report that "the routine
feeding.
availability of breast -milk substitutes ... should not be permitted in maternity wards
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and hospitals since only very small quantities of breast -milk substitutes were ordinarily
required to meet the needs of the minority of infants in these facilities ".
UNICEF hoped that all parties referred to in the International Code of Marketing of
Breast -milk Substitutes would abide by the spirit as well as the letter of all its
provisions and, although not itself directly involved in monitoring compliance with the
Code, recognized the importance of the work that many groups around the world were doing
It would soon be ten years since the 1979 review of infant and child
in that regard.
a detailed examination.of the status of the subject would therefore be
nutrition issues;
appropriate in 1989.
Dr VASSILEVSKI (Bulgaria) said that infant and young child feeding formed an
integral part of maternal and child health care in the context of primary health care,
and was being given priority in Bulgaria's health - for -all strategy.
Iron deficiency was of some concern in Bulgaria.
Special foods and milks went part
of the way towards solving the problem, but attention was being focused on prenatal
preventive measures.
Bulgaria was also using preventive measures, in addition to health
education and social policies, to combat iodine deficiency. In recent years obesity had
been found to be a problem in 8% to 12% of children.
As a result the national programme
to control diseases caused by social factors had taken steps to promote healthy eating
habits among children and adolescents.
Since breast - feeding was considered of primary importance in lowering infant
mortality and morbidity, it was being extensively encouraged in Bulgaria.
The proportion
of breast -fed babies was increasing, although further progress was desirable;
64% of
infants were being breast -fed in 1988, as compared with 59% in 1985.
Measures had been
introduced through health education to restrict the use of breast -milk substitutes, a
system had been established for the donation of excess breast milk to benefit infants in
need, and breast - feeding topics were included in the curricula for medical students.
Advertising of breast -milk substitutes had been prohibited and the packaging of such
substances carried an indication that breast milk was preferable.
The range of
supplementary and weaning foods available was being improved.
In the social field,
benefits for pregnant women and mothers had been improved.
For example, paid leave was
given until a child was two years old and a further year of unpaid leave was allowed
The monthly family allowances had been increased.
after that.
Bulgaria would be happy to share its experience in regard to child nutrition with
others.
Dr MOJI (Lesotho) said that infant and young child nutrition was a major feature of
Lesotho's primary health care programme, since malnutrition was the single most important
contributory factor to high infant and child mortality in developing countries.
Committees on breast - feeding had been established in all administrative districts in
Lesotho and an evaluation was under way of the impact of the promotional methods used
since the establishment of that network.
Health staff, including village health workers,
and mothers had been made aware of the importance of breast - feeding in the management of
diarrhoea - an approach reinforced by the oral rehydration units.
Such units had been
established in 16 of the country's 18 hospitals and the care they provided extended to
the first contact point, which was the health centre.
The child nutrition programme
being sponsored by UNICEF had recruited a consultant to design a more appropriate growth
monitoring chart, and two such improved charts were now under discussion.
The food
supplement programme had been reoriented to concentrate on children aged between three
and 24 months, who were the group vulnerable to malnutrition for lack of appropriate
weaning foods.
The search for improved weaning foods using local products was continuing
and WHO support in that effort would be greatly appreciated, as would technical
assistance in strengthening child nutrition programmes.
Lesotho supported the draft resolution recommended by the Executive Board.
Dr N'JIE (Gambia) said that the topic under discussion was an extremely important
problem for his country, and one on which it had recorded very little success. Paragraph
4 of the report by the Director - General (Annex 10 of document EB81 /1988 /RЕC /l) appeared
to imply that the issue of food availability was not a critical factor in the nutrition
equation in developing countries. It might be misleading to infer that that applied, for
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example, to per capita availability of calories, and he would welcome some explanation
from the Secretariat.
Breast - feeding fortunately continued to be more or less universally practised in his
country, although his delegation was aware of how rapidly the situation could change.
There was ample evidence that the average Gambian child fed entirely on breast milk
developed to at least the third month as well as, and sometimes better than, his
counterpart in the developed world, but difficulties arose thereafter. The weaning
period was the most dangerous because of the inadequacy of energy content and the fact
that working mothers had to prepare a large part of the weaning food in advance so that,
with the passage of time, the food became contaminated by the development in it of highly
toxic bacteria. It had proved difficult to find appropriate ways and means of changing
that situation. Although health education had been proceeding for the past decade, the
latest survey, carried out towards the end of 1987, indicated that the situation had
slightly worsened. A promising scheme which had been developed under the Joint
WHO /UNICEF Nutrition Support Programme and had just been demonstrated gave, however, some
hope of effective approaches, which his delegation intended to make known on its return
home
In view of the difficulties and frustrations experienced in its efforts to reduce
infection, the Gambia was seriously considering the inclusion of food packages in its
essential drugs list, on which oral rehydration salts already formed an essential item.
Nutrition, particularly for children of between nine and 18 months, was so critical that
instead of waiting for overall economic growth to improve nutritional status,
consideration was being given to issuing food packages in maternal and child health
clinics.
It was estimated that as little as 2% to 3% of the food aid entering the
country through various projects could adequately meet such requirements provided that
selection criteria were clearly outlined. His country therefore greatly appreciated the
move by WHO, UNICEF and FAO to develop an interagency programme to harmonize the various
inputs, and hoped that those organizations could ensure that the collaborative effort
between the agricultural, educational and health sectors could be focused on the
important issue of infant and young child nutrition.
His delegation supported the action -oriented draft resolution recommended in
resolution EB81.R16.
.

Mr POLES (Brazil) said that the main nutritional problems affecting the population
of Brazil were those of deficiency, although several regional differences had to be
considered.
Such problems unfortunately existed not only in the poorer areas of the
north -east but also in urban areas undergoing rapid development.
Protein - energy
malnutrition was the main nutritional deficiency, since contrasts in income distribution
meant that much of the population was unable to afford the necessary or adequate food to
provide full nutritional benefit.
The Government had therefore been working to improve
the nutritional level of the population, and particularly of vulnerable groups such as
pregnant and lactating women, infants and pre - school children. Supplementary feeding,
which the Brazilian Ministry of Health regarded as absolutely essential at the current
stage of social and economic development, had become a part of maternal and child health

programmes.
The important national breast - feeding promotion programme, launched in March 1981,
took account of the guidelines established at previous World Health Assemblies, and was
based on the most recent studies showing that human milk was the best food for infants.
Its work strategy covered activities in such areas as:
health personnel training;
community support promotion, particularly through the mass media; extension and
monitoring of legislation concerning working mothers; regulations governing human -milk
banks;
hospital routines facilitating breast -feeding, such as rooming -in and restriction
of bottle - feeding during the post - delivery period;
and control of advertising of
breast -milk substitutes.
Before starting the programme, the Brazilian Government had
evaluated infant - feeding patterns in February 1981.
The evaluation, repeated in 1987,
had shown that the programme had had a considerable impact.
In the metropolitan area of
Sao Paulo, with 16 million inhabitants, the mean duration of exclusive breast - feeding had
been extended from 45 days in 1981 to 94 days in 1987, while the mean total duration of
breast - feeding had shown a 100% increase to six months. Random studies also showed
increases for other Brazilian cities.
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In implementation of resolutions WHA34.22 and WHA39.28, the Brazilian Ministry of
Health, through the national institute of food and nutrition, had established in 1987 a
code committee, in which representatives of paediatric and nutrition societies, the food
industry, consumers' associations and governmental and nongovernmental organizations had
taken part.
The draft code, whose publication and implementation had been agreed among
the various interested parties, had been finalized and transmitted to the Ministry of
Various international agencies had collaborated in its preparation
Health in March 1988.
and Brazil was requesting legal assistance from WHO.
His delegation, which agreed in principle with the draft resolution contained in
resolution EB81.R16, suggested that, in addition to the resolutions referred to in the
second preambular paragraph, mention should also be made of resolution WHA34.22 adopting
the International Code, and that the word "support" in operative paragraph 3 of the draft
resolution should be replaced by the words "collaborate with ".
Dr WASISTO (Indonesia) expressed the hope that the encouraging improvement in the
nutritional status of children, revealed in the Director -General's report, would
continue.
Countries should, however, pay greater attention to the question of vitamin A
deficiency, which could cause morbidity and mortality among infants and children.
The report referred to the situation in Asia, the Americas and Africa, but he would
welcome information also on the situation in the Eastern Mediterranean and Western
Pacific Regions.
As in many other countries, the nutritional status of children in Indonesia was
improving.
The prevalence of undernutrition among children under five years of age,
which had stood at about 30% at the end of the 1970x, had decreased to 18% in 1985.
Anaemia in pregnant mothers and vitamin A deficiency were also decreasing in line with
Indonesia's success in attaining self - sufficiency in food production and improvements in
the levels of education and per capita income.
In 1985 the Ministry of Health had issued a ministerial decree governing the
marketing and distribution of breast -milk substitutes, with a view to ensuring healthy
infant - feeding practices. Its provisions included the control of advertising of
breast -milk substitutes.
With a view to further improving the nutritional status of children, his delegation
would strongly support closer collaboration by WHO with UNICEF, FAO and other
international agencies.
It also supported the draft resolution recommended in resolution
EB81.R16.

Mrs ALLAIN (International Organization of Consumers' Unions), speaking at the
invitation of the CHAIRMAN, said that IOCU, which represented consumers throughout the
world and had a membership of 164 organizations in some 60 developing and industrialized
countries, had collaborated with WHO on several issues and had followed the Health
Assembly's discussions with great interest. The consumer movement had spread rapidly,
particularly in the developing world where consumers were more vulnerable.
Nutritional
and health issues were among the top priorities of consumer associations and protection
agencies in the Third World.
On infant and young child nutrition, IOCU and other nongovernmental organizations
worked through the International Baby Food Action Network (IBFAN) - a worldwide network
of more than 100 nongovernmental organizations working in 67 countries to improve infant
and young child nutrition and protect and promote breast -feeding.
An important aspect of
its work was the implementation of the International Code of Marketing of Breast -milk
Substitutes, which it viewed not only as an instrument for changing marketing practices
that directly affected the manner of infant feeding and its consequences on health, but
also as a powerful educational tool for changing the attitudes of parents and the general
public towards improved infant- feeding practices.
In 1986, IBFAN and IOCU had presented to the Health Assembly the results of a global
survey on the implementation of the Code by countries and companies. Through its Code
documentation centre IOCU, in cooperation with IBFAN groups throughout the world, had in
1988 carried out a similar survey, the results of which, in the form of two report cards
showing the status of the Code by country and by company, had already been presented to
The
the UNICEF Executive Board and were now being presented to the Health Assembly.
cards summarized the findings of a monitoring survey of the marketing practices of 20
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major baby food companies and of 20 manufacturers of feeding bottles and teats and also
analysed the various measures taken by 168 governments to implement the Code;
copies
could be made available to delegations on request.
The report card on the status of the Code by country showed that only six
governments had adopted the entire Code as law, 11 had relatively well -monitored
voluntary codes, 24 had passed legislation on significant parts of the Code, and 33 had
draft codes awaiting legislation, some of which had been pending as long as four or five
years;
34 countries had taken no action, eight had an industry- written code in effect,
and 23 were still studying the situation seven years after their endorsement of the
Code.
The Chairman of the Executive Board had rightly observed in January 1988 that
there was no room for complacency.
The report card on the status of the Code by company covered the main provisions
concerning product advertising through the media and sponsored events; promotion of
labelling of products;
products to health workers;
and provision of free or subsidized
Most companies belonged to the Infant Food Manufacturers
supplies to hospitals.
Association (IFM) and claimed to comply with the Code, but did not do so in practice.
Those findings were illustrated in an IBFAN publication entitled "Still Breaking the
Rules ".
Despite improved labelling of breast -milk substitutes, most manufacturers continued
to give large amounts of free or subsidized supplies to hospitals, in contravention of
the Code and of resolution WHA39.28.
That harmful promotional practice encouraged the
routine use of such substitutes even when there was no need for them.
The Minister of
Health of Nigeria, who had initiated resolution WHA39.28, had explained that it was
directed in particular to industry; yet, in its address to the Executive Board in
January 1988, IFM had stated that the donation of supplies did not discourage
breast -feeding. WHO expert opinion was that breast - feeding rates could not be improved
while free supplies continued to undermine the practice.
She urged all governments to
take strong measures to implement the Code and resolution WHA39.28.
IOCU was extremely concerned to note the aggressive promotion in developing
countries, where the average duration of breast - feeding was over one year, of so- called
"follow -up milks ", in violation not only of the provisions of the Code but even of the
aims and principles to which the companies concerned claimed to adhere.
IOCU's survey showed that advertising of feeding bottles and teats continued, and it
was regrettable that very little had been done by governments and by WHO to remind
companies of their obligations under the Code. Her organization was also concerned about
the apparent inability of the baby -food industry to monitor its members' practices and
enforce compliance with the Code. The IFM procedure for reporting Code violations had
proved ineffectual, and experience had shown that, despite assurances to the contrary,
IFM had done nothing to prevent repeated violations, making no provision for sanctions or
any enforcement mechanism. Global monitoring of Code implementation was vital, as was
technical and legal support by WHO to assist countries in taking adequate measures.
Periodic global reviews of implementation by WHO must continue.
Both IOCU and IBFAN were very concerned about the statement made by IFM at the
eighty -first session of the Executive Board that the industry had formally agreed to
cooperate with WHO on a study of the role of hospital practices in the promotion of
breast -feeding.
Breast - feeding was not a commercial venture, nor was it an area of
industrial expertise, and it would be more appropriate to cooperate with those concerned
with the improvement of breast - feeding rates rather than with commercial firms.
In conclusion, she stressed the importance of prevention for better health,
congratulated governments with the best record of Code implementation as shown in the
IOCU survey and urged others to follow suit.
She pledged IOCU's and IBFAN's continued
vigorous support for the Code and for other measures to improve infant and young child
nutrition.
Dr CUMMING (Australia) noted with concern that undernutrition was still a major
problem in the world and that the nutritional plight of women, infants and children in
many countries had not improved, even among groups in otherwise affluent societies.
With regard to the International Code of Marketing of Breast -milk Substitutes, it
was a matter of continued concern that the importance of the Code was still not fully
recognized in many health care systems, which needed to modify practices and policies to
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make them consistent with the principles of the Code. Many of the countries where the
Code was most relevant had not taken steps to strengthen maternal and child health
services, especially with regard to education about infant nutrition.
WHO should
continue to provide assistance for the development of appropriate interventions in those
Education of health workers to provide them with the full
countries, wherever possible.
facts about infant and young child nutrition was particularly important.
Training should
be the responsibility of governments and health authorities so that it remained free from
commercial bias.
Governments must recognize the need for monitoring programmes and surveillance
systems so that actions could be appropriately targeted and progress tracked.
The use of
appropriate references for growth and the application of policies recognizing the need
for adequate data was essential, so that the most disadvantaged groups would benefit from
The inequalities suffered by the urban poor of developed as well as
the action taken.
developing societies must be recognized, and adequate data bases were needed to identify
those groups.
In conclusion, he expressed strong support for the draft resolution contained in
resolution EB81.R16, with the amendments proposed by the delegate of Brazil.

Professor FORGÁCS (Hungary) said that breast - feeding had been increasing in Hungary
since 1976. According to the 1987 figures, 46% of four - month -old infants were fully
breast -fed, while 11% were exclusively bottle -fed.
Among seven- month -old babies, 19%
were at least partly breast -fed.
Concern about the possible transfer of human
immunodeficiency virus (HIV) through breast milk had led to strict regulation prescribing
the pasteurization of samples of all donated breast -milk samples.
Breast -milk banks had
been encouraged to screen donors for HIV. Breast -milk samples were, moreover,
continually monitored for pollutants, but the findings had so far given no cause for
concern in that respect.
In Hungary insufficient nutrition was hardly ever a cause of underdevelopment in
infants; vitamin D and fluoride supplementation was organized at the national level, but
iron deficiency remained a problem.
Constant emphasis was placed on mother - infant and child nutrition in health manpower
education programmes. The target was to attain a breast - feeding rate of at least 70% of
four month -old infants.
In conclusion, his delegation strongly supported the draft resolution in resolution
EB81.R16.
-

Dr MSACHI (Malawi) expressed her delegation's full support for all Executive Board
resolutions on infant and young child nutrition. A number of nutrition programmes had
been established in Malawi, including programmes for control of vitamin A and iodine
deficiency disorders, community -based growth monitoring and nutritional surveillance, and
promotion of breast - feeding and use of local weaning foods.
In view of the prevalence in some parts of Malawi of iodine deficiency, goitre
control campaigns had been conducted as a short -term measure, and the Government had
banned the importation of non- iodinated salt.
Long -term control measures were also under
way, through the establishment of salt iodination plants in the country.
Special vitamin A deficiency control and blindness prevention programmes, involving
the use of vitamin A capsules, had been established in areas where the incidence of those
disorders was high.
Plans were under way for conducting a prevalence survey and
evaluating the existing programme to ascertain the need for a national control programme
integrated with the expanded programme on immunization.
Breast - feeding rates were very high in Malawi, where 96% of women breast -fed their
children up to the age of one year and 63% up to the age of two, according to the 1984
survey.
Awareness of the risk of a decline in those rates for reasons such as aggressive
marketing of breast -milk substitutes had prompted the authorities to take vigorous action
A national code of
to promote breast - feeding by educating mothers and health workers.
marketing of breast -milk substitutes had been formulated and appropriate legislation was
being drafted.
Malawi had carefully weighed the advantages of breast - feeding versus the
In view of the very beneficial
disadvantage of possible HIV infection of breast milk.
effects of breast - feeding on the health and nutrition of infants and young children, it
had been decided to continue to promote breast - feeding until such time as further
research could shed more light on the issue.
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The weaning period was the most critical period in a child's life, and she was
pleased to report that an appropriate weaning food had been developed in Malawi, using
It could be produced easily at the household level
locally available cereals and pulses.
as well as commercially and had contributed towards improving the nutritional status of
the country's children.

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that, while it
was gratifying to note the evidence of a worldwide improvement in the nutritional status
of young children as reflected in the Director -General's report, much remained to be done
to reduce the marked differences that subsisted both between and within countries.
Progress should not be allowed to falter, and deficiency diseases which were amenable to
prevention and treatment should not be allowed to continue to claim lives for want of a
modest shift in resources.
Referring to paragraph 62 of the report, he said that recent studies in his country
had given rise to concern that the increase in breast - feeding up to 1980 had now levelled
off and might be on the verge of giving place to a slight decline. Steps were being
taken to ensure that the potential downturn was checked.
Referring to resolution WHA39.28 and specifically to the reference in paragraph 2(6)
to free or subsidized supplies of breast -milk substitutes, he reminded the Committee of
his delegation's undertaking at the time of adoption of the resolution to consult on that
matter.
His Government had fully honoured that undertaking, and advice on the issue and
acceptance of free samples would shortly be circulated to all health authorities and
In addition, a code of practice on the marketing of infant
other relevant bodies.
feeding bottles and teats was also being formulated and would, it was hoped, be
He expressed gratitude for the cooperation received from
implemented in the near future.
voluntary associations, support groups and industry in working towards ensuring that the
aims and principles of the International Code of Marketing of Breast -milk Substitutes
were properly implemented.
Guidelines had recently been issued by the Department of Health and Social Security
on the question of HIV infection, breast - feeding and human milk banking.
The United
Kingdom delegation would be glad to make them available to any delegation on request.
In conclusion, his delegation supported the draft resolution before the Committee,
with the amendments proposed by the delegate of Brazil.
Dr AL -JABER (Qatar) said that a number of measures had been taken in Qatar to
implement the International Code of Marketing of Breast -milk Substitutes, in accordance
with the principles laid down by WHO and UNICEF.
Several studies had been prepared on
infant and young child nutrition, with the participation of nongovernmental
organizations, with a view to raising awareness of the importance of breast - feeding among
the general public, and mothers in particular.
Seminars for doctors and nurses had been
held in which breast - feeding and child nutrition had been prominent subjects. A number
of campaigns had been launched on the subject, and a study had been conducted on the
health of children in the Gulf which had included collection of data on breast - feeding
and infant and young child nutrition.
Measures had been taken to support and promote appropriate weaning practices and
adequate supplementary nutrition with the use of locally produced foods.
Aware of the
importance of training and education, the Qatar authorities were setting up centres to
teach mothers to prepare infant foods, and were increasing the number of centres for
maternal and child health care.
Such centres were instructed not to provide breast -milk
substitutes except under doctor's orders, but to recommend breast - feeding if the mother's
health permitted.
It was regrettable that, despite the pleas against it, advertising of breast -milk
substitutes persisted and there was a steady increase in their availability.
There were
some who had a vested interest in putting obstacles in the way of the proper nutrition of
infants and young children.

The meeting rose at 15h55.
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Professor A. R. Y. ABDUL RAZAK (Kuwait)

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT;
AND STATUS OF
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES):
Item 20 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code;
and Document
ЕB81 /1988 /REC /1, Resolution EВ81.R16 and Annex 10) (continued)
Dr CORNAZ (Switzerland) said that although there was a general trend towards
improved infant and young child nutrition, malnutrition among children had increased in a
number of countries and much remained to be done to promote breast - feeding and sound
complementary feeding and weaning practices.
Malnutrition in mothers, resulting in anaemia, particularly prevalent in the
developing countries, seriously affected their ability to breast -feed and was a cause of
low birth weight and infant mortality from exposure to infection.
It was therefore of
the utmost importance that WHO, Member States and private organizations concerned should
pay particular attention to the nutrition of young mothers and indeed of all young women
and girls, while continuing their efforts actively to promote breast - feeding and
appropriate weaning practices. Greater efforts were needed to improve economic, social
and cultural conditions in the poorer countries as a prerequisite for raising the
nutritional status of mothers and children. Similarly, additional efforts were necessary
to ensure that a wider variety of foods was available to families and to ensure an
adequate calorie, protein, iodine, iron and vitamin A intake.
Her delegation urged WHO
to devote more attention to that particular aspect of mother and child nutrition and to
provide more effective support to the countries affected. Measures could be taken at
relatively little cost, often by the community itself, without necessitating constant
action by the health services, but with their support in informing and motivating
families.
Her delegation supported the draft resolution recommended by the Executive Board in
resolution EB81.R16, with the amendments proposed by the delegation of Brazil.
Dr SHAMARO (Union of Soviet Socialist Republics) welcomed the emphasis placed on
proper infant and young child nutrition as an important means, particularly in the
developing countries, of controlling disease and contributing to the achievement of the
The report before the Committee showed that WHO and its Member
goal of health for all.
States were intensifying their efforts in that area.
However, their action should not be
confined to child nutrition alone, but should encompass all matters relating to maternal
and child health, in cooperation with UNICEF and the other organizations concerned.
It was also important for the Organization to consider the new problem of the
transmission of AIDS through breast -milk, and in -depth studies might be carried out on
that subject.
It would be interesting, too, to know more about the effects on child
health of environmental pollutants; their transmission through breast -milk was also a
matter of considerable interest.
The determination of WHO, its Member States and interested sectors of the
international community to cooperate in the implementation of the International Code of
Marketing of Breast -milk Substitutes was evidenced by the fact that most countries had
Some difficulties were
already informed WHO of measures taken to enforce its provisions.
being encountered, however, including a lack of resources, qualified personnel and
WHO was giving commendable support to Member States in
adequate infrastructure.
obviating or attenuating the medical, social and economic effects of the use of
breast -milk substitutes and in improving the quality and appropriate use of such
substitutes.
-
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Dr VARET (France) said that it was gratifying to note that in France the prevalence
of breast - feeding was slightly on the increase, although the duration of breast - feeding
remained unchanged and was still too short. Cooperation with industry in regard to
application of the International Code of Marketing of Breast -milk Substitutes was on the
whole satisfactory. She stressed the vital importance of coordinated action in the field
of infant and young child nutrition and the use of all possible means to combat
nutritional disorders such as vitamin A, iron and iodine deficiency.
Her delegation endorsed the statement of the Swiss delegation and supported the
draft resolution submitted by the Executive Board, together with the proposed amendments.
Dr GUNBJORUD (Norway) said that her country had long taken a keen interest in infant
and young child nutrition, including the promotion of breast - feeding and the appropriate
marketing of breast -milk substitutes and weaning foods. While commendable results had
In Norway, a white paper on child
been achieved worldwide, much remained to be done.
nutrition had been issued providing guidance on sound nutritional practices and
With reference to the
breast -feeding, as an integrated part of primary health care.
concern expressed by many countries at the Thirty -ninth World Health Assembly about the
marketing and free supply of samples of breast -milk substitutes to hospitals and health
care centres, and to studies in Norway which had revealed the influence of such practices
on breast -feeding, she requested further information concerning WHO's proposed study and
critical analysis of the role of hospital practices in the promotion of breast feeding
and the formal undertaking by the International Society of Dietetic including all Infant
and Young Children Food Industries (ISDI), reported at the eighty -first session of the
Executive Board, to cooperate in that study.
-

Professor OGADA (Kenya) expressed support for the draft resolution contained in
resolution EB81.R16, together with the Brazilian amendments.
His own delegation wished
to propose the addition, under operative paragraph 3, of a subparagraph (6) reading:
"(6) in providing legal and technical assistance as required by Member States in the
drafting of national codes of marketing of breast -milk substitutes, or other similar
instruments, and in monitoring their implementation ".
In Kenya, the International Code of Marketing of Breast -milk Substitutes was not
only endorsed by the Government, but was law.
There was also a very active group to
promote breast -feeding;
growing numbers of women were breast - feeding their children and
Various local weaning foods had been
the duration of breast - feeding was on the increase.
adopted, with the assistance, gratefully received, of UNICEF and WHO.
Mr ARANA (Mexico) informed the Committee that in January 1988 his country had
enacted legislation on the marketing of breast -milk substitutes, based on the
International Code. However, a survey conducted in the previous year had shown that the
rate of breast - feeding was continuing to decline in urban areas, to the extent that
approximately 40% of mothers were either not breast - feeding their children or were doing
so for less than three months.
Most of them had given birth in hospitals where
breast -milk substitutes and bottles were supplied free of charge, and that had encouraged
their use.

Application of the International Code was crucial and yet, seven years after its
adoption, only very few countries had adopted national legislation on the subject, and
International organizations and governments which had
further efforts were needed.
promoted programmes to safeguard breast - feeding should receive some special
acknowledgment.
Particular attention should be paid to the implementation of the Code and the
promotion of breast - feeding in certain exceptional circumstances, such as in the event of
natural disasters, in refugee camps and in connection with food distribution schemes, as
breast -milk in such high -risk situations was crucial for infant survival.
His delegation supported the draft resolution before the Committee, with the
amendments proposed by the delegations of Brazil and Kenya.
Dr GU Shiguang (China) welcomed the support provided by WHO to infant and young
child nutrition, but noted that in seeking to attain the objectives of the Global
One was the very
Strategy for Health for All there were several major areas of concern.
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high infant and young child mortality rates prevalent especially in developing countries
and due among other things to chronic malnutrition.
Another was the fact that, while
breast - feeding was on the increase in industrialized countries, the rate of that increase
was still very low, while in developing countries breast - feeding was declining.
Serious
problems thus remained to be resolved by WHO and Member States.
China had undertaken a number of educational activities to promote breast -feeding,
to which it attached great importance.
Only when a mother was unable to breast -feed were
substitutes, such as goat's milk, used.
From the age of four years, locally - produced
Special agencies set up within China's three -tier
complementary foods were supplied.
health care system had produced good results, and the rates of breast - feeding attained
50% in urban areas and 76% in rural areas.
The physical development of young children
was relatively good and the infant mortality rate had dropped to 3 per 1000.
The overall
situation was steadily improving, and further support under the guidance of WHO would be
Such support should include additional information and education on
appreciated.
breast -feeding, so that mothers' knowledge and understanding of the importance of
breast -milk in child nutrition could be improved. A survey in China had shown that a
lack of understanding was a major reason why mothers stopped breast - feeding prematurely.
Education and promotion through the media were particularly important, and it was hoped
that WHO would provide more material on the subject, and promote the international
exchange of such information.
It was also hoped that WHO would adopt further measures to solve current problems,
for instance through increased funds, research and training.
Increased activities
relating to the promotion of breast - feeding were required at the global level.
Dr EGOZ (Israel) said that the Ministry of Health of Israel attached great
importance to the promotion and support of breast -feeding.
The prevalence of full
breast - feeding at three to four months was still quite low in Israel, and efforts were
being made to improve the situation.
Infants' growth and development were monitored at
over 800 family health centres, where over 90% of infants in the first year of life were
followed up regularly. An important component of that service - and of the work of
voluntary organizations active in that field - was health education and training of
parents concerning proper nutrition.
Mothers were encouraged to breast -feed their
babies, and guidance was subsequently given on appropriate complementary feeding, through
counselling and a special brochure.
There was a standard recommendation for
iron- supplementation between the ages of 4 and 15 months, and the rate of iron- deficiency
anaemia in infancy was now quite low.
In 1983 the Ministry of Health had adopted the WHO recommendations on labelling of
breast -milk substitutes contained in the International Code.
In Israel most baby formula
food was produced by one firm which, together with importers of breast -milk substitutes,
had responded positively to the Ministry of Health request to label those foods in
A legal regulation based on those
accordance with the Code recommendations.
recommendations was, moreover, in preparation.

Professor SZCZERBAÑ (Poland) expressed his delegation's strong support for the
principles of the International Code. The Polish Ministry of Health and Social Welfare
had officially recommended full support for breast -feeding, with the result that a
comprehensive, active programme for its promotion had been developed.
The International
Code had itself been distributed to the relevant centres and institutions, and
appropriate recommendations had been issued to ensure compliance with its principles.
A
pilot study for the implementation of the breast - feeding programme was in preparation;
it aimed at identifying obstacles to breast - feeding and providing training and
information for health personnel and parents. The breast - feeding programme was to be
implemented throughout the country within two years.
His delegation supported the draft resolution contained in resolution EB81.R16, with
the proposed amendments.
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Dr KIM Won Ho (Democratic People's Republic of Korea) expressed his delegation's
support for the Director -General's report (document ЕВ81 /1988 /REC /1, Annex 10), with its
stress on breast - feeding as a basic element in primary health care.
In his country, breast - feeding was regarded as an expression of the mother's
The State supported breast - feeding by giving priority to the
affection for her children.
health education of mothers, by allowing them 150 days of paid maternity leave and
The
affording them time and good conditions for feeding their babies while at work.
country's medical institutions included breast - feeding practice in their studies on the
Mothers who were not able to provide adequate
protection of maternal and child health.
milk for their children were given traditional treatment, which usually solved the
problem.

Dr PRADO (Cuba) thanked the Director - General for his detailed and important report.
However, he contested the statement in paragraph 4 that nutrient intakes for many persons
in the developing countries did not vary significantly from those of people in
industrialized countries. Various studies showed that nutrient intake in developing
countries differed substantially from that of people in industrialized countries, in
regard to the variety and quality of the food, the means - or lack of them - for
acquiring it, and the local dietary habits. The FAO report for 1987 on the world food
situation stated that in 1985 the average food intake in calories of people in many
developing countries amounted to only about two - thirds of that of people in developed
countries, or even less, and that in the poorest countries the intake was actually
In the developing world nutritional deficiency, aggravated by infections,
diminishing.
poor hygienic conditions and lack of good quality drinking -water, and combined with
That situation
social and economic inequality, led to increased morbidity and mortality.
was tragic, especially when its implications in terms of learning ability, functional
capacity and the quality of human life were taken into account.
In Cuba, protein- energy malnutrition had almost disappeared.
That result had been
obtained by sharing out basic foodstuffs equitably, while according priority to infants,
pregnant women, young children and the aged; by improving hygienic conditions; by
providing more education and through the programme of primary health care.
The basic
objective was not only to ensure an adequate intake of essential nutrients, but also to
prevent the ingestion of substances harmful to health through nationwide coordination of
the production, distribution, importation and marketing of food and by changing dietary
habits.
His delegation supported the draft resolution, as amended.
Dr KLIVAROVÁ (Czechoslovakia) expressed her delegation's great interest in the
Director -General's report, which they considered a useful contribution to the further
improvement of infant and child nutrition.
Adequate protein and vitamin intake was a leading concern of paediatricians in
Czechoslovakia and was being promoted in kindergartens and schools and through
Recently a large number of children had been found to
nutritional education of mothers.
be overweight by some 10% to 20%, which was also considered a serious nutritional defect.
Attention was also being given to the promotion of breast - feeding and to general
improvement of infant nutrition.
The methods used included: greater emphasis on
nutrition in the education of health workers;
preparation for breast - feeding before
parturition and provision of nutritional information in birth clinics;
information of
the population in general through the mass media;
and intensification of the study of
infant and young child nutrition, in cooperation with firms manufacturing foodstuffs for
those age groups, together with closer control of the products they manufactured.
That
programme of support had arrested the decline, which had reached its maximum extent in
the 1970x, in the frequency and length of breast -feeding.
When mothers left the clinic,
about 90% of them were breast - feeding their children, though the figure fell to only 30%
by the child's third month of life.
The legislative system encouraged breast - feeding by
providing mothers with sufficient maternity leave to allow them to feed their children.
Preparations such as breast -milk substitutes were available only to women whose own milk
was insufficient and on a doctor's recommendation. After weaning, infant and young child
feeding continued to be guided by paediatricians through regular consultations.
There
was no advertising of breast -milk substitutes.
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Professor KAKITAHI (Uganda) said that previous speakers had covered most of the
Expressing his approval of the Director -General's detailed
points he wished to make.
report, he noted with pleasure that much was being done by WHO and by some countries,
through their active help and the provision of information, to encourage breast - feeding
at the grass -roots level and the use of local foods for weaning young children.
His country especially appreciated the efforts and innovations made by the Joint
WHO /UNICEF Nutrition Support Programme (JNSP), with the generous assistance of the
Italian Government, to encourage good nutrition through the use of simple methods and
Those efforts were bearing fruit in his own country and in
locally available food.
others.
JNSP had also shown that nutrition could be enhanced if the activities undertaken
Unfortunately, despite all efforts malnutrition
were intersectoral and well coordinated.
was still a very common problem, especially in marginalized communities, and in some
The decline in breast - feeding was undoubtedly a contributory
areas it was increasing.
cause of malnutrition.
It was also clear from the reports of some countries, including
his own, that the marketing and distribution of breast -milk substitutes was not being
conducted in conformity with the International Code.
As the first collaborative study of 1981 had provided valuable clues and suggestions
regarding problems of infant feeding, he suggested that another should be carried out, so
that there could be a more informed discussion on the programme and the report due in
1990.
To that end a further sub - paragraph might be added to paragraph 3 of the draft
resolution before the Committee, requesting the Director - General to support Member States
in designing and implementing a collaborative study to assess the impact of measures
taken to promote breast - feeding and child nutrition, including the impact of the
International Code of Marketing of Breast -milk Substitutes. The draft resolution would
also be strengthened if paragraph 2(2) required practices and procedures to be
Subject to those two
"consistent with the principles and the provisions" of the Code.
additions, he supported the draft resolution as amended.
Dr MUREMYANGANGO (Rwanda) said that his country was encouraging breast - feeding as
providing a better start in life than artificial feeding, which required good conditions
that did not always prevail in developing countries, and so often led to diarrhoeal and
gastrointestinal diseases. Moreover, the economic constraints in developing countries,
particularly in Africa, were having serious consequences, so that Rwanda, for one, was
having real difficulty in obtaining foreign currency.
In Rwanda, therefore, every effort was being made to attain self -reliance by
Help was needed, however,
increasing the production and consumption of local foodstuffs.
through the transfer of technology in food preservation, so as to avoid a glut at harvest
Efforts were also being made, especially in relation
time and shortages between seasons.
to "follow -up milks ", to counteract the persuasive advertising of the infant food
industry, which tended to make mothers feel that expensive imported foods were necessary
for the health of their children, particularly as a poor country such as Rwanda could not
be sure of affording a continuous supply.

Dr RAHIL (Libyan Arab Jamahiriya) said that in his country there was a slogan
proclaiming that the child was fed and nurtured by its mother, for whom support was
provided through the establishment of maternal and child care clinics and special
hospitals.
The promotion of breast - feeding had long been recognized as of special
preparation of
importance and the continuing support provided had four main aspects:
mothers, mentally and physically, during pregnancy through regular visits to clinics and
hospitals;
sustained instruction and encouragement during the hospitalization period;
health education, using the mass media, proclaiming the benefits of breast - feeding and
the need to use appropriate foodstuffs, while endeavouring to obliterate the image of
breast - feeding as damaging to a mother's figure; and discouragement of publicity for
breast -milk substitutes.
He expressed his delegation's appreciation of WHO's efforts in the field of infant
and child nutrition, and stressed the importance of obtaining compliance with the Code
and in particular with Article 9.2 requiring commercial producers of breast -milk
substitutes to include in their instructions a statement that breast - feeding was best for
infants.
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Dr RODRIGUEZ (Chile) expressed his delegation's appreciation of the
Director- General's report and its support for the draft resolution before the Committee.
He stressed the importance of encouraging breast -feeding, which was particularly
effective in preventing diarrhoeal and intestinal parasitic diseases.
Emphasis should
also be placed on health education to that end.
In Chile, the control of malnutrition and the promotion of good nutritional practice
were integrated in the primary health care programme, which stressed hygienic methods of
food preparation and the maintenance of breast -feeding.
Finally, in connection with complementary feeding, he suggested that more emphasis
should be placed on the addition of iodine, which was both easy to do and cheap and could
make a great contribution to the prevention of endemic goitre.

Dr GRECH (representative of the Executive Board), responding to comments made during
the debate, noted that WHO's attention had been drawn to the still, it seemed, prevalent
practice of free distribution of breast -milk substitutes in maternity wards, in direct
violation of the International Code. He was certain that action would be taken to
investigate that allegation, if documented evidence was forthcoming.
In view of the misgivings expressed by the delegates of the Gambia and Cuba, among
others, about paragraph 4 of the Director -General's report, the Secretariat might wish to
clarify its wording.
He noted that there was general agreement with the draft resolution contained in
resolution EB81.R16 and that minor amendments had been proposed by the delegates of
Brazil, Kenya and Uganda.
Reference had also been made to the lack of a comparative analysis of breast - feeding
He warned members of the Committee that care must be taken in
rates in certain regions.
drawing conclusions on the basis of the information at present available, which could
only provide indicative trends. Moreover, the available information was not always
nationally representative. Therefore, the need for the cooperation of Member States in
carrying out surveys and providing the relevant data could not be over -stressed.
Regarding the comments by the International Baby Food Action Network (IBFAN)
relating to the WHO study, conducted jointly with ISDI, of the role of hospital practices
in the promotion of breast - feeding and to the complaints procedure instituted by the
International Association of Infant Food Manufacturers (IFM), it should be noted that the
study was in line with the Health Assembly's request to the Director -General, in
implementing and monitoring the International Code, "to use his good offices for the
continued cooperation with all parties concerned" (resolution WHA34.22, paragraph 5(2)).
The manufacturers of products fell within the scope of the Code.
In addition, the
Executive Board had been given to understand that IFM would notify complainants of its
findings and of the action taken, and would issue a yearly summary of all complaints and
their outcome - a development which would be closely followed.
He had, in fact, been
informed that the Secretariat had already received such a report.
Dr PRADILLA (Nutrition), replying to comments made, said that a distinction should
be drawn between food availability, which was calculated by dividing estimates of food on
hand nationally by a country's total population, and actual food intake by each
individual, which was more accurately determined through nationally representative
Using the latter method, the difference in the amount of food actually
dietary surveys.
consumed in developing and industrialized countries was considerably less than was
frequently believed.
When anthropometry was used to assess malnutrition as an outcome, it was important
to consider the impact of a broad range of factors other than diet, especially
For example, children might have low birth weight because their mothers
infection.
obviously that outcome would not have been prevented simply by
smoked during pregnancy;
Another example was the relationship between iron
improving maternal nutrition.
deficiency anaemia and hookworm. It was much more sensible to concentrate on primary
disease prevention, which was a major responsibility of the health sector, than to rely
on secondary prevention by treating the disease and administering massive doses of iron
Such examples showed the interaction of infection and dietary
to overcome the anaemia.
It was not a question of one element being more
factors in producing growth failure.
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important than the other so much as of giving both careful consideration in the
prevention and control of malnutrition.
Further details would be willingly supplied to
any delegation requesting them.
The Joint WHO /UNICEF Nutrition Support Programme (JNSP) was designed to combat the
factors responsible for growth failure. The great flexibility of the funding provided by
the Italian Government had enabled countries to assess their nutrition problems and the
constraints on finding solutions. The result was a process leading to the development of
a programme suited to national needs and to dealing with the specific causes of
malnutrition in a given environment. At a recent meeting, for example, the delegate of
the United Republic of Tanzania had referred to the JNSP's approach to the prevention of
disease which led to a loss of nutrients.
Half the countries participating in the
Programme were to undertake a mid -term review in 1989.
He hoped that those reviews would
reinforce the health sector's role in the primary prevention of malnutrition through
action on the health factors influencing child growth and development, which were chiefly
infection and communicable diseases.
The WHO breast - feeding and anthropometry data banks had been set up to collect,
analyse and disseminate information on breast feeding rates and trends in growth and
development. However, it was often difficult to obtain recent data and frequently
information was as much as three years out of date. Delegates could help by being more
forthcoming with information so as to make the global information system as complete as
possible.
Concerning the prevention and control of vitamin A deficiency and xerophthalmia, he
was saddened by the fact that the enthusiasm and commitment that so many governments had
demonstrated in preparing and adopting recent resolutions in that regard has not been
matched by the necessary resources for WHO to carry out the work that those resolutions
implied.
The May 1988 issue of World Health was to appear in the form of a nutrition atlas
that used a new method of displaying statistical information in a series of world maps.
For that purpose global figures had been used, although when assessing national problems
and planning local interventions it was important to rely on disaggregated data that
provided a more accurate picture of specific geographical situations.
Finally, he stressed that the work of many other WHO programmes concerned with the
prevention and control of noncommunicable and diarrhoeal diseases, health education, and
food safety, to mention but a few, was also vital to improving the health and nutritional
status of children.
-

Dr BELSEY (Maternal and Child Health) said that the delegates' comments reflected
the growing emphasis on a more comprehensive approach to early infant nutrition on the
basis of the five themes originally recommended by the Health Assembly, namely:
promotion of breast - feeding, training of health workers, social support for women,
appropriate weaning food, and actions to put into effect the aims and principles of the
International Code of Marketing of Breast -milk Substitutes. The WHO programmes on
maternal and child health, including family planning, and on nutrition were to publish a
number of technical documents, programme development instruments and guidelines in such
areas as the physiological basis for infant feeding practices, as well as a joint
statement with UNICEF on the role of maternity services in the promotion and support of
breast -feeding.
The study referred to by the delegate of Norway was part of a general support
programme for national authorities which wished to promote breast - feeding through their
maternity services. The methods developed by WHO included a combination of mini - studies
with a framework and materials for national workshops, which had been developed in

collaboration with regional offices, country programmes, international agencies and other
ISDI along with UNICEF, the International Paediatric Association and
interested parties.
others, was among the groups that had indicated willingness to collaborate in the
activity at country level.
He had noted the call by the delegate of Uganda for studies on breast -feeding.
The
programmes on maternal and child health, including family planning, and nutrition were
currently working with UNICEF and other agencies to promote a broader analysis of country
experience in such areas as breast - feeding promotion and social support for women.
The delegate of the Union of Soviet Socialist Republics had asked about possible
In addition to the activities
contamination of breast -milk by environmental pollutants.
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by the Regional Office for Europe described in paragraph 90 of the Director -General's
report, WHO also collaborated with other agencies within the framework of the
International Programme on Chemical Safety to assess the extent of the risk.
It should be noted that, in addition to the WHO data bases mentioned by the previous
speaker, there was also a data base on low birth weight.
The CHAIRMAN invited the Committee to consider the draft resolution recommended by
the Executive Board in resolution EB81.R16.
Mrs MANYENENG (Botswana) proposed that, in paragraph 2(2) of the draft resolution,
the phrase "within their health care systems" should be deleted and the words "and the
clarifying resolution WHA39.28" be inserted after the words "International Code of
She further proposed that the word
Marketing of Breast -milk Substitutes ".
"breast- feeding" in paragraph 3(4) should be replaced by the words "exclusive
breast - feeding and supplemented breast - feeding with a view to improving breast - feeding

rates ".
Dr MUGITANI (Japan), supported by Dr VARET (France), Professor WESTERHOLM (Sweden)
and Dr YOUNG (United States of America), asked that the amendments be submitted in
writing before the Committee took a decision on the draft resolution.
It was so agreed.

(For continuation of discussion on the amended draft resolution, see summary record
of the sixth meeting, section 3, page 65.)

The meeting rose at 12h25.
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May 1988, at 14h30

Professor H. HUYOFF (German Democratic Republic)

SPECIAL PROGRAMME OF RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN HUMAN
Item 21 of the Agenda (Document ЕB81 /1988 /RЕC /1,
REPRODUCTION (PROGRESS REPORT):
resolution EВ81.R6 and Annex 3)

Dr GRECH (representative of the Executive Board) said that the Executive Board had
favourably considered the contents of the progress report by the Director - General on the
Special Programme of Research, Development and Research Training in Human Reproduction,
appearing as Annex 3 of document ЕB81 /1988 /REC /1.
Board members had expressed their
satisfaction with the Programme's many achievements in research and in helping developing
countries to become more self - reliant in that respect.
They had endorsed and encouraged
the Programme's expanding role, particularly in coordinating international research in
the reproductive health field and in promoting ethical practices.
The Board had paid special attention to the proposed co- sponsorship of the Programme
by UNDP, UNFPA and the World Bank, with WHO acting as sponsor and executing agency, and
had recommended the approval of such action as a means of improving implementation of the
Programme and placing it on a more secure financial basis.
It had also recognized the
need for the Programme to remain an integral part of health programmes, with a strong
involvement of developing countries in the decision- making mechanisms.
The Programme's
need of increased funding had also been recognized.
The main points of the discussion were reflected in the draft resolution recommended
resolution EВ81.R6.
Dr PRADO (Cuba), welcoming the progress report, said that the existence of the
Programme had made many countries and governments aware that fertility regulation was a
health concern, going beyond the strictly demographic aspect. The results of the
research carried out had brought scientific and technical benefits and applications that
could meet real needs.
Multinational studies based on highly scientific designs and
methods had helped in the training of researchers from developing countries. The
existence of task forces whose members were of a high level, and of multidisciplinary
researchers, had facilitated the constant updating of research activities, the
identification of areas and problems on which efforts could be focused, and the planning
of the proper use of human and material resources.
The policy of supporting and strengthening the many research centres throughout the
world had promoted the establishment and reinforcement of national research
infrastructures, the provision of medical assistance and training in the field of human
reproduction, and the building -up of a critical mass of researchers for tackling local
problems in individual countries. It had also, in many cases, exerted a multiplier
effect, going beyond the institutions directly involved.
There were some problem areas, however, in which improvements could be made. First,
it would be useful to improve the prospects of greater participation by researchers from
developing countries in the processing, interpretation and finalization of the results
and conclusions of multilateral studies.
Secondly, a careful analysis should be made of
the application of the policy of reducing or terminating basic support to institutions
that had collaborated with the Programme for ten years or more, since that policy might
in some cases endanger the survival of those institutions.
Thirdly, the proportion of
women members of the various working committees of the Programme should be increased and
there should be more researchers from developing countries on its permanent staff.
Lastly, further use could be made of the experience of the Programme's collaborating
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centres in the context of intraregional cooperation, scientific integration in the field
of human reproduction in countries with common or similar problems, and assumption of the
cost of training and scientific exchange s.
His delegation supported the draft resolution recommended in resolution EB81.R6.

Professor BORGOÑO (Chile) welcomed the presentation of the Programme, to which his
country was giving its active support.
There were a number of important points in the
progress report, some of which had a bearing on the future.
First, the question of patents was of fundamental importance, particularly for
developing countries, and the policy adopted in 1982 should be continued.
Secondly, with
respect to research into various pharmaceutical products, there were problems of
side - effects and toxicity to be considered.
Quality control was of fundamental
importance and the necessary preventive measures must be taken within a pharmacological
The question of ethics, which was frequently overlooked, was a
surveillance process.
further fundamental issue, particularly in such a sensitive area as research in human
reproduction. The importance of research into human conduct and the social aspects,
which were linked with the implementation of family planning programmes, should also be
stressed.
Welcoming the substantial increase in the Programme's funds in recent years, he
supported the draft resolution recommended in resolution EB81.R6, subject to the addition
of the words "and the necessity to integrate family planning activities with those of
maternal and child health" at the end of operative paragraph 2.
Mr WENNSTRбM (Sweden) said that his country had, since the early 1970x, given
substantial support to a number of important research activities initiated by WHO,
including the activities of the Special Programme of Research, Development and Research
Training in Human Reproduction. It shared the view that concentrated research and
development must be undertaken in fields related to major health problems and that the
programmes concerned should strongly support developing countries in building up a
self - reliant management and research capacity.
The programmes must retain their identity
and integrity while maintaining coordination with other programmes, particularly at the
country level.
His delegation hoped that the new status of the Special Programme would provide the
necessary stability.
It attached great importance to the forthcoming programme review,
including the assessment of the Programme's impact in developing countries, and welcomed
the attention paid in the draft resolution to the building -up of national self -reliance
in research on human reproduction in developing countries to meet specific primary health
care needs.
It also supported the introduction of the term "reproductive health" to show
the context in which human reproduction programmes would be applied.

Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland), welcoming the
Director -General's progress report, said that the Special Programme continued to be
recognized as one of high scientific merit.
The United Kingdom, which had been an
effective participant in the Programme since its inception and had pledged continuing
financial contributions to it, supported the draft resolution recommended in resolution
EB81.R6.

Professor BERTAN (Turkey), welcoming the progress report and the steps taken to
improve family planning throughout the world, said that Turkey had a national family
planning programme designed to reduce the population growth rate to 1.76% by the year
2000.
The first population planning law had been passed in 1965.
The termination of
pregnancy up to the tenth week had been legalized and paramedical personnel had been
authorized to practice family planning, including IUD insertion.
In vitro fertilization
and embryo transfer had been accepted in 1987. Activities to extend family planning
nationwide had been continuing. The effectiveness of the programme was ensured through
intersectoral collaboration among various bodies, including the ministries of education,
defence and forestry, those responsible for religious affairs, local nongovernmental
organizations, and the mass media.
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Turkish universities had collaborated with the Special Programme of Research,
Development and Research Training in Human Reproduction. The Hacettepe University's
Department of Public Health had been designated as a WHO collaborating centre in 1978.
Field studies in family planning had had a considerable impact in the national family
planning programme. For example, as an outcome of a research project jointly conducted
by the collaborating centre and the Ministry of Health and Social Assistance, midwives
had been allowed to insert IUDs.
The Special Programme, through its collaborating
centre, had organized several seminars and training courses and had supported many
national and cross -national projects.
While appreciating the active promotional, technical and scientific activities of
the Special Programme, her delegation recognized the need for further field - oriented
studies in reproductive health and institution- strengthening in relation to the manpower
development needed in developing countries.
It supported the draft resolution
recommended in resolution EB81.R6.
Mr VEHMEIJER (Netherlands) said that the Netherlands' development cooperation policy
had increasingly focused on problems of rapid population growth in developing countries
and support had been given to a number of activities of UNFPA, WHO and UNICEF, which were
endeavouring, among other things, to enhance the chances of survival of mothers and
children by improving health -care facilities and providing safe and effective family
However, the success of activities intended to influence people in
planning devices.
their reproductive behaviour largely depended on the choice and quality of the family
planning devices offered, and the Netherlands had therefore supported the activities of
the Special Programme for a number of years.
The research conducted under the Special
Programme had yielded a number of valuable results:
several of the products developed
had reached the final phases of clinical trials and might be introduced into family
planning programmes in the near future.
While praiseworthy progress had been made in developing safe and reliable family
planning devices, safety and efficacy were not the only reasons why people chose a
social and psychological factors also played a
particular family planning method;
considerable part.
The Special Programme therefore had to concentrate on developing
technically efficient family planning devices that could be easily applied in population
The proposed new structure, based on co- sponsorship of the Special Programme
programmes.
by WHO, UNDP, UNFPA and the World Bank, which the Health Assembly was invited to approve
The Netherlands fully supported the proposal and
might help in that complicated task.
hoped that a regular and institutionalized form of consultation among the four agencies
would lead to increased cooperation and better knowledge concerning the acceptability and
applicability of various family planning methods.
It was also keenly interested in the
proposal to involve the Special Programme in health systems research.
The Netherlands supported, too, the idea of an external evaluation of the impact of
the findings would, it was hoped, give an indication
the Special Programme's activities;
of the direction in which the Programme should develop.
The connection between it and
the pharmaceutical industry deserved particular attention.
The Special Programme should
keep to its original guidelines, being involved only in research and leaving the
implementation of its findings to other competent agencies or institutions.
That meant
that research must be adaptable and allow for operational application.
J

Dr RAKCEEV (Union of Soviet Socialist Republics) said that the Director -General's
progress report had shed a great deal of light not only on the successes achieved by the
Special Programme but, even more valuably, on the problems that still persisted.
A
considerable contribution had been made to the promotion of research and to training.
Co- sponsorship would bring together a number of competent international organizations,
thus strengthening the financial basis of the Special Programme and ensuring its steady

development.
He welcomed the Special Programme's support for projects in many Member States and
the various fields of research were topical and the results achieved
commended its work;
were of practical value.
Greater attention should, however, be given to such questions
as the standardization of infertility diagnosis, the diagnosis and treatment of male
sterility, safe contraceptives and the development of various contraceptive methods.
His delegation had no objection to the draft resolution recommended in resolution
EB81.R6 and no comments on it.
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Dr мOLNÁR (Hungary) said that the question of demographic growth in the twentieth
century was of unprecedented interest. The world population had increased by one
thousand million within the past 10 years. The problem had begun to be realized in the
mid -1950s and many suggestions had been made for its solution.
The Special Programme,
launched in 1972, provided the main lines of actin for WHO and the United Nations in
coordinating the results of research in matters of population, reproduction and
fertility, with special attention to the needs of developing countries.
The
Director -General's progress report gave a good account of those activities.
New and sophisticated methods of fertility regulation were being worked out and the
safety and effectiveness of existing methods were being evaluated.
The global character of the Special Programme should be stressed.
Hungary welcomed
the results it was obtaining and maintained an active association with it.
The
Department of Gynaecology and Obstetrics of the University of Szeged Medical School had
been part of its network of scientific research institutes (WHO collaborating centres)
since 1972.
Hungary was thus not only participating in research activities but was
making practical use of the results of research carried out elsewhere.
In 15 years, the Special Programme had successfully fulfilled the function
originally assigned to it of providing professional, scientific and methodological
assistance in the field of human reproduction.
In view of the continuing needs in that
area, his delegation stressed the importance not only of WHO cooperation in the national
endeavours of the countries involved, but of strengthening the cooperation provided by
other agencies such as the World Bank.

Mr AHOOJA (India) said that his country strongly supported the Special Programme.
India's family welfare programme aimed at the small - family norm, not only because of the
effect of population increase on economic development but also, more importantly, from
the point of view of the health of the population, and particularly of women and
children.
The Indian Council of Medical Research, under the national programme for
research in human reproduction, had over thirty centres - three of them WHO- supported engaged in basic research and clinical trials, and it was currently making a qualitative
evaluation of the services being offered for family planning.
The emphasis that the Special Programme had placed on behavioural and social
determinants was very relevant and should be encouraged.
In India it had been found that
the linkage between the percentage of couples using birth control methods
fertility rate was more complex than had at first been thought. A comparison between
age - specific fertility rates for 1961 and 1981 had shown that the decline was most marked
in the 30 -45 -year age group and less so in the age group below 30 years.
It had become
obvious that fertility behaviour depended on much more than access to family planning
services.
In the Indian programme a variety of safe and effective methods were available to
suit individual choice and situation.
However, to widen the choice, the development of
injectable formulations and of a birth control vaccine would be followed with great
interest.
He supported the draft resolution recommended in resolution EB81.R6.
Dr RODRIGUES CABRAL (Mozambique) observed, first, that in the 10 years that had
elapsed since the Health Assembly had last reviewed the Special Programme all doubt had
been dispelled as to the social relevance of the research it was supporting, for the
benefit of mothers and children and the population as a whole. However, the
technological results sought from it varied from one WHO region to another:
in the
African Region, for example, a list of priorities had been approved in 1978 on the basis
of pathology profiles of African countries; but the report presented to the Board made
no mention of the specificity of the needs thus arising from variable regional problems.
He therefore suggested that, prior to presentation of the third external evaluation in
1990, the regional committees should be requested to review their positions in relation
to the aims and strategy of the Special Programme.
Secondly, while commending the research- strengthening objectives of the Special
Programme, he felt, with reference to section 8 of the report, that the primary aim of
transfer of technology was not to help build up national self -reliance, nor to bring an
increasing number of Third World scientists into the international network;
for the
coming 5 -10 years at least, the reproductive health problems of Third World countries
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would be so pressing that research strengthening must be seen primarily as a means of
improving the quality of family health and, in particular, of family planning delivery.
Referring to section 5 of the report, he commended the work being done to improve
IUDs.
For Mozambique such improvements were particularly necessary in order to
counteract the over - readiness of health personnel to extol to family planning users the
advantages of injectable, long- acting contraceptives. At the same time, he stressed the
importance of behavioural and social determinants of fertility regulation, which affected
the acceptance of existing technology both by health personnel and by the population in
He asked to what extent the Special Programme was informed about studies on
general.
reproductive behaviour recently undertaken in several developing countries under the
auspices of UNFPA, the International Planned Parenthood Federation and other agencies.
Referring to section 11 of the report, he was pleased to note the acknowledgement
made of non- quantified resources, in the form of counterpart contributions, such as
infrastructure, manpower and running costs.
Referring to paragraph 2.4.4 of the Appendix to the report, he said that the
consequences of the proposal that members of the Policy and Coordination Committee should
make their own arrangements to cover the expenses incurred in attending sessions were
easy to foresee in the case of members from developing countries; the result would be
that programme orientation would be paternalistically dominated by the views of the other
participating parties.
He suggested that financial arrangements should be established
similar to those for the participation of Third World representatives in meetings of the
coordination boards of the Special Programme for Research and Training in Tropical
Diseases and the Diarrhoeal Diseases Control Programme.
His delegation accordingly supported the draft resolution recommended in resolution
EB81.R6, while requesting that due attention should be given to the provisions of
operative paragraph 4 in relation to co- sponsorship and the problem he had just
mentioned.
Mr Hong Yoon LEE (Republic of Korea) said that since his Government had adopted
family planning as one of its major policies in 1960 the total fertility rate had
declined from 6 to 1.95 children, while the annual population growth rate had declined
Closer international cooperation was necessary
from 2.84% to 1.19% over the same period.
for clinical studies and for the development of contraceptive methods that were totally
effective and safe. His
in
resolution EB81.R6.
Dr BANKOWSKI (Council for International Organizations for Medical Sciences),
speaking at the invitation of the CHAIRMAN, said that recent extraordinary progress in
biomolecular genetics, as well as in fertility and infertility treatment, was creating a
new situation and presenting new, complex ethical issues with social, legal and moral
implications which needed to be closely examined. With those issues in mind, the Council
for International Organizations of Medical Sciences was pleased to be collaborating with
the Special Programme in initiating a transcultural dialogue.
The issues must be
discussed in the context of both the global development of science and the acceptance of
choices and methods by different population groups.
In June 1988 the Council was jointly organizing a conference in Bangkok with WHO,
the World Bank, UNFPA, the International Planned Parenthood Federation and the
International Federation of Gynaecologists and Obstetricians, to discuss five topics:
family planning and health services, methods of family planning, infertility, prenatal
diagnoses, and research in fertility and infertility. The participants, most of whom
would be women from developing countries, would include health policy -makers, lawyers,
scientists, health personnel and members of the general public from some 50 countries.
The Council would continue to consider the ethical aspects of fertility regulation
and family planning in order to be adequately prepared for future developments and to
prevent any abuse or misuse of new technology. It was already well advanced from that
point of view in relation to new knowledge of biomolecular genetics. The Fifth Summit
Conference on Bioethics (Rome, April 1988) had recommended continued consideration of
such issues.
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Miss MELDGAARD (Denmark) said that Denmark had supported the Special Programme since
The term "fertility regulation" in itself failed to catch the
principle and philosophy underlying the Special Programme, which was that fertility
regulation was more than just a matter of numbers but was closely connected with health
policy and formed an important part of the primary health care concept.
Denmark attached particular importance to the work of two of the Special Programme
task forces: on the safety and efficacy of fertility regulating methods and on the
behavioural and social determinants of fertility regulation. Knowledge of the safety and
efficacy of existing methods was still too limited.
At the same time, in efforts to
develop new methods, the obvious advantages of existing methods must not be forgotten.
In that connection, promotion of the use of condoms was important, as they not only
regulated fertility but also prevented the spread of sexually transmitted diseases and of
human immunodeficiency virus.
Promotion of contraceptive use called for proper
consideration of the cultural and social characteristics of a country or a region.
Not
enough was known about what determined user prevalence and preference in different parts
of the world.
Denmark welcomed the new, co- sponsored structure of the Special Programme, which by
its very nature would help to ensure close coordination among the agencies involved.
On
the whole, her country was satisfied with the way in which the Special Programme was
operating;
its structure provided Member States and the Secretariat with an opportunity
for a fruitful and constructive exchange of views.
it was first established.

Dr MIRCHEVA (Bulgaria) expressed her delegation's satisfaction with the progress
report, which contained valuable information on scientific developments in human
reproduction research.
Such research helped to develop new and safe fertility regulating
methods and thus to improve the general condition of women throughout the world. Thanks
to the Special Programme many countries had been able to set up a national centre for
research into all aspects of human reproduction research.
Referring to section 7 of the
progress report, "Prevention and management of infertility ", she noted that in Bulgaria,
with the help of WHO and UNFPA, a sperm bank and also a programme for in vitro

fertilization had been established.
Dr QUIJANO NAREZO (Mexico) commended the report, and the Special Programme for its
contribution to research and research training. Mexico was collaborating very closely
with the Special Programme;
it had recently signed two agreements, one on the use of a
new contraceptive, and the other on the production of another contraceptive, with
specific reference to patents and the respective responsibilities of WHO, the national
authorities and the institutes concerned. The Special Programme was involved not only in
international research activities but also in coordinating the activities of universities
and other nongovernmental institutions in training research workers.
He congratulated
those responsible for giving the Special Programme new direction, with UNDP, UNFPA and
the World Bank as co- sponsors, which would give new impetus to its work.

Mrs MBVUNDULA (Malawi) expressed her delegation's support for the draft resolution
recommended in resolution ЕB81.R6 and her Government's gratitude for the cooperation
received from WHO.
In January 1988, with a view to building up self -reliance in research, the
Government had created a unit in the Ministry of Health with the task of determining
areas in which research was needed and initiating research in support of the national
policy for achieving health for all by the year 2000. To solve the country's priority
health problems the unit would concentrate on health systems research, using a
multisectoral approach, with contributions from social scientists, health economists and
public health personnel.
In line with the multisectoral approach, a two -week
WHO- sponsored workshop on research methodology had been organized for staff of the
Ministry of Health, the University of Malawi and the Ministry of Education. A study on
traditional methods of child- spacing had been completed and another, on maternal
mortality, was under way.

Mr POLES (Brazil) considered that proposals for research on human reproduction
should be submitted to national departments of health to ensure compliance with national
legislation and respect for ethical principles.
Central government coordination would be
the most appropriate way to make sure that proposals from nongovernmental sources
conformed to official policy and were in harmony with the overall approach to research.
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Mrs KADANDARA (Zimbabwe) welcomed the fact that the behavioural and social
Scientists,
determinants of fertility regulation were being treated more seriously.
especially from developing countries, should consider the use of natural methods and
The role of women in human reproduction research
natural herbs in fertility control.
programmes should be intensified, an aspect previously neglected.
Women could play a
part by motivating others and creating awareness in order to generate confidence.
Strengthening the health services and the economic base would help to induce couples to
use methods already accepted by women in many countries.
The Government of Zimbabwe
would continue to support activities aimed at improving the effectiveness of human
reproduction research.
Mr GHACHEM (Tunisia) noted with appreciation that the Special Programme had
developed greatly and that its work was becoming more related to the needs of the
developing countries. However, high maternal mortality, often associated with repeated
and closely - spaced pregnancies, demanded that even greater attention should be given to
human reproduction research.
Through the Special Programme new, simpler and more
efficient contraceptive methods had been developed. He therefore hoped that the funding
of the Programme would be placed on a more stable basis so that it could respond
appropriately to the needs of Member States. The search for new family planning methods
was only part of the work of the Special Programme;
the side - effects of contraception
should also be studied.
With regard to national self -reliance, account must be taken of the difficulties
faced by developing countries in financing research programmes that sometimes did not
produce immediate effects when they had to contend with much more urgent health problems
that also required funding.
Dr N'GALY BOSENGE (Zaire) welcomed the particular attention given by the Executive
Board to research on human reproduction;
he fully supported the draft resolution.
However, he drew attention to the specific nature of regional research needs, a point
that had been touched on by the delegate of Mozambique.
Operational research must be
conducted in the widest possible variety of sociocultural contexts so as to avoid
extrapolating results achieved in one culture to another in which they would not be
appropriate.
Some societies tended to believe that what was ethically acceptable to them
would also be acceptable elsewhere, but the special characteristics of each society
should be considered.
Dr GU Shiguang (China) commended the report and noted that the Special Programme had
taken into account not only the physiological but also the cultural and social aspects of
human reproduction research and had therefore produced results of practical value.
He
called for greater stability in funding the Programme, in view of the highly complex
nature and wide implications of its work, and welcomed its co- sponsorship by UNDP, UNFPA
and the World Bank.
The training of human resources should be strengthened to meet
specific research requirements.
International activities for research development and
the exchange of information should also be strengthened.
The Special Programme's
cooperation with China had resulted in the strengthening, intensification and
consolidation of research in human reproduction in his country.
The Government of China attached great importance to family planning, considering it
to be of deep significance, and relied on three inseparable elements to implement its
population growth control policy: national policies and activities, community and
voluntary participation, and scientific and technological work.

Dr GONGOL (Nepal) said that the basic need of his country was to reduce population
growth to less than 2% by the end of the century.
Various methods of contraception were
being applied down to the village level, by integrating family planning activities with
those of the maternal and child health and immunization programmes and of nongovernmental
bodies such as women's and youth organizations. His delegation commended the report on
the Special Programme and agreed that training of human resources was needed, especially
in areas where the problem was particularly acute.

42

FORTY -FIRST WORLD HEALTH ASSEMBLY

Dr BARZELATTO (Director, Special Programme of Research, Development and Research
Training in Human Reproduction) thanked the delegates for the appreciation they had
expressed of the Special Programme. He reaffirmed that health considerations relating to
fertility regulation, the maximum participation of scientists from developing countries,
the involvement of women, safety surveillance and ethical considerations were matters of
basic concern. Infertility was as important as contraception, and related behavioural
and social research was essential. He confirmed that, in the sphere of collaboration
with industry, the Programme would confine itself strictly to research.
The
participation of the regional committees in discussion of the Special Programme had
there had been such participation at the sessions of two regional
already been started;
committees and presentations would be made at the 1988 sessions of others later in the
year.
The problems of Sub - Saharan Africa were of special concern to the Programme. A
special approach had been developed within its "Resources for research" component and the
findings of a meeting in Abidjan, where African scientists had spelled out their needs,
Collaboration with UNFPA and the International Planned
had been taken into account.
Parenthood Federation could not be closer. WHO acted as executing agency in a number of
UNFPA country programmes of research in human reproduction and the Federation's study,
referred to by the delegate of Mozambique, on the acceptance and continuation of
different fertility regulating methods was in fact a collaborative study with the Special
Programme.
The statement in the proposed Memorandum of Administrative Structure that members of
the Policy and Coordination Committee should make their own arrangements for covering
expenses incurred in attending sessions should be read in conjunction with the proviso:
"Subject to any special arrangements that may be decided upon by PCC ", at the beginning
PCC had agreed that the costs of representatives from
of the sentence in question.
developing countries would be covered by the Special Programme.
He fully agreed with the delegate 0f Brazil that legal and ethical clearance of
research proposals at government level was necessary.
The Special Programme was always
guided by the requirements of individual governments in that respect and, regardless of
government indications, no proposal was considered without the approval of an
In fact, that had stimulated many countries to create
institutional ethical committee.
national ethical review mechanisms that now extended beyond the consideration of
proposals to the Special Programme.
The delegate of Zaire had pointed out the need to relate research, particularly
operational research, to national and regional needs.
After the first ten years of the
Programme, in which network -building had been stressed, preference was now being given to
proposals from countries presenting national plans they had developed themselves, where
the strengthening of their facilities was intended to create self - reliance and allow for
the more efficient use of limited resources.

The CHAIRMAN invited the Committee to consider the draft resolution recommended in
resolution EB81.R6 of the Executive Board.
Dr RAY (Secretary) said that an amendment consisting of an additional phrase to be
added at the end of operative paragraph 2 had been handed in by the delegation of Chile
and read as follows:
"and the necessity to integrate family planning activities with
those of maternal and child health ".

Professor SAI (World Bank) said that in view of shifts in programme emphasis over
the years the delegation of Chile might wish to consider changing the term "maternal and
child health" to "family health ".
Family planning activities had an impact on the whole
they should therefore enter not only into maternal and child health
fabric of society;
but also encompass other aspects not covered by that programme such as preparation for
motherhood, the contribution of men to family planning and the education of young men for
a healthy sexual life.
Dr BARZELATTO (Director, Special Programme of Research, Development and Research
Training in Human Reproduction) noted that in the context in question the Secretariat had
been using the term "reproductive health ". He was inclined to agree with Professor Sai
that family planning activities went beyond the confines of maternal and child health.
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Professor BORGOÑO (Chile) said that the intent of his addendum had been to ensure
that family planning was integrated into maternal and child health programmes and to
emphasize that the two activities should not be kept separate, as had at one point been
the case.
Since the family was the basic unit of society, it was necessarily a factor in
all health programmes.
It would therefore be preferable to retain the term "maternal and
child health" in the proposed amendment.
The proposed amendment was adopted.
The draft resolution recommended by the Executive Board in resolution ЕВ81.R6, as
thus amended, was approved.

2.

TOBACCO OR HEATH (PROGRESS REPORT):
A41 /INF.DOC. /6 )

Item 22 of the Agenda (Documents A41/42 and

Dr НAPSARA (representative of the Executive Board), introducing the item, said that
the Board had noted, from the report submitted to it in response to resolution WНАЭ9.14,
in contrast to the situation among men in the
the emergence of two disturbing facts:
industrialized countries, smoking rates among women and in developing countries were
rising;
and funds were lacking to ensure full implementation of the programme in WHO.
The goal was highly ambitious, as nothing less than complete removal of the tobacco
hazard was compatible with WHO's goal of health for all.
The "tobacco or health" issue had received great impetus from the Sixth World
Conference on Smoking and Health (Tokyo, November 1987), which had been attended by 730
The Conference had unanimously recommended that an
participants from 56 countries.
international coordination committee should be set up to control the spread of tobacco
smoking in developing countries (the future target of tobacco promotional activities);
that non- smokers, especially children, should be protected from enforced smoking;
that
that tobacco for non- smoking purposes should be
public places should be smoke -free;
prohibited;
that the price of tobacco products should be raised periodically;
that more
effective methods for giving up smoking should be developed;
that sales promotion for
that the Olympic Games should be smoke -free;
tobacco products should be restricted;
and
that the WHO slogan "Tobacco or health, choose health" should be publicized throughout
the world.
As a result of the Conference, smoking had been banned on the underground
railway system in Tokyo with effect from January 1988.
The Board had drawn attention to the fact that, despite all the discussion of the
subject at every level of WHO, no very striking results had been achieved and much more
action was needed, such as the establishment within WHO of a clearing -house approach for
the exchange of information, in particular on methods for cutting down tobacco use,
which, although decreasing in industrialized countries, was increasing in the developing
world, in whose economy tobacco often played a major role.
The net result of vigorous
health education campaigns thus appeared to be to switch the health hazards related to
smoking from the industrialized to the developing countries, which at the same time would
gradually lose tobacco as a source
sometimes their only source - of income.
In that
context, he drew attention to operative paragraph 4(8) of resolution WHA39.14.
Virtually
unanimous backing had now been given to WHO's programme, and the determination at all
levels of WHO to implement the collective decisions to fight tobacco abuse had been
commended. The strong commitment of WHO had recently given renewed worldwide momentum to
the anti - tobacco campaign.
The success of solutions such as crop substitution depended
entirely on the restructuring of existing international economic arrangements. Countries
producing tobacco must be provided with viable alternatives if they were to discontinue
production. Crop substitution was not a solution in itself;
what was required was a
change in international relations.
-

1 Transmitted to the Health Assembly in the Committee's
as resolution WHA41.9.
2
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Sir John REID (Chairman, Advisory Group on a WHO Global Action Plan on Tobacco or
Health), after reviewing the background to the adoption of resolution WHА39.14, said
that, despite the clearly and scientifically proven fact that tobacco was the cause of an
annual premature death rate measured in seven figures and of even vaster disability and
human suffering, suggestions had come from various quarters that WHO should not be
concerned with life -style issues such as tobacco use and addiction.
The hollowness and
self - interestedness of such cynical propositions were obvious.
In response to a specific request in resolution WHA39.14 to strengthen WHO's current
programme on tobacco or health, the Director - General had invited an advisory group to
The
make specific proposals for the implementation by WHO of a global plan of action.
It had gladly responded to the
group's report was contained in document A41 /INF.DOC. /6.
Director -General's request because, whilst the fight against the many diseases caused by
the use of tobacco was being won in a number of countries, that was not happening in
others;
furthermore, the tobacco industry was going to great pains to recruit new
addicts in developing countries and among specific target groups, including women and
children.
The advisory group had related its deliberations closely to the contents of
resolution WHА39.14, and come to the conclusion that a special action programme, the
essential components of which were set out in Section 2 of its report, was clearly
Those recommendations included two of the classical roles of WHO, namely,
required.
cooperating with countries in their anti - tobacco activities and ensuring the prompt and
In the latter context, the advisory
effective exchange of valid scientific information.
group had recommended the re- establishment of the WHO clearing -house for such information
and also the establishment of a clearing -house by nongovernmental organizations to tackle
matters better dealt with by an unofficial network.
That was in keeping with the
complementarity of the roles of nongovernmental organizations and WHO. The special
action programme should also liaise with many other activities carried out by WHO and
other United Nations bodies, such as FAO.
Of the five topics the advisory group had considered the programme should emphasize
(paragraph 2.3 of the report), protection against involuntary or enforced smoking was one
that was being fiercely combated by the tobacco industry as a threat to "freedom" The other topics concerned developing
presumably of smokers rather than non- smokers.
countries and women as vulnerable targets, price policies - which had a major effect on
The group had also made
tobacco use - and the curtailing of tobacco promotion.
recommendations on regional action (section 4 of the report) and had felt encouraged by
the various initiatives that had already begun at regional level.
Finally, the group had made suggestions about the implementation of its
recommendations (section 6 of the report) and about funding (section 7).
It was
particularly appreciative of the generous offer of the Surgeon General of the United
States of America to make a substantial sum available to help get the project off the
ground.
A resolution would be tabled later by some 15 or more Member States on the action to
be taken on the group's conclusions.
Dr ASSELIN (Canada) said that Canada had been a strong supporter of the adoption of
resolution WHA39.14 in 1986 and had, in response to it, strengthened its support for all
measures taken by the public and private sectors and private groups to reduce tobacco
consumption by banning the use of tobacco in certain public and private areas at all
times or at certain hours.
Those efforts had received the backing of the majority of the
population.
All the provinces were participating in the national programme to reduce the
use of tobacco, which brought all the anti- smoking efforts together under one umbrella,
as well as running information campaigns in schools and communities to bring the dangers
of smoking home to children, young people and women.
In support of those efforts, the
Government had adopted an intensified overall approach to the smoking question.
In
addition to a gradual ban on smoking on government premises or public transport, tobacco
Furthermore, a bill to
growers were being assisted to change over to other products.
Among its
regulate tobacco production had been laid before Parliament in June 1987.
full exposure of the dangers of the use of all tobacco products, a
highlights were:
broadening, and eventually total, ban on all advertising of tobacco products, and
The
restriction of sponsorship of cultural and sports events by tobacco manufacturers.
bill also stipulated that the manufacturer's responsibility did not end with the
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obligation to give consumers a health warning, thus allowing consumers to sue
manufacturers for damages. The bill had been the subject of vigorous lobbying from both
Canada would be glad to share its experiences in combating
sides of the tobacco issue.
the use of tobacco with others, and supported WHO's efforts to eradicate tobacco
consumption. It was one of the countries sponsoring the draft resolution that would be
submitted.

The meeting rose at 16h40.

FIFTH MEETING
Tuesday, 10 May 1988, at 9h10
Chairman:

TOBACCO OR НЕА,ТН (PROGRESS REPORT):
A41 /INF.DOC. /6 ) (continued)

Dr G.

PERDOMO (Colombia)

Item 22 of the Agenda (Documents A41/41 and

The CHAIRMAN invited the Committee to resume its discussion of item 22 of the
agenda, concerning which the following draft resolution had been submitted by the
delegations of Australia, Bahrain, Belgium, Canada, Finland, Iceland, Iraq, Luxembourg,
Mexico, Mozambique, New Zealand, Poland, Sweden, Thailand, Tonga, and the United Kingdom
of Great Britain and Northern Ireland:
The Forty -first World Health Assembly,
Recalling resolutions WНАЭ1.56, WHA33.35 and WНАЗ9.14 and emphasizing the
importance of ensuring that these resolutions are fully implemented;
Having considered the Director -General's report on tobacco or health, the
comments by the Executive Board and the report of the Advisory Group on a WHO Global
Action Plan on Tobacco or Health;
Encouraged by the response to the first world no- smoking day on 7 April 1988,

REQUESTS the Director - General to draw up a plan of action, bearing in mind the
recommendations of the Advisory Group and covering in particular:
(1)
(2)
(3)

the administrative and management structure,
resource needs,
sources of finance and other support,

for submission, through the Programme Committee, to the eighty -third session of the
Executive Board.
Dr RAKCEEV (Union of Soviet Socialist Republics) said it was clear from the report
of the advisory group on a WHO global action plan on tobacco or health (document
А41 /INF.DOC. /6) that the medical aspects of the problem of tobacco use had indeed been
studied in great depth and detail, thanks to the work of national institutions and the
coordinating and unifying role of WHO.
Yet, despite the wealth of knowledge that had
been accumulated, it must be recognized that the WHO campaign against smoking had not
achieved any major success. Although the general direction chosen was correct, as shown
by the decline in the number of smokers, particularly among men, in many industrialized

countries, there must remain ways and means that had not yet been explored, and four
possibilities might be considered in that connection.
First, it had been shown that up to 90% of smokers would like to give up cigarettes,
but that even with medical assistance only about one quarter of them had succeeded in
doing so; thus, no cure had so far been found for nicotine dependence, and WHO should
certainly disseminate all the available information on the subject to Member States.
Secondly, it was essential to cooperate with other organizations in seeking alternatives
not only for tobacco growers, but also for the tobacco industry, in order to help solve
the economic problems that would inevitably arise for tobacco producers with the decline
of smoking.
Thirdly, apart from the undoubtedly important aspect of banning the
1
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advertising of tobacco products, it would be desirable to promote the advertising of a
Fourthly, legislative measures were also necessary to
healthy, tobacco -free way of life.
protect the rights of non smokers by prohibiting smoking in public places, particularly
medical establishments, and places frequented by women, adolescents and children.
Experience had shown that prohibitive measures alone were not enough and that a
long -term, many -sided exercise in public health education must be undertaken in order to
The
protect the rising generation and those of the future against that harmful habit.
national programmes of many countries for combating noncommunicable diseases had singled
out tobacco smoking as a leading risk factor in the occurrence of those diseases, and a
It would therefore
number of examples could be cited of the efficacy of that approach.
be preferable to continue to develop the Smoking or Health programme in the framework of
the WHO programme on noncommunicable diseases rather than to establish a separate
vertical programme.
The celebration of a world no- smoking day on 7 April 1988 had elicited an
unprecedented response in his country among all the mass information media on the basis
For example, the press had published an appeal by leading
of materials prepared by WHO.
medical experts to the whole population of the Soviet Union to stop smoking, and posters
But the Soviet authorities harboured no
and other documentation had been distributed.
illusions about the capacity of such once -only events to alter the situation
significantly, and special legislation was being prepared, for adoption in 1989,
comprising a whole complex of measures.
-

Professor GIANNICO (Italy) welcomed the Director -General's report (document A41/4)
The dangers of tobacco for health were
and the Organization's systematic action.
established beyond question, and every health administration was aware of the need to
encourage the competent bodies to adopt a policy on the restriction of its use.
His
delegation fully endorsed the objective of a global plan of action under WHO's guidance.
In Italy, the past few years had seen a number of initiatives to keep citizens informed
about the risks of tobacco, to educate schoolchildren, and to prohibit the advertising of
tobacco. On 7 April Italy, like other countries, had celebrated a no- smoking day.
As a
result of all those activities, the percentage of smokers had stabilized and even begun
to decline slightly.
It was essential for WHO to play a guiding role in the development of policies and
strategies and in promoting the national implementation of anti - tobacco measures. Aware
of the importance of WHO's programme and its need for financial support, his Government
had made an extrabudgetary contribution for that purpose.
In conclusion, his delegation was pleased to support the draft resolution before the
Committee.
Dr PRADO (Cuba) noted that the smoking habit had shifted to the developing countries
and that tobacco was now aggravating their already unsatisfactory health situation owing
Cuba had always placed
to its association with chronic and noncommunicable diseases.
human health and wellbeing before any kind of economic consideration, and would continue
to support the WHO programme and the decisions taken by the Organization.
Since the
early 1960x, activities had been undertaken in his country to combat tobacco use, by
cutting back the advertising and promotion of tobacco -products and printing warnings of
the dangers of smoking on all cigarette packages. Latterly the Government had initiated
a campaign to discourage smoking and had set up for the purpose a national working group
on which a large number of institutions at the national and provincial levels were
represented. A particularly significant factor in that regard had been the decision of
the President of the Council of State of Cuba to stop smoking and to become an active
In the first half of 1987, 71.8 million fewer
participant in the anti - smoking campaign.
packets of cigarettes and 24.5 million fewer packets of tobacco had been smoked than in
the previous year.
The campaign had been structured in several areas and had been
directed at different population groups, but integrated in a single system.
Those
groups were:
the population as a whole; habitual smokers wanting to stop;
smokers'
families, particularly pregnant women and nursing mothers; doctors, educators and other
leaders of opinion;
and smoking and non- smoking adolescents and young people.
The campaign had had some direct results, such as higher prices for cigarettes and
tobacco, protection of the right of every citizen to breathe clean air, an increase in
the number of places where smoking was prohibited, increased dissemination of
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information, especially among young people, and setting of examples by health and
education personnel, absence of publicity for tobacco consumption, a joint effort by
various institutions working together with government support, and the recent adoption of
provisions for the prohibition of smoking on domestic flights.
In conclusion, he agreed with many members of the Executive Board that it was not
enough to encourage people to stop smoking, but that political will must also be
exercised to tackle a multidisciplinary problem with a major economic component,
reflected in the increasing promotional pressure being exerted on the developing
countries, notably by large multinational corporations.

Miss KHAPARDE (India) noted that, although higher smoking rates were emerging in the
developing countries, per capita consumption of cigarettes in India was among the lowest
Nevertheless, cigarette consumption did not reflect the total picture of
in the world.
tobacco use, for tobacco was consumed in other, smokeless forms;
indeed, it had been
estimated that 70% of tobacco consumption in India was by means other than cigarette
smoking, the growth of which was checked by high pricing and taxation policies.
Indian
legislation also required all cartons and packets of cigarettes on sale, as well as all
advertisements and posters, to carry a warning of the risk to health. Many state
governments had passed regulations prohibiting smoking in such confined areas as cinemas,
buses, educational institutions and hospitals. Since the existing legislation did not
extend to tobacco use other than smoking, measures to cover those uses also were under
consideration by the Government.
Several health education measures on the hazards of
tobacco consumption had been launched through all kinds of media and work was in progress
on materials to be included in high - school curricula, describing the ill effects of
smoking.
Health education on tobacco use was being promoted with the help of medical
establishments and labour associations, so that there was now much greater awareness of
the hazards of tobacco consumption - further enhanced by the celebration of world
no- smoking day.
Data collected for the national cancer registry project revealed that
between 150 000 and 200 000 people developed tobacco - related cancers every year, and the
primary prevention of tobacco -related cancer had been adopted as a major objective of the
national cancer control programme launched in 1985. The impact of various public health
education measures had been slow but encouraging, with a discontinuation rate of up to
17% observed in follow -up studies.
In view of the increasing incidence of tobacco -related diseases and the threat that
tobacco use presented to the health status of people in the developing countries, she
supported the draft resolution.

Professor SZCZERBAN (Poland) said that tobacco smoking remained a serious health
problem in his country:
recent epidemiological studies showed that some 55% of adult
males and 30% of adult females were regular smokers.
Poland was also among the five
countries with the highest adult per capita consumption of manufactured cigarettes in
1985, and mortality caused by smoking- related conditions, including lung cancer, was
rising very steeply.
All those facts showed that, in spite of rather rigorous anti - smoking regulations, a
ban on cigarette advertisements and widespread health education, Poland was still not
very successful in its anti - smoking campaign.
In the past two years, however, some
favourable changes in prevalence rates and attitudes towards smoking had been noted among
young adults, especially those with a higher level of education.
The authorities saw
that as a first encouraging sign aid intended to continue their comprehensive action
against smoking, treating it not as bad behaviour but as a social phenomenon.
Poland's
activities in that area were in line with the directions suggested by WHO and his
delegation therefore supported the actions proposed in the Director -General's report.
It
was also glad to join in sponsoring the draft resolution before the Committee.
Dr NTABA (Malawi) said that the remarks he was about to make ran counter to the
popular current in the tobacco debate, but he felt obliged to make an appeal to the
Assembly because that current threatened to wash away Malawi's limited and only chances
for socioeconomic survival.
His country had been concerned at the adoption of resolution
WHA39.14 in 1986, and he now wished to reiterate that position in the light of
developments since that time.
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The tobacco problem was very complex and required an honest approach balanced by
According to the Director -General's report, the
moral pragmatism on the part of WHO.
smoking situation was deteriorating, particularly in the developing countries, despite
Smoking was increasing among women and children and the
WHO's strengthened campaign.
It might well be asked why
number of smokers had increased by 77% in the African Region.
the WHO campaign was not achieving the results it should and why the very communities
that WHO should be protecting were becoming innocent victims or unsuspecting casualties
in the course of a WHO campaign.
The increased tobacco consumption was blamed on the promotional efforts of the
cigarette industry, but it should be borne in mind that the developing countries could
not possibly resist cigarette promotion because they had no financial resources with
which to do so and because in some cases tobacco itself constituted the financial
It was therefore natural that the tobacco companies would
backbone of their economies.
be forced to sell more cigarettes in the least developed countries and a sad but
predictable fact that tobacco health hazards were now being transferred from the rich to
the poor communities both within and among nations in the anti - tobacco campaign.
Many rich countries had agricultural policies which directly or indirectly
subsidized their tobacco farmers.
Indeed, 57% of all the cigarette manufacturing
industries were either State -owned or State - controlled monopolies and, moreover, the rich
countries concerned had fiscal policies or high cigarette taxes that resulted in gross
maldistribution of tobacco income: 80% or more of the final income went to the
18% went to the
government treasuries of rich countries in the form of cigarette tax;
tobacco industry and a mere 1 % -2% to the rural farmer in a least developed country like
his own.
It should further be borne in mind that 35 million households, or 100 million people
in the world, depended on tobacco for their livelihood.
In Malawi, 63% of foreign
exchange earnings in 1987 had come from tobacco.
It had been asserted for years that the
answer was to find a tobacco substitute or a viable alternative socioeconomic activity,
but with all the good intentions in WHO and elsewhere that had not proved possible.
If
WHO was genuinely committed to social equity and justice, it should not forge ahead with
its anti - tobacco programme, abandoning the underprivileged communities and condemning
them to socioeconomic deprivation, until it could offer them an alternative.
It was
generally accepted that a good level of health could not be achieved in the absence of
socioeconomic development, yet WHO was preoccupied with the eradication of
tobacco - related lung cancer and respiratory and other diseases from the affluent North,
in the face of its inability to counterbalance the consequent socioeconomic deprivation
that the elimination of tobacco consumption would bring to the underprivileged South.
That paradoxical and inequitable state of affairs was not consistent with the image and
moral integrity of WHO.
It was to be hoped that the advisory group which was investigating the tobacco
problem for WHO would give the Organization a better understanding of the complexity of
the problem.
He was concerned, however, at the fact that the members of the group were
all so committed to the medical side of the issue that it was impossible for them to show
objectively the other side of the coin.
It might be advisable to ask ILO, FAO and other
agencies to conduct studies on the employment, agricultural and other implications of
tobacco from an outsider's viewpoint.
It had been said that heresy was sometimes necessary in order to succeed in the
health - for -all movement: he would therefore suggest to WHO that the cigarette industry
should be allowed into that movement, for the undisputed socioeconomic benefits of
tobacco could certainly be assets in the struggle for health for all.
WHO had only to
develop a carefully calculated and morally balanced strategy for coexistence with
that was a challenge for the Organization to consider.
tobacco;
In the presence of a deadly scourge and continued unsafe behaviour despite
widely -disseminated information and repeated warnings, the Organization should make a
point of finding and offering an alternative to complete abstinence from what was known
to be the cause, as it had done in the case of AIDS, where the situation was similar in
Smokers might not be as promiscuous with the brands of cigarettes they
those respects.
smoked;
and the cigarette industry might therefore have to develop some protective
gadget to make safe smoking possible.
Indeed, the industry must be interested in
prolonging the lives of smokers, since otherwise it might work itself out of business;
it had the financial resources and might be able to develop safe smoking long
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before WHO could develop a viable socioeconomic alternative to tobacco for the rural
farmers of Malawi and many other countries.
To conclude, while there could be no doubt concerning the health hazards of smoking,
it was equally true that the elimination of tobacco carried economic hazards that were
even more acute and deadly to many underprivileged communities than the health hazards
were to the affluent society.
That was why he was questioning the priorities of the
programme and whether the approach adopted was consistent with WHO's genuine commitment
to social equity and justice.
The debate on tobacco had been raging for years and would
probably continue well beyond the year 2000. WHO must have the moral courage and vision
completely to overhaul its anti - tobacco campaign. He was concerned at the lack of
tolerance and moral capacity fvr change. Unless it was recognized that the strategic
battlefields were in the tobacco plantations of the least developed countries, and unless
governments could be influenced to redistribute tobacco income in favour of those rural
farmers, WHO would continue to win superficial victories signifying very little.
It was
only by strengthening the economic base of under -privileged tobacco farmers that they
could be enabled to switch to other crops. If that could not be done, the anti - smoking
campaign would have no relevance to the health - for -all movement, and that in itself would
be a humiliating defeat for WHO.
In 1986 Malawi had spoken against resolution WHA39.14 but had not voted against it
in the interest of the spirit of consensus in WHO, but now his delegation felt that it
had been let down. If a consensus meant that its distress call on the issue went
unheeded, it would request a vote on the draft resolution at the appropriate time, so
that its dissenting vote could be duly recorded.
That vote should be regarded as a
reflection of Malawi's disappointment at the fact that moral issues in connection with
the tobacco question remained unresolved and that the resolution itself was based on work
that had not taken full account of both the medical and the socioeconomic and other
aspects of tobacco.
It was obviously important that resolutions on such complex problems
and indeed on any others should have a solid moral foundation.
Dr LEPPO (Finland) said that tobacco use had been amply demonstrated to be a major
public health problem of worldwide importance, marked by alarming trends, especially in
developing countries. Because of its international dimensions, the problem could be
solved only through determined, long -term action of an intersectoral and international
nature.
Given the complexity of the economic, political and social issues involved, WHO
was the only international body that could provide legitimate leadership in directing and
coordinating national efforts, in partnership with nongovernmental organizations. While
the Organization's work thus far was good, much more could and should be done, as
recommended by the advisory group, to strengthen its advocacy role, expand its
clearing -house function, and intensify the exchange of information.
As pointed out in the Director -General's report, shortage of resources was the main
stumbling block.
In the absence of secure regular budget funds and some strengthening of
WHO staff, extrabudgetary funds would be hard to attract and the programme could not
function as envisaged. His delegation made a strong plea to the Executive Board to
ensure that the programme's importance was adequately reflected in the proposed programme
budget for 1990 -1991.
His delegation was among the sponsors of the draft resolution, the adoption of which
would give new impetus to the international fight against tobacco.
Mr INFANTE (Spain) strongly endorsed the Director -General's report and the
recommendations of the advisory group. In Spain, where smoking was a serious public
health problem, the Government had approved new measures on 7 April based on the primacy
of the rights of non- smokers;
they featured voluntary controls on advertising by tobacco
producers and distributors, and a special campaign aimed at women and young people.
Fiscal measures were being studied, such as the imposition of higher taxes on cigarettes
so as to finance smoking dissuasion campaigns and encourage restructuring of the tobacco
industry. In November 1988 his country would host the European conference on tobacco and
health to be organized by the WHO Regional Office for Europe.
Convinced that tobacco use was incompatible with health for all, his country stood
ready to support all efforts necessary to implement the strategy. His delegation would
vote for the draft resolution to strengthen the programme, provided reference was made in
it to the relations that should exist between the action programme on tobacco or health
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and existing WHO programmes, and particularly those on the prevention of cardiovascular
As past experience showed, it was
diseases or the promotion of healthy life -styles.
it
unwise to attempt to discourage tobacco use simply by stressing its harmful effects;
was more productive to hold out a positive view of health and encourage healthier
life -styles.
Dr RODRÍGUEZ (Chile) said that his country was a firm supporter of all anti - smoking
action. Since 1983 Chile had incorporated anti - smoking activities into its efforts to
The aim was to prevent youngsters from taking up the habit
combat unhealthy life- styles.
in the first place, discourage smoking by pregnant women, protect the right of
The activities were
non - smokers to breathe clean air, and encourage smoking cessation.
They included programmes from nursery school to university aimed
educational in nature.
at giving young people some psychological protection against aggressive advertising.
There were also educational activities for pregnant women, as part of primary health care
The activities were carried out in collaboration with the Ministries of
programmes.
Education, Labour and Justice, and were coordinated by the national commission for
Underlying the programme was
smoking control headed by the Ministry of Health.
legislation, enacted in the face of considerable obstacles, that explicitly recognized
The programme had benefited from the support of WHO
the harmful effects of tobacco use.
staff and consultants from other countries who had introduced methods that had proved
their worth elsewhere.
His delegation wished to be included among the sponsors of the draft resolution.

Professor MIGUES BARÓN (Uruguay) commended the Director -General's report as
excellent and realistic.
Despite the best efforts of WHO, the results achieved since the
adoption of resolution WНАЗ9.14 were not encouraging.
The trends were especially
disquieting in the developing world, to which tobacco use was being cleverly
"transferred" by the tobacco industry. Health for all was indeed pitted against strong
economic and commercial interests. While the wealthier countries could brave the loss of
tobacco tax earnings, how could the ministry of health of a poor country dare propose
restrictions when tobacco earnings constituted a large part of the national budget?
In Uruguay, where the prevalence of smoking in 1985 had been estimated at 45% and
18% of all deaths were from tobacco - related illness, the situation was truly critical,
In latter years anti - tobacco
aggravated by the illicit importation of foreign tobacco.
campaigns had been conducted by nongovernmental organizations, but they were weak and
without national impact.
Among the more recent measures were certain legislative restrictions - not yet very
effective - on the sale and advertising of tobacco and some intercountry workshops
promoted by РАНО to help ensure the coordination of regional policies. The Ministry of
Health had set up a smoking control office to promote the national campaign against
tobacco use.
Those activities had been favourably received by the parliament and the
medical profession, but as yet there was perhaps not enough political will to extend the
campaign to other sectors, such as education and the mass media.
WHO must increase the resources and efforts devoted to its "tobacco or health"
programme so as to ensure the necessary coordination of national campaigns. His
delegation wished to be included among the sponsors of the draft resolution.
Dr LUO Yiqing (China) fully endorsed the Director -General's report and the
Organization's efforts to eliminate the smoking hazard.
In his country, the Ministry of Health had met with much difficulty and resistance
One survey had shown that 32.1% of smokers
in carrying out its anti- smoking campaign.
were under 15 years of age;
in some areas of the country, even young children smoked.
In a country where smoking was such a strong social tradition, anti - smoking campaigns
should be long -term and required support from people of all walks of life and from social
organizations.
The campaign of the Ministry of Health had been stepped up in recent years, thanks
For example, the Civil Aviation
in part to the cooperation of other ministries.
the ministry responsible for the
Department had banned smoking on all domestic flights;
railways had created non- smoking compartments in passenger trains, and smoking had been
On
banned in many offices and factories, in hospital wards and in outpatient clinics.
7 April his Government had responded positively to WHO's appeal by carrying out special
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anti - tobacco activities, which had been well received.
All the experience proved that,
with stronger commitment, his country should be able to do even better.
In conclusion, he hoped that WHO and other international organizations would make
financial support and technical cooperation available to China for the strengthening of
health education and information exchange. He also entreated them to appeal to the
industrialized countries to stop selling large quantities of cigarettes to the developing
countries, including his own, and thereby support the national anti- smoking campaigns of
the developing world.

Professor МАТТНЕIS (Federal Republic of Germany) welcomed the report by the
Just the other day Dr Mahler had encouraged everyone to dream. What
Director -General.
better dream than that of a smoke -free society where resources currently devoted to
mending the damage done by tobacco could be put to worthwhile use?
In her country a campaign had recently been launched that focused on protecting the
One target was to
rights of non- smokers rather than discriminating against smokers.
increase the percentage of non - smokers to 80% by 1995.
Her country also supported the
European regional action plan on tobacco.
Like other developed countries the Federal Republic of Germany was seeing a new
trend against smoking among male, but not female, teenagers.
She called for a study to
determine the causes of that sex difference, which might lie in differing fashions,
education, or perhaps better recreational opportunities for boys.
She also suggested
collaboration with ILO concerning the alliance of the tobacco industry with trade unions,
pledged to protect jobs. At stake was the health of workers in general and not merely
the preservation of employment opportunities in a single industry.
Enough was now known about the harmful effects of tobacco for action to be taken,
monitored and evaluated, and for experiences to be exchanged, on the road to a smoke -free
society.
Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) commended WHO on
the action taken since 1986 to strengthen the "tobacco or health" programme.
It was
important to ensure that the momentum was maintained, and he agreed with the delegate of
Finland on the need to strengthen the existing Secretariat unit.
His Government was committed to discouraging the use of tobacco in any form.
Smoking, still the greatest single cause of preventable disease and death in the United
Kingdom, was responsible every year for 100 000 premature deaths and 50 million lost
working days due to illness.
The risk of passive or "enforced" smoking had recently been
studied by an independent scientific committee in his country.
Its report, which he
would be glad to make available to any interested delegate, reconfirmed that enforced
smoking exacerbated respiratory and cardiovascular disorders in children and concluded
from new studies that it was also linked to a small but definite increase in the risk of
lung cancer.
Having accepted the report, the Government was considering how to give its
recommendations effect.
Steps had been taken to reduce smoking in all National Health Service premises. The
increasing use of "smokeless" tobacco by the young was of particular concern, and the
Government had announced its intention to ban such products in view of the strong
evidence linking them to an increased risk of oral cancer.
He commended the Regional Directors for banning smoking in WHO's regional offices
and congratulated the Member States of the European Region on targeting for a smoke -free
Europe.
His Government pledged continuing support for the regional action plan on
tobacco and looked forward to participating in the European conference on tobacco or
health, to be held in November 1988.

Dr СO §KUN (Turkey) expressed appreciation of the Director -General's report on
tobacco or health.
Smoking was undoubtedly one of the most disastrous social epidemics
in the world.
In Turkey responsibility for action on the problem had been entrusted to
the Mental Health Department of the General Directorate of Primary Health Care.
His
Government regarded smoking, together with abuse of alcohol and other substances, as part
of "health - damaging behaviour ", and preferred to adopt a motivational and educative
approach. Young people and children were the main target for information on alternatives
to health - damaging behaviour, i.e. healthy life -styles.
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Within the framework of health promotional activities, the Ministry of Health and
Social Assistance was carrying out an anti - smoking programme, with strong commitment on
the part of the Ministry.
His Government attached considerable importance to
intersectoral and interdisciplinary cooperation, as well as international coordination,
in tackling the problem and had therefore established four groups for education,
research, legislation and help for those wishing to stop smoking.
The groups brought
together representatives of a wide range of governmental and nongovernmental
organizations. As a result of that intersectoral cooperation, the Ministry of Education,
Youth and Sports had organized a competition among children and sent letters to teachers
the Department of Religious Affairs had
to inform them about the general approach;
and the Ministry of Transport had prohibited
prepared messages to be read at mosques;
smoking on all domestic flights, while the number of smoking compartments on inter -city
previously there had only been one compartment for
trains had been drastically reduced:
The different sectors had also
now there was only one for smokers.
non- smokers;
participated in exhibitions, discussions and other activities organized on the occasion
of WHO's fortieth anniversary, 7 April, which had been proclaimed a nationwide no- smoking
day.

Accordingly, his delegation wished to join previous speakers in supporting the draft
resolution on the special action programme on tobacco or health.
Dr VUTHIPONGSE (Thailand) congratulated the Director - General on his report on
tobacco or health. The issue was a major one for his country and many anti - smoking
activities were being implemented by government agencies and nongovernmental
organizations. Perhaps the most successful had been a nationwide marathon to promote
"No- smoking Thailand ", spearheaded by the rural doctors' association with assistance from
other nongovernmental organizations, the Ministry of Public Health and WHO.
At the end
of the marathon, the doctors had collected more than six million signatures on a petition
calling on the Government to legislate for the protection of non- smokers' rights and to
The first world no- smoking day had served as
support a national anti- smoking campaign.
It had had considerable media coverage, and many
an ideal focal point for the campaign.
public and private organizations had launched their own anti - smoking policies. Moreover,
in April the Thai Cabinet had approved a proposal for nationwide anti - smoking activities
including a ban on cigarette advertising, a ban on smoking in all government offices and
some public places, larger warning labels on cigarette packets, higher taxes on
His delegation was
cigarettes, and more extensive education on the hazards of smoking.
therefore very pleased to be a sponsor of the draft resolution.
Dr DE SOUZA (Australia) said he respected the special plea made by the Malawi
delegation and the need for the competent United Nations agencies to continue to examine
the economic effects which anti - tobacco programmes might have on developing countries
Nevertheless, as the world's leading health
whose economies depended on tobacco -growing.
organization, WHO could not ignore the ill effects on people's health of the continuing
While it was not necessary for him to repeat the arguments already put
use of tobacco.
by other delegations, he fervently believed that WHO must continue to attack the problem
actively.
The advisory group had recommended the establishment of a special action programme
However,
on tobacco or health and had outlined a broad global action plan in its report.
such a plan needed refinement. The implications, both for WHO and for countries, of
For instance, what kind of
implementing such a programme would have to be looked at.
administrative and management structure would be required? What would the staffing
requirements be? Where would the financing come from? So it was important that the
Director - General should be asked to prepare a plan of action for the special programme
and that the plan should then be examined by the Executive Board before being referred
He therefore strongly supported the draft resolution and
back to the next Assembly.
commended it to the other delegations.
Dr BRКMER (German Democratic Republic) said that his country was in agreement with
In connection with the
the European regional plan of action which had been adopted.
first target in the plan, national guidelines had been worked out for the promotion of
non- smoking in his country, and their main features would be presented at the European
The guidelines
conference on tobacco or health to be held in Madrid later in the year.
reflected the broad sociopolitical concern of his country, which was the further
improvement of preventive health care as an integral component of the national strategy.
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At the same time, as tobacco use was widespread in his country and progress in reducing
it relatively slow, there was a need for specific activities for the promotion of
His country's approach in that respect was based on
non- smoking at different levels.
First, children, adolescents and pregnant women should be protected
three priorities.
from the health - damaging effects of smoking, and children and adolescents should be
prevented from starting to smoke; models on the promotion of non - smoking had been worked
Secondly, the
out for particular target groups and were being tested in selected areas.
principle of non- smoking should be established in public life and at the workplace;
initial steps to achieve that had been taken in health and educational facilities, and
Thirdly,
the health services approach was supported by the medical- scientific societies.
the first projects included a
smokers should be motivated and helped to stop smoking;
programme for motivating women to give up smoking during pregnancy and a programme for
professional working people.
With reference to paragraphs 2.2.2 and 2.2.3 of the report of the advisory group and
to paragraph 9 of the Director -General's report, pointing out that the programme would
require a large increase in staff and funds, his delegation trusted that the planned
activities of established WHO programmes, such as those on maternal and child health,
noncommunicable diseases, etc., would not only not have their activities reduced, but
would receive substantial support in terms of information, research cooperation and
resource allocation.
Dr KLIVAROVÁ (Czechoslovakia) expressed support for the programme on tobacco or
health, noting that her country had recently introduced a number of successful measures
Expansion of the programme would of course require
to reduce tobacco consumption.
further staff as well as an increase in both regular and extrabudgetary resources. The
programme formed an important part of the overall effort to reduce morbidity and
mortality from cardiovascular diseases and from cancer, particularly of the bladder aid
lung, and to improve the health of pregnant women and fetal development.
Increasing anti - tobacco advocacy in Czechoslovakia over the last few years had
brought a reduction in cigarette smoking in certain regions, and her Government was
currently engaged in an anti- smoking educational campaign, starting with children of
school age, adolescents, pregnant women and mothers, so that future generations would not
The theme of the campaign
suffer from abuse of cigarettes and other forms of tobacco.
was "A chance for three million children ", i.e. those who would be born up to the year
2000
Particular emphasis was placed on the use of the mass media in the campaign, which
also involved the Ministry of Education as well as the Union for Physical Education, the
National Youth Union, and the state insurance bodies.
The measures taken included the
organization by youth travel agencies of summer vacations combined with smoking cessation
courses, and the introduction of non - smoking rest -rooms in workplaces.
Bans on smoking
in public transport had been in force in Czechoslovakia for many years.
Finally, the
Ministry of Health had drafted a law on alcoholism and abuse of narcotics and tobacco,
which it was hoped would be adopted shortly.
Her delegation felt it was logical that the anti- smoking programme should remain
within the framework of the Organization's noncommunicable diseases programme, since
smoking was a major hazard in respect of noncommunicable diseases, and it was therefore
unable to concur fully with the organizational structure recommended by the advisory
group.
Dr ABRAHAM (International Organization of Consumers' Unions), speaking at the
invitation of the CHAIRMAN, noted that IOCU was a federation of 165 consumer groups in
over 60 industrialized and Third World countries.
Its overriding concern was with the
rights and interests of consumers worldwide, particularly with regard to health and
safety in the Third World.
IOCU was convinced that the issue of tobacco was one that
warranted concerted global action if the challenge was to be met. Tobacco was hazardous
not only to users themselves but also to others, through passive or enforced smoking.
The proliferation of smokeless tobacco posed yet another health hazard of global
proportions.
Moreover, as aptly pointed out by Dr Mahler, tobacco not only killed
people: it also killed the soil, destroyed old farming patterns and created dependency on
international markets and subsidies.
Sadly, though, many Third World governments still
perceived tobacco as a lucrative source of tax money, turning a blind eye to the
long -term overall costs.
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The tobacco industry was estimated to be losing ground by about 1% annually in its
traditional markets in the industrialized countries, for several reasons including
stronger control measures, increasing numbers of older smokers giving up the habit and
decreasing numbers of younger people taking it up.
That trend had, however, been offset
by a disturbingly rapid escalation, by at least 2% annually, in the consumption of
tobacco in Third World countries.
Trends in the export of tobacco had in fact been
radically transformed in recent times.
For instance, Asian countries were now expected
to account for about 50% of the United States overseas tobacco sales, replacing the
United Kingdom and the Federal Republic of Germany as their leading tobacco export
markets.
The recent twelfth IOCU world congress in Madrid, attended by 700 delegates from 70
countries, had adopted a resolution on tobacco which, recognizing that about 2.5 million
people died each year from tobacco - related causes, deplored the fact that the tobacco
industry continued the aggressive promotion of its products, especially in the Third
The resolution advocated a five -point action plan involving a ban on all forms of
World.
advertising and sponsorship;
a ban on smoking in enclosed public places or workplaces;
increasing education on the health and environmental costs of tobacco production and
consumption;
higher taxes on tobacco and tobacco products; and the use of strong and
conspicuous health -risk warnings.
As long ago as 1978 the WHO Expert Committee on Smoking Control had noted that
anything less than complete removal of the tobacco hazard would be incompatible with
WHO's objective of health for all by the year 2000.
That year was drawing closer and,
while congratulating WHO on the many activities it had initiated, including work at
headquarters and the regional offices, support for country programmes, and close
collaboration with nongovernmental organizations, IOCU realized that insufficient funding
from the regular budget and unpredictable extrabudgetary resources made it difficult to
implement the programme fully. Yet, as that expert committee had pointed out, unless
appropriate action was taken immediately, tobacco - related diseases would significantly
undermine the health of consumers in the Third World even before the scourge of
communicable diseases and malnutrition had been adequately dealt with.
In the context of
paragraph 9 of the Director -General's report, IOCU urged Committee A and the Health
Assembly to approve the recommendations of the advisory group in view of the need for a
WHO special action programme, with adequate staff and sufficient funding, to be
Such an initiative would go
established as a matter of the utmost priority and urgency.
a long way in ensuring WHO's continued leadership and success in combating the tobacco
menace worldwide.

Mr SIMPSON (International Union against Cancer), speaking at the invitation of the
CHAIRMAN, said that, through its special programme on tobacco and cancer, the Union had
for many years been actively encouraging the development of tobacco control measures in
many countries around the world, in close collaboration with WHO.
The Union especially appreciated the way in which the World Health Assembly had
consistently taken a clear and strong position on the many serious health problems caused
by tobacco use, and greatly valued WHO's contributions in that area, especially the
various committee reports and powerful statements issued.
At the same time the Union was
acutely aware of the limitation of the resources available to WHO for responding to the
The problem was now of such magnitude, and
global tobacco problem on the scale required.
the trends in consumption, especially in developing countries, so serious, that a major
new effort was a matter of the utmost priority if the war against the tobacco epidemic
was ever to be won.
The Union was grateful to the Director- General for inviting nongovernmental
organizations to participate in the advisory group and make suggestions as to how WHO
The Union
could significantly increase its work on the "tobacco or health" programme.
urged all Member States to support the special action programme and looked forward to
continued close cooperation with WHO, especially in developing clearing -house operations
as specified in the advisory group's report.
Sir John CROFTON (International Union against Tuberculosis and Lung Disease),
speaking at the invitation of the CHAIRMAN, said the Union was grateful to the Health
Assembly for adopting splendid resolutions on smoking and health, which had been an
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inspiration to all, and to the Director -General for setting up the advisory group to give
guidance on how those resolutions could best be implemented in the current urgent
situation, where cigarette consumption was increasing by as much as 5% a year in some
countries.
Clearly, concerted programmes were required and the Regional Office for
Europe, for instance, had provided a very good example of a comprehensive action plan
which it was hoped might be followed in the other WHO regions. On a world basis, there
would have to be substantial enhancement of central WHO resources to provide leadership,
information and support. There was also a need for complementary action between WHO and
the international nongovernmental organizations. WHO had to work through governments,
but the nongovernmental organizations could work through national and international
professional and other organizations and so produce what the Director - General had called
a "pincer movement ".
The Union had some 5000 members, mostly health professionals, in nearly 120
countries, and undertook a wide variety of activities.
It had devoted plenary sessions
to the question of non - smoking at its different conferences, had participated in
workshops of the International Union against Cancer and of WHO, had provided literature
for all members, had cooperated with many countries in setting up new anti - tobacco
organizations, and was currently conducting a survey of medical students' smoking habits
and attitudes in more than 40 countries.
Believing that the smoking pandemic faced the world with a major crisis, the Union
It was very encouraged by the
urged the implementation of the advisory group's report.
discussion so far and by the large number of expressions of support for the draft
resolution.
Dr MIRCHEVA (Bulgaria) welcomed the reports before the Committee.
Since the previous Health Assembly, Bulgaria had conducted anti - smoking campaigns
with emphasis on preventive measures and health education, especially for young people.
Use had been made of video, television programmes and films, and material had been
Preventive efforts had been strengthened in transport
exchanged with other countries.
and in administrative and other organizations, and some results had been achieved. New
forms of health education had been developed with voluntary groups, and tobacco
advertising had been banned.
A committee, with members drawn from different government departments and social
organizations, had been set up to promote the first world no- smoking day on 7 April;
the
attention of millions of people had been drawn to the many economic, social and medical
aspects of smoking, and no tobacco products had been sold on that day.
A second
no- smoking day would be celebrated on 1 June, Children's Day, and there was a proposal to
make the seventh of every month a no- smoking day in workplaces.
Dr SHIMAO (Japan) expressed appreciation of the report by the Director - General and
the work of the advisory group.
He noted with regret that the smoking rate among adult males in Japan (about 60 %)
was the highest among the technically advanced countries, although it had been declining
In contrast, the rate among adult females (about 10 %) was the
over the past 10 years.
lowest in comparable countries.
The smoking habit had, however, recently been increasing
among some girls.
1987 had been an important year for Japan's smoking control programme.
A committee
established by the Ministry of Health and Welfare had studied the problem and published a
report on the adverse health effects of smoking and on smoking control programmes
In November, Japan had hosted the sixth World Conference on
throughout the world.
Smoking and Health in Tokyo, which had been attended by 702 participants from 56
countries.
The Conference had issued 12 recommendations, placing emphasis on the problem
of "forced smoking" (a term which it had adopted instead of the previous "passive
smoking "), on smoking in developing countries, on ways to cope with the advertising of
tobacco and on the role of women in smoking control, and had made a significant impact in
Japan.
Measures had recently been adopted completely banning smoking in the Tokyo subway
system from the beginning of the current year, and on all domestic flights of the
national airline since April.
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Efforts to prevent smoking, particularly among adolescents, would be intensified,
with special emphasis on the participation of doctors, the separation of smokers in
public places and no smoking in places where separation was impossible.
It was clear,
however, that smoking control could not be achieved through the work of the Ministry of
Health and Welfare alone.
Public opinion would have to be strengthened and it was hoped
that before long the majority of the public in Japan would be non -smoking.
As far as global action was concerned, serious consideration should be given to the
comments made by the Malawi delegate.
Dr NUKURO (Solomon Islands) said that when his country had launched a campaign
against smoking a few years previously, posters and pamphlets had been distributed in all
areas, as well as to health facilities and the offices of the Ministry of Health.
The
result of the campaign was not known, as there had been no surveys, but from his own
observation it did not appear to have had any impact and smoking seemed to have increased
owing to vigorous advertising of tobacco and cigarettes, especially on the radio and in
newspapers.
He had, in fact, seen someone write the word "hypocrites" on an anti- smoking
poster, which had made him realize that the medical profession must set an example. As
stated in the report by the Director -General, WHO should also set an example in order to
encourage people to choose health rather than tobacco. He would like to see all WHO
premises become strictly no- smoking zones, with smoking prohibited during all WHO
conferences or meetings.
His delegation therefore fully endorsed resolution WHA39.14,
and supported the draft resolution currently before the Committee.
Dr VARET (France) thanked the Director - General and his staff for the determination
shown in combating smoking. The Executive Board's Programme Committee should give
careful attention to the proposals for the action programme, since details would have to
be worked out and the effects of crop substitution and possible unintended results of
prohibition considered. Her delegation agreed that the document should then be submitted
to the Executive Board, before being placed before the Forty - second Health Assembly.
France's action to combat smoking was threefold, being regulatory, economic and
health educational.
It was not just a conventional campaign against smoking, but a form
of concerted action directed to cultural, social and economic factors in an attempt to
achieve more lasting impact on behaviour.
Thus an agreement had been entered into with
lower
tar
and not
advertise lighters and matches on billboards.
In the educational field, the main targets
were children, adolescents, medical personnel and teachers.
There was some evidence that
those efforts were bearing fruit since, although the overall level of smoking remained
the same, there appeared to be a downward trend among some groups, particularly doctors.
There was also a growing recognition of the rights of non- smokers. Although it had been
necessary to draw attention to the regulations forbidding smoking in workplaces, emphasis
was being placed on more positive approaches to promoting a healthy way of life.
France had participated in the world no- smoking day on 7 April 1988, with numerous
activities including media involvement and open days in all hospitals to make the public
aware of the availability of counselling on smoking. Similar activities had been carried
out in connection with the European Community's efforts against cancer.
To support
international and multisectoral action against smoking, France intended to present the
results of its experience at the forthcoming European conference in Madrid.
For all those reasons, the French delegation supported the draft resolution before
the Committee.
It would, however, like to add, before the existing sub - paragraph (1), a
new sub -paragraph reading:
"the aims, the definition and the programming of the
activities ".
Dr HARDY (United States of America) said that his delegation was pleased to support
the draft resolution, which would clearly strengthen WHO's activities in what was a
critical area. His country was heartened by the strong leadership shown by the World
Health Assembly in its recent resolutions on the problems of tobacco use, which was one
of the world's most important causes of preventable illness.
In the United States of America, the leadership of the Surgeon General in that area
was well known.
Through a series of reports, he had sought to educate United States
citizens on the adverse consequences for health of tobacco use, and his efforts were
beginning to have an effect.
Since the last World Health Assembly, offices in the United
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States Department of Health and Human Services had been declared smoke -free areas where
In addition, a ban on smoking existed on all domestic airline
smoking was banned.
flights of two hours or less, a requirement which would certainly benefit the health of
both passengers and staff.
Despite the impressive position taken by WHO on the problems of tobacco use, he
noted with concern that the resources devoted to the programme on tobacco or health had
not expanded in proportion to the size of the tobacco pandemic.
His delegation appreciated the reports of the Director - General and of the advisory
While not agreeing with everything which the advisory group recommended, it
group.
Through the offices of the Surgeon
believed that an action programme was essential.
General, the United States was therefore prepared to support the activities of such a
programme to the amount of some US$ 200 000 over the next two years.
Dr BROKA (Albania) expressed his appreciation of the Director- General's report and
support for the global action plan.
Despite the efforts of the health services, there was a considerable amount of
Two
smoking in his country. Efforts to reduce smoking had recently been intensified.
In the first place, health education had been
lines of attack had been adopted.
undertaken to create a climate of opinion opposed to smoking. The methods used included
Special
discussions by experts on television, and the publication of brochures.
programmes had been developed for young people in an attempt to discourage them from
starting to smoke.
It should be mentioned, however, that smoking among women was not a
problem in Albania. Secondly, administrative measures had been taken, including a ban on
smoking in public buildings, hospitals and medical institutions, except in areas set
Doctors and all medical personnel were forbidden to smoke in the
aside for that purpose.
presence of patients.

Dr WASISTO (Indonesia), while expressing his appreciation of the information
contained in the Director -General's report, said that in a future paper of that kind he
would like to see figures showing the trend of the smoking habit over a stated period of
time and thus providing a better understanding of the situation.
In many developing countries, particularly those which produced tobacco, discussions
on tobacco and health were often controversial;
that was because of the implications for
the economy of such countries, of which Indonesia was one.
His delegation therefore considered that a more realistic and balanced approach
should be adopted, and that the fight against smoking should be conducted in stages.
Research was needed on the economic implications of combating tobacco use and on the
socio- behavioural aspects.
At present, Indonesia was concentrating on informing people
of the dangers of smoking and educating the community not to start smoking, particularly
by directing its propaganda towards mothers and children.
As it appeared from the Director -General's report that the special action programme
would have considerable budgetary implications, his delegation felt that it would be
preferable to conduct the activities within the existing programme rather than to develop
a new programme and incur extra costs.
Dr WILLIAMS (Nigeria) noted that the increasing use of tobacco in many Third World
countries was highly disturbing while, as a result of heightened awareness, there was a
substantial reduction in smoking in industrialized societies.
He was sure that the
restriction of tobacco advertising had contributed to that reduction.
On the other hand,
the tobacco industry had taken advantage of the low per capita consumption of tobacco in
the developing countries to step up its sales promotion activities, with a consequent
increase in smoking - and its profits - in those countries. One particularly distressing
development was that a growing number of women and teenagers were taking up the smoking
habit.
While it was recognized that the tobacco industry contributed to employment,
government revenue and income for farmers, the Nigerian Government was nevertheless
concerned at the rapid increase of smoking in the population and was committed to
discouraging the habit and protecting the rights of non -smokers.
The Government proposed
introducing legislation to restrict the advertising of tobacco and to ban its use in
public offices, public transport, schools, nursery institutions, hospitals, lifts, etc.
It also proposed that all cigarette packets should carry a health warning and display the
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It intended to maintain health education and information
tar and nicotine content.
activities on the dangers of smoking.
Members of the health professions should set a good example and never smoke in the
There should be no smoking in hospitals, clinics, health centres,
presence of patients.

etc
Finally, he congratulated the Director - General on his initiative and vision in
setting up the advisory group and fully endorsed its proposals particularly on
His delegation therefore supported the draft
establishing the action programme.
resolution.
Dr HASSOUN (Iraq) expressed his admiration for the Director -General's report and for
He congratulated the Chairman of the Executive Board
the report of the advisory group.
on his introduction of the item.
Iraq had been a sponsor of the resolution proposing 7 April 1988 as the first world
In addition, Iraq had observed its national no- smoking day, on
no- smoking day.
28 October.
On that day, children in primary schools, with the cooperation of their
teachers and the Iraqi Women's Federation, had stood for one minute to demonstrate
against smoking.
The demonstration had been covered by television, and a ministerial
message had been read out in all schools, directed particularly towards women and
children.
Moreover, smoking had been banned by a Presidential order at government and
party meetings, and in hospitals, clinics, institutes and offices. The targets were
politicians, people, producers and professionals - who were supposed to set a good
example.
Nevertheless, it was one thing to issue orders in a society and quite another to
It seemed that people would go on smoking even when exposed to severe
enforce them.
penalties.
To cite some extreme examples, in Andalusia people caught smoking had at one
time been liable to amputation of the nose or even death.
In Constantinople, in the
seventeenth century, smokers had been paraded through the streets on a donkey and then
hanged.
Overwhelming scientific evidence existed on the effects of smoking on life and
health, but research was urgently needed on why tobacco created such strong addiction.
Even those fully aware of the dangers of smoking were unable to persuade their nearest
and dearest to give it up. How then was the man in the street to be persuaded? Neither
persuasion, nor force, nor sense had been enough to prevent people taking up the habit.
Even though Dr Mahler had crushed the ashtrays at WHO, staff continued to smoke and to
oblige passers -by to inhale their smoke.

There was strong evidence linking advertising and promotion with increased smoking
and resulting disease and death.
In the light of such evidence, advertising should not
be permitted by society, yet examples of marketing techniques involving free samples or
discounts on other goods abounded.
What chance had health against the powerful advertising of the tobacco industry?
WHO was doing a great deal through the provision of guidance and advice, but much more
remained to be done to combat such a tenacious foe. His delegation was proud to be among
the sponsors of the draft resolution and urged its adoption.
Awareness of the deadly
effects of tobacco on health was only some 40 years old;
with patience and perseverance,
health would prevail.
Dr AL -SAIF (Kuwait) thanked the Director - General for his report.
The celebration of
April 1988 as world no- smoking day, in response to resolution WНА40.38, had been an
effective reminder to peoples throughout the world of the harmful effects of tobacco on
health. His delegation supported the draft resolution and suggested that an additional
operative paragraph should be included calling for a study to be made on the possibility
of declaring 7 April an annual no- smoking day.
7

Dr VONIATIS (Cyprus) welcomed the report of the advisory group and supported its
recommendations. His delegation also supported the draft resolution. Referring to
Annex 1 of document A41/4, he asked on what basis Cyprus had been calculated to have the
highest adult per capita consumption of manufactured cigarettes. The figures might have
been distorted by the annual influx of over a million tourists, the population being only
670 000.
A household survey carried out in 1985 had shown that 47% of male and 4% of
female adults were smokers, and that only one -third of that total were heavy smokers.
On
the basis of those findings, the Government of Cyprus had launched an anti - smoking
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campaign with the active participation of local nongovernmental organizations.
Activities had been intensified in 1988, reaching their peak on World Health Day. A
number of legislative measures had been put into effect, including the banning of smoking
Anti - smoking activities were among the main thrusts of school
in certain public places.
The advertising of tobacco products on television and radio
health education programmes.
Press advertising was subject to approval by an
had been totally banned since 1980.
In the spirit of leadership, the Minister of Health had banned
anti- smoking committee.
smoking on the premises of the Ministry of Health.
Dr SALCEDO (Venezuela) said that Venezuela had an anti - smoking programme that was
coordinated with other public health and education programmes and enjoyed good community
participation. Three no- smoking days had been held, the last coinciding with the world
Radio and television advertising of tobacco had been
no- smoking day on 7 April 1988.
banned for several years and smoking was prohibited in governmental and medical
institutions and sports facilities. A health education programme was being carried out
by the Ministry of Education and the Ministry of Health and Social Security in
conjunction with a national anti- smoking programme. His delegation supported the draft
resolution and welcomed all action to safeguard health.
Dr EGOZ (Israel) expressed his appreciation to the Director - General and to the
advisory group for their reports.
In Israel at least 10 % -15% of all deaths were caused
by tobacco. As in other industrialized countries, tobacco was the single greatest
killer. In accordance with WHO's programme on tobacco or health and the action plan of
the WHO European Region, the Ministry of Health had intensified its activities to reduce
both active and passive smoking.
Since 1970, rates of cigarette smoking had been
monitored periodically. There had been a constant decline in the prevalence of adult
smokers - from 42% in 1970 to 32% in 1987. The declining trend was evident among males
and females alike, mainly in the over -30 -year age group and among the more educated.
Smoking cessation had been quite impressive;
30% of those who had smoked had reported
that they had given up the habit.
The cessation rate increased with age.
Per capita
consumption of cigarettes was, nevertheless, on the increase, particularly among young
adults of all educational levels.
The high -risk group of young heavy smokers was thus
not diminishing in size.
Legislative action against smoking had commenced in 1974, with laws limiting
cigarette advertising in the electronic media and requiring a printed health warning on
each cigarette packet.
A series of laws had progressively prohibited smoking in public
places. The Government was considering a total ban on advertising and adding to the list
of public places where smoking was restricted, in particular to include workplaces.
Health education activities had recently been intensified and included the
distribution of anti - smoking materials to schools, the preparation of a special
curriculum against smoking for sixth and seventh grade schoolchildren, television and
radio publicity and the distribution at family health centres of printed materials
pointing out the dangers of smoking, especially in pregnancy, and of passive smoking for
infants and children.
Training and guidance for smoking prevention and cessation had
also been provided. The no- smoking day of 1988 had received great publicity and had been
the occasion of many public activities, including the provision of information at booths
in community centres throughout the country, a quiz for schoolchildren on the hazards of
smoking, and advice on the dangers of smoking given personally by. the Minister of Health
to passers -by.
The reduction of smoking was one of the highest priorities for any health
organization.
He expressed appreciation and support for the WHO programme on tobacco or
health, which should be intensified.
His delegation supported the draft resolution.

Mr Hong Yoon LEE (Republic of Korea) thanked the Director- General and the advisory
group for their reports. He hoped that the continuing WHO no- smoking campaign would
counteract reported efforts by the tobacco industry to expand markets in developing
countries in order to offset the decrease in cigarette consumption occurring in many
industrialized countries.
In response to resolution WHA40.38, the Republic of Korea had observed World Health
Day in 1988 as a no- smoking day and had designated April as a no- smoking month.
Since
April 1987, smoking had been banned in aircraft on domestic flights.
His Government was
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giving serious consideration to a WHO proposal to designate the Seoul Olympic Games arena
He hoped for
as a no- smoking area, as had been done at the Games in Calgary, Canada.
His delegation supported the
cooperation from other Member States in that connection.
draft resolution.

Professor KHAN (Pakistan) expressed his appreciation of the reports by the
Director- General and the advisory group.
Studies of heroin addiction in Pakistan had shown that about 96% of addicts were
Smokers therefore seemed to be more open to heroin addiction than
tobacco smokers.
The Government was making great efforts to inform the public about the
non- smokers.
harmful effects of smoking, and generous funds had been earmarked for that purpose.
There was anti - smoking advertising and comment in the mass media, and on no- smoking day
(7 April 1988) the President of Pakistan had made a personal appearance on television and
called on the nation to refrain from smoking. Smoking had been restricted on certain
The response to the anti - smoking
flights and had been prohibited in many public places.
campaign had been encouraging, but much remained to be done. His delegation fully
supported the draft resolution and wished Pakistan to be included as a co- sponsor.
Mr BERWAERTS (Belgium) supported the proposed WHO global action plan on tobacco or
health; Belgium was a co- sponsor of the draft resolution.
Since September 1987,
legislation in Belgium had prohibited smoking in various public places, and Ministry of
Fines
Public Health inspectors and the police ensured that the prohibition was enforced.
for violations could be as high as B.Frs 18 000 (about US$ 500).
In compliance with a resolution on the European action plan on tobacco adopted by
the Regional Committee for Europe at its thirty - seventh session, a no- smoking day had
been held on 7 April 1988 and information brochures had been distributed throughout the
country, in particular to schools and hospitals.
The Minister of Public Health had also
arranged for courses to be held to help civil servants to give up tobacco.
Such activities took account of the findings of a number of excellent studies
carried out over the past decade.
In the light of estimates of the medical and hospital
costs attributable to lung cancer and cardiovascular diseases, and the costs resulting
from loss of productivity and absenteeism owing to illness, it had been shown that
expenditure resulting from the smoking habit was from two to five times higher than the
tax income from tobacco.
The price of tobacco would have to be put up 300% to cover its
real cost:
for example, in Belgium, the price of a packet of cigarettes would have to go
up from the equivalent of US$ 2 to US$ 6.

Mr BARCLAY (Liberia) thanked the Director- General and the advisory group for their
reports. His delegation supported the draft resolution, as the aims of the "tobacco or
health" programme were part of the overall effort towards health for all by the year
2000.
The money that some countries earned from the tobacco trade was "bloodstained ".
Every effort should be made to preserve health and to prevent dangers such as cancer and
other smoking - related diseases arising from attempts to make a commercial profit.
WHO
should intensify its efforts to convince the peoples of the world of the evils of the
deadly habit and should stand firm in advising countries that tobacco offered no material
benefit.
In Liberia, a nongovernmental organization was about to start a highly welcome
anti- smoking campaign.
Similar campaigns should be conducted in all Member States. A
no- smoking sign in the central office of the Ministry of Health was being observed.
Smoking was a dirty habit which burned up hard - earned money in a few minutes.
(For continuation, see summary record of the sixth meeting,

The meeting rose at 12h30.

section 2.)

SIXTH MEETING
Tuesday. 10 May 1988. at 14h30
Chairman:
1.

Professor A. R. Y. ABDUL RAZAK (Kuwait)

REVISED APPROPRIATION RESOLUTION FOR THE FINANCIAL PERIOD 1988 -1989:
Supplementary Agenda (Documents A41/251 and А41/272)

Item

1

of the

Professor MENCHACA (representative of the Executive Board) reminded the Committee
that the Director - General had informed the Executive Board and the Health Assembly in
1987 that if sufficient arrears of contribution were received by the end of that year he
would recommend that an additional amount of casual income should be used to reduce
contributions in the second year of the biennium 1988 -1989. At the Fortieth World Health
Assembly in May 1987, the Director - General had also announced that he would examine where
and how the budget for 1988 -1989 could be reduced by an amount of the order of
US$ 25 million.
As at 31 December 1987, the shortfall in contributions for the biennium 1986 -1987
had amounted to US$ 56.2 million, the largest contributor owing US$ 38.1 million, and the
The Organization
income deficit for the period 1986 -1987 had amounted to US$ 20 million.
had been obliged to withdraw the full balance of the Working Capital Fund US$ 11 million - and borrow US$ 10.2 million from available casual income.
The
Director - General now proposed that the balance of available casual income, amounting to
US$ 13.9 million, should be appropriated in order to reduce Member States' contributions
to the programme budget for 1988 -1989.
In view of a recent communication from the United States of America announcing
payment of a substantial part of its arrears of contributions, the Director- General
proposed that the level of the effective working budget for 1988 -1989 should be reduced
by US$ 25 million.
A revised draft appropriation resolution was annexed to the third report of the
Committee of the Executive Board to Consider Certain Financial Matters prior to the
Forty -first World Health Assembly (document A41/25), and also to the report of
Committee B to Committee A, contained in document A41/27.
The draft appropriation
resolution recommended that casual income in the amount of US$ 13 961 000 should be
appropriated to finance the 1988 -1989 programme budget and that the level of the
effective working budget for 1988 -1989 should be reduced by US$ 25 million.
Dr ROSDAHL (Denmark), speaking also on behalf of Finland, Iceland, Norway and
Sweden, recalled that the Director - General had already decided to implement a contingency
plan involving US$ 50 million, which would effectively reduce planned programme delivery
from US$ 633 million to US$ 583 million for the period 1988 -1989.
The decision to reduce
the effective working budget by US$ 25 million, which was currently under discussion, had
no practical implications for the contingency plan, except that it highlighted the need
for all Member States to pay their contributions in full and on time if WHO was to
implement its reduced programme and, if possible, some of the activities which remained
in the reduced contingency plan of US$ 25 million.
The Director - General had proposed an effective working budget of US$ 609 million in
real terms for the period 1990 -1991, but there had been no clear indication of the
implications for proposed programme delivery.
It was essential to achieve a programme
output within the working budget which corresponded to the agreed priorities of WHO.
There must be no more cases of non- payment and no more contingency plans.
If that could
1

Document WHA41 /1988 /REC/1, Annex

2
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2.

-

62

-

COMMITTEE A:

SIXTH MEETING

63

be achieved, there would be an increase of US$ 25 million in programme delivery in the
it would, nevertheless, still be
period 1990 -1991 as compared to the current biennium;
lower than the "zero real growth" budget originally presented for the biennium
The Nordic countries were prepared to accept that reduction in order to
1988 -1989.
maintain a broad consensus on the financial framework of the Organization.
Dr SAVEL'EV (Union of Soviet Socialist Republics) and Mr BOYER (United States of
America) expressed support for the Director -General's proposal to reduce the effective
working budget for the period 1988 -1989 by US$ 25 million.

Mr BISKUP (Federal Republic of Germany) likewise supported the Director -General's
proposal but considered that the contingency plan should not automatically be reduced by
US$ 25 million, since it was designed to allow the Director - General to implement
programmes as additional money became available.
The draft appropriation resolution contained in document A41/25, Annex
paragraph 8 was approved.1

1,

The DIRECTOR - GENERAL said that the decision to reduce the effective working budget
It was essential, however, to
for the 1988 -1989 biennium had not been taken lightly.
maintain a consensus within the Organization on vital issues such as the programme
The draft resolution which the Committee had just approved would increase the
budget.
moral pressure on Member States to pay their full assessed contributions, which was
essential if the Organization was to emerge from the recent period of crisis management
with a clear idea of the level of contributions at its disposal. He was sure that the
Committee's decision would contribute to the stability and productivity of the
Organization's work.
The meeting was suspended at 15h00 and resumed at 15h05.

2.

TOBACCO OR HEATH (PROGRESS REPORT): Item 22 of the Agenda (Documents A41/4,2 and
А41 /INF.DOC. /6 ) (continued from the fifth meeting)

Dr HELMY (Egypt) said that his delegation supported the draft resolution before the
However, the activities of
Committee and could accept the amendment proposed by Kuwait.
many Member States were contrary to the spirit of the WHO anti - tobacco campaign.
Multinational companies continued to distribute their products and advertised widely in
African countries, despite the known environmental and health risks related to
tobacco -smoking. Measures should be taken to discourage countries that supported the WHO
anti - tobacco campaign from continuing to promote tobacco distribution.

Mr POLES (Brazil) said that tobacco use was widespread in his country, and tobacco
Tobacco advertising in Brazil was
production was an important source of national income.
aggressive and sophisticated. Nevertheless, campaigns by governmental and
nongovernmental organizations had increased public awareness of the health hazards of
tobacco -smoking, although the impact of recent restrictions on smoking in the workplace
and public areas had not yet been fully assessed.
His Government was concerned that action to reduce tobacco consumption would
adversely affect the country's economy and lead to widespread unemployment. Such action
must be accompanied by research into alternative sources of income, whether agricultural
or industrial.

as

1 Transmitted to the Health Assembly in the Committee's first report and adopted
resolution WHA41.10.
2
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Dr DE SOUZA (Australia) said that as a sponsor of the draft resolution he wished to
respond to the concerns of the delegate of Malawi, who had felt himself unable to support
the draft resolution because his country was heavily dependent on the tobacco industry.
That point might be met by adding a new subparagraph to the operative paragraph of the
draft resolution, so as to include in the list of issues to be covered in the
Director -General's plan of action "the specific problem of developing countries which at
present depend upon tobacco production as a major source of income ".
Dr ADANDÉ- MENEST (Gabon) felt that it was essential to take into account the
psychological aspect of the anti - tobacco campaign. The measures proposed by various
countries could not be effective or lasting until smokers themselves realized the danger
which smoking posed to society and their families. Smokers must be influenced, through
education and advertising, to take responsibility not only for their own health, but for
that of their families and the whole community. His delegation supported the draft
resolution.
Dr NTABA (Malawi) said that his delegation greatly appreciated the spirit in which
the amendment proposed by the delegate of Australia had been made, and viewed it as a
first step towards a recognition of the plea for special consideration to be given to
developing countries that depended on tobacco production as a major source of income.
It
sincerely hoped that the amendment would provide an assurance that the questions it had
raised at the previous meeting would not be overlooked when the Director - General and the
Programme Committee drew up the plan of action on tobacco or health.
In the same spirit, his delegation would have no objection to the amendment proposed
by the delegation of Kuwait, but he wondered whether an annual non - smoking day might not
be a matter for later consideration in the plan of action to be drawn up by the Programme
Committee.
His delegation would not press for a vote on the draft resolution, but would be
prepared to join in its adoption by consensus.

Dr DE SOUZA (Australia) thanked the delegate of Malawi for his reception of the
Australian delegation's amendment, and expressed the hope that the Committee would adopt
the final version of the draft resolution by consensus.
Dr HAPSARA (representative of the Executive Board) said that the subject under
discussion had also been considered seriously by the Executive Board at its eighty -first
session.
The Chairman of the Board had proposed that the Director -General's report and
the summary records of the discussions should be transmitted to the Health Assembly, as
had now been done.
He drew attention to the statement at the end of the Board's discussion) in which,
among other things, the Director - General had recognized that the topic was potentially
controversial in showing that health was inextricably linked with economic and social
development;
and that, in order to comply with its mandate and promote health, WHO could
not abandon its struggle against tobacco, which was a major health hazard, but that it
was also responsible for keeping in view the link between economic development and health
for all.
The Director - General had also stressed that the success of action to prevent
and control the use of tobacco ultimately depended on the genuine involvement of the
developing countries and the protection of their economic development and that WHO, as a
health agency, must consider ways and means of helping to improve understanding of the
complex relations between health and economic factors.
The Australian delegate's amendment and the response by the delegate of Malawi
corresponded to the feelings expressed by the Executive Board in its discussions.
Dr SAVEL'EV (Union of Soviet Socialist Republics) emphasized the views expressed by
his delegation and the delegations of Czechoslovakia, the German Democratic Republic and
Indonesia on the importance of maintaining the programme on tobacco or health within the
noncommunicable diseases programme. His delegation supported the amendment to that
effect proposed by the delegate of Spain.
1
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it was
Dr MASIRONI (Smoking and Health) welcomed the comments made by delegations;
on the guidance provided at sessions of the Executive Board and the Health Assembly that
It had been encouraging to
the lines of action followed by the programme were based.
learn of the many activities on tobacco -and- health issues carried out in Member States,
particularly in 1988 in response to the proclamation of a world no- smoking day on
7 April, which had received worldwide coverage.
An important issue that had been raised several times during the discussion was that
of the economic importance of tobacco, which had always been at the forefront of WHO's
He had explained on a number of occasions that WHO had contacted FAO and the
concern.
World Bank, which had indicated their readiness to assist Member States on request to
study the economic alternatives to tobacco, but no Member State had as yet approached
WHO was already cooperating with FAO on projections of tobacco
those agencies.
consumption in future years. The Organization would intensify its efforts in accordance
with the Committee's comments, but it was the responsibility of countries to take up the
issue with FAO.
The economies of tobacco -producing countries were not jeopardized in the short
term.
Tobacco consumption was indeed decreasing, but very slowly, so that there was
ample time to allow countries to diversify, as some were already doing, and the tobacco
industry itself was also diversifying.
The proposed amendment to the draft resolution, to the effect that consideration
should be given to the problems of developing countries that depended on tobacco
consumption as a major source of income, therefore seemed to him well taken. The
Secretariat would take full account of the comments of delegates.

(For continuation, see summary record of the tenth meeting, section 2.)

3.

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND STATUS OF
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST -MILK SUBSTITUTES):
Item 20 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code;
and Document
EB81 /1988 /REC /1, Resolution EB81.R16 and Annex 10) (continued from the third
meeting)

The CHAIRMAN drew attention to a draft resolution prepared by the Rapporteur and
incorporating amendments proposed by various delegations to the draft resolution proposed
by the Executive Board in its resolution EB81.R16.

The draft resolution, as amended, was approved.I

4.

RATIONAL USE OF DRUGS (REVIEW OF IMPLEMENTATION OF WHO'S REVISED DRUG STRATEGY)
(REPORT BY THE DIRECTOR -GENERAL):
Item 23 of the Agenda (Resolution WHA39.27;
Document ЕB81 /1988 /REC /1, Resolutions EB81.R9 and EB81.R10 and Annexes 6 and 7;
Documents A41/17 and Corr.l and A41 /INF.DOC. /8)

The CHAIRMAN drew attention to the various draft resolutions and documents before
including the following draft resolution on traditional medicine and
medicinal plants proposed by the delegations of Australia, Bhutan, China, the Democratic
People's Republic of Korea, India, Lesotho, Malawi, Maldives, Mauritius, Nigeria,
Thailand, Viet Nam, Yugoslavia, Zambia and Zimbabwe;
the Committee,

The Forty -first World Health Assembly,
Recalling resolutions of the Assembly concerning traditional medicine in
general (WНА40.33) and medicinal plants in particular (WHA31.33);
1 Transmitted to the Health Assembly in the Committee's first report and adopted
as resolution WHA41.11.
2

Document WHA41 /1988/REC/1, Annex
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Realizing that as a consequence of the loss of plant diversity around the world
many of the plants that provide traditional and modern drugs are threatened with
extinction;
Commending the Director - General for having taken the initiative of convening an
International Consultation on the Conservation of Medicinal Plants, in association
with the International Union for the Conservation of Nature, and Natural Resources
and the World Wildlife Fund;
Noting that the Consultation resulted in the adoption of the Chiang Mai
Declaration reaffirming commitment to the collective goal of health for all by the
year 2000 through the primary health care approach and to the principles of
conservation and sustainable development outlined in the World Conservation
Strategy;
Endorsing the call for international cooperation and coordination to establish
programmes for the conservation of medicinal plants to ensure that adequate
quantities are available for future generations;
1.

URGES Member States:
(1)
(2)

to examine the situation with regard to their indigenous medicinal plants;
to take effective measures to ensure their conservation and encourage

their sustainable utilization;
2.

REQUESTS the Director -General:
to promote intercountry meetings for the dissemination of knowledge and
(1)
the exchange of experience on the subject;
(2)
to collaborate with Member States in the design and implementation of
programmes for the conservation and sustainable utilization of medicinal
plants; and,
(3)
to report on the progress achieved to a subsequent Health Assembly.

Dr HAPSARA (representative of the Executive Board)

said that the documents submitted

to the Board had been the report by the Director - General on WHO's revised drug strategy
and the report by the Board's Ad Hoc Committee on Drug Policies on its review of the
Director -General's report (Annex 6 of document EB81 /1988 /REC /1 and the Appendix
thereto).
The Director -General's report (the Appendix) dealt with coordination with
governments, other United Nations organizations, industry, consumers, universities, etc.,
support to countries on drug policies and their
including extrabudgetary support;
the
implementation; operational research and training;
the world drug situation;

updating of the WHO Certification Scheme on the Quality of Pharmaceutical Products Moving
in International Commerce;
the guiding principles for small national drug regulatory
authorities prepared by a group of experts; the updating of the WHO Model List of
the guidelines
Essential Drugs by the Expert Committee on the Use of Essential Drugs;
for the establishment of national drug policies prepared by an international group of
experts; and the ethical criteria for medicinal drug promotion prepared by an
international group of experts.
The Board had expressed satisfaction with the work, which had been accomplished
despite severe financial constraints, and had noted that the drug strategy had been fully
implemented with the exception of the provisions concerning the basic training of health
care providers in pharmacology and the preparation of publications on health care,
including the rational use of drugs, aimed at the general public.
It had examined the
conclusions and recommendations of its Ad Hoc Committee on Drug Policies and had noted
with satisfaction that the spirit of the 1985 Conference in Nairobi had continued to
prevail in the Ad Hoc Committee's work and was gradually gaining ground in the field of
general collaboration among the parties concerned.
On the question of support to countries for the development and implementation of
national drug policies, it had been pointed out that more than 100 countries had lists of
essential drugs and more than 40 had developed essential drugs programmes.
The Board had
nevertheless expressed a wish to see greater support to developing countries with a view
to ensuring the rational use of drugs.
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The Board had commended the report on the world drug situation, to which it had made
It had recognized the usefulness of all the publications for the
dissemination of information and had noted that there had been considerable improvements
in that area.
It had emphasized the importance of the work of the Organization and
national centres in collating and exchanging information at the global level on the
comparative efficacy, tolerance, side effects and possible complications of drugs, but
had stressed the need to devote greater attention to the harmonization of regulatory
provisions, trials and standardization in various countries, with a view to the widest
possible use of the most promising drugs.
The Board had approved its Ad Hoc Committee's recommendation that a group of
independent experts should be convened to study the WHO international drug monitoring
scheme with a view to improving data bases for the benefit of non- participating
countries. Twenty -six countries were currently participating in the system.
The Board
had recognized that there might be other ways of collating and disseminating the relevant
information and had noted the Ad Hoc Committee's conclusion that the International
Pharmacopoeia was designed to meet the needs of developing countries and that it did not
duplicate the pharmacopoeias of the industrialized countries.
The Board had further noted that the updating of the WHO Certification Scheme on the
Quality of Pharmaceutical Products Moving in International Commerce had had to be carried
out by correspondence for lack of funds to convene the competent group of experts.
In
improving the report of its Ad Hoc Committee on Drug Policies, it had implicitly endorsed
the proposed amendments to the WHO Certification Scheme.
It had been explained that any
Member State could ask the Organization for assistance in finding an independent
collaborating centre to carry out batch quality testing.
That could provide an
additional guarantee for any consignments of doubtful quality.
It was the Health
Assembly's responsibility to endorse any amendment to the scheme, which it had adopted at
A revised text (document A41/17 Corr.11) of the
its twenty - eighth session.
Certification Scheme was submitted for approval to the Health Assembly, together with a
draft resolution reading as follows:
a few amendments.

The Forty -first World Health Assembly,
Taking note of previous resolutions on the question;
Having examined the Director -General's report on the rational use of drugs, and
in particular the proposed amendments to the WHO Certification Scheme on the Quality
of Pharmaceutical Products Moving in International Commerce;
Noting the fact that, in any case of obvious doubt, any Member State may
request the Organization for assistance in finding an independent collaborating
centre to carry out batch tests for the purposes of quality control;

ADOPTS the attached revised text1 of the expanded WHO Certification Scheme on
the Quality of Pharmaceutical Products Moving in International Commerce;
1.

2.

INVITES Member States which are not yet participating in the Scheme to do so;

3.
RECOMMENDS to Member States that they implement as far as possible all the
provisions of the expanded WHO Certification Scheme;

REQUESTS the Director - General to report, in the context of his report on WHO's
revised drug strategy to a future World Health Assembly, on the progress
accomplished in the implementation of the expanded WHO Certification Scheme.
4.

With respect to operational research, the Board endorsed the Ad Hoc Committee's
views on the importance of socioeconomic, sociocultural and anthropological research to
develop a better understanding of the way in which drugs were perceived and selected,
both in developing and developed countries.
It had also felt that the Organization
should give due attention to the study and evaluation of traditional remedies. It had
examined a short report on the updating of WHO's Model List of Essential Drugs, which was
revised regularly to meet the needs of patients more effectively.
1

Document WHA41 /1988/REC/1, Annex
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With a few small amendments, the Board had approved the ethical criteria for
medicinal drug promotion proposed by the Ad Hoc Committee on the basis of a draft
prepared by an international group of experts.
It had been stressed that the criteria
did not constitute legal obligations, but that governments could, if they so desired,
adopt legislation or other no less important measures based upon them in such areas as
public education and information, the education of various groups and persuasion by
various means.
The revised criteria could be found in document ЕB81 /1988 /REC /1, Annex 7.
The Board had recommended the adoption by the World Health Assembly of the draft
resolution on the rational use of drugs, in resolution EB81.R9, and the draft resolution
on the ethical criteria for medicinal drug promotion, in resolution EВ81.R10.

Mr GRÎMSSON (Iceland), speaking on behalf of the Nordic countries, thanked the
Director - General for his report, commended the report of the Executive Board's Ad Hoc
Committee on Drug Policies and thanked the Board for the thorough review of the work
carried out on the basis of the WHO revised drug strategy.
From the outset, the Nordic countries had supported the WHO programme on
pharmaceuticals and had encouraged all normative efforts.
In that respect, he referred
to the International Nonproprietary Names for Pharmaceutical Substances, the
International Pharmacopoeia, the drug information exchange programme, the drug monitoring
centre in Sweden and the European Drug Utilization Research Group. They had also
strongly supported the Action Programme on Essential Drugs since it had been established
in 1976 and were pleased to note that it had made considerable progress in recent years.
Another activity which they supported and would wish to see strengthened was the WHO
Certification Scheme for Pharmaceutical Products Moving in International Commerce.
A
significant indicator of their support was the priority that Nordic development agencies
had given WHO programmes in the pharmaceuticals and essential drugs field.
The 1985 Nairobi Conference of Experts on the Rational Use of Drugs had considerably
changed the international climate in the drug field, so that the previously strained and
subjective dialogue between interested parties had become more open and objective.
It
was to be hoped that the spirit of Nairobi would continue to prevail in the future.
The
revised drug strategy had, despite financial constraints, been successfully carried out
in part, although activities directed towards universities, other teaching institutions
and the mass media remained to be implemented.
It was satisfying to note that the
parties concerned had assumed their responsibilities in implementing the strategy and
that achievements included amendments to strengthen the Certification Scheme, the
drawing -up of guiding principles for small drug regulatory agencies as well as ethical
criteria for drug promotion, which, being an important step towards improvement of
promotional activities, should be widely disseminated and adhered to.
The Nordic delegations fully supported the draft resolutions recommended in
resolutions EB81.R9 and EB81.R10.
Dr YOUNG (United States of America) thanked the Director - General for his report and
the Ad Hoc Committee for its detailed analysis.
Though much ground had been covered
since the Nairobi Conference in efforts to achieve consensus, the documents currently
before the Health Assembly inevitably represented a compromise.
His delegation believed
that the rational use of drugs was an important component of the health - for -all campaign
and accordingly supported the resolutions recommended in resolutions EB81.R9 and
EB81.R10, the draft resolution accompanying the revised Certification Scheme and the

draft resolution on traditional medicine and medicinal plants.
Like the previous
speaker, he hoped that the spirit of Nairobi would continue to prevail.
Dr FERNANDO (Sri Lanka), describing attempts to rationalize the use of drugs in his
country, said that a national drug policy had been introduced in 1958 and some 1000 drugs
in use in hospitals had been reviewed and their number reduced by half.
Combinations of
drugs without specific pharmacological benefits had been amongst those eliminated.
Subsequently, a similar process had been applied to drugs used in the private sector,
which had been reduced from 4000 to 2100.
Since 1971, when the State Pharmaceutical
Corporation had taken charge of the import of drugs for both the Government and the
private sector, the number of drugs imported had been further reduced by decreasing the
number of equivalent brands imported on the basis of comparative efficacy and safety.
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Prices had been controlled until 1979, when both price control and the monopoly on import
The State Pharmaceutical Corporation was currently importing
of drugs had been removed.
all government hospital drug requirements and competed with the private drug trade,
The comparative price of drugs
distributing and selling drugs throughout the country.
sold in open competition through government outlets tended to control the price of
generic drugs sold in the private sector. The Government imported drugs only on open
tenders on generic names and on occasion on restricted quotations. Under the Cosmetics,
Drugs and Devices Act which had come into force in 1985, the manufacture, import,
distribution, sale or possession of any drug, cosmetic or device was prohibited unless
appropriate authorization was obtained, every drug must be registered, advertisement of a
drug as treatment for a specific disease was prohibited, and licensing was required for
Import authorization was restricted to a given
import, manufacturing or sales of a drug.
drug from a given manufacturer.
Thus far, facilities had not been adequate for the quality control of drugs and only
However, a
drugs of doubtful quality or which produced untoward effects had been tested.
new laboratory being built with assistance from NORAD was expected to start functioning
in September so that all imported drugs could be quality tested.
Local formulation of drugs had been taking place for a number of years, and the
Government had just started formulation in a factory built with aid from the Government
of Japan.
However, much remained to be done in relation to prescription patterns.
Polypharmacy and multiple ordering of drugs of non -relevant therapeutic value for a
particular disease still occurred. As a result of heavy marketing by the private sector,
prescription of expensive brand -named drugs in preference to acceptable, much cheaper
generic drugs continued.
Even in government hospitals, doctors tended at times to
prescribe drugs by brand names. To discourage such trends, a hospital was required to
display a list of all available drugs and the quantities in stock. Another technique
being tried out was standard treatment regimens for common illnesses. A manual for the
management of drugs had been prepared.
Dr EMAFO (Nigeria) congratulated the Director -General on his report and the
Executive Board for its review. The amendments proposed to the WHO Certification Scheme
on the Quality of Pharmaceutical Products Moving in International Commerce and
particularly to Part I, paragraph 1, were most welcome. He particularly commended the
staff of the Pharmaceuticals unit and the Action Programme on Essential Drugs for their
efforts in the 1986 -1987 biennium, despite limited means.
More resources should be made
available to both units to achieve greater impact and effectiveness.
Referring to document EB81 /1988 /REC /1, Annex 6, paragraph 21, he considered that the
suggested change in title of the International Pharmocopoeia was neither necessary nor
desirable.
The programmes of basic education and training of health personnel emphasized at the
Thirty -Ninth World Health Assembly, but not yet implemented because of budgetary
restrictions, should be undertaken, if possible in collaboration with the pharmaceutical
industry;
the training of health personnel in the rational use of drugs was vital for
the success of the revised drug strategy.
Referring to document EB81 /1988 /REC /1, Annex 6, paragraph 41 of the Appendix, he
stressed the importance of the stability of essential drugs and particularly the type of
containers used for formulated products exported to developing countries.
In that
context he wished to introduce the word "stability" before "safety" in the last sentence
of Part I, paragraph 4 of the revised Certification Scheme (document A41/17 Corr.1).
Referring to the sentence of paragraph 14 of the proposed Ethical Criteria for
Medicinal Drug Promotion (document EB81 /1988 /REC /1, Annex 7), containing the provision
that advertisements "should not generally be permitted for prescription drugs ", he
suggested that the word "generally" should be omitted, as prescription drugs were better
not advertised to the general public.
He supported the draft resolution on traditional medicine and medicinal plants, as
well as the draft resolutions recommended in resolutions EB81.R9 and EВ81.R10.
Dr QUIJANO NAREZO (Mexico), comparing the Action Programme on Essential Drugs with
the programme on smoking and health, said that the success of the former had been much
greater - despite similar difficulties originally foreseen in relation to industrial,
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commercial and advertising interests - because of the goodwill of governments and the
The WHO Action Programme had inspired efforts at the
positive response of the public.
national level to approve the list of essential drugs, establish certification policies
and establish advertising principles. In Mexico, a list of essential drugs had been
circulated to all institutions in the health sector, where over 50% of drugs were used;
consolidated purchase had reduced individual costs and achieved wider distribution;
effective quality control had been achieved; and progress had been made in relation to
the Mexican pharmacopoeia.
Of particular note in Mexico was the increase in the production of raw materials
from 20% in 1982 to 66%.
In October 1988, WHO would be sponsoring a Pan American conference to be held in
Mexico to review national drug policies.

Professor SZCZERBAÑ (Poland) welcomed the dynamic approach to the problem. He
recalled that resolution WHА39.27 had endorsed a revised drug strategy and pointed out
that the question of appropriate drug supply could be solved only in cooperation with the
pharmaceutical industry. His delegation regarded the updating of the list of essential
drugs, ethical criteria for drug promotion, and WHO's Certification Scheme on the Quality
He noted
of Pharmaceutical Products Moving in International Commerce as most essential.
with satisfaction that the proposed Ethical Criteria for Medicinal Drug Promotion were
not restrictive and did not rule out the promotion of products that had proved their
worth in medical practice and which could not be the subject of aggressive advertising
campaigns.
The WHO Drug Information bulletin was of great value to health authorities, and its
scope should be widened to cover the unjustifiable excessive use of medical drugs.
WHO's activities regarding international nonproprietary names was making a great
contribution to international communication on medicinal drug matters. He welcomed the
emphasis placed on socioeconomic factors by the Ad Hoc Committee on Drug Policies, and
its concern with cost sharing.
The proposed alteration of the Certification Scheme would give manufacturers more
reliable information on the quality of imported raw materials, but recipient countries
would still have to check the quality of imported materials.
He supported the amended version of the draft resolution.
Professor ROOS (Switzerland) commended the progress made in conformity with the
spirit of Nairobi, but noted that much still remained to be done.
Two problems arose, one related to health and the other to economic and financial
aspects. Despite the importance of financial considerations, the provision of
information was essential to ensure that medical personnel could prescribe drugs
correctly. Therefore information on drugs should cover the chemical substances used,
their pharmacological effect and also their possible secondary effects.
WHO should, more
than in the past, help to disseminate the necessary information on specific drugs and
their rational use, while industry should continue to ensure that it provided the
necessary information to all countries;
the State should see to it that the information
disseminated was correct and reached its target groups. Much also had to be done in
training medical and paramedical personnel.
Research and development of new drugs
or therapeutic methods not involving drugs for the treatment of diseases for which adequate therapy was not available were a further
important task.
The progress achieved by the drug strategy showed that the World Health
Assembly had been right to launch the programme on essential drugs. He was sure that the
evaluation of the programme that his delegation had called for the previous year would be
beneficial.
He supported the draft resolutions recommended in resolutions EB81.R9 and EB81.R10.
-

Dr Uthai SUDSUКH (Thailand) said that his delegation was particularly interested in
the question of ethical criteria for medicinal drug promotion and WHO's Certification
Scheme.
It therefore supported the draft resolutions recommended in resolutions EB81.R9
and EB81.R10 of the Executive Board and the draft resolution contained in Annex 2 of
document A41/17.
The rational use of drugs could be brought about in various ways;
he
pointed to the value of traditional medicine and medicinal plants in primary health
care.
In some countries, including his own, some plants or preparations derived from
them were being included in the list of essential medicines.
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The international consultation on the conservation of medicinal plants which had
been hosted by his country had paid special attention to the rational use of such plants
and to developing a set of guidelines to assist countries wishing to introduce suitable
The consultation had adopted the Chiang Mai Declaration
measures for that purpose.
The Thai Government was carrying out many
containing recommendations on the subject.
activities called for by the Declaration.
Because his delegation believed that WHO and Member States should pursue their
activities in that field, he had proposed a draft resolution on traditional medicine and
He thanked the other sponsors for their support and trusted that the
medicinal plants.
Committee would approve the draft resolution.

Miss KIAPARDE (India) noted with satisfaction the substantial progress achieved in
The Ad Hoc
implementing the revised drug strategy despite the shortage of resources.
Committee on Drug Policies had been right to stress the value of socioeconomic and
sociocultural research for obtaining a better understanding of people's choice of drugs
and the importance of traditional medicine, which was very widely accepted in most
developing countries. That could lead to a proper integration of traditional and modern
Study should not be confined to the clinical
medicine in the rational use of drugs.
qualities of drug formulations, and the need for public education and the training of
clinical and pharmacological staff should not be forgotten. The mass media and industry
were slow to respond to the demands of ethical codes for the promotion of drugs and it
was important for health administrators, practitioners and pharmacologists to acquire
comprehensive knowledge of essential drugs, in view of national morbidity problems. The
suggestion to establish an advisory group on training should therefore be followed up, so
as to evolve appropriate strategies and training materials, which would also help to
reduce excessive consumption and misuse of drugs.
The Indian pharmaceutical industry was the most diversified and vertically
India's exports and imports of drugs and formulations
integrated in the Third World.
Because of the Government's awareness that the current production
were equal in level.
pattern did not adequately reflect genuine health needs, it had been decided that new
formulations based on drugs already approved for use would not be authorized without
testing of their effectiveness and rational use. The information provided by WHO on
drugs that had been banned in some countries had been used in India and such information
should be disseminated more widely. Member States should provide information on the
reasons why certain drug formulations had been banned, so that the information could be
passed on by WHO.
She favoured the approval by the Committee of the resolutions recommended in
resolutions ЕB81.R9 and EВ81.R10.
Mr VOIGTLÂNDER (Federal Republic of Germany), speaking on behalf of the Member
States of the European Community, said that those States were discussing marketing
practices and export problems related to pharmaceutical products and had already
expressed their position on the question of information for importing countries. The
Community regulations governing the manufacture of pharmaceutical products were also to
apply to all articles for export, and the Community intended to participate in the WHO
Certification Scheme.
At the request of the importing country or the exporting producer, certificates
would be issued, stating that the producer was authorized to manufacture such goods.
Importing countries would receive a summary of the characteristics of the products, on
the basis of which they could examine how they should be used.
In the absence of such a
summary, it could be taken that the manufacturer was not authorized to manufacture the
pharmaceutical product.
Medicines for the treatment of tropical diseases needed special
The summary of product characteristics and any other additional
consideration.
information given in the certificate would provide authorities in the importing countries
with a basis for decision.
It was also envisaged that WHO would be informed of the temporary suspension or
withdrawal of licences for the manufacture of pharmaceutical products.
Dr ABU BAKAR (Malaysia) expressed his satisfaction with the progress being made in
His country had made a survey of drugs on the market in order
to ensure their efficacy, safety and bioavailability.
In the first phase of that
the rational use of drugs.
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activity, drugs containing poisons recognized as such by local laws had been registered.
The second phase concerned over - the - counter products and had revealed a number of
significant facts. Many similar products existed, some contained a large number of
active ingredients, many contained irrational combinations of drugs, some preparations
were manufactured for export only, while some manufacturers produced similar drugs in
different colours and shapes and even under different names.
His country had banned certain dangerous drugs, had developed its quality control
The important role of doctors in the
laboratory and had strengthened enforcement action.
rational use of drugs would have to be emphasized in their training. Adequate unbiased
information to consumers was also necessary, as was the cooperation of those involved in
manufacturing and marketing drugs. He therefore welcomed the proposed amendments to the
WHO Certification Scheme. He supported the draft resolutions recommended in resolutions
EB81.R9 on the rational use of drugs and in resolution EВ81.R10 on the ethical criteria
for medicinal drug promotion.
Dr NTABA (Malawi) said that Malawi realized that drugs were essential to its primary
health care strategies.
Unfortunately, since the country had no manufacturing
capability, it had to import all drugs used, at great cost, and often lacked the
financial resources for such purchases.
The resultant chronic shortage of drugs hampered
primary health care efforts and led to overcrowding at peripheral health care centres.
The situation was sometimes further aggravated by irrational prescribing at peripheral
health units by inadequately trained health workers. Inadequate training and experience
in procurement, inventory and stock control and distribution were another source of
difficulty.
For those reasons, Malawi greatly appreciated WHO's efforts to promote the
rational use of drugs.
The proposed updating of the WHO Certification Scheme would also be welcomed, since
Malawi had in the past not infrequently served as a dumping ground for low- quality,
useless, expired and sometimes dangerous drugs.
It was hoped that donated drugs,
although they were not covered by the scheme, would be subjected to the same scrutiny by
donor and recipient counties.
The Ethical Criteria for Medicinal Drug Promotion proposed in Annex 7 of document
ЕB81 /1988 /REC /1 would be very useful to Malawi, which had a considerable problem with
expired drugs owing to unpredictable prolonged delivery periods coupled with a lack of
information on shelf -life at the time of procurement. The advertising criteria listed in
paragraph 12 should be made mandatory.
The sociocultural research programme described in paragraph 38 of the Ad Hoc
Committee's report was welcome, but research should also be extended to the social,
cultural and economic aspects of traditional medicine.
A large proportion of the
population in Malawi had recourse to traditional practitioners, who outnumbered
conventional health practitioners and were more accessible to the community.
Traditional
drugs therefore constituted a large proportion of the national drug portfolio.
Furthermore, research could also help to elucidate why cost - sharing and cost - recovery for
traditional drugs did not run into the same problems as with modern medicines. Malawi
fully supported the three draft resolutions before the Committee.
Dr WANANDI (Indonesia) stressed the importance of designing national drug policies
within the framework of national health development policies if the drug supply situation
were to be improved in developing countries with limited financial and other resources.
The WHO list of essential drugs was a very useful tool for countries drawing up their own
lists for the various levels of health care delivery;
it enabled them to cut costs.
A
balanced approach to the various elements of drug policy and management was also
essential to avoid waste.
Manpower training was another crucial factor in ensuring an
effective drug supply.
It was hoped that WHO would develop appropriate indicators for
evaluating the success of the programme. The ethical promotion criteria proposed were
also considered very important.
For all the above reasons, Indonesia endorsed the draft
resolutions recommended in resolutions EВ81.R9 and EB81.R10.

Dr CISSE (Guinea) said that Guinea was developing its essential drugs policy as part
of its national primary health care strategy, which was based on an integrated approach
to health care delivery by health centres embracing a wide range of programmes.
The
national health authorities received much technical and financial support from WHO, and
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especially from its essential drugs programme. They had as a result drawn up a list of
200 essential drugs for hospitals and a list of 30 essential drugs for delivery through
UNIPAC to health centres. Community participation was ensured by a cost - recovery scheme
run by elected community representatives. As a result of experience gained with the
health centre list, it was to be revised shortly to remedy the lack of a number of drugs
needed to treat locally prevalent diseases.
In addition to WHO assistance, the national
primary health care programme had received support from a number of nongovernmental
organizations, the World Bank and GTZ. Thanks were also due to Italy, which had, through
UNICEF, provided funds for implementation of the programme.
Guinea appealed to WHO to
help raise funds for developing countries, especially those in Africa, to launch and
sustain national primary health care programmes, one aspect of which was the provision of
essential drugs to the least privileged communities in outlying areas.
Guinea endorsed
the Director -General's report on a revised drug strategy.
Dr MENDES COSTA (Guinea -Bissau) said that Guinea -Bissau was suffering from a severe
shortage of foreign currency, which had a devastating impact on drug supplies.
The
health authorities had gone some way towards solving the problem by drawing up an
Much, however, remained to be done to place the
essential drugs policy with WHO help.
supply and distribution of drugs on a sound basis. Nonproprietary names were being used
and a list of essential drugs, with area -of -use indicated, was being drawn for purchase
Drugs were distributed on a national basis but too many still
and distribution purposes.
Help in solving these problems was being received from
tended to remain at the centre.
Drug needs were at present estimated on the basis
Italy, WHO, UNICEF and the World Bank.
of consumption, a method that took no account of shortages;
the system was therefore to
be improved by the gradual introduction of estimates based on the incidence and
prevalence of disease among the population.
A restricted essential drugs list of
42 products had been drawn up for health centres.
The system of distribution had also
been improved.
A national treatment manual was being prepared to ensure rational prescribing, and
training - an essential element - was being initiated for drug prescribers and
dispensers.
Efforts were being made to coordinate such training with that for other
Since responsibility for health was a matter for the
primary health care elements.
entire community, not the health authorities alone, a campaign had been launched to
inform the general public and the various authorities about the essential drugs
programmes in order to promote rational drug use and avoid excessive consumption and
self -medication.
Guinea - Bissau supported the three draft resolutions before the Committee.
Dr KIM Won Ho (Democratic People's Republic of Korea) endorsed the
Director -General's report on the rational use of drugs.
Particular note was taken of the
attention paid to the development of traditional medicine in the papers before the
Committee.
In the Democratic People's Republic of Korea, traditional medicine and modern
medicine worked closely together. Use of traditional drugs, based on the 700 species of
medicinal plants found in the country, was an essential part of traditional medical
care.
Production of such drugs was increasing at manufacturing plants of all sizes to
ensure an unbroken supply of essential drugs in a cost - effective manner. Such drugs were
subjected to quality control inspections, as were the raw materials for their manufacture
and the traditional drugs supplied to medical institutions through drug supply centres;
quality control procedures were being reinforced. Traditional Korean drugs were widely
used throughout the country as effective agents in both preventive and curative care.
The Democratic People's Republic of Korea endorsed the draft resolution on traditional
medicine and medicinal plants.
Dr LUO Yiqing (China) commended the Ad Hoc Committee's report;
to follow its
recommendations that education and training in the rational use of drugs should be given
to all health personnel, and that health education on the subject should be provided to
It was incumbent on national
the general public, was the only way to achieve that goal.
health authorities to establish appropriate programmes, policies and regulations to give
To that end, the Chinese
guidance and exercise supervision of the rational use of drugs.
Ministry of Health in conjunction with national drug producers had in 1984 issued an
essential drugs manual for the guidance of health workers.
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The increasing availability of new drugs on the market was being accompanied by a
In order to deal with the problem, regulations had been
rise in drug - induced diseases.
issued in 1982 making provision for clinical pharmacology in hospitals, following which
pilot projects were established in seven large hospitals, with varying degrees of success
A list of essential drugs for hospitals had been
in different parts of the country.
established and was now applied throughout the country. Many hospitals had their own
specific list of essential drugs.
China felt it could learn much from other countries on the rational use of drugs,
It was vital that health
which affected the lives and health of millions of people.
In that context, China
workers gained a greater awareness of the need for such a policy.
would like to see an information network established by WHO to support work by Member
States in the field and to facilitate communication between them, and international
meetings should be convened by WHO and attended by management experts as well as health
leaders for the exchange of experience and for effective evaluation.
China requested WHO assistance in revising its essential drugs list.

The meeting rose at 17h35.

SEVENTH MEETING
Wednesday, 11 May 1988. at 9h00
Chairman:

1.

Professor A. R. Y. ABDUL RAZAK (Kuwait)

FIRST REPORT OF COMMITTEE A (Document А41/30)

At the request of the CHAIRMAN,
Committee's first report.

Mr MYA THAN (Burma), Rapporteur, read out the

The report was adopted.1

2.

RATIONAL USE OF DRUGS (REVIEW OF IMPLEMENTATION OF WHO'S REVISED DRUG STRATEGY)
Item 23 of the Agenda (Resolution WHA39.27;
(REPORT BY THE DIRECTOR -GENERAL):
Document EB81 /1988 /REC /1, resolutions EВ81.R9 and EB81.R10 and Annexes 6 and 7;
and A41 /INF.DOC. /8) (continued)
Documents A/41/17 and Corr.1,

Dr PERDONO (Colombia) commended the Director - General and his staff for the
Organization's work on drugs, which were extremely important in medical practice and
health programmes. Not only governments but also the pharmaceutical industry had a
responsibility for ensuring the quality and accessibility of products and for supervising
marketing processes. Measures designed to achieve those ends would always fall short of
the ideal because that was to provide the best, in the best conditions, but at affordable
prices. The developing countries needed maximum support from WHO for their essential
drugs policies and basic drugs lists, and in introducing quality and price control
The need for such measures was borne out by
systems and ethical marketing procedures.
the fact that in Colombia drugs accounted for 64% of the population's health
expenditure.
His country therefore supported all the work being done by WHO and
governments in those fields and would participate in the first Latin American conference
He
on pharmaceutical policies and essential drugs to be held in Mexico in October 1988.
appealed to the pharmaceutical industry to collaborate in the campaign for the rational
use of drugs by helping to discourage their indiscriminate use and guaranteeing the
highest quality of products.
He supported the draft resolutions before the Committee.
Dr RODRIGUES CABRAL (Mozambique) commended the quality of the report on the
implementation of WHO's revised drug strategy and the proposed Ethical Criteria for
Medicinal Drug Promotion (documents A41/17 and Corr.12 and EB81 /1988 /REC /1, Annex 7,
respectively). His delegation welcomed the comments brought to the attention of the
Executive Board and the Health Assembly by the Board's Ad Hoc Committee on Drug Policies
(document ЕB81 /1988 /REC /1, Annex 6) and it regretted that the "Report on the world drug
situation" (document DAP /87.5) had not been circulated to the Assembly as recommended by
the Ad Hoc Committee on Drug Policies.
The success achieved by the WHO Action Programme on Essential Drugs in the 10 years
of its existence showed the extent to which Member States and the Director - General and
his staff had realized the importance of drug policies to the attainment of health for
all.
WHO had used extrabudgetary resources wisely to help countries to implement their

1

Document WHA41 /1988/REC/2.

2

Document WHA41 /1988/REC/1, Annex
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programmes and mobilize technical expertise from outside the Secretariat.
He hoped the
Director - General would adopt the same approach in implementing the less advanced
components of the Action Programme.
Mozambique was deeply grateful to countries which had supported its pioneering drug
policy technologically and financially. However, although that policy had included
training for health personnel, those who handed out drugs in the national health service
pharmacies were not always capable of giving patients proper instructions for taking
drugs.
Another unsolved problem was to strengthen the information system for national
drug distribution management. Microcomputer programmes were being introduced in drug
warehouses and efforts were being made to upgrade drug warehouse conditions.
Legislation
was under way to set up a national licensing body for the registration of drugs for sale
on the national market.
He agreed with previous speakers on the need for forceful action to ensure
acceptance of the ethical criteria for medicinal drug promotion. His delegation would
support the draft resolutions contained in resolutions EB81.R9 and EB81.R10 and the draft
resolution on the WHO Certification Scheme on the Quality of Pharmaceutical Products
Moving in International Commerce, on the assumption that the latter would be adopted on
the basis of the corrected version of the proposed amendments to the Scheme (document
A41/17 Corr.1). His delegation also approved the draft resolution on traditional
medicine and medicinal plants.

Professor AMBROISE- THOMAS (France) expressed his approval of the documents before
His country fully supported WHO's revised drug strategy and applied its
principles both internally and in its relationships with Third World countries.
A large
volume of legislation and recommended manufacturing practice laid down detailed optimum
standards for the production, conservation and shipment of drugs destined for abroad.
Their implementation was closely monitored by a national inspectorate, particularly where
the product concerned was going to a country which did not yet have its own control
system.
The French drug certification scheme was based on the principle of the
responsibility of each State for its own good manufacturing and certification practices.
Because of the importance of that principle, he thought that WHO should confine itself to
making suggestions or recommendations on such practices, rather than develop guidelines
on the subject as recommended by the Ad Hoc Committee on Drug Policies in paragraph 14 of
its report on the rational use of drugs.
The revised drug strategy called for information and training activities which would
enable States not yet possessing independent drug manufacturing and inspection systems to
acquire them and achieve a certain self - reliance in those matters. His country, in
collaboration with WHO, had embarked on a series of training and information programmes
to help friendly French - speaking countries in those fields and it hoped to place a
real -time computerized drug information system at their disposal very shortly.
It
responded willingly to requests for assistance in training and also in helping friendly
countries to frame national legislation.
It also participated in launching small
manufacturing units. All his Government's activities in the fields he had mentioned were
fully in line with WHO's recommendations.
the Committee.

Professor BORGOÑO (Chile) expressed his satisfaction at the progress achieved by the
Action Programme. WHO Drug Information should at some stage be translated into Spanish,
but in any event it should be circulated more widely in order to reach those who might
really benefit from it, particularly in the developing countries.
The "Report on the
world drug situation" (document DAP /87.5) would also be of great value. He wished to
stress the importance of drug certification schemes, not only for quality control but
also in connection with developing countries' exports to each other.
In the Region of
the Americas, it was the rule to insist on certification which met the requirements of
the WHO scheme.
That was a great step forward and would help the development of quality
control for drugs manufactured from imported raw materials in developing countries.
The subject of the proposed Ethical Criteria for Medicinal Drug Promotion was a
delicate one in view of the large number of interests involved. The criteria should be
heeded not only by producers but also by purchasers and consumers. The work being done
by WHO in regard to ethical criteria was highly commendable and the criteria should be
given wide publicity. The Action Programme should take account of what was being done by
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the various Latin American countries among themselves, with the support of Spain, in
regard to the production, or possibility of production, of raw materials for drugs.
His delegation would support the resolutions recommended by the Executive Board and
the draft resolution on traditional medicine and medicinal plants.
J

Dr RAKCEEV (Union of Soviet Socialist Republics) noted with satisfaction that the
broad lines of the Action Programme were clearly described in the reports before the
Committee. The WHO programme on rational drug use deserved all support.
However, some
problems remained, one of the most important being the need for improved training of
personnel involved in drug manufacture, control and distribution.
Reliable and timely
information on the effectiveness of essential drugs and their manufacture, the cost of
drug consumption, and procedures for drug supply and distribution should be available.
More attention should be given to WHO's role in the exchange of information, especially
on cases of serious adverse side -effects, especially of essential drugs.
Money spent on
collecting and distributing information on that subject would be well spent and could
lead to savings in Member States by obviating similar expenditure by national

authorities.
His delegation believed that the Ad Hoc Committee on Drug Policies should pay
greater attention to questions of general requirements for the testing and licensing of
new pharmaceutical products, and their harmonization.
The continuation of the useful
work done by the Regional Office for Europe in that connection would promote the use by
medical practitioners of the most promising and acceptable, and the safest drugs.
The scientific and ethical criteria for pharmaceutical advertising formulated
20 years previously should to be updated.
The new criteria endorsed by the Executive
Board were more realistic, for example with regard to advertising. A surveillance
mechanism should be established to monitor their practical application.
Mr KUROKAWA (Japan) joined previous speakers in welcoming the Director -General's
report on rational use of drugs. A significant change brought about by the Nairobi
Conference of Experts on the subject was a generally heightened concern that the supply
and usage of medicinal drugs was a key factor in ensuring health for all.
It was
gratifying to see, in the documents before the Committee, the results of strenuous
efforts made by all concerned since that Conference to ensure the supply of safe and
effective drugs at an affordable cost.
His delegation fully supported all the draft resolutions before the Committee and
hoped that they would be approved by consensus.
Dr VONIATIS (Cyprus) welcomed the Director -General's report and that of the Ad Hoc
Committee on Drug Policies. His country had been actively involved in the WHO Action
Programme, which, with Swedish and WHO support, had enabled it to introduce a fully
computerized drug supply system comprising registration, central inventory control and
international tendering. The system was new and his Government was assisting WHO in
testing the software and demonstrating it to other countries.
It was also helping WHO by
performing quality control tests for countries in the Region which did not have their own
laboratories.
His delegation would support the draft resolutions on rational use of
drugs and the WHO Certification Scheme.
Dr GONGOL (Nepal) thanked the Director - General for his valuable report on rational
drug use.
His Government had recently developed a list of essential drugs for
manufacture and supply within the country, but it continued to rely on extensive drug
imports.
Lack of quality control in manufacturing countries had caused Nepal
considerable prejudice and his country could benefit greatly from WHO assistance in
monitoring drug quality at the regional level. In order to ensure the increased
availability of drugs in peripheral health institutions, his Government had successfully
launched a pilot scheme to ensure that drugs reached people at a price they could
afford.
Rational drug use had to be inculcated in health personnel from the beginning
and so had to be appropriately stressed in the curricula of training institutions and
through continuing education.
His delegation was gratified at the interest shown in herbal medicines, in keeping
with the aim of "saving lives by saving plants ".
Traditional herbal medicines had long
been used in his part of the world and should go a long way towards providing the people
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of developing countries with cheaper and easily available drugs and achieving the
His delegation fully supported WHO's
objective of health for all by the year 2000.
revised drug strategy to promote the rational and ethical use of drugs, as well as the
draft resolutions recommended by the Board in resolutions EB81.R9 and EB81.R10.

Professor HIZA (United Republic of Tanzania) said that his country had consistently
implemented WHO's strategy for the rational use of drugs and had established its own
It had also strengthened its drug regulatory
essential drugs policy and programme.
authority in such a way as to give it a major role in controlling the rational use of
drugs.
First, inequalities in
Two major problems confronted his country in that respect.
drug supplies in neighbouring countries had led to pilfering of its drug supplies. He
therefore appealed to his country's neighbours to revise and strengthen their drug
Secondly, numerous voluntary - agency
policies so as to eliminate those inequalities.
hospitals and dispensaries continued to receive many donations of expired drugs shipped
The drug regulatory
without regard to the recipient's ability to use them properly.
authority had taken stern measures to intercept unsuitable donations and would inspect
He appealed to all
all drug donations to voluntary agencies at the port of entry.
Members of WHO to ensure that their drug shipments conformed to the Organization's

recommendations.
His Government had drawn up an essential drugs list and given training and advice to
It had
all drug personnel, medical officers and consultants and professors concerned.
also drawn up revised medical school curricula. It was gratifying to see that most
multinational pharmaceutical firms were conforming more and more to the ethical criteria
for medicinal drug promotion. His delegation would support the draft resolutions
contained in resolutions EB81.R9 and EB81.R10, and fully endorsed the WHO Action
Programme.
Dr BALASUBRAMANIAM (International Organization of Consumers' Unions) speaking at the
invitation of the CHAIRMAN, said that IOCU, an organization with 164 members in some 60
developing and industrialized countries, had, since its inception, been concerned about
the impact of the irrational use of drugs on the health and safety of consumers.
Since
1981, it had been working to encourage the rational use of drugs with Health Action

Both IOCU and HAI had consistently supported the efforts of WHO, its Member States
and other institutions and bodies, to achieve a more rational use of drugs.
They
therefore wholeheartedly supported WHO's revised drug strategy and applauded the work of
the Action Programme on Essential Drugs and Vaccines.
The amendments to the WHO
Certification Scheme, the ethical criteria for medicinal drug promotion and the
guidelines for the development of national drug policies were all welcome additions to
the tools needed by governments, health workers and people themselves to implement strong
national measures on drugs.
It must be pointed out, however, that the work on pharmaceuticals was taking place
in a world plagued by social and health inequity.
The report on the world drug situation
made it quite clear that up to half the people in the world had no access to essential
drugs and that in all countries, whether developing or industrialized, the gap between
health "haves" and the health "have -nots" was widening.
It should be remembered that some 50 developing countries had populations of less
than one million and in about 100 countries the population was less than three million.
In those countries, the basic infrastructure for ensuring the rational use of drugs was
often rudimentary or even absent. The ability of such countries to implement the revised
strategy was limited and had therefore to be strengthened through increased support for
national and regional initiatives, if the inequity was to end.
Another example of inequity was that far more resources were devoted to the
irrational use of drugs than to their rational use. While the more than US$ 500 million
mobilized to promote the rational use of drugs was to be warmly welcomed, it should be
noted that that sum represented only about 5% of the amount spent in a single year by the
world's pharmaceutical industry on promotion.
There was no longer any doubt that much of
that promotion contributed to irrationality and inequity in the use of drugs.
A case in
point was the promotion of antidiarrhoeal medicines containing antibiotics, which were
expensive, ineffective and potentially harmful, particularly when, for a few cents,
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life - saving oral rehydration salts could prevent the unnecessary deaths of millions of
Yet a recent survey carried out by IOCU and HAI had found that nearly two out
children.
He
of every three antidiarrhoeal products on the world market contained an antibiotic.
had been glad to hear from the delegate of Malaysia that irrational combinations were to
be removed from the market in that country and urged other Member States of WHO to follow
that example.
IOCU wished also to stress the importance of the provision of positive, independent
information on drugs to health workers, prescribers, patients and consumers of drugs. As
had been pointed out by the Riga meeting which reviewed progress towards health for all
and reaffirmed the Declaration of Alma -Ata, the provision of information, technical
support and decision- making possibilities were essential means for enabling people to
share in opportunities and responsibilities for action in the interest of their own
health. HAI had recently adopted a four -year plan of action for the production and
dissemination of objective information on drugs, including the encouragement of
independent drug bulletins at national level, and work with the media and health
professionals to improve the transmission of positive health messages to the general
public. He urged Member States and WHO similarly to intensify their efforts to
disseminate objective drug information.
Another startling inequity was that most efforts to improve the rational use of
Yet, in most countries of the world, and
drugs had been focused on the public sector.
particularly in developing countries, the public sector accounted for between 10% and 30%
That irrational situation must be tackled.
of drug use.
WHO and its Member States had a strategy and possessed the technology, but must now
Cooperation
engage in the more difficult task of implementation at the national level.
with or control of the drug industry would be essential. IOCU and HAI intended,
therefore, to focus attention on the implementation and monitoring of codes of practice
or legislation based on the ethical criteria for drug promotion, on providing support for
the training of essential drug promoters, on encouraging the development of local,
national and regional drug formularies, on providing objective information and ensuring
its dissemination and, thus, on empowering people to join in those efforts.
During the Forty -first World Health Assembly, the Director - General had spoken of
challenges to the world health community: the challenge of the eradication of
poliomyelitis, and the challenge of subjecting health policies and practices to a kind of
"social audit ", whereby efforts were judged by how much they contributed to social
equity.
Both IOCU and RAI were prepared to help in the realization of those challenges
They
and wished to offer a few challenges of their own to the world health community.
would challenge that: by the Forty -third World Health Assembly (1990), there should no
longer be any antidiarrhoeal preparations on the market containing unnecessary
antibiotics; and the amount spent on promoting the rational use of drugs should have at
by the Forty -fifth World Health Assembly (1992), the majority of Member
least doubled;
States should have implemented regulations to control unethical drug promotion; by the
Forty - seventh (1994) all Member States should have national drug policies in place as an
integral part of primary health care and national health policies; and by the
Forty -ninth (1996), the majority of Member States should have established continuing
medical education programmes free from undue commercial influence for health workers. By
taking up those and a host of other challenges embodied in the revised drug strategy, WHO
might be able in another ten years to join in an even more impressive celebration of
progress towards social equity and equity in health and enable the children of the future
to talk of a healthy future without a question mark hanging over it.
IOCU and HAI were
committed to taking up the challenges on the road to better health and the more rational
use of drugs, and to playing their part in the continuing social audit of the world
health community in the present, in the year 2000 and beyond.
Dr NASHER (Democratic Yemen) welcomed the achievements made by WHO in more fields
than had been thought possible 40 years previously, achievements which were especially to
be attributed to the flexible and progressive nature of the Organization and, during the
past 15 years to the dynamic and dedicated leadership of the retiring Director- General.
Among those achievements was the development of the essential drugs policy and that of
the rational use of drugs, basic elements of primary health care.
Everyone appreciated
that those policies did not mean the provision of fewer and cheaper drugs, but better and
more economic procurement and storage, efficient and wide distribution, in addition to
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efficacy, safety, acceptability and rational use.
Such a policy was particularly needed
by the developing countries, as many of the speakers who had preceded him had stated.
Of
course, developed countries also needed such a drug policy, but they had the resources to
implement the policy, whereas developing countries did not.
His delegation was pleased to note from the Director -General's report that more than
100 countries had developed an essential drugs list, and some were operating essential
drugs programmes.
Democratic Yemen was one of the latter, and, although the programme
had started only four years previously with the support of WHO, it was one of the most
successful. A recent evaluation had noted the following features:
nearly three - quarters
of recommendations made in consultants' reports had been implemented;
35 fellowships had
been awarded to top- and second -level managers of the Department of Pharmaceuticals and
Medical Supplies at the Ministry of Public Health, 40% of regional health units were
covered by the project, and the proportion of essential, as opposed to non- essential
drugs stocked there had increased;
the method of prescribing had improved, fewer
antibiotics being prescribed, and the number of drugs per prescription had been cut by
half, from an average of three to one-and-a-half;
the programme was run entirely by
national staff with WHO technical support.
His delegation hoped that WHO, despite financial difficulties, would be able to
continue to support countries in the development of their essential drugs programmes.
Finally, his delegation fully endorsed the resolutions submitted by the Executive Board.
Dr SALCEDO (Venezuela) expressed his country's support for WHO's revised drug
strategy.
Venezuela had its own programme for essential drugs in which the universities, the
pharmaceutical industry, the national executive, professional associations and the
community were taking part. The Ministry of Health and Social Assistance produced some
27 essential drugs in its own laboratories.
They were distributed free of cost to health
centres throughout the country. The possibility was being considered of extending the
programme with the support of various international and national organizations.

Mrs KADANDARA (Zimbabwe) expressed her approval of the excellent work done on the
rational use of drugs. Her delegation strongly supported the draft resolutions before
the Committee;
in particular, the one concerned with traditional medicine and medicinal
plants.
The important role in health care played by medicines derived from plants,
especially at the primary health care level, should be stressed. Her delegation
therefore endorsed the Chiang Mai Declaration (document А41 /INF.DOC. /8) and commended the
Director - General for organizing that important international consultation.
Her country was grateful for the help given by WHO in developing its policy for the
rational use of drugs and the quality and efficacy of drugs used.
It looked forward to
continued support.
Dr PRADO (Cuba) expressed his delegation's appreciation of the documentation
provided.
The implementation of the revised drug strategy merited careful examination.
The Action Programme on Essential Drugs had enabled his country to make drugs of
good quality available at low cost as part of its strategy for health for all and primary
health care, and had promoted their rational use. It had also enabled Cuba to develop
its own production of some drugs.
It was encouraging to note that governments had responded positively to the spirit
of the Nairobi Conference of Experts on the Rational Use of Drugs by adopting policies
for drug supply and quality control, better personnel training and more rational use;
Cuba had made progress in those areas, avoiding, for instance, the duplication of
products containing the same active principle and increasing, to the extent that a
developing country could do so, the range of useful drugs available.
It was essential for such countries to receive help in increasing their drug
manufacturing capacity, especially for essential drugs, but they should beware of having
the manufacture of non- essential drugs urged upon them.
It was pleasing to learn that
many countries had been able to increase the availability of drugs, but tragic that many
people did not have access to them because of their high cost.
Such countries needed
information on firms offering "starting materials" and "half - finished products" at
reasonable prices and it was to be hoped that WHO would provide help of that kind.
Tropical countries needed help with special problems, in particular, with transport
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Thus, an integral approach was
and refrigeration to prevent the deterioration of drugs.
called for, which would take into account the particular requirements of such countries
and their resources.
It was therefore gratifying to note that WHO's revised drug strategy envisaged
providing commercial information on sources of starting materials and half - finished and
finished products, as well as prices, and availability.
Efforts to provide
representative commercial information should be intensified in view of the importance of
that information for planning and the extension of health care coverage, and its
relevance to quality control.
In that connection, priority should be given to fostering
clinical pharmacology and cooperation between developed and developing countries.
Training in clinical pharmacology and, especially, in drug control and quality
assurance was needed and WHO could help in that respect.
The WHO Certification Scheme represented an advance, but might not be applicable to
developing countries which manufactured their own products of adequate quality. The
development of plant for the production of drugs in Cuba with the help of the Government
of India was a good example of the opportunities for international multilateral technical
cooperation particularly between developing countries.
The Cuban delegation supported both draft resolutions recommended by the Executive
Board and wished to become a sponsor of the draft resolution on traditional medicine and
medicinal plants.

Dr MOJI (Lesotho) said that Lesotho had adopted a list of essential drugs and, to
ensure that their use was rational, had established a national drug formulary, in which
drugs were categorized according to their level of use within the health care delivery
system.
Despite progress in the procurement and distribution of drugs, two major
problems still remained, namely, irrational and costly prescribing practices and
inappropriate estimates or ordering of drugs by pharmacy staff.
In collaboration with WHO, a study had recently been undertaken to estimate
essential drugs requirements of hospitals and health centres.
In addition, the national
drug stockpile committee was due to embark on an analysis of the effectiveness of the
present pharmaceutical distribution chain, its structure and manpower status, as well as
the necessary stock levels.
It was also to draw up guidelines for formulating a policy
for drugs entering Lesotho, and to review the Bamako Initiative and advise on its
implications
Lesotho had a small manufacturing plant producing generic drugs.
The importation of
drugs to supplement those continued to cause difficulties, since imported drugs were
often found to be of poor quality.
The WHO Certification Scheme was therefore very
welcome. Lesotho received periodical information from WHO on general manufacturing
practices to ensure that it continued to follow the established guidance.
In an endeavour to avoid producing poor -quality drugs itself and to ensure the
protection of other countries which bought drugs from Lesotho, his country had initiated
cooperation with such countries, inviting them to visit the Lesotho plant and satisfy
themselves of the quality and efficacy of the drugs.
He urged other Member States to
follow that example.
Lesotho was a sponsor of the draft resolution on traditional medicine and medicinal
plants since, as an exporter of raw materials, it was particularly interested in that
subject.
It felt there was a need for research into the potency of locally available
plants for use in drug preparation at home.
Collaboration in that respect with
traditional healers was obviously essential. Traditional medicine had existed for
centuries in Lesotho and continued to be used by many.
The continued destruction of
natural vegetation as a result of overgrazing and other factors was a matter of concern.
It was therefore imperative to embark on systematic study to identify plants of value so
as to protect them and use them for the benefit of man within his ecosystem.

Dr MIRCHEVA (Bulgaria) expressed her delegation's gratitude to the Director - General
and his staff and the Executive Board for their interesting reports. The principles
outlined therein were used by Bulgaria in its drug production.
Drug quality and safety
were dealt with by the State institute for the control of pharmaceutical products which
used the most modern methods for that purpose.
In the assessment of new drugs, whether
produced in Bulgaria or imported, full information was needed on the pharmacology,

82

FORTY -FIRST WORLD HEALTH ASSEMBLY

clinical trials and analytical methods, for both raw materials and finished products.
Special attention was given to the quality control of both well -established and new drugs
before certification. If defects were found, the necessary steps were taken.
The State institute had a centre which dealt with the side- effects of drugs after
Since 1975, that centre had collaborated with
they had been introduced and widely used.
WHO on the subject, and more than 2000 incidents of side - effects had so far been recorded
Such studies made it possible to verify therapeutic effectiveness, discover
in Bulgaria.
new therapeutic possibilities, drug interactions and side -effects. WHO methods for
studying side - effects were used, supplemented by voluntary reports. Each year a bulletin
was issued, while steps were now being taken to inform health workers quickly of
undesirable side - effects recorded in Bulgaria, by WHO or by other national centres with
recommendations as to the prohibition or reduced use of the drugs concerned.
The State.
Pharmacy and the Ministry of Health provided consumers with up -to -date, precise,
objective and comprehensive information.
Dr OKWARE (Uganda) commended WHO for its work on the rational use of drugs.
Further
emphasis should be given to the dissemination of information on drugs, in particular to a
better flow of independent information from WHO to Member States. Unfortunately, much of
the information available at country level was provided by manufacturers and tended to
emphasize the good points, giving little information on adverse reactions and
contraindications. WHO had both the neutrality and competence to supply the vital
information for countries on essential drugs and on the latest drugs on the market.
Although the ethical criteria were good, their implementation at the national level
would need more technical and legal support.
He suggested that neutral drug promoters
should be established at the national level to keep a check on any excesses in promotion
by local representatives of drug manufacturers.
His delegation hoped to see a continuing medical education programme that was not
funded exclusively by industry. At seminars and conferences, it was difficult to discuss
critically and objectively when funding was provided by those criticized.
Integrity and
neutrality were essential, and WHO should insist on full participation in such meetings.
His delegation wished to be included among the sponsors of the proposed draft
resolution on traditional medicine and medicinal plants.

Dr KLIVAROVÁ (Czechoslovakia) said that her delegation commended the
Director -General's report and endorsed WHO's revised drug strategy.
Timely information on drugs, indications for their use and about adverse reactions
were of particular help in speeding up the registration and use of new drugs in
Her country's health services paid particular attention to the rational
Czechoslovakia.
use of drugs, considering it an important part of medical care.
In the course of
registration of drugs, great care was taken to assess the results of clinical trials and
only those drugs shown to be both safe and effective were registered. Information on
drugs was the responsibility of a group of specialists within the Ministry of Health that
was entirely independent of the drug industry.
Czechoslovakia had long given consideration to the rational use of drugs, and 30
years earlier had established a pharmacotherapy committee which systematically ensured
that the appropriate drug treatment was used at all levels, monitored the prescribing of
The committee was also responsible for informing
drugs, and also the costs involved.
physicians and pharmacists on new drugs arid the adverse effects of drugs.
New information on drugs and appropriate chemotherapy were included in specialized
journals, and, in addition, all physicians and pharmacists regularly received from
relevant government departments objective information on therapeutic properties and uses
of certain drugs.
The national pharmacopoeia had been established to ensure a high level
of quality control. Tests were carried out on raw materials and during manufacture so as
to ensure that manufacturing practices were correct.
Czechoslovakia had not yet
introduced the certification of such practices, but would do so in the near future.
For
both nationally produced and imported drugs, regular quality control as well as control
of storage conditions was undertaken at two institutes, in Bratislava and Prague.
Czechoslovakia also actively cooperated with the countries belonging to the Council
for Mutual Economic Assistance (CMEA), with a view to establishing a CMEA pharmacopoeia.
It had a good system for obtaining information on adverse drug reactions, each doctor
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having forms for that purpose which, when completed, were sent to the relevant centre. A
centre had also been set up in Prague to deal with information received from the member
countries of CMEA.
Her delegation supported the draft resolution on ethical criteria, and also that on
the rational use of drugs, recommended by the Executive Board.
Mr GHACHEM (Tunisia) commended the Director - General and the Executive Board on their
efforts to promote the rational use of drugs, and all those working to implement WHO's
revised drug strategy.
Tunisia had revised its drug policy in order to promote effective pharmacotherapy
and standardized prescribing, and with a view to reducing abusive levels of drug
Established lists were re- examined bearing in mind developments in the
consumption.
pharmaceutical industry in Tunisia and worldwide. Particular emphasis was being placed
on the use of international nonproprietary names, quality control, and purchase of
In addition, particular stress was
medicaments in accordance with appropriate standards.
being placed on training, and therapeutic methods taught in medical faculties had been
modified so that future physicians would avoid developing the habit of prescribing drugs
which were often useless, sometimes harmful, and always costly.
The documents provided did not sufficiently emphasize the importance of the role of
In Tunisia the
managers in promoting the rational use of pharmaceutical products.
assignment of pharmaceutical specialists in hospitals and the establishment of a
specially trained drug inspectorate within the framework of overall management had led to
The
improved drug management both in university hospitals and in basic health centres.
computerization of drug stock control at certain hospitals had also improved management
practices. However, further attention was still needed in the area of drug management.
Dr GODANA (Kenya) commended the documentation provided on the rational use of
drugs.
His delegation requested clarification regarding the wording of the proposed
amendments to the WHO Certification Scheme on the Quality of Pharmaceutical Products
In
Moving in International Commerce contained in Annex 1 of document A41/17 Corr.l.
Part III, paragraph 2(d), the wording of the English version "the inspectors of the
services of its competent authority have appropriate qualifications and experience." did
not correspond exactly to that of the French version "les inspecteurs au service de
l'autorité compétente possèdent les qualifications et l'expérience appropriées." He
proposed that the English version should be amended to read "the inspectors in the
service of its competent authority have appropriate qualifications and experience ".

Dr N'JIE (Gambia) said that the extensive list of speakers on the rational use of
drugs indicated the importance of the topic to Member States and the quality of the
The nature of the debate attested to the progress achieved
Director -General's report.
thus far.
In many countries, essential drugs were a way of restoring the credibility of
the pharmaceutical sector in their communities and it was therefore not surprising that
the level of interest continued to be significant.
Although there were reasons for satisfaction, as had been pointed out to the
Executive Board at its eighty -first session (document ЕB81 /1988 /REC /1, page 78,
paragraph 24), unless coverage and rational use of available and future essential drugs
were dramatically improved within the next few years, it was unlikely that the goal of
In the past, his
providing essential drugs by the year 2000 would be achieved.
delegation had reported on the varying degrees of success of the Gambia's collaborative
efforts with industry, WHO and bilateral agencies, and it was because of that positive
experience that he felt it necessary to highlight some of the potential obstacles to

achieving national objectives.
The reports of the Director - General and the Executive Board had highlighted a
significant shortfall in the level of national commitment to the programmes and
objectives collectively agreed to by Member States. Ten years after Alma -Ata,
1.5 thousand million people still had no regular access to the most basic of essential
Other information, including the UNIDO assessment of the global drug
supplies.
situation, indicated that the dollar value of drugs consumed globally had doubled in that
time.
Of the drugs consumed in 1976, 75% were consumed by 27% of the world's
population. Since, in 1985, 79% were consumed by 21% of the world's population, mostly
living in the developed world, there had been no improvement. He was stressing those
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aspects because the philosophy behind the primary health care principle of collaboration
at different levels had promised such great possibilities.
In the past, his delegation
had reported on:
a successful project with industry to refine drug management, which was
still operating satisfactorily; and the Gambia's collaboration with WHO's Action
Programme on Essential Drugs, not only in manpower development but in refining the
management and implementation of national policy, national legislation and the national
regulatory system. The latter programme had recently been extended to include
computerization of the drug registration system, stock control and the accounting
The Gambia had also had fruitful bilateral cooperation with countries such as
system.
the Netherlands, which had generously financed the establishment of a national revolving
fund for the drug supply system.
The original strategy envisaged at Alma -Ata and at Nairobi in 1985 at the Conference
of Experts on the Rational Use of Drugs, involving partnership at the international,
national and multilateral levels, appeared to offer significant possibilities and yet, as
he had said earlier, 1.5 thousand million people still had no access to drugs.
Reports
indicated that the problems at all levels were neither simple nor uniform. As far as
national commitment was concerned, it appeared that in countries striving to "keep their
house in order" there was a willingness to pursue the concepts envisaged at Alma -Ata.
Thus, in the Gambia, despite economic difficulties, the Government had made it a priority
to guarantee continued support to the drugs programme and sufficient foreign exchange to
permit the purchase of supplies;
the drug allocation had increased six -fold in the
previous year.
However, procurement procedures were still causing problems and there was
an absence of information on market intelligence at the country level.
He therefore
welcomed the proposals that WHO should provide such information and that the scope of the
WHO Certification Scheme should be extended.
In trying to stretch scarce resources for
drug purchases, there was a danger of sacrificing quality control.
Could an appropriate mechanism be developed, in a spirit of collaboration between
industry, WHO, UNICEF, and other organizations, to utilize the reputation and expertise
of the larger pharmaceutical manufacturers to ensure that reliable supplies of drugs were
made available at reasonable prices? An "honest broker" was required, particularly for
countries purchasing only small quantities of drugs.
The goodwill demonstrated in the
past few years led him to believe that such a mechanism should be possible.
The Health Assembly should ensure that the progress made since Alma -Ata was pursued
relentlessly, since the rational use of drugs was one of the areas of primary health care
in which the objective set could be achieved, provided that determination was sustained.
Dr EL AWAD (Sudan) commended the Director - General on his report on an issue of great
importance for the developing countries.
Increased support should be given to the
developing countries to ensure the rational use of drugs.
The Sudan had already endorsed a national policy and developed an essential drugs
list and programme.
The technical support and cooperation received from WHO over the
past two years in respect of donor coordination in the drugs field, the establishment of
a computerized system for drug registration, and implementation of the Nile Province
essential drugs project had been greatly appreciated. WHO had prepared the technical
documents that had formed the basis for considerable financial support from donors.
His delegation supported the proposed amendments to the WHO Certification Scheme on
the Quality of Pharmaceutical Products Moving in International Commerce, and the draft
resolution on that subject.
Dr JAKAB (Hungary) said that the efforts of the Director - General to implement WHO's
revised drug strategy, aimed at ensuring the rational use of drugs, were greatly
appreciated by her Government, and document EB81 /1988 /REC /1, Annex 6, Appendix gave an
excellent overview of the strategy's implementation. However, the information concerning
WHO collaborating centres (contained in paragraph 19) was not quite complete, since no
mention was made of the activities of the WHO Collaborating Centre for Drug Information
and Quality Assurance in Budapest.
The editing of the Drug Regulation Index by the
Centre constituted a worthwhile contribution to the implementation of WHO's revised
strategy, although she felt that the Index had not been properly publicized and
distributed.
She proposed that copies should be distributed to Committee A.
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The collaborating centre in Budapest, in cooperation with several European drug
regulatory agencies and the WHO Regional Office for Europe, had undertaken a study on the
possible relation between quality defects and adverse drug reactions, the results of
which would be presented in a report.
The study had shown that in some countries a
number of drugs, mainly those arriving by unofficial channels, were counterfeit and
substandard;
how could such drugs ever be used "rationally "?
WHO had a programme of cooperation with countries
Drug abuse was a world problem.
There were
in the prevention of drug abuse and the treatment of drug - dependent persons.
also programmes to develop the rational prescribing and use of narcotic drugs and
Coordination of those different aspects should be more
psychotropic substances.
explicit.
Her delegation supported the draft recommended in resolution EB81.R9 but wished to
propose certain amendments, which she would submit to the Secretariat, in the light of a
resolution adopted by the United Nations Commission on Narcotic Drugs requesting
governments to prevent the introduction of falsely labelled or falsified medicaments
containing narcotic drugs or psychotropic substances.
While it was true that many such
pharmaceutical preparations that were fraudulently introduced to countries contained
drugs under international control, the problem was more general, and the marketing of,
for example, an alleged antibiotic preparation that contained no active ingredient was
something that had to be prevented.
The prevention of such activities should constitute
a priority issue for WHO and, consequently, it should be highlighted in the draft
resolution under consideration.
Dr BANKOWSKI (Council for International Organizations of Medical Sciences) speaking
at the invitation of the CHAIRMAN, welcomed the opportunity to inform the Health Assembly
of CIOMS activities closely related to the rational use of drugs, namely on the safety of
drug use and particularly the monitoring of adverse drug reactions observed after
products had been licensed for marketing ( "post- marketing" adverse drug reactions).
Over the past decade, CIOMS had collaborated closely with the WHO Pharmaceuticals
unit in a variety of matters of concern to regulatory authorities, manufacturers,
prescribers and drug users. Activities had been accelerated two years earlier when, at
the request of national drug regulatory authorities and manufacturers, CIOMS had
initiated a pilot project aimed at coordinating and improving international reporting on

post -marketing adverse drug reactions. Six countries and six pharmaceutical
manufacturers were collaborating to establish a mechanism consonant with new national
requirements calling for accelerated exchange of information on newly - discovered adverse
drug reactions.
The aim of the project was to provide a standardized means whereby
manufacturers could report such adverse reactions rapidly, efficiently and effectively to
regulatory authorities. The system was not intended to replace domestic reporting
procedures and requirements, but was exclusively concerned with the transfer of
information from one country to another through the manufacturers.
It therefore
complemented and did not duplicate the WHO international drug monitoring programme which
received domestic reports from regulators.
The Federal Republic of Germany, the United Kingdom of Great Britain and Northern
Ireland and the United States of America had moved to modify requirements to make them
compatible with the proposed reporting scheme.
France and Italy had agreed to accept the
CIOMS form for reporting of adverse reactions to drugs from other countries, and Sweden
had indicated its willingness to accept summaries based on that form.
Most of the
manufacturers involved were at varying stages of project implementation. Over the
two -year period, the CIOMS working group had held five meetings and had made considerable
progress.
A preliminary report had been published and sent for comment by WHO to
national regulatory authorities and by the International Federation of Pharmaceutical
Manufacturers Associations to manufacturers. During 1989 data would be made available to
assess the volume and utility of the reporting method.
The final report, to be completed
by the middle of 1989, would be transmitted to WHO for consideration of the system as a
globally acceptable option for accelerated interchange of information.
Those participating in the pilot project considered the system to be a significant
improvement for the reporting of adverse drug reactions. In his opinion, the most
important feature was that it had proved possible to bring together manufacturers and
regulatory authorities to elaborate, without difficulty, a reporting system that should
improve the safety of drugs on the market, in the spirit of previous sessions and
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resolutions of the Health Assembly.
Such efforts should be pursued to ensure further
collaboration between manufacturers and regulatory authorities. The rapid collection and
transmission of reports of post -marketing adverse drug reactions were crucial to
interpretation and follow -up for ensuring drug safety and proper use.
It was not only a
statutory obligation but also a moral responsibility to make all possible efforts to
ensure that the users of medicaments were protected from unnecessary risks.
Dr ARNOLD (International Federation of Pharmaceutical Manufacturers
Associations),
speaking at the invitation of the CHAIRMAN, said that the manufacturers of prescription
medicines throughout the world who comprised the membership of the associations members
of the International Federation of Pharmaceutical Manufacturers' Associations were
committed to the rational use of drugs.
Thousands of millions of people still had no
regular access to modern high -quality medicines, and for many diseases treatment was
ineffective or less than ideal.
The rational use of drugs would not be achieved unless
effective drugs were available to all.
In working towards rational drug use in the more economically deprived countries,
the pharmaceutical industry believed that certain actions, some of which had been
identified in the revised drug strategy, deserved priority attention. The industry fully
supported the proposed strengthening of the WHO Certification Scheme, as it could only
improve the quality of products available in the importing countries. Similarly, the
work to elaborate guidelines for the establishment of drug regulatory systems in
developing countries could only be beneficial.
The industry had always believed that priority should be given to improving the
infrastructure in developing countries for the procurement, distribution and storage of
medicines in the public sector.
Several member associations had given and were giving
practical help and support to that objective, for example, work in the Gambia and Sierra
Leone with help from the United States of America, and in the Maldives with assistance
from the United Kingdom of Great Britain and Northern Ireland.
Opportunities for further
initiatives were being sought and other projects were under discussion.
The industry was continuing to support the improvement of quality control resources
in certain countries.
For example, the training of government personnel in industrial
laboratories under the Federation's joint scheme with WHO, which had been proceeding well
for some years, was continuing and applications from over 80 candidates had been
processed; and substantial material assistance from international industry had been
provided for the establishment of a quality control laboratory in Zimbabwe.
Rational drug use required that the right information should be available, and the
Federation therefore supported the development of improved public - sector mechanisms for
the distribution of accurate and reliable pharmaceutical information for health -care
workers.
Industry was the major source of information on the use of its products, and
was responsible for its accuracy, reliability and honesty.
The Code drawn up in 1981 and
publicized by the Federation was important in that respect.
The Federation operated the
procedure for responding to complaints quite openly;
to date some seven status reports
had been published and widely distributed; nearly 500 cases had been resolved and the
majority of companies associated with the Federation and operating throughout the world
were making every effort to comply with the Code.
At a recent meeting of the Federation
some 120 personnel from industry had indicated the ways in which companies had improved
their internal review mechanisms for ensuring compliance. The complaint procedure was
available for all, and the Code applied to companies responsible for some 80% of the
world's pharmaceutical business. Furthermore, its operation required the use of no
government resources.
At the Thirty -ninth World Health Assembly he had expressed doubts about some of the
priorities assigned for the rational use of drugs, in particular the need for and
relevance of the ethical criteria. Although those doubts remained, the Code defined
comprehensively principles of ethical marketing behaviour which were fully compatible
with the objectives of the Ethical Criteria defined by the Executive Board and which were
under consideration.
He had been heartened by the constructive tone of the debate and believed that, when
the draft resolutions recommended in resolutions EB81.R9 and EB81.R10 and the draft
resolution on the WHO Certification Scheme had been adopted, the industry represented by
the Federation would be encouraged to make further significant efforts to collaborate
with WHO and other parties to improve drug utilization and availability in the developing
countries.
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Mr DAVY (World Federation of Proprietary Medicine Manufacturers), speaking at the
invitation of the CHAIRMAN, said that the objective of the World Federation and its
members was to advance the practice of responsible self -medication throughout the world,
Responsible self -medication was the
in collaboration with WHO and national governments.
proper use of medicines legally available to the general public without a prescription.
Those medicines were intended for the relief of minor illnesses and injuries which people
could recognize and manage without the supervision of a health professional. Consumer
behaviour research had shown that people wanted to take that responsibility, knew what
illnesses they could treat themselves, used medicines with caution and knew when to seek
professional help. A great deal had taken place since the Conference of Experts on the
Rational Use of Drugs, held in Nairobi in 1985: there had been a need on everyone's part
to learn from each other and to try to define the most appropriate role within WHO to
further future productive cooperation.
Commenting on the Ethical Criteria for Medicinal Drug Promotion, he said that the
combined information on the package, label and any leaflet and, to a lesser degree, any
promotion and advertising of an over - the - counter product, was of crucial importance for
self -medication, and should provide all a person needed to choose and take the medicine
Labelling in the right place and at the right time in terms that people could
safely.
understand was indeed the most direct and effective way of conveying the necessary
information to the consumer.
The second important element of the revised drug strategy was the WHO Certification
Scheme.
The World Federation firmly believed that a country importing medicines should
receive in advance the necessary information from the exporting country's regulatory
authority and the manufacturer, with a sample of the full labelling of the product. The
decision on what information the label should contain when the product was put on the
importing country's market should, however, be taken by that country's regulatory
authority.
With reference to the draft resolution on traditional medicines and medicinal
plants, he assured delegates that the industry producing medicines for "self- medication"
was very much involved in research into traditional medicines and that the members of the
World Federation were willing to collaborate in programmes relating to those medicines
and plants.
Although the World Federation was not in agreement with all the details of the
Conference of Experts on the Rational Use of Drugs had stressed the responsibility of
national governments for developing policies appropriate to the needs of their
populations, and the Director- General had emphasized that it was impossible for WHO to
set itself up as any kind of supranational regulatory authority.
The World Federation believed that the resolutions before the Committee would give
it and its member associations an opportunity to collaborate with national governments in
enhancing self -medication as a part of medical treatment.
Mr INFANTE (Spain), after expressing appreciation of the reports before the
Committee and support for the WHO revised drug strategy, said that Spain's efforts to
ensure the safety and quality of pharmaceutical products manufactured in the country were
conducted in a European context.
It had always chosen the most stringent of the
standards laid down by such organizations as the European Economic Community, WHO and the
Council of Europe.
The national programme launched in 1983 was entering its fourth phase
and had already led to a substantial reduction of the number of pharmaceutical products
manufactured in the country, and to a high level of safety. Over 80% of the drugs
consumed were produced nationally, and the use of irregularly prescribed or
overprescribed drugs had been reduced by common agreement between the pharmaceutical
industry, distributors and prescribing doctors.
Spain had recently adhered by special agreement to the European Pharmacopoeia of the
Council of Europe, from which standards would shortly be extracted to appear in the
future Royal Spanish Pharmacopoeia.
A special edition of the European Pharmacopoeia,
prepared for Spanish- speaking countries, would be presented shortly in Salamanca and
would be distributed free of charge to public administrations and health institutions in
those countries.
Moreover, a meeting of representatives of the Latin American group of
countries, held recently in Madrid with the collaboration of PAHO, had yielded tangible
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results in the joint processing of raw materials by private firms in Argentina, Brazil,
Mexico and Spain, to be confirmed at a further meeting in Buenos Aires during the current
year between representatives of the administrations and the manufacturers of those
countries;
the main subjects of discussion would be guarantee of adequate profit for the
industry and the need to maintain fair sale prices for essential drugs.
Spain was cooperating in a specific programme for the provision of humanitarian aid
in the form of essential drugs in the event of disaster.
It also provided technical
support for the preparation of national pharmacopoeias and lists of essential drugs and
helped to train specialists in that field. In doing so, it adhered closely to the WHO
programme, particularly with regard to the specifications of the WHO Certification Scheme
on the Quality of Pharmaceutical Products Moving in International Commerce and the
proposed Ethical Criteria for Medicinal Drug Promotion.
Dr BRAMER (German Democratic Republic) said that his delegation fully supported the
report by the Director- General.
In the German Democratic Republic, as in all developed
countries, practically every measure of medical treatment involved medicament.
Apart
from the provision of effective and safe drugs, the question of their rational
application was gaining in importance, for even a high - quality medicine failed in its
purpose if it was not indicated how the patient should use it, or if it was not used
appropriately.
That was why his delegation supported all WHO's efforts to increase the
efficacy and safety of drug application.
A new Drug Act that had come into force in the German Democratic Republic in 1987
covered a sphere of action that, in the past, had been mainly concerned with trade in
medicines - starting with control and registration through manufacture to distribution but had now been extended to the users - health facilities, physicians, dentists,
veterinarians and other medical and veterinary personnel and the public at large. The
relevant WHO documents had contributed to the formulation of those regulations.
The need to improve drug information should be stressed, and his delegation
supported the view that information for physicians and for patients should fulfil the
respective needs in a target -oriented way.
In the German Democratic Republic conditions
were very favourable for pharmacists and other pharmaceutical personnel to play an
important role in providing information on drugs, since the pharmacies had no commercial
interest in selling more drugs.

Professor KHAN (Pakistan) expressed appreciation of the emphasis placed, in the
report of the Director -General and of the Executive Board, on the problems facing
developing countries, and particularly on the need for national drug regulatory
mechanisms. The Certification Scheme on the Quality of Pharmaceutical Products Moving in
International Commerce was also useful, especially for countries without a sound drug
control system.
Exporting countries should be advised to see to it that both information
on quality and expiry date appeared not only on the certificate but also on the package
itself.
In Pakistan WHO's cooperation had been valuable, not only in providing the necessary
information, but also because a team from the Action Programme on Essential Drugs had
studied the availability of drugs and had helped to prepare a very useful report.
The
adequate and regular availability throughout the country of safe, effective and
high - quality drugs at reasonable prices was an integral part of his Government's national
health policy. To achieve that objective at both the federal and the provincial level, a
Drug Act had been passed in which the compulsory registration of drugs and the control of
their import, export, manufacture, pricing and publicizing was made the responsibility of
the federal authorities, while their sale was a function of the provincial authorities.
The Act was amended from time to time to ensure effective control.
A salient feature of the Act was that drug manufacture was permitted under licence,
granted by the federal Government through a licensing board for a two -year period
renewable under prescribed conditions, including official inspection. Another important
part of the Act related to drug registration. Both imported and locally manufactured
drugs had to be registered by the federal Government for a period of five years.
If, as
a result of the monitoring and surveillance carried out during that time, the drug was
found to be toxic or to have serious side -effects, the registration was not extended.

COMMITTEE A:

SEVENTH MEETING

89

The main objective of price control under the Act was to keep prices within the
reach of the common man, while allowing a reasonable profit for industry and trade.
The
formula adopted for importing drugs, whatever their price including cost, insurance and
freight, was to allow a 40% mark -up, which became the maximum retail price.
For locally
manufactured drugs, a 75% -125% mark -up was allowed on the basic cost, including the cost
of the raw materials and the packaging - the figure depending on the form of the drug.
The public advertising of drugs was restricted to over - the - counter products and was
subject to approval by the federal Government acting on the advice of a committee on drug
Most manufacturers and importers of drugs in Pakistan had their own supply
advertising.
arrangements.
Information on drugs was provided to the medical and allied professions
mainly by manufacturing companies, through their medical representatives and through the
medical press. With the help of WHO, the Government was considering a regular drug
bulletin for the 40 000 doctors in Pakistan.
The Act gave high priority to the quality control of both imported and locally
manufactured drugs, providing for the mandatory enforcement of good manufacturing
procedures, among other measures.
The expiry date had compulsorily to be shown on all
drug packages, including the free samples supplied to the medical profession. A charge
of 1% levied on all drug sales went to a research fund.
The transfer of pricing was a problem.
Multinational pharmaceutical companies
imported raw materials for their formulations at very high prices and raised the prices
of their exports correspondingly under the pretext that the raw materials were of very
high quality. It had been found, however, that they were no better than those of
competing producers. The Government was negotiating with a number of multinational
companies on the source of their raw materials and was glad to note that most were
cooperating, with the result that their retail prices were being reduced by as much as
50 %.

Some 9000 formulations were currently registered in Pakistan - a large number,
posing problems of control and making it difficult for a physician to select the right
drug for treatment.
In the face of opposition from the pharmaceutical companies, which
maintained that other countries had as many as 50 000 registered formulations, the
Government was pursuing its efforts to reduce the number, the aim being to ensure that
all the preparations on the WHO Model List of Essential Drugs were available throughout
the country at a reasonable price.
A formulary containing some 500 drugs had been
prepared for government institutions which had to dispense drugs only from that
formulary.
Another serious problem that was being brought under control to some extent, but
still remained a danger, was that of spurious drugs.
These were either drugs
manufactured clandestinely and marketed with the connivance of unscrupulous retailers;
remedies marketed by unscrupulous traders as traditional medicines, sometimes containing
harmful substances, that escaped control because genuine traditional medicines were not
subject to the Drug Act;
or harmful drugs manufactured in certain countries abroad and
exported as innocuous remedies. Industrialized countries bore a responsibility for
ensuring that such products were not exported to the developing countries.
Pakistan appreciated the cooperation of WHO in regularizing the availability of
drugs and fully supported the Action Programme on Essential Drugs.
His delegation also
supported the draft resolution recommended in resolution EВ81.R9 and the proposed
revisions to the WHO Certification Scheme.
Dr N'GALY ВOSENGE (Zaire), commending the Director - General on his excellent report,
said that the provision of essential drugs was a component of primary health care that
could play a catalytic role in attaining the goal of health for all by the year 2000.
Zaire, which was going through a difficult financial situation particularly marked by a
currency shortage, was faced with enormous problems in the supply of drugs, since
practically all pharmaceutical products were imported, by private individuals, agencies,
cooperatives and nongovernmental organizations, especially religious ones.
Health
workers had to obtain drugs as best they could, very often using most of the income from
patients' contributions.
After having drawn up a national list of essential drugs, Zaire was studying the
modalities of installing some 40 pharmaceutical depots throughout the country in order to
supply the district health services more easily and regularly, and at low cost, with
products whose quality could be controlled.
However, the programme for installing the
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depots was encountering difficulties owing to the low level of national production and
Zaire therefore urged WHO to work in
the shortage of currency to pay for imports.
cooperation with UNICEF to ensure that the programme launched at Bamako during the last
session of the Regional Committee for Africa soon entered into the implementation phase.
His delegation fully supported the draft resolutions recommended in resolutions EB81.R9
and EB81.R10.
Mr HALLIDAY (United Nations Children's Fund), referring to UNICEF's activities in
providing drugs to health systems in countries where it was supporting government health
services, and specifically primary health care, said that of the total US$ 213 million of
UNICEF purchases in 1987, US$ 24.5 million had been spent on essential drugs,
US$ 34 million on vaccines and US$ 25 million on related supplies. The drugs had, of
course, been exclusively those on the WHO Model List of Essential Drugs and those
identified by the ministries of health concerned as being appropriate for the needs of
It should be noted that for all those purchases UNICEF had
the countries' health system.
benefited from the advice and assistance of WHO staff, in both policy matters and in
technical questions of quality and assurance. That close collaboration would, of course,
continue as UNICEF's purchases of drugs increased.
UNICEF attached enormous importance to the Bamako Initiative, launched by the
African ministers of health at the 1987 session of the WHO Regional Committee for Africa,
in the belief that, with careful planning and development, it could assure the delivery
of essential drugs to the end of the logistics line - to the outlying districts and
villages, which so often suffered from any shortage. UNICEF would be working closely
with WHO, the World Bank and the ministries of health of the countries concerned in
following the Initiative through.
Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) said that the
United Kingdom continued to support the programme on the rational use of drugs.
In
following up the offer made by the United Kingdom delegation to the historic Nairobi
Conference of Experts on the Rational Use of Drugs to help in setting up and
strengthening drug regulatory authorities in developing countries, the Department of
Health and Social Security had provided experts who had cooperated with a number of
national and state health authorities in that endeavour.
The United Kingdom would be
pleased to continue to cooperate in such a way and, in addition, would provide training
for national staff in all aspects of the programme, particularly drug regulatory
control.
The United Kingdom had increased its extrabudgetary contribution to the
programme for the current year by 50 %. His delegation supported all the draft
resolutions before the Committee.

The meeting rose at 11h45.

EIGHTH MEETING
Wednesday. 11 May 1988. at 14h30
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ABDUL RAZAK (Kuwait)

RATIONAL USE OF DRUGS (REVIEW OF IMPLEMENTATION OF WHO'S REVISED DRUG STRATEGY)
Item 23 of the Agenda (Resolution WHA39.27;
(REPORT BY THE DIRECTOR -GENERAL):
Document ЕB81 /1988 /REC /1, Resolutions EB81.R9 and ЕВ8l.R10 and Annexes 6 and 7;
Documents A41/17 and Corr.11 and А41 /INF.DOC. /8) (continued)

Dr BECK (Senegal), welcoming the Director -General's report (document
ЕB81 /1988 /REC /1, Annex 6, Appendix), said that drugs continued to be of great importance
in Senegal's health policy.
The meagreness of the country's resources and the low
purchasing power of the people necessitated the rational use of essential drugs and the
use of traditional medicine and medicinal plants.
His country had taken major steps in
that direction.
With support from WHO, it was implementing a research programme on the
use of essential drugs.
A list had been drawn up in 1982 but was not as yet in general
A pharmaceutical policy was being formulated with the support of the
use by prescribers.
World Bank and of WHO experts. Regular selection, supply, distribution, accessibility
and availability of drugs were all matters of concern.
The strategy for the rational use
of the products selected included the standardization of certain treatment regimens, the
preparation of a handbook, the holding of information seminars for prescribers, and the
ordering of the selected products on a priority basis by the national pharmacy.
On the
basis of the "Bamako Initiative" taken by the Regional Committee for Africa in September
1987, a project for the supply and distribution of essential drugs at the district level
had been submitted to UNICEF and was awaiting financing.
It included an improved system
for the payment of costs and renewal of stocks managed by the people themselves.
The
prospect of establishing a national control laboratory had not yet been realized but
staff had already been trained in drug quality control techniques. A drug management
course had been held in Dakar in February 1988 and other training sessions were to be
held before the end of the year.
A number of steps had been taken by the Ministry of Public Health since 1982 to
improve the coordination of activities in the field of traditional medicine and medicinal
WHO was supporting the activities in that field and a further research project
plants.
was to be financed, together with a project for the construction of a traditional
medicine centre.
His delegation fully supported the draft resolutions on the rational
use of drugs, the WHO Certification Scheme, and traditional medicine and medicinal
plants.
Dr PRADO (Cuba) said that his delegation would welcome comment by the Secretariat on
the problems involved in self -medication, which was prevalent in many countries, the
possibility of its indiscriminate use and the commercial considerations, taking account
of the characteristics of the various countries concerned.
Dr HAPSARA (representative of the Executive Board) welcomed the Committee's comments
and its support for the important programme under consideration.
The question at issue
was how to accelerate further the implementation of the programme in the spirit of the
Conference of Experts on the Rational Use of Drugs held in Nairobi in 1985. Emphasis
the WHO Certification Scheme;
should be placed on the quality aspect;
relevant and
the Ethical Criteria on
timely information on drugs and related education of the public;
and the social,
Medicinal Drug Promotion; traditional medicine and medicinal plants;
economic and sociocultural aspects. The discussion would prove extremely valuable in
The Secretariat at
providing feedback for the Executive Board's future work.
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headquarters and the regional offices would take further action as necessary. With the
active and vigorous efforts of Member States, with WHO's support in providing direction
and coordination, and with the availability of sufficient financial resources, the
programme could be expanded, improved and accelerated.
Dr COHEN (Adviser on Health Policy, Director -General's Office) said that the fact
that members of the Committee had asked no questions and the encouraging atmosphere in
which the discussion had taken place were a triumph for the Health Assembly and Member
States.
There had been a move away from polemics into the arena of policy and its
pragmatic application. The spirit of tolerance that had been shown was an excellent
fortieth birthday present for WHO.
The delegate of Uganda and others had mentioned the importance of the provision by
WHO of objective information, which was the key to the rational use of drugs and their
national regulation. The existing situation differed vastly from the situation that had
prevailed four years earlier. WHO's main difficulty in collecting, analysing and
disseminating objective information had been a budgetary problem, but the
Director - General had nevertheless succeeded in finding some small resources for the
purpose.
He hoped that the Health Assembly would show understanding when it was
presented in 1989 with specific proposals for increasing the allocation to the provision
of objective information on pharmaceutical drugs.
The delegate of Chile and others had mentioned the importance of providing the
public with popularized information based on the Organization's technical information.
WHO had been in close contact with the International Organization of Consumers' Unions in
an endeavour to ensure that consumers received information that would help them to
understand how to use drugs more rationally. There again, the Organization was faced
with a budgetary problem and it would probably have to turn to extrabudgetary resources
in order to continue such collaboration.
That activity was closely linked with the issue
of self -medication, raised by the delegate of Cuba.
Self- medication could be a useful
tool only if people had the right kind of information to know how to apply it.
The
publication Guidelines for developing national drug policies1 contained a chapter on
the subject, which was linked to the important question of the kind of popularized
information that would help people to use drugs more rationally.
A number of delegates had referred to the importance of improved training. That was
a further area in which resources had unfortunately been insufficient to implement the
part of the revised drug strategy dealing with basic education in clinical pharmacology.
Students in the health sciences must find it extremely difficult to cope with the mass of
information that they were supposed to learn by heart. Greater emphasis should be laid
on principles for ensuring rational prescribing, and there must be improved ways of
assisting the memories of students and prescribers, such as the use of computerized
information systems.
It was certainly essential to bring together experts to improve the
clinical pharmacology curriculum, particularly on the rational use of drugs, which must
also take account of all the social, cultural and economic factors involved in
appropriate technology.
The delegate of the USSR had raised the question of providing improved information
on adverse reactions to drugs.
The Executive Board had approved a proposal by the Ad Hoc
Committee on Drug Policies that the system of monitoring of such adverse reactions should
be re- examined, and a small group of experts was to meet later in the year for that
purpose.
A great deal of data existed, but specific information on the subject was
inadequate.
It was not enough to know the crude number of adverse reactions to a certain
drug;
it was important to know what proportion of the total number of prescriptions that
figure represented.
Thus it was necessary to have an epidemiological understanding of
the reactions.
The good atmosphere to which he had referred earlier did not mean that the
Organization could rest on its laurels. A number of delegates had rightly pointed out
that a great deal remained to be done in applying the principles.
The delegate of
Hungary had referred to the problem of counterfeiting, to which a brief reference had
been made in the revised strategy.
It had not yet been possible to do a great deal in
that direction.
The Organization was currently gathering information, but a careful

1 World Health Organization.
Geneva, 1988.

Guidelines for developing national drug policies.
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study would be needed, and it would be necessary to bring together any expertise that
existed to deal with the problem.
Unanimous support had been expressed for the Ethical Criteria on Medicinal Drug
Promotion. One delegate had referred to the need to include storage, shelf -life and
Those points were in fact included in the sample drug
expiry dates in the criteria.
information sheet appended to the criteria.
Such information sheets could not be
enforced in countries by WHO, nor could the Organization give directives.
The French
word "directive ", to which the delegate of France had referred, was probably not the
precise translation of the word "guidelines" in the English text.
Referring to the comments made by the delegate of Nigeria, he explained that, in the
criteria concerning advertisements directed at the general public, it was stated that
such advertisements should not generally be permitted for prescription drugs or to
promote drugs for certain serious conditions that could be treated only by qualified
The group of
health practitioners for which certain countries had established lists.
experts on the matter, and the Ad Hoc Committee of the Board to which it had submitted
its draft text, had spent more time on the sentence in question than on any other section
of the Ethical Criteria.
There was a problem in that a prescription drug in one country
was not necessarily one in others in which there was a shortage of qualified
prescribers.
The Ad Hoc Committee had reached its conclusion in a spirit of consensus.
It was now up to Committee A to decide if it wished to delete the word "generally ".
Dr LAURIDSEN (Action Programme on Essential Drugs) expressed the hope that the
absence of direct questions on essential drugs meant that the Secretariat was succeeding
in communicating information on the activities of the programme to all interested parties
in a more effective manner.
Welcoming the comments of delegations and the fact that the
spirit of Nairobi still prevailed, he said that the Organization was working much more
closely and in much more extensive programmes with the World Bank, UNICEF, UNDP and
UNIDO, bilateral donor organizations, governmental and nongovernmental organizations and
many individual pharmaceutical companies, associations and consumer groups.
It was
working in more than 40 developing countries to provide technical and financial
assistance. In view of the substantial growth of the programme, a second coordination
meeting of all collaborating partners was to be held at the end of June 1988.
Most delegations had emphasized the importance of training.
Increasing attention
was being given to the development and testing of training materials, training of
trainees and national training programmes. An unfortunately small additional number of
schools of medicine and pharmacy had included the concept of essential drugs and the
rational use in their curricula. An interesting new dialogue had started with pharmacy
associations and pharmacists with a view to redefining or expanding the role of the
pharmacists in health care delivery.
Earlier comments and proposals had led the Action Programme to increase its
activities in the area of operational research on the socioeconomic, sociocultural,
economic and financial aspects of drug supply and use.
An operational research effort
was being undertaken on the question of the stability of essential drugs in transport, to
which the delegate of Nigeria had referred.
A number of African delegates, including those of Guinea, Guinea -Bissau, Malawi and
Zaire, had mentioned the severe budgetary and foreign- exchange problems.
In 1987 UNICEF,
in collaboration with the Regional Director for Africa, had launched the Bamako
Initiative, which was a serious attempt to tackle that issue in an effort to overcome
budgetary constraints and gradually to introduce community financing of the provision of
essential drugs in support of primary health care and maternal and child health
services.
WHO was now working closely with the World Bank and UNICEF to develop the
operational aspects of that initiative.
The delegate of Switzerland had mentioned the question of external evaluation. That
operation was expected to start in September or October 1988 and to take some six to
eight months.
The draft terms of reference were being circulated among the major
contributors to the programme.
WHO and its many collaborators were determined to forge ahead with the Programme,
whose 12 financial supporters had generously maintained or increased their contributions
since the adoption of the revised drug strategy. That action had been critical in
enabling the Organization to implement the revised drug strategy.
Its extrabudgetary
situation was currently satisfactory, and - barring the unforeseen - the Action Programme
expected to remain "on target" in the implementation of the revised strategy.
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The newly published Guidelines for developing national drug policies could be
obtained for as little as 11 Swiss francs. The chapter on self -medication might not
fully meet the concern expressed by the delegate of Cuba, but the World Federation of
Proprietary Medicine Manufacturers had carried out extensive studies which might be
The publication on the world drug situation, which had been
useful in that context.
The present occasion was the first on
slightly delayed, would be available shortly.
which WHO had taken the time to determine how far it was from making available some 30 to
40 essential drugs to the large majority of rural populations in developing countries.
It welcomed the continued support of delegations and would continue its work on the
question.
Dr DUNNE (Pharmaceuticals), responding first to points raised about the
Certification Scheme, said that he had taken note of the linguistic points raised.
Concerning the need expressed by the delegates of Nigeria and Malawi to make more
specific reference to stability and expiry dates of pharmaceutical products within
Part I, paragraph 4 of the text of the revised Certification Scheme (document
A41/17 Corr.1), he said that the Secretariat shared their concern regarding the potential
for deterioration of many important drugs and drug substances, a matter which was of
particular concern to developing countries both because of climatic conditions and
because they received a very wide range of drugs made by many different manufacturers.
The matter would be considered at the forthcoming meeting of the Expert Committee on
It had in
Specifications for Pharmaceutical Preparations, to be held in December 1988.
fact been taken into consideration in the existing text and it was stated in the
explanatory notes on the certification procedure that each batch certificate would
indicate the batch number, the expiry date and storage conditions, which, in accordance
with WHO's Good Manufacturing Practices, should be based on the results of stability
In that respect it should be borne in mind that the Certification Scheme was
studies.
primarily a mechanism for effecting communication between exporting and importing
countries and should not be regarded as superseding the need for competent overseeing by
experienced pharmacists of all drug procurement transactions.
The trade in counterfeit, spurious and unacceptable products was a reality. In many
cases those involved were not transgressing any law in the countries where such cases
indeed, it was difficult in those countries to envisage ways of bringing them
occurred;
within the scope of the criminal code because of the international basis of such
transactions and the segmentation of operations, by which a drug might never pass through
The solution must surely be found in
the country where the money was ultimately sent.
having exporting and importing countries cooperate to ensure that the Certification
Scheme operated effectively.
It was hoped that it would be possible to keep the
situation under continuous review and to develop guidelines for use of the scheme in a
way which made use of the direct collaboration and support of both importing and
exporting countries.
Concerning the need for information, he said that, taking into account the
constraints imposed by a small staff with a small budget, every effort was being made to
improve the situation.
However, it was not possible for the Secretariat to produce
information in the way many delegates would wish.
Information was distributed primarily
to governments, but many other requests for information had to be refused for lack of
resources. Under the existing programme, the monthly "WHO pharmaceutical newsletter"
indicating restrictive actions taken concerning drugs in international commerce and
referring to the manufacture of new drugs, was sent to every drug regulatory authority in
the world;
the WHO Drug Information bulletin was issued three -monthly, and WHO comments
were also provided for the United Nations consolidated list of products whose consumption
and /or sale had been banned, or which had been withdrawn, severely restricted or not
approved by governments.
In addition, model prescribing information was being produced
with the support of several nongovernmental organizations, such as the World Federation
of Neurology and the World Federation of Societies of Anaesthesiologists.
In addition,
as a result of WHO coordination, many collaborating governments issued to regulatory
authorities around the world, authoritative, independent information on drugs for which
they were responsible.
Concerning training, again resources were limited, but the Organization made every
effort to act as a catalyst;
it was collaborating with the Governments of Denmark and
the Federal Republic of Germany and with several nongovernmental organizations,
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particularly the International Federation of Pharmacists and the Commonwealth
Pharmaceutical Association, and with both representative bodies of the pharmaceutical
industry, the International Federation of Pharmaceutical Manufacturers' Associations and
On the question of
the World Federation of Proprietary Medicine Manufacturers.
collaboration, and in response to the remark by the delegate of Hungary concerning the
omission of any mention of the collaborating centre in Hungary, he acknowledged the
valuable contribution made in producing the Drug Regulatory Index and the considerable
efforts of this and the many other centres collaborating with the Programme, which worked
primarily with the relevant regional offices.
The CHAIRMAN invited the Committee to consider the draft resolution on the rational
use of drugs, recommended by the Executive Board in resolution EB81.R9.

Dr RAY (Secretary) said that an amendment had been proposed by the delegate of
Hungary to add a new operative paragraph 4 to read:
4.
REQUESTS governments and pharmaceutical manufacturers to cooperate in the
detection and prevention of the increasing incidence of the export or smuggling of
falsely labelled, counterfeited or substandard pharmaceutical preparations;
and to add a new subparagraph (3) to renumbered operative paragraph 5, to read:
(3)
to initiate programmes for the prevention and detection of the export, import
and smuggling of falsely labelled, counterfeited or substandard pharmaceuticals and
to cooperate with the Secretary - General of the United Nations in such cases when the
provisions of the international drug treaties are violated.

Professor KAHN (Pakistan) suggested that the word "spurious," be added before
"counterfeited" in the proposed amendment.
It was so agreed.

The draft resolution recommended by the Executive Board in resolution EB81.R9, as
thus amended, was approved.

The CHAIRMAN invited the Committee to consider the draft resolution on ethical
criteria for medicinal drug promotion recommended by the Executive Board in resolution
EB81.R10.
The draft resolution recommended by the Executive Board in resolution EB81.R10 was
approved.2
The CHAIRMAN invited the Committee to consider the draft resolution on the WHO
Certification Scheme of Pharmaceutical Products Moving in International Commerce,
contained in document A41/17, Annex 2.
The draft resolution contained in document A41/17, Annex

2

was approved.3

The CHAIRMAN drew attention to the draft resolution on traditional medicine and
medicinal plants, introduced at the sixth meeting (section 4).
The draft resolution was approved.4
1 Transmitted to the Health Assembly
as resolution WHA41.16.

in the Committee's second report and adopted

2 Transmitted to the Health Assembly in the Committee's second report and adopted
as resolution WHA41.17.
The "Ethical Criteria on Medicinal Drug Promotion" annexed to
this resolution were amended to reflect the concern of the delegate of Nigeria over

scheduled narcotic and psychotropic drugs.

Transmitted to the Health Assembly in the Committee's second report and adopted
as resolution WHA41.18.
� Transmitted to the Health Assembly in the Committee's second report and adopted
as resolution WHA41.19.
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GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (REPORT BY THE
DIRECTOR -GENERAL):
Item 24 of the Agenda (Resolution WHA40.26;
Document A41/5)

Dr GRECH (representative of the Executive Board) said that since the Health Assembly
had endorsed the global strategy for the prevention and control of AIDS, mobilization had
been extraordinary.
The strategy had been unanimously approved and adopted as the
foundation for global action by the United Nations Economic and Social Council in July
1987, the United Nations General Assembly in 1987 and the World Summit of Ministers of
Health on Programmes for AIDS Prevention, held in London in January 1988.1 The world's
attention had first been drawn to the global strategy in October 1987, when the
Director - General and the Director of the Global Programme had addressed the United
Nations General Assembly in New York, where AIDS had become the first specific disease to
be discussed.
A resolution had been unanimously adopted, confirming WHO's directing and
coordinating role and urging bilateral and multilateral agencies to support national and
international action against AIDS in conformity with WHO's global strategy
(resolution 42/8).
Member States and organizations had moved swiftly to apply the global strategy and
the global AIDS plan was taking shape;
WHO had provided spectacular leadership and
support to Member States in their fight against AIDS and there had been an unprecedented
rapid response. The alliance which the Organization had forged with UNDP to further
strengthen that support had been welcomed by the Executive Board in January 1988.
As WHO
was acting in a truly global manner and dealing with all aspects of AIDS prevention and
control throughout the world, the Executive Board had endorsed the Director -General's
proposal to rename the programme the Global Programme on AIDS.
AIDS was imposing a time -frame new in the field of health;
in January, the
Executive Board had been told by Professor Luc Montagnier of the Pasteur Institute in
Paris that, despite considerable research, a vaccine might be further away than had been
thought a year previously.
None the less the despair that had prevailed had been
replaced by a courageous determination to control AIDS.
Vigorous information campaigns
and improved public health education had rightly been stressed as essential to bring
about behavioural change and prevent new infection. In his capacity as Chairman of the
Board, he had attended the World Summit of Ministers of Health on Programmes for AIDS
Prevention, held in London in January 1988 and organized jointly by WHO and the United
Kingdom Government, which had focused on information and education.
The London
Declaration referred to AIDS as a global problem that posed a serious threat to humanity,
at the same time stating the conviction that by promoting responsible behaviour and true
international cooperation it was possible to slow the spread of HIV infection.

Dr MANN (Director, Global Programme on AIDS) said that the past year had been an
extraordinary period for global AIDS prevention and control.
Collective accomplishments
had led, even more rapidly than might have been anticipated, to the threshold of new
challenges in the Global Programme on AIDS.
Four periods in the history of global AIDS
might be identified.
The first period, starting in the mid -1970s and lasting until 1981,
was the "silent period" during which human immunodeficiency virus (HIV) had spread,
unnoticed and unchecked, around the world. That period had been relatively short and had
ended with the discovery of AIDS in 1981. The second period, the "period of discovery ",
extending from 1981 to 1985, was when HIV, the AIDS virus, was discovered.
Tests to
detect HIV infection had been developed, through which the existence and magnitude of the
prevalence of asymptomatic HIV infection had been recognized and the long period between
HIV infection and disease documented.
Epidemiological studies had established the routes
of HIV transmission and, just as important, determined by which routes HIV was not
transmitted.
Surveys in many countries had revealed that HIV infections were widely
distributed and much more common than would have been estimated by the number of AIDS

1 The London Declaration, formal addresses, keynote speeches, introductions
to
technical sessions, texts of experts' presentations and additional WHO material on AIDS
are published in AIDS prevention and control:
invited presentations and papers from the
World Summit of Ministers of Health on Programmes for AIDS Prevention, jointly organized
by WHO and the United Kingdom Government. London. 26-28 January 1988.
Geneva, World
Health Organization and Oxford (England), Pergamon Press, 1988.
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cases alone. The end of that period could be dated to the First International Conference
The third period starting in late 1985 and having only recently ended
on AIDS in 1985.
had been the period of "global mobilization ", during which WHO had played a major role.
In late 1985 and early 1986, many had still not recognized the global scope of AIDS and
At the national and
its extremely broad social, economic and political implications.
international levels there had been caution in reporting, hesitancy and uncertainty in
programme development, and substantial difficulties in coordination.
Subsequently, at the behest of the Health Assembly, under the leadership of the late
Dr Fakhry Assaad, WHO had begun to assume its constitutional role and to coordinate and
There was no precedent for what had been
direct the global fight against AIDS.
accomplished over the previous 18 months in international cooperation, coordination and
Three kinds of action had been needed and each had been delivered:
collective action.
it had been necessary to conceptualize the problem, direct and coordinate international
support, and achieve global mobilization.
First, conceptualization had been necessary in
the face of widespread uncertainty.
The clear yet flexible global strategy for the
prevention and control of AIDS had therefore been designed. The roles and
responsibilities of individuals and societies for preventing the infection had been
stressed without stigmatizing those already infected.
WHO had defined the global AIDS
problem in terms consistent with its own definition of health, so that the broad
intersectoral nature of AIDS and the importance of health for development had been
stressed right from the beginning. WHO had emphasized the fundamental unity between AIDS
prevention and control programmes and existing health systems based on primary health
care and the principles of Alma -Ata, and the fight against AIDS was already contributing
to broad health objectives and to the strengthening of health systems.
In and through
the fight against AIDS, the broader concerns of the health sector, and of those
responsible for health, were receiving additional attention and social and political
support at the district, national and international levels. WHO had also resolutely
characterized the fight against AIDS as truly global, for the disease was affecting all
regions of the world, knew no geographical boundaries and represented a threat to the
health of all. The extraordinary global character of the new threat to health had thus
been closely linked, from the beginning, with the need for a coordinated global response.
The second activity was to coordinate and direct global action so as to ensure a
structured and systematic approach at the national and international levels.
By
1 May 1988, WHO had assisted 121 countries in that way, and a total of US$ 35.6 million
had been pledged by bilateral and multilateral agencies in support of medium -term plans
in nine countries.
Also, laboratory workshops had provided training in AIDS diagnosis,
and assistance to national efforts had been organized in several conferences and
meetings. Such activities had absorbed three - quarters of the budget for the Global
Programme. At the same time global activities had been undertaken to give guidance on
the prevention and control of AIDS on a continuing basis, in accordance with World Health
Assembly resolution WHA40.26. That work had been carried out in close cooperation with
many other WHO programmes.
Biomedical research, but also social, behavioural and epidemiological research had a
central role to play in the programme against AIDS;
examples of such research were the
WHO AIDS reagent project and international studies of the risks involved in certain
sexual practices and injection methods.
The third major WHO activity was global mobilization;
the Organization had been
successful in alerting and informing international organizations, including those of the
United Nations system and nongovernmental organizations. Two events exemplified the
intensity and scope of mobilization.
The first was the discussion of AIDS in the United
Nations General Assembly in October 1987, leading to the adoption of General Assembly
resolution 42/8 on the prevention and control of AIDS, and the second was the World
Summit of Ministers of Health on Programmes for AIDS Prevention, which had adopted the
London Declaration.
The global AIDS strategy was universally accepted and was continuing to evolve;
the
global mandate and action of WHO was welcomed and widely respected and international
support for national AIDS programmes, with unprecedented coordination, was under way on
every continent. However, there were still major uncertainties.
New scientific and
policy issues would require a rapid response, and WHO must continue to be a neutral,
scientific and credible forum for the evolving scientific consensus that was necessary
for effective policy guidance and strategy formulation.
The adaptation and application
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of new technology would also become increasingly important in global AIDS control, in
which context the Global Commission on AIDS would provide an important source of
scientific insight. All of those aspects represented a major challenge, to meet which
The support of other WHO programmes in full
the Global Programme must continue to adapt.
partnership with the regional offices would be increasingly necessary in order to ensure
Difficult
coordinated support for action against AIDS at the country level.
administrative problems would have to be solved, for which purpose a Global Programme
management committee structure had been proposed to provide guidance through an external
management review.
A critical chapter had been written in the struggle against a disease whose
existence had not even been suspected 10 years previously. The Global Programme was
entering on a new, complex and challenging stage of its work with committed eagerness and
the confidence born of experience.
Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) commended the
progress achieved since the establishment of the Global Programme on AIDS in
February 1987, particularly with regard to raising awareness about AIDS and stimulating
and supporting national AIDS control programmes.
He was also glad to note the
collaboration between the Global Programme and organizations of the United Nations system
and the formal Alliance to Combat AIDS concluded with UNDP, and he supported the new
management structure that had been established by the participating countries.
The United Kingdom had contributed over US$ 8 million to the work of the Programme
and, subject to parliamentary approval, would be contributing a further US$ 11 million in
The United Kingdom had worked closely with WHO in organizing the World Summit of
1988.
Ministers of Health on Programmes for AIDS Prevention, which had been attended by
delegates from 148 countries and had adopted the London Declaration. He welcomed the
request from the Director -General that all Member States should reinforce the London
Declaration with their own national declarations and report on the action taken to
realize the objectives of the Declaration, and he looked forward to seeing the Global
Programme's report on responses from Member States.
The London Declaration stressed the need for a spirit of social tolerance towards
persons with HIV infection.
The draft resolution on "AIDS:
avoidance of discriminati?n
in relation to HIV - infected people and people with AIDS" that was before the Committee
had been prepared for the purpose of preventing the spread of AIDS by ensuring an
atmosphere of trust so that those who needed help would not be discouraged from coming
forward. Everything should be done to prevent the spread of AIDS without over -reacting,
by adopting sensible, pragmatic and equitable measures.
He hoped that the draft resolution, whose co- sponsors included almost one half of
the delegations present, would be adopted by consensus.

Dr OKWARE (Uganda) said that AIDS was a worldwide problem with a very deep effect on
society. At the individual level it aroused feelings of guilt and shyness, as it
affected the basic survival instincts of mankind. The Ugandan Government believed that
it had to take the lead in the country and bring the discussion into the open.
It had
therefore launched a national AIDS control programme to strengthen and consolidate
control activities at the local level. Without vaccines and drugs, the main focus was on
health education and information through the mass media to warn people of the dangers of
indiscriminate sexual practices and to stress the aspect of loving carefully or loving
faithfully.
Information leaflets had been distributed, the number rising from 2000 to
3 million in one year.
As only 10% of the population of Uganda lived in urban areas,
other approaches had been adopted to reach the remainder by going to the political
grass -roots level and by working through schools and the churches.
The theatre and music
were being used as media for reaching high -risk groups in their usual haunts.
The
results gave some grounds for optimism.
Surveillance had revealed 2000 cases of AIDS,
but virtually none in the 5 -15 age group, showing that youth could be protected by health
education.
The incidence of sexually transmitted diseases was declining and attitudes
towards irresponsible sexual behaviour were changing.
People had to be convinced that
they were responsible for their own safety.
1
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He appreciated WHO's leadership but stressed the importance of efforts by Member
States and indeed by individuals.
There had been some frustrations.
Despite the control programme, the number of
That was perhaps not surprising but
cases had risen, because of improved surveillance.
was difficult for laymen to understand, since they expected control to mean that there
would be no more cases. Another difficult problem was what to do with HIV - infected
persons.
He supported WHO's counselling programme and thought that it should be
strengthened at the national and individual levels.
It was better
Quick action must be taken and national programmes must be developed.
to do too much than too little.
The sex industry could play a significant role in the struggle against AIDS,
particularly among youth, by emphasizing affection rather than excitement and fact rather
than fantasy.
Perhaps the "AIDS awareness week" in December 1988 could be combined with a
worldwide "sexual abstinence week ", as a gesture, on a voluntary basis.
AIDS had brought mankind closer together but the danger it presented could unmask
thinly veiled prejudice, which could undermine global efforts against AIDS.
That complex
of problems was clearly addressed by the draft resolution on AIDS, which his delegation
had co- sponsored.
He appealed to all delegations to adopt it by consensus.
Dr POUTASI (New Zealand) said that her country was pursuing a vigorous national
campaign against AIDS with a strong emphasis on culturally appropriate community
education as well as on community -based health protection initiatives. A nation -wide
needle and syringe exchange programme for intravenous drug users had been launched, with
provision for evaluation of the programme both in process and as to its outcome.
New Zealand had given both financial and professional assistance to the Global
Programme and commended its work. On invitation, AIDS specialists from New Zealand had
visited a number of South Pacific countries to help in developing national AIDS
it had offered to continue such work through the
prevention and control programmes;
Global Programme if so requested.
She warmly supported the draft resolution, of which her country was a sponsor.

Mr SAMSOM (Netherlands) said that global emphasis on prevention of HIV infection,
which was the only sound basis for a common policy, was strengthened by the
The London Declaration on AIDS, annexed to it, provided
Director- General's report.
In view of paragraphs 5 and б of the
concrete policy guidelines for future action.
Declaration, in particular, governments were urged to be extremely cautious in
considering measures - whether legislative or in the private sector - that required the
Only in cases such as the testing of
testing of individuals for HIV infection.
individual blood donations for use in blood transfusion, where tests were indispensable
in the battle against the spread of AIDS and were conducted in such a manner as to
guarantee the absence of discriminatory or stigmatizing consequences to the individuals
Furthermore, the tests at present available
concerned, was such screening admissible.
did not guarantee the absence of HIV infection and they should therefore be accompanied
by other supporting mechanisms.
Progress in combating the spread of AIDS depended almost wholly on the credibility
A proliferation of testing requirements
of education and information of the public.
could well generate public belief that adaptation of life -style was not the preventive
step it was claimed to be, so undermining the credibility of the health authorities and
The Netherlands therefore urged governments to
damaging the global prevention policy.
consult WHO before adopting official measures or deciding on the admissibility of private
measures for HIV screening, and to contribute to a globally harmonized approach that
would serve to reinforce common efforts against the spread of AIDS.
The Netherlands was a sponsor of the draft resolution.
Dr WILLIAMS (Nigeria) commended the Director -General's report and noted with
satisfaction the impact and progress of the AIDS Programme. Nigeria was grateful to the
Programme for its assistance in the design and implementation of the national programme
on AIDS prevention and control. Programme activities were under way throughout Nigeria,
In addition, blood for transfusion was being
especially education and information.
screened on a routine basis in a number of centres and it was hoped to generalize the
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practice throughout the country as soon as possible.
Of 25 000 specimens thus far
screened, 25 had been found to be seropositive.
There had been 11 frank cases of AIDS,
with 10 fatalities. Nigeria believed in open reporting of AIDS cases as the only means
of ensuring rapid and effective control.
Further help from the Global Programme was
being sought in order to sustain an uninterrupted flow of laboratory reagents and
consumables to ensure that the work of the screening centres was not disrupted.
Nigeria applauded WHO's stand against the screening of international travellers
(paragraph 75 of the report) and endorsed its refusal to countenance host country demands
for certificates of seronegativity from participants at meetings.
Such screening was
the policy of the Nigerian Government in such cases would
futile and of limited value;
be to demand reciprocal measures with respect to the citizens of countries requiring
HIV -negative certificates from Nigerians.
Although there were no short -term prospects for an anti -HIV vaccine or drug, Nigeria
believed that the work of the Global Programme, coupled with the generous financial
support it enjoyed, would undoubtedly lead to the discovery of a safe and effective
vaccine and a drug for the treatment of victims of HIV infection earlier than most
envisaged.
His delegation was among the sponsors of the draft resolution.
Mr BONEV (United Nations Development Programme) said that UNDP, as the world's
largest multisectoral voluntarily funded international technical cooperation
organization, operated in all developing countries and territories, where it had
responsibility for providing interdisciplinary assistance to governments in planning and
attaining their overall development priorities.
AIDS was clearly as much a social, economic and political issue as a medical and
scientific one and had become of special concern to virtually all developing and
developed countries in view of the fact that the expected steep rise in AIDS cases would
have serious development implications. In some of the poorest developing countries the
death rate from AIDS in the 20 -to -40 -year age group could well equal or exceed that from
all other causes by the early 1990s, thus depriving countries already desperately lacking
in human resources of their most productive citizens, many of whom would have had much to
contribute to their country's development. Added to that was the as yet undetermined but
doubtless enormous future cost of health care and related support activities for
governments already facing severe health constraints. The poorest countries would, in
addition, face indirect economic costs through lost years of production.
Faced with the
likelihood that developing countries with declining GNPs would have to rethink
development priorities and defer or eliminate vitally needed development programmes,
UNDP, which had been created to promote development, attached particular importance to
international cooperation aimed at the prevention and control of AIDS.
Under WHO leadership, the United Nations system had responded remarkably quickly to
the challenge presented by AIDS, especially in developing countries.
The organizations
of the United Nations system were working together with WHO, bilateral and other
development organizations to achieve the development and implementation of strong
national AIDS prevention and control programmes and to provide international leadership,
International organizations in their respective fields of
coordination and cooperation.
competence were complementing WHO's leadership in that effort.
The World Bank had begun
studies on the direct and indirect costs of the tragedy of AIDS in mothers and children
and was undertaking several programmes of health education for AIDS. UNFPA was involved
with the interaction between AIDS and family planning programmes, and UNESCO was
assisting in the design of AIDS education in formal and non - formal educational systems.
On 29 March 1988 the Director - General of WHO and the Administrator of UNDP had
formally launched a unique joint agreement called the "WHO/UNDP Alliance to combat AIDS:
policy framework ". Under the agreement, UNDP's resident representatives would unite
UNDP's experience in multisectoral socioeconomic development with the health policy,
technical and scientific expertise of WHO to support governments of developing countries
in initiating, implementing, monitoring and evaluating national AIDS prevention and
control plans. UNDP would also be involved in seeking to ensure that all inputs from the
United Nations system were coordinated and that the AIDS plans were integrated into
countries' overall national development priorities. UNDP was also providing financing
for a variety of AIDS - related activities within primary health care at country level.
The Alliance had already provided some very encouraging results.
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At international level, the UNDP Governing Council, in February 1988, had approved a
global undertaking, known as the "Global Blood Safety Initiative ", to accelerate efforts
to make blood supplies safe throughout the world in order to halt the spread of AIDS and
other diseases, such as hepatitis B and malaria.
Specifically, UNDP was providing seed
money to establish a consortium of organizations beginning with the World Health
Organization, the League of Red Cross and Red Crescent Societies, the International
Society of Blood Transfusion and UNDP (and open to an expanded number of national and
international organizations) to work with governments to that end.
The Administrator of UNDP had at an early stage clearly enjoined all his staff to
put the organization's financial, intellectual and managerial resources at the disposal
The Forty -first World Health Assembly's
of developing countries in combating AIDS.
recommendations on that task were thus welcomed.
Dr KISSELEV (League of Red Cross and Red Crescent Societies), speaking at the
invitation of the CHAIRMAN, said that the League, a nongovernmental organization, was a
world federation uniting 146 national Red Cross and Red Crescent societies. As
indigenous nongovernmental organizations with expertise, credibility and networks of
volunteers working with vulnerable communities, Red Cross and Red Crescent societies were
often uniquely placed to provide the support that governments needed to move from words
to action in response to the pandemic of HIV infection and AIDS and to their adverse
social and economic repercussions.
Effective cooperation and coordination with WHO's
Global Programme on AIDS and with competent nongovernmental organizations had been
developed and maintained through regular formal and informal contact and attendance at
appropriate international meetings and seminars. A particularly important development
had been the work of the League's blood programme department on various policy matters,
and its inclusion in the consortium of organizations to be responsible for planning and
implementing a major new initiative by the Global Programme on AIDS to improve blood
During 1987 a number of national societies had started
transfusion services worldwide.
to strengthen their activities in response to the AIDS pandemic.
For many, however, it
was a year of learning about AIDS, generating the commitment to become involved and
clarifying broad policies and strategies.
The Executive Council of the League, at its April 1988 session, had made the
following statement for transmission to the Forty -first World Health Assembly:

The League of Red Cross and Red Crescent Societies would like to express its
strong support for the World Health Organization's Global Programme on AIDS and to
extend its congratulations to the staff of the Global Programme on AIDS for their
effective leadership and many outstanding achievements during 1987 and 1988.
National Red Cross and Red Crescent societies are already committed to
responding actively to the AIDS pandemic and reaffirm their desire to work closely
with governments in support of national AIDS prevention and control programmes.
National societies and the League secretariat are also committed to cooperating and
collaborating with WHO, other specialized United Nations agencies and
intergovernmental and nongovernmental organizations that are involved in the global
response to AIDS.
National Red Cross and Red Crescent societies will continue to play their part
in the global fight against AIDS by:
(a)
preventing HIV infection, through health education and information
activities and participation in the Global Blood Safety Initiative;
(b)
giving their support to the League in its coordinating role when it comes
to implementing the plans for better blood safety in the world;
reducing the personal and social impact of HIV infection, including the
(c)
care and support of people with AIDS and the prevention of discrimination.
The League of Red Cross and Red Crescent Societies reiterates its strong desire
to open up channels of communication and strengthen the cooperation and
collaboration between individuals and organizations involved with developing,
implementing, monitoring and evaluating activities in response to the AIDS pandemic.
Mr DHANOA (India) said that the number of AIDS cases reported from Asia was the
India had thus far screened over 100 000 people in
smallest among all the continents.
the high -risk groups;
to date 305 seropositive cases and 18 full -blown AIDS cases had
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been found, all contracted, according to the evidence, during stays abroad.
Attempts
were being made by Indian scientists to isolate and characterize the virus detected in
India as an important step towards understanding the epidemiology of the disease in the
country and to assist in prevention, management and control of HIV infection.
In order to safeguard the population from the infection, India had considerably
expanded surveillance and health education facilities.
In addition all foreign nationals
intending to stay in India for longer than one year, with some exceptions, would be
obliged to undergo AIDS screening. While fully supporting the global strategy and
embarking on implementation of the London Declaration, India felt it was important not to
create panic and alarm among the public in efforts to increase public awareness of a
disease for which no vaccine or cure was available.
Education and information had to be
appropriate to the demands of each separate situation. Similarly, the question of
screening blood and blood products required careful consideration. Financial constraints
might well militate against full screening where prevalence of HIV infection, even among
high -risk groups, as in India, was very low.
The Global Blood Safety Initiative,
however, as it would enhance quality control procedures and strengthen health systems,
was strongly supported.
Efforts to determine possible interactions between AIDS and
tropical diseases or tuberculosis would also be supported by India.
In addition, the
active involvement of nongovernmental organizations in the fight against AIDS was
welcomed.
Efforts were being made in several advanced countries to achieve a breakthrough in
the treatment and cure of AIDS.
Even though AIDS was not a major public health problem
in India and national efforts had thus far been primarily directed to preventing spread
of the disease, Indian scientists were actively engaged in research activities which it
was hoped would result in a better understanding of the disease.
Dr FERNANDO (Sri Lanka) said there were a number of countries where AIDS had not yet
gained a foothold.
Keeping such countries free of the disease was very important and a
challenge equal to that of controlling the AIDS pandemic.
WHO should pay more attention
to that aspect.
On the question of AIDS testing kits, he appealed for cheaper kits to be made
available since routine screening of all blood for transfusion was very expensive for
developing countries, leading to a temptation to omit some testing of blood products in
regions of low prevalence, which could increase the risk of transmission of the infection
through such products. In that context, he asked for information regarding the
agglutination tests for HIV currently under trial; such tests would be most useful for
developing countries as they were very suitable for use in the field. A further topic of
interest to Sri Lanka was the possibility of making available disposable syringes and
other skin -piercing instruments to developing countries at prices they could afford.
Sri Lanka gratefully appreciated the work done by the Global Programme on AIDS and
the support it was giving to countries.

Mrs WOLF (Federal Republic of Germany) said that her delegation welcomed the
emphasis placed on non -discrimination against AIDS patients in draft resolution under
discussion. Information and counselling must be given priority over control measures.
Her country's national programme concentrated on research into the history of the
disease, the development of therapeutic measures, including vaccines, and the
psychosocial implications and social consequences of AIDS, as well as health education
and prevention.
While there was, as yet, no way of solving the medical problems of AIDS,
those affected could be protected against unnecessary additional suffering due to
discrimination.
If AIDS victims were not made to feel isolated, they would be more
willing to act responsibly and avoid spreading the infection among healthy individuals.
Her country welcomed the Global Programme on AIDS, and had contributed to WHO
activities against the disease from the beginning. The WHO collaborating centre in
Munich had gathered together national research capabilities, and her country's experts
had worked in the advisory bodies set up by WHO.
The Federal Republic of Germany had
provided considerable financial support for conferences and working groups on AIDS and
bilateral projects, especially in Africa.
It would continue its cooperation.
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Professor BORGOÑO (Chile) emphasized the importance of efficient administration in
It was growing rapidly and the necessary flexibility could only be
Resources
achieved by a process of decentralization at both country and regional levels.
should be allocated in the Programme's plan of activities to determine what had been
It might also be possible
achieved in the short or medium term in a particular country.
to establish a revolving fund in some regions in order to finance the purchase of
reagents for screening blood donations from high -risk groups. The establishment of such
a fund would help countries to overcome the high costs of reagents and enable them to use
In that connection, he inquired about the new and faster
the most up -to -date tests.
tests introduced by a laboratory in the United States of America.
Another important area was that of research into people's sexual behaviour. Many
studies had shown that although people were aware of the health risks they were not
Research in that area was essential if the
willing to change their sexual behaviour.
Programme was to be properly implemented.
He was fully aware of the extent of the AIDS problem, but there must be a balance
between the Global Programme and other priority programmes which would benefit many more
For political reasons
people and where effective countermeasures were already available.
and because there was no treatment or vaccine as yet, there was a tendency to see AIDS as
a problem which overshadowed all others.
no -one wanted to return to biblical times when
He welcomed the draft resolution:
However, it was essential
lepers and their families had been ostracized and persecuted.
that Member States should not only support the resolution at the Health Assembly, but
actually put it into practice at a national level.
the Global Programme.

Professor HIZA (United Republic of Tanzania) said that all countries had a moral
responsibility to support the Global Programme; international cooperation was essential
to stop the spread of AIDS.
A special task force advised
His country had started to report AIDS cases in 1984.
the Government on control measures, maintained a record of cases and assessed the
The US$ 4 million pledged at a donors'
significance of epidemiological information.
meeting in July 1987 had been used to establish a one -year AIDS control programme, and
the Government was working on its medium -term strategy, emphasizing education,
Blood screening facilities had been set up in the major
information and communication.
hospitals and in most hospitals run by religious foundations. Pregnant women in the
capital, Dar -es- Salaam, were screened for the HIV antibody.
The country had begun to collect epidemiological data, particularly regarding the
distribution of seropositivity in urban and rural areas, which was important for the
planning and streamlining of control strategies. His delegation called upon Member
States or individuals to inform the Global Programme of any progress in the development
of an affordable vaccine against AIDS, in order to avoid the selfish manoeuvring,
There
wreathed in secrecy, which was currently causing so much speculation in the media.
had been reports, for instance, of a certain drug called MMI which was supposed to be
effective against AIDS. His Government had not yet responded to public pressure to try
out the drug for want of any information about it from WHO or any other source.
His delegation, as a sponsor, supported the draft resolution.
Dr Uthai SUDSUКН (Thailand) said that the Global Programme had achieved excellent
results in its first year, and that the report before the Committee reflected the current
epidemiological situation and the activities of the Organization at all levels.
His country had reported its first AIDS cases in September 1984. Nine AIDS cases
had been diagnosed, of whom five had died.
Eight of the sufferers were homosexual males
who had contracted the disease from foreigners, and the remaining case was a woman who
had received a blood transfusion while undergoing medical treatment abroad. Twenty -seven
cases of AIDS - related complex (ARC) had been reported, mostly in homosexual or bisexual
men.
However, 527 cases of asymptomatic HIV infection had been detected, mainly by means
459 of those affected were intravenous drug users.
of serological surveys;
The
Government's prevention and control strategies had, accordingly, concentrated on the
latter group since January 1988.
A national advisory committee on AIDS had been established and resources had been
allocated to finance a medium -term plan for the period 1988 -1991. The Ministry of Public
Health had established a centre for AIDS prevention and control under the Department of
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Communicable Disease Control. A short -term plan of action was to be funded by the Global
Programme. His delegation was happy to learn from the Secretariat that the formulation
In addition, USAID
of a medium -term plan for Thailand was to begin in June or July 1988.
and UNDP were considering financial support for the implementation of the plans.
It considered that the
His delegation was a sponsor of the draft resolution.
exchange of validated information and experiences on various aspects of AIDS prevention
Research on the development
and control should be further promoted among Member States.
of a vaccine against AIDS and effective low -cost tests and treatment should be
accelerated.
Dr WALSH (United States of America) said that the draft resolution showed a strong
conviction, which was held in his own country, that those affected by HIV should not
The resolution also candidly addressed the issue of the
suffer any discrimination.
responsibility of infected persons to respect the rights of those who had not yet been
exposed to HIV. While infected persons must be treated with compassion and dignity, they
bore a social and moral obligation towards the healthy to contain the spread of the
disease.
His delegation wished to commend the Organization for its accomplishments and the
leadership it had shown in the fight against AIDS. The United States of America had
already contributed US$ 30 million to the Global Programme - US$ 15 million directly to
The Organization could count upon United
WHO and the remainder to bilateral programmes.
States support.
His delegation hoped that the draft resolution before the Committee
would be adopted by consensus.

Dr BILIKER (Turkey) said that his country had conducted anti -AIDS activities since
1985, with the emphasis on prevention.
A national AIDS committee had been established in
February 1987 with a membership and objectives in line with the WHO collaborating
centres' recommendations. Although AIDS was not yet a public health problem in Turkey,
the potential risk was clear, and the Government had reformulated its strategies to
comply with the decisions of the Fortieth World Health Assembly.
The national AIDS committee had met twice since December 1987 to review the AIDS
programme in the light of the London Declaration on AIDS Prevention.
The monitoring and
reporting system was to be brought into line with WHO recommendations, and a new form had
been adopted for the reporting of seropositivity.
All epidemiological data requested by
WHO would be sent regularly in the new form.
Technical and financial support was to be provided by UNDP for the establishment of
an effective laboratory network, health personnel training and the development of a
recording and reporting system.
His delegation supported the draft resolution.

Professor WYSOCKI (Poland) said that 980 000 people, mostly blood donors, had now
been tested for HIV in his country.
The tests had revealed three cases of full -blown
AIDS and 56 cases of seropositivity.
Of those affected, 26 were homosexuals or
bisexuals, 17 had acquired the infection from blood or blood products and five were
prostitutes.
The remaining 11 persons had no known risk factors.
The figures he had given were clearly only the tip of the iceberg.
His country's
prevention programme, conducted by a special governmental commission, concentrated on
widespread health education and publicity, directed especially at high -risk groups and
health personnel; screening of blood donors and, from October 1987, screening of every
blood donation; testing of people from high -risk groups, at their request; and a system
of treatment and help for infected persons and their families.
Special attention must be paid to the education and protection of health personnel
who dealt with AIDS patients. There were many cases of emotional barriers, anxiety or
even flat refusal to deal with such patients, and the problem would get worse as the
number of AIDS cases increased.

The meeting rose at 17h40.

NINTH MEETING
Thursday, 12 May 1988, at 9h00
Chairman:
1.

Professor A. R. Y. ABDUL RAZAK (Kuwait)

ORGANIZATION OF WORK

The CHAIRMAN outlined the programme of work, informing the Committee that, regarding
agenda item 12, it was felt that it would be appropriate to share the consideration of
Committee A would
the four draft resolutions submitted between the two main committees.
consider the draft resolutions on leadership development for health for all and on
strengthening primary health care. Members of the Committee would wish to note the
corresponding change in the documentation they required.

2.

SECOND REPORT OF COMMITTEE A (Document А41/33)
Mr MYA THAN (Burma), Rapporteur,

read out the draft report.

The report was adopted (see summary record of the tenth meeting, section 3).

3.

GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (REPORT BY THE
DIRECTOR- GENERAL):
Item 24 of the Agenda (Resolution WHA40.26; Document A41/5)
(continued)

Dr KESSLER (United Nations Children's Fund) said that UNICEF's Executive Board had
commended WHO for the technical and policy leadership it had provided in the fight
against AIDS and had endorsed a more active role for UNICEF in dealing with the disease.
The Board had challenged UNICEF, in particular, to meet the needs of women and children
who were being directly and indirectly affected by the disease.
UNICEF had continuously coordinated its work with WHO through existing channels and
would continue to do so.
It welcomed the establishment of the AIDS Management Committee
and looked forward to participating in it.
The main lines of UNICEF policy on AIDS were as follows:
the prevention of AIDS in
women and children through educational programmes; AIDS control activities in the
context of primary health care and child survival and development;
concentration of its
support in the areas of its unique capabilities and experience, and close collaboration
with WHO and its Global Programme on AIDS and with national plans on AIDS. Activities
would be undertaken in four areas: health education, communication and social
mobilization;
training of maternal and child health and primary health care workers in
AIDS prevention;
improvement of the safety of immunization;
and study of the direct and
indirect impact of AIDS on children. UNICEF had already begun educational projects in
Burundi, Rwanda, the United Republic of Tanzania and Uganda.
UNICEF would work vigorously with WHO as a forceful advocate in the control of AIDS,
bringing the special needs of mothers and children to the attention of national and
international communities, and would endeavour to mobilize adequate resources to meet
those needs.
It would also give special attention to new means such as the Bamako
Initiative, with a view to strengthening and expanding national maternal aid child health
and primary health care structures.
It looked forward to collaborating with UNDP,
national governments, bilateral donors, nongovernmental organizations and other agencies
in confronting AIDS issues and finding solutions.
UNICEF strongly endorsed the draft resolution before the Committee.
-
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Mrs SETH -MANI (International Labour Organisation) recalled that in January of the
current year, the Director of the Global Programme on AIDS, Dr Mann had addressed senior
Since then ILO had developed proposals for collaboration with
ILO programme managers.
The proposals aimed at introducing an AIDS component into several ILO
the Programme.
training and education programmes, such as the programme for the control of drug and
alcohol abuse at the workplace, workers' education programmes and the family planning and
welfare programme, among others. ILO, which was the only tripartite organization within
the United Nations system, where governments, employers and workers met on an equal
footing, was in a unique position to reach millions of workers with suitable information
on the prevention and control of AIDS and human immunodeficiency virus (HIV) infection,
as well as to sensitize employer organizations to the problems involved.
Another proposal concerned research into the legal aspects and personnel policies
related to HIV - infected workers. ILO hoped that that research might lead to generally
accepted guidelines which fully respected non- discrimination against workers and their
ILO further proposed to examine the implications and incidence
human rights and dignity.
of the AIDS pandemic on social security schemes and, through the existing health
insurance institutions in developing countries providing medical care, to distribute
information on AIDS prevention and control.
ILO was participating in the preparations for the WHO consultation in June of the
current year on AIDS and the workplace, which a tripartite delegation of governments,
Dr Mann would be addressing the leaders of the
employers and workers was to attend.
International Trade Secretariats on 3 June. Those leaders were the heads of
international federations of trade unions grouping some 70 million workers.
ILO hoped that its cooperation with the Global Programme would soon be translated
into concrete action.
She assured the Committee of ILO's willingness to cooperate with
WHO in that very important area.
Dr GU Shiguang (China) said that his delegation had given careful consideration to
the Director -General's report on the global strategy (document A41/5) and had noted with
appreciation the work already done. He pledged his country's full cooperation in the

Global Programme.
AIDS was a fatal communicable disease, which had become a global public health
problem.
His Government hoped that WHO would be able to mobilize global cooperation and
a huge task force against it and fully approved of the WHO approach stressing support to
national programmes and global coordination, which would be likely to produce results.
His delegation agreed with the emphasis given to prevention;
research for appropriate
treatment, and the avoidance of discrimination against AIDS patients and HIV - infected
persons. As the situation in each country was different, the intensification of
activities in the education of health personnel and for the information of the public was
essential so as to spread knowledge of preventive measures.
Incidentally, a recent
opinion poll conducted in Beijing had shown that 90% of the population was aware of AIDS.
International cooperation should be increased and experience and information
exchanged if positive results were to be obtained.
The Chinese Government attached great
importance to AIDS prevention.
Since 1984, it had established a national working group
on the subject, which was in charge of country -wide activities;
had formulated
regulations on the control of AIDS with a view to ensuring that measures were
implemented;
had formulated a national AIDS prevention plan covering the training of
medical personnel, scientific research and health education; had made AIDS a notifiable
disease, and had undertaken research in an attempt to find a treatment for the disease,
exploring, in particular, the possibility of using Chinese traditional medicines.
Dr VONIATIS (Cyprus) expressed his appreciation of the large amount work already
accomplished by the WHO Global Programme in the short time of its existence so far.
Cyprus had established a national programme for the prevention and control of the
disease, which was in line with WHO guidelines. He did not intend to outline that
programme but, rather, to share with the Committee some of his country's experience with
regard to the social aspects of AIDS.
HIV infection was not a serious problem in Cyprus. However, when the first cases of
AIDS had become known to the public some two years previously, public reaction had been
negative and the few cases had been stigmatized and socially isolated. A full year's
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campaign of health education had succeeded in allaying that panic. It had also mobilized
At least
local nongovernmental organizations in helping to get the community involved.
two of those local organizations were playing an active role in the promotion of the
social welfare of HIV - infected persons.
While all were working towards health for all, it must be recognized that health
could not, unfortunately, take the form of an absolute state of physical, mental and
that was particularly so for HIV - infected persons and
social well -being for everyone;
Stigmatization and inhuman behaviour towards them did not, however,
AIDS patients.
Those persons
contribute to the improvement of their state of health, but aggravated it.
were patients like any others and needed care, which could be provided without the
imposition of social penalties and without any danger to the general public. His
delegation was therefore one of the sponsors of the draft resolution on AIDS.
Dr HERNÁNDEZ GIL (Spain) congratulated the Director - General and his staff on the
work already accomplished.
AIDS had various implications for his country.
It had reminded Spain that
infectious diseases had public health implications and caused it to reflect upon them.
It had stimulated more sophisticated methods of research and had made the entire
community face up to the need to study a whole series of related problems, which could
The fundamental problem was how to reconcile the
also possibly link AIDS with cancer.
In his delegation's view,
basic rights of the individual with the community's rights.
but respect for
the rights of the individual to privacy, for example, should prevail;
those rights had to be accompanied by programmes on information and education aimed at
preventing the further spread of the disease.
In Spain, a programme had been established in which medical workers and various
The chief difficulty lay in reaching people living on
social groups were participating.
the fringes of society, especially drug addicts, and convincing them of the dangers.
Studies were being undertaken to see how such people could be reached and informed.
In conclusion, he expressed his delegation's pleasure in being a sponsor of the
it was sure that WHO's activity would be a great help to all.
draft resolution;
Dr HASSOUN (Iraq) expressed his delegation's admiration for the Director -General's
report and the introduction of the item by Dr Grech, and its gratitude to the Director of
the Global Programme for his brilliant description of the measures being taken to combat
the disease.
The subject of AIDS was obviously of great importance for developing countries not
when the disease began to spread in the United States of America,
at first affected;
Africa, and Europe, they knew that it would come to them too and that measures must be
taken quickly.
The countries of the Eastern
His delegation fully supported the Global Programme.
Mediterranean Region, of which Iraq was one, had taken steps along the lines advocated by
WHO and the Regional Office to combat the disease and protect their societies from it.
The Council of Arab Ministers of Health and the Council of Ministers of Health of the
Arab States in the Gulf had taken serious decisions - based on the recommendations of the
Second Regional Conference on AIDS (Kuwait, February 1988) and on the London Declaration
on AIDS Prevention made by the World Summit of Ministers of Health on Programmes for AIDS
Prevention (London, January 1988) - with a view to offering prevention and protection
through health education and information, since that was all that could be relied upon in
the absence of a cure or vaccination.
A few days previously a WHO /UNDP /Iraqi Government
meeting had been held in Baghdad to take rational steps for combating the disease along
the lines and using the procedures recommended by WHO.
What were the impressions in WHO of the rumours that some medicinal plants had
proved to be effective in curing AIDS or, at least, in containing some of its effects?
Was there any evidence of the use of such medicines and could they be obtained? Now
could ministers of health find out whether the claim for such medicines were justified?
Finally, he considered that to advocate complete sexual abstinence was to court
failure, even in promotive measures, as that would be seen as part of a broader onslaught
on the personal pleasures of life without which life itself could be seen as not worth
living.
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Dr EL AWAD (Sudan) commended the Director -General and his staff on the excellent
report before the Committee and expressed his country's support for the Global Programme.
There were a number of people with the disease in neighbouring countries and so it
was likely to spread to the Sudan.
In 1987, therefore, the Sudanese Government had
established an intersectoral national committee on AIDS.
As a sponsor of the London
Declaration and in accordance with that Declaration, the Sudanese Government had
concluded the implementation of its short -term plan, and was now preparing a medium -term
plan to cover the coming four years. The objectives of the plan were:
prevention and
control, through education and information of the general public;
training of
professionals;
counselling of HIV - infected persons; the safety of blood and blood
products and detection of HIV infected persons, through surveys.
There was a need in
that connection for diagnostic kits: he therefore asked donor countries to help in
acquiring them.
Sudan fully supported the draft resolution and asked to be included among the
sponsors.
Finally, as Chairman of Sudan's national committee on AIDS, he expressed his deep
appreciation and gratitude to the Director -General and his staff for the help they had
given his country.
-

Dr MENDES (Guinea - Bissau) said that, in view of the absence of an effective cure for
AIDS aid the lack of a vaccine, his Government had directed its efforts towards
prevention. As soon as the first cases had been identified, in 1985 and 1986, the
Government had established a national AIDS committee and had set it four tasks: to
to evaluate periodically the national situation by
establish a prevention programme;
epidemiological surveys;
to provide care for HIV - infected persons and AIDS cases;
and
to conduct clinical and epidemiological research.
Blood donors and blood products were
being checked, as Guinea- Bissau's national public health laboratory possessed ELISA and
"Western blot" testing equipment. Preventive strategy in Guinea- Bissau was based on WHO
It consisted of the organization of both physiological and educative
recommendations.
care of seropositive persons and AIDS cases, without discrimination, training of health
professionals, and information of the general public, in the course of which public
discussions were held at schools, workplaces and in communities.
All means of
communication were being used.
International cooperation was essential in the fight against AIDS, and those who had
Thanks were
financial means must come rapidly to the assistance of those who had not.
due to WHO, the European Community and Sweden, as well as other countries which had
already helped.
Guinea- Bissau supported the draft resolution and wished to be included among the
sponsors.

Dr EGOZ (Israel) welcomed the WHO /UNDP Alliance to Combat AIDS and supported its
policy framework.
Intensification of research and development activities, together with
interdisciplinary and intersectoral coordination, was vital for achieving success in
controlling the spread of that new fatal disease, which was rapidly approaching pandemic
proportions.
In Israel the incidence rate, which had been rising from 1982 to 1985, had reached a
plateau and, over the past three years, the annual incidence had been approximately three
Up to 1 March 1988, 58 cases had been reported, 56 of
per million of the population.
there had also been 16
them males;
38 AIDS patients (65.5% of the total) had died;
cases of AIDS - related complex (ARC), 14 of them (87.5 %) males, and two ARC patients had
died without developing AIDS fully.
Seven centres in the country provided voluntary counselling and screening of
high -risk groups, ensuring strict confidentiality. Of come 2500 people screened at those
Since 1 April 1986, 300 000 units of blood had been
centres, 299 had been HIV positive.
subsequent
screened and 13 had been found to be positive - a rate of 4 per 100 000;
investigation had revealed that there were recognized risk factors in the case of eight
Of all the AIDS and ARC patients and HIV seropositives
of those 13 blood donors.
combined, 30% were homosexuals, 17% intravenous drug users and 30% haemophiliacs or
In an additional 17% the risk factors were not known.
recipients of blood products.
Women accounted for 7% of total cases and of seropositives.
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Israel's other efforts to limit the spread of HIV infection had been primarily
educational. The Ministry of Health and the largest health insurance organization had
produced informative material for the general public and had encouraged special efforts
to reach high -risk groups, particularly haemophiliacs, homosexuals and prostitutes.
An
educational package for schoolchildren was currently being tested. A national steering
committee on AIDS had been appointed and was operating actively, with a subcommittee on
education and public information and a professional and scientific subcommittee.
As for other industrialized countries, the risk group causing the greatest concern
was that of intravenous drug users, who might epidemiologically constitute the main
bridge for the spread of infection from the homosexual groups to the general,
heterosexual population. There was so far no evidence that that high -risk group had been
reached or influenced by the standard educational campaigns, which was hardly surprising,
since they were generally alienated from the institutions of society at large.
In view
of the great threat of the spread of the disease through that group, the development of
outreach methods specifically aimed at the problems associated with it was of the highest
importance, and ways were being sought of developing novel and unconventional approaches
to deal with that special high -risk population.
Programmes to enhance international
cooperation and exchange of information on the subject would be welcome.
Finally, his delegation supported the draft resolution before the Committee.
Dr GONGOL (Nepal) joined previous speakers in their expressions of approval of the
Although no cases of AIDS had yet been notified in his
report before the Committee.
country, great efforts were being made, in collaboration with WHO, to educate the people
Screening tests for HIV infection had been started recently
about that dread disease.
A workshop held recently
and workshops on the subject had been held for health workers.
in Kathmandu had been attended by representatives of youth and women's nongovernmental
organizations and press, television and radio personnel, as well as the staff of the
immigration office, the foreign office and so forth. A multilateral effort had thus been
Another workshop was
undertaken, and a small leaflet in Nepalese was being circulated.
to be held in the near future for hospital workers, such as nurses and surgeons, who
The people were thus being made aware of
might be involved in caring for AIDS patients.
how the infection spread, of what preventive measures could be taken and of the advantage
The effort to educate health workers and the public would have to be
of monogamy.
expanded, and that would require the active support of WHO and other international
organizations.
With regard to an ethical code of professional and human rights, his delegation
agreed that people with HIV infections and AIDS cases should be treated in the same way
as other patients, the necessary preventive measures being taken, of course, to avoid
transmission of the disease.
In conclusion, Nepal was sure that, under the leadership of WHO, AIDS would be wiped
out one day, just as smallpox had been over previous decades.

Dr ENZANZA (Congo) said that, although the Director -General was to be congratulated
on his excellent report, his delegation would like to have more information on the role
of the regional offices in the general structure of the Programme.
The Congo had begun to declare cases of HIV infection officially in 1982, since when
epidemiological surveys had shown a steady increase in the percentage of seropositives in
high -risk groups and even in the population as a whole. A national committee to combat
AIDS had therefore been set up in 1985 and in 1986 it had drawn up a national programme
The mode of
for combating the disease, in collaboration with WHO, UNICEF and USAID.
transmission observed in the Congo corresponded to the second pattern, described in
paragraph 19 of the report.
The national strategy, which was in line with the global strategy, had been
implemented with the help of WHO, UNICEF and certain nongovernmental organizations and
comprised three phases - the first central or national, the second intermediate or
In 1986 and 1987, an information,
regional and the third peripheral or district.
education and training campaign had been launched at the national level, with seminars,
lectures, debates and radio and television discussions for health workers, senior
political and administrative officials and the general public in the large towns.
National reference laboratories were equipped for HIV testing, but most of them only had
the ELISA test, which made it difficult to confirm the results.
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Since January 1988, action had been increasingly directed towards the intermediate
and peripheral levels at which information and education was somewhat facilitated by the
existence of primary health care implementation mechanisms. Nevertheless, the equipping
and operation of laboratories raised serious problems, particularly in view of the
shortage of qualified staff and of the equipment itself.
That was the background to the
meeting coordinated by the Global Programme and the Regional Office for Africa to be held
in Brazzaville in June 1988:
it was hoped that a large number of the nongovernmental
organizations represented during the current discussions would also attend that meeting.
With regard to the care of clinically ill HIV - infected persons, there had been
collaboration with certain hospitals in Paris since 1981, but there was now an increasing
interest in the therapeutic experiments of Professor Luruma and his collaborators in
Zaire, to whom Congolese patients were referred if they so wished.
It was perhaps not
the time to discuss the merits of Professor Luruma's 111 aid 112, but the Congolese
delegation believed that that initiative should be encouraged and developed by the Global
Programme and the Regional Office in pursuance of WHO's coordinating and leadership role
as outlined in paragraphs 37 and 40 of the report.
Therapeutical action would also be
enhanced by the incorporation of traditional medicine, which lack of resources
unfortunately prevented his country from developing.
At the outset of the national action, there had been a more or less clear impression
that the large urban centres of the country were mainly affected, but over the years
surveys in rural environments had also disclosed seropositives, thus showing that action
had to be taken at all levels and by everyone. The Congolese delegation therefore
congratulated the Director -General and his staff on creating a network of collaboration
within the United Nations system and with other international organizations and supported
the humanitarian views underlying the position taken regarding the screening of
international travellers, as stated in paragraph 75 of the report, as also the draft
resolution before the Committee, of which his delegation was a sponsor.

Professor GIANNICO (Italy) stressed the great importance of the consensus achieved
between all nations on the global strategy, since close international cooperation was a
prerequisite for the advancement of scientific research, preventive measures and
sociotherapeutic assistance. WHO had a primordial part to play in coordination and
scientific consultations, and fully supported the initiative of setting up a Global
Commission on AIDS.
The development of the action proposed would obviously require
adequate financial support, and it was hoped that the international community in a spirit
of solidarity would provide WHO with the necessary resources through voluntary
contributions. The Italian Government had responded to that need by making a voluntary
contribution of 6000 million lira - roughly corresponding to US$ 48 million
for the
general promotion of health.
At the national level, his Government had developed a programme to combat AIDS in
close collaboration with the Regional Office for Europe.
Among the problems raised by
the new disease was that of the attitude to be adopted towards HIV infected persons and
AIDS patients:
on the one hand, there was the need to protect the health of every
citizen by preventing the spread of the infection, and on the other the need to respect
the human rights and dignity of infected persons.
It was therefore desirable to adopt a
common attitude in that regard, and his delegation was among the co- sponsors of the draft
resolution before the Committee.
In conclusion, one aspect of the problem of prevention was the ever - increasing
development of tourism, which called for special attention to tourists' illnesses,
possibly including AIDS.
That aspect had been referred to during the first international
conference on tourism and health held in Rimini at the initiative of the Italian
Association for Tourist Medicine in February 1988 under the auspices of the Regional
Offices for Europe and for the Eastern Mediterranean and the World Tourism Organization.
The question would be considered further at the second conference which would be held,
again in Rimini, in larch 1989.
-

-

Dr МOLN.R (Hungary) said that, since the AIDS pandemic was threatening the health of
the populations of all countries, complex action and the organization of various
AIDS - related programmes was important for his country also.
Hungary had accepted the
recommendations on the disease made by WHO in 1985 and had used them as a basis for its
preventive activities; it could be counted among the group of less - infected countries,
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since at the end of April 1988 only 12 AIDS patients had been registered - of whom four
According to epidemiological
had died - and 152 persons were known to be infected.
surveys, 73% of infected Hungarians were homosexual or bisexual and the ratio of men to
No cases of transmission of HIV through blood transfusion had been
women was 11 to one.
registered since July 1986, when donated blood had been subjected to compulsory screening
Great efforts were being made to raise the level of information on
for AIDS infection.
the spread of AIDS among the population and a special commission was coordinating and
stimulating government and public activities. At the end of 1987, a special voluntary
fund had been set up for the financial support of health education activities and an
It should be noted that
association to combat AIDS had been established early in 1988.
measures taken for the speedy diagnosis of AIDS and for prevention of the further spread
To protect patients requiring
of the disease were not discriminatory in any way.
treatment with blood products, since December 1985 only products guaranteed free of HIV
were used. A network of special laboratories had been created to which any citizen could
It should be noted that the results
apply for screening anonymously and free of charge.
of those substantial measures to combat AIDS had been achieved through international
cooperation, mainly in the framework of WHO, and that that cooperation was the gage of
future success.

Mr LONNBERG (Sweden), speaking on behalf of the Nordic delegations (those of
Denmark, Finland, Iceland, Norway and Sweden), expressed their approval of the global
strategy. AIDS was a global problem calling for a global response.
The Nordic countries
recognized the leadership of WHO in global coordination, strongly supported the new
WHO/UNDP Alliance and looked forward to collaboration between those two agencies and
other United Nations bodies, as well as nongovernmental organizations. In particular,
they hoped that the Alliance would strengthen the implementation of national control
programmes, in which several key sectors of society should be involved.
In the experience of the Nordic countries, the Global Programme had been equally
important for developing and industrialized countries in their work on AIDS.
It had, in
particular, encouraged the Nordic countries to take a firm stand on ethical issues,
including respect for HIV - infected persons and AIDS patients and for their right to
integration in society.
The Nordic countries welcomed the consolidation of the Programme as outlined in the
report, as well as in the statement of the Programme's "Guiding objectives qnd principles
for the comprehensive coordination of global and national AIDS activities ".
At the
current stage, the programme was developing its management structure in order to provide
leadership in the years to come. The Nordic delegation approved the establishment of a
Global Commission on AIDS and of the Management Committee.
The success of the Commission
would depend on the active participation of all Member States, international agencies and

nongovernmental organizations.
So far, the Programme had, wisely, used most of its resources to assist countries in
developing national control programmes. Many developing countries, heavily burdened with
economic and health problems, needed technical and financial assistance from multilateral
as well as bilateral agencies, and to give guidance to governments in coordinating
various types of external support for the optimal benefit of national control programmes
was one of the Programme's major tasks.
An important prerequisite for the control of AIDS was the will and ability of each
country to incorporate and manage AIDS control activities within existing infrastructures
and the development of new infrastructures based on primary health care.
The Nordic
delegations considered that education and information activities were vitally important,
but recognized that new knowledge was also required in such widely differing areas as
epidemiology and the social and behavioural aspects of the infection.
The developing
countries now needed assistance in building up knowledge and a relevant research capacity
in those areas.
The Programme could certainly formulate a research policy in that area,
as well as guidelines for ethical conduct of research and scientific collaboration
between countries, including north -south collaboration.
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A pandemic, such as AIDS, posed a humanitarian and social challenge.
AIDS had
unveiled prejudices of various kinds, and discrimination against those who were infected
and needed help could endanger the success of national prevention and control programmes
and hence also of the global strategy. All the forces in society must be mobilized to
counteract unwarranted restrictions with regard to employment, education and
international travel.
The Nordic delegations were among the sponsors of the draft
resolution before the Committee and hoped that it would be adopted by consensus.
Dr FURUICHI (Japan), expressing his delegation's pleasure as a sponsor of the draft
resolution, said that his Government recognized the importance of measures to control the
spread of AIDS and, in February 1987, when the number of AIDS patients had still been
very small, it had established a council of cabinet ministers concerned with controlling
AIDS.
It had also determined the general principles to be observed in dealing with the
AIDS problem. Those principles comprised five essential elements:
dissemination of
correct knowledge about AIDS;
surveillance of patients and HIV infected persons;
counselling and prevention of secondary infection;
international cooperation and
research, and legislation. Of those five elements, special emphasis was placed on
providing correct public information about AIDS.
Some more specific actions were also being taken.
First, as his country had a
medical insurance system covering the whole population, a pamphlet outlining how AIDS
could be prevented had been distributed through that system to everybody in Japan.
Secondly, the Government disseminated information through the various media.
Thirdly, an
AIDS prevention foundation, headed by former Prime Minister Zenko Suzuki, had been
established to provide financial support for research into and education about AIDS.
For the control of AIDS, it was important to act quickly in countries still free
from the disease.
Japan had shown its concern about the disease since 1981 and had set
up a research unit in the Ministry of Health and Welfare in 1983.
In 1984, when not a
single case had yet been detected, the Ministry had set up a surveillance system to cover
the whole country. Experience in Japan could serve as a reference for countries where
there were few cases so far and which were trying to create control systems, and his
Government was prepared to study constructively participating in the provision of
information and the transfer of technology.
The Japanese Government was anxious to make a positive contribution to the measures
being taken to prevent the international spread of AIDS. Recognizing that WHO must play
a central role in the global strategy, his Government wished to work together with
private organizations in implementing the Global Programme and to respond actively to any
requests from developing countries for bilateral cooperation with emphasis on transfer of
technology for research on AIDS. In addition, his country was engaging in international
scientific research cooperation on AIDS with several industrialized countries, including
the United States of America, France and the Federal Republic of Germany.
-

Dr RODRIGUES CABRAL (Mozambique) congratulated the Director - General and his staff on
the work carried out over the past year.
WHO, through the Global Programme, had played
the coordinating role requested of it by the Fortieth World Health Assembly in resolution
WHA40.26. Research centres had been designated and publications giving the latest
information had been widely distributed.
The initiatives of organizations of the
United Nations system, nongovernmental organizations and bilateral agencies, both for

global and for country - specific support activities, had been coordinated.
Mozambique faced additional problems in the control of AIDS:
armed destabilization
leading to the creation of 1.8 million displaced persons;
and the occurrence of HIV -2 in
higher seroprevalence than HIV -1, with the obvious consequences in terms of costs for
screening and diagnosis.
The AIDS problem was the first health problem to have to be dealt with through a
plan which, in the case of the majority of its activities, was to be developed outside
the health system.
In his country, the health system provided effective coverage to no
more than 30% of the population.
The challenge of creating an AIDS control programme
fully integrated with existing health infrastructure and programmes presented an
opportunity to strengthen sterilization and asepsis discipline, to develop research
capabilities, to try out new methods of community mobilization and information, and to
strengthen epidemiological surveillance as a whole.
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Initial control activities in Mozambique had included sero - epidemiological surveys
on urban populations and risk groups, the strengthening of laboratory capabilities to
perform serological diagnosis, the introduction of ELISA- screening in blood banks, the
launching of an information campaign starting with health personnel, and the
establishment of a coordination centre and a national commission on AIDS. The President
of Mozambique had addressed a public rally and his speech had been broadcast on
television. Donors' meetings had been held with support from the WHO Programme staff and
consultants.
He thanked the countries and international organizations that had made
pledges covering the requirements of the first phase of the national medium -term
programme.
There was a need for epidemiological research to explain the high incidence of 1IV -2
Those countries were, at the same
infection in Portuguese - speaking African countries.
time, experiencing the first uncertainties regarding the sensitivity and specificity of
Western blot for the identification of 1IV -2. Those countries should be informed through
the Global Programme of possibilities for obtaining technical advice and cooperation from
the WHO collaborating centres in London and Antwerp.
Epidemiological research was also
required for the identification of risk factors in the mainly heterosexual transmission
in Africa.
Surveys had been conducted on whole populations in African countries, not
merely on risk groups or blood donors as in Western countries.
Such data had led to the
definition of transmission patterns, as described in paragraphs 18 to 20 of the
Director -General's report.
Such population -based surveys should be continued.
Referring
to paragraph 18 of the report, he asked how the estimate of 1% prevalence had been made
since no population -based studies had been carried out in the areas concerned.
He agreed with previous speakers that the Global Programme's support resources
should be decentralized to the regions, in particular because of the specificity of the
epidemiological profile of each region. At global level, the Programme should coordinate
policies, interagency initiatives, and research and technological resources. At regional
level, teams of epidemiologists, information and communication experts, and laboratory
technicians should be available on a regular or short -term basis to help countries draw
up national control programmes and to establish monitoring and epidemiological evaluation
mechanisms, as well as to respond to problem- specific requests arising during the
implementation of country programmes.
He supported the draft resolution.
Dr KLIVAROVÁ (Czechoslovakia) thanked the Director - General and the Director of the
Programme for their reports.
It was evident that much valuable work had been carried out
in the fields of monitoring, epidemiology, modes of transmission, and HIV testing, as
well as in setting up an information campaign. Meetings had been held and various
publications produced. WHO's role in coordinating scientific research should, however,
be further intensified, in particular in the search for a vaccine or cure for AIDS.
Although such work would be difficult, without it the problem would not be solved.
In Czechoslovakia, as in all European countries, serious attention was being paid to
the AIDS problem.
National governmental bodies had been set up to adopt measures for the
prevention of AIDS and to coordinate activities. The Ministry of Public Health had
ensured that all health personnel had been informed of the characteristics of the AIDS
pandemic.
Great emphasis was placed on maintaining medical confidentiality and avoiding
discrimination against AIDS patients and seropositives, in line with WHO
recommendations. The health services were making every effort to avoid the infection of
health personnel. Blood donors and donors of organs for transplants were screened,
efforts were being made to ensure a sufficient supply of single -use syringes, and
information had been provided on sterilization techniques for medical equipment.
Particular attention had also been placed on the health education of the general public
on the AIDS problem and modes of transmission, using the media to disseminate
information.
Laboratory tests on 450 000 blood donors had produced negative results. There were
currently eight patients in the country and 80 seropositives, mostly from high -risk
Serological surveys were carried out in district laboratories. Her country
groups.
would participate in the Global Programme and was particularly interested in offering
help with epidemiological surveys in view of the availability of epidemiologists
experienced in carrying out surveys for HIV infection.
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She supported the draft resolution and requested that Czechoslovakia be included
among its sponsors.

Dr N'GALY BOSENGE (Zaire) thanked the Director - General for his report and
congratulated the staff of the Global Programme for their work in establishing it so
quickly and for the beneficial impact it had already had on the development of national
programmes. His country fully supported the global strategy for the prevention and
control of AIDS, as endorsed by the Fortieth World Health Assembly in resolution WHA40.26
and recommended by the United Nations General Assembly to its member States.
His
delegation supported the Declaration adopted by the World Summit of Ministers of Health
On behalf of his country, he thanked the
on Programmes for AIDS Prevention.
international community for the continuing financial and technical support, channelled
through WHO, for the benefit of the national programme against AIDS.
Such international
collaboration had brought his country to the forefront in various aspects of the struggle
against AIDS, ranging from research to mass education.
Referring to the report by the Director -General, he said that his country supported
the Global Blood Safety Initiative, outlined in section VII, as being the easiest though unfortunately not the least costly - way to prevent that mode of HIV infection.
However, that initiative was not without its problems, which included the need to carry
out costly confirmatory tests before informing blood donors that they were seropositive.
Such testing was beyond the capacity of several developing countries.
With regard to the staffing of the Global Programme, dealt with in section XIII, an
effort should be made to establish a regional and linguistic balance among staff, while
taking into account the competence and expertise of candidates.
While congratulating the Global Programme on its support to national programmes, as
described in section XV, he suggested that consideration should be given to ways and
means of using national competencies more frequently in the technical consultations
financed by the Programme in support of national programmes. The importance of
integrating the activities of AIDS programmes with other existing national programmes
should be stressed. Those two steps would not only reduce costs but would strengthen
other programmes.
The problem of AIDS had enhanced the image and leadership of the
Organization, not only in the struggle against disease but also in the strengthening of
national health structures. He asked for further information on the standardized systems
of funding, budgeting and accounting, mentioned in paragraph 113.
With regard to regional activities, dealt with in section XVII, there was a need for
more regional meetings between those involved in the AIDS programme to allow for exchange
of experience in the new and complex field of AIDS control.
Referring to section XXI on health promotion and complimenting the Director - General
and his staff on the documentary material produced, he noted that little guidance
appeared to be provided for Member States on the use of audiovisual media and personally
addressed communications for mass education and information.
His country had one of the largest epidemiological and clinical research centres on
AIDS in Africa.
He asked whether that centre was to be designated as a WHO collaborating
centre on AIDS, as had been suggested in 1987.
His delegation supported the draft resolution and wished to be included among the
sponsors.
.

Dr PRADO (Cuba) thanked the Director - General for his report on the work that had
been carried out.
Recalling the provisions of resolution WHA40.26, he informed the Committee that Cuba
had a national programme on the prevention and control of AIDS which was in accordance
with WHO policy and guidelines. Activities took account of the epidemiological situation
in the country and covered areas such as HIV screening, the prevention of transmission,
research, epidemiological surveillance, and family health. Since 1983, the Ministry of
Public Health had taken the following measures to prevent the spread of HIV:
the
setting -up of a national committee and the drawing -up of a national programme; the
prohibition of the import of blood products; the establishment of an epidemiological
the
surveillance system in all hospitals; the definition of the principal risk groups;
provision of public information; the testing from 1986 onwards of all blood donated,
research on the main risk groups and scientific assessment of the gravity of the problem
in Cuba.
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Since January 1986 ELISA- testing had started in the main risk groups which, together
with the testing of donated blood in the blood banks, had given the following
epidemiological picture of the gravity of the problem in Cuba.
As at 11 April 1988, tests had been carried out on a total of 1 980 000 persons,
representing over 20% of the total population and approximately 30% of the sexually
active population.
A total of 209 seropositives had been found, 159 male and 50 female.
and in 19 cases the infection had been
Of the 159 males, 45 were homosexual or bisexual;
Of 27 cases of declared AIDS, 7 had died, all males.
Strict
due to blood donation.
medical confidentiality and total coverage with free health services helped to ensure the
population's cooperation in the programme.
The Cuban research programme was based on the continuity of testing within the
national health system, with particular attention to hospital admissions and groups at
Studies were being carried out with the major
special risk, including pregnant women.
national research institutes in molecular biology, virology, immunology, diagnostic and
therapeutic methods and epidemiology.
A full programme of health education was among the activities scheduled for 1988.
In 1987 already 250 000 people had been reached, and specialists had given talks and held
discussions with students and health workers; 300 radio and television programmes had
been broadcast and many articles had appeared in the press.
With local production of diagnostic kits it was estimated that by the end of 1988
about 3 million persons would have been tested, representing some 30% of the total
population and 40% of the sexually active population.
His Government held the view that strategies for control should relate to the
In his country the right of the
individual epidemiological situation in each country.
people to optimal health care preventing disease and contributing to their physical,
mental and social welfare was enshrined in the Constitution and had been incorporated in
The strategy in regard to AIDS had been explained to the people
the Health Act of 1983.
who accepted it as the outcome of a policy directed towards the preservation of health.
He supported the draft resolution and suggested that the sixth preambular paragraph
be amplified to ensure the national policies and programmes took into account the
epidemiological situation in countries.
Dr MIRCHEVA (Bulgaria) thanked the Director - General for his concise and
Now that the epidemiological situation in various parts of the
comprehensive report.
world was clear, a major concern of her delegation was that it would worsen and that
heterosexual, as well as homosexual, HIV transmission would increase in countries in the
areas affected by the third pattern of transmission identified by WHO as described in
That would complicate the introduction of preventive
paragraph 20 of the report.
measures, since the infection would spread to broader sections of the population.
Another of Bulgaria's concerns was the lack of information on seroprevalence in different
A system should be established as rapidly as possible to disseminate
areas of the world.
Her delegation
information on serological data relating to various population groups.
welcomed the rapid responses made by the Programme to new aspects of the problem and
fully supported the idea that it should play a role in disseminating information.
Bulgaria was in one of the areas characterized by the third pattern of HIV
It had screened over 500 000 persons out of a total
transmission identified by WHO.
54 asymptomatic virus carriers and two AIDS cases had been
population of 9 million;
reported.
Therefore, although the epidemic was only in its initial stages in her
country, a public information campaign on the disease had been launched, epidemiological
surveillance had been introduced in the health services, and measures had been adopted
for the early detection of seropositive groups and the provision of safe blood and blood
products.
Since Bulgarians returning from abroad had accounted for more than half the
number of seropositives, those coming home after more than one month outside the country,
and also foreigners staying in Bulgaria for more than a month, were now screened as part
of a research programme. Legislation was being enacted to prevent discrimination against
HIV - infected persons. Bulgaria had no intention of isolating or restricting the movement
Its main weapons against AIDS would be the provision of intensive
of such persons.
medical surveillance and advice to sufferers.
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Her country was playing an active part in the Global Programme.
It collaborated
with WHO in sociopsychological research on particular population groups, in order to
define their level of awareness of the AIDS risk, and in the detection of behavioural
changes in high -risk groups. Bulgaria's experience in collecting epidemiological data
might help other countries in which the spread of AIDS was in its initial stages.
Her delegation supported the draft resolution before the Committee.
Dr CHIWELE (Zambia) added his congratulations on the excellence of the
Director -General's report. Much had been achieved by WHO and its Member States to combat
the AIDS pandemic, which bred fear and intolerance and thus posed a threat to
socioeconomic development and stability. The main objectives of the global strategy for
the prevention and control of AIDS were to prevent the transmission of HIV, to mobilize
national and international action and, what was particularly important, to care for the
infected.
The latter were not dangerous to society;
excluding them from it or
discriminating against them in any way was a violation of human rights and dignity and
would only drive the problem underground. He hoped the draft resolution before the
Committee would be adopted by consensus.
Dr AASHI (Saudi Arabia) welcomed the detailed information provided in the
Director- General's report.
The Director of the Global Programme on AIDS had given
governments valuable guidance on how to protect their populations against the disease.
The delegation of Saudi Arabia recognized the need for effective worldwide measures to
combat AIDS, but at the same time was fully aware of the importance of safeguarding human
dignity in the process of preventing transmission;
in other words, protection should be
given but discrimination should be outlawed.
Paragraph 1(2) of the draft resolution
before the Committee urged the avoidance of discrimination against infected persons, AIDS
sufferers and members of particular population groups.
In order to make it clear that
the recommendation applied not only to a country's nationals but also to those working in
it temporarily, he suggested that the words "nationals and residents ", or wording having
that effect, should be added to that paragraph after the words "population groups ".

Dr RAК6EEV (Union of Soviet Socialist Republics) congratulated the staff of the
Global Programme on an informative and comprehensive document. Any new information on
AIDS was useful and important.
His delegation greatly valued WHO's work on the subject
and found satisfaction in the international cooperation that was taking place under the
Global Programme. Important international decisions on AIDS had been adopted in the past
year:
at the forty - second session of the United Nations General Assembly, which had
reaffirmed WHO's coordinating role in AIDS prevention and control; at the World Summit
of Ministers of Health which had adopted the London Declaration in January 1988;
and in
the Alliance between WHO and UNDP, among the provisions of which was the launching of the
Global Blood Safety Initiative.
In WHO's Global Programme, it was especially important to foster the broadest
possible research on cheap and reliable methods of diagnosis and on effective drugs and
vaccines. His delegation welcomed the initiative of establishing an international
network of banks of prototype virus strains and other important reagents, which should be
available to all research centres throughout the world.
Because of the importance of
precise information on AIDS, the Government of the USSR favoured the establishment of an
annual WHO prize for achievements in the prevention, control and cure of the disease and
in the definition of appropriate methods of diagnosis and therapy.
That idea had been
mooted by the member from the USSR at the eighty -first session of the Executive Board.
To stem the further spread of HIV, steps must be taken to foster the introduction
not only of appropriate medical action but also of legal measures, since it was important
to ensure that the rights of infected persons and AIDS sufferers were not impinged on.
Much was being done to combat the spread of AIDS infection in the USSR, which was less
affected by the disease than some other countries. In 1987 a decree had been adopted at
the supreme legislative level defining procedures for AIDS prevention and HIV control.
A
national coordinating committee had been set up for AIDS prevention, health education was
being provided for the population and much blood safety work was being done in
laboratories.
The control of AIDS would be a difficult task requiring substantial
funds.
The USSR had therefore decided to make an additional allocation to the Global
Programme.
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His delegation supported the amendment proposed by the delegation of Cuba to the
draft resolution before the Committee.
Dr VARET (France) thanked the Organization for its immense efforts to combat AIDS.
The Government of France wished to pay a public tribute to the entire team involved in
the Global Programme.
It seemed that US$ 25 million was lacking for the implementation
of the Programme in 1988.
Did the Programme envisage making a call for further funds or
did it intend to slow down implementation, for example, by establishing medium -term
plans? Now that the entire world was aware of the magnitude of the AIDS problem, perhaps
it was time to reflect on what methods countries should adopt in order to continue their
national programmes in a manner that would ensure that programme quality remained high.
Considerable investment in training for the professions involved would be needed if that
goal was to be achieved, as well as perfect coordination at the international level.
The
work done by the Global Programme in the latter respect was to be commended;
it could be
expanded through cooperation with the International Agency for Research on Cancer. The
possibility of intersectoral coordination among local personnel, bilateral aid
authorities and international aid agencies should be part of the process of reflection
she had referred to.

International cooperation and information exchange would become increasingly
necessary as research in virology, immunology, diagnosis and therapy intensified.
Although there were a few signs of behavioural change, health education was still
inadequate and social and behavioural research should be encouraged.
In the labour
field, the need to take account of the rights of seroposítive individuals at work would
induce the Government of France to participate with interest in the activities planned by
WHO in conjunction with ILO.
She would transmit to the Secretariat several suggestions and corrections with
regard to the translation of the draft resolution and the report.
She would like some
guidance from the Secretariat about the celebration of a world AIDS day in December
1988.
The Government of France would continue to support the Global Programme, perhaps
to an even greater extent than in the past.
Dr AL -JABER (Qatar) thanked the Director - General for his excellent report and
commended WHO for its action to combat AIDS. Qatar was an importer of labour and had
therefore established a programme to limit the spread of the disease.
Everyone seeking
work in Qatar had to undergo screening for AIDS. The Government had introduced blood
safety measures and did not import blood from abroad. A national committee had been set
up to prevent AIDS and monitor the situation.
Extensive publicity was given to the
national AIDS programme.
The delegation of Qatar supported the amendment proposed by the delegation of Saudi
Arabia to the draft resolution before the Committee.
Dr NTABA (Malawi) congratulated the Global Programme on achieving so much in such a
short space of time.
More and more cooperation was needed to fight the disease among all
concerned. Malawi, for a number of reasons - some of them dictated by its traditional
culture - had initially felt shy about tackling the problem but had since made
The magnitude of the AIDS question had become fully
considerable progress with it.
evident when his Government had started implementing a short -term control plan drawn up
It was now finalizing the formulation of a
late in 1987 with WHO cooperation.
medium -term plan.
A particular difficulty in fighting AIDS in Malawi was the attitude of its
they were mostly elders who claimed that AIDS was an old disease
traditional healers;
Blood
curable by traditional methods and whose authority was not lightly challenged.
donors avoided hospitals because they believed that blood donation would give them HIV
many jocular comments
There was a general antipathy to the use of condoms:
infection.
about their use had given the authorities valuable insights into how its anti -AIDS
messages were getting across to the population. There was also a real danger in Malawi
that the prevalence of blood - letting in villages might be playing a significant role in
HIV transmission.
His Government had therefore stepped up its public education campaign considerably
and had found the results of the World Summit of Ministers of Health on Programmes for
Malawi was most grateful to
AIDS Prevention timely and useful in helping it to do so.
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WHO and the United Kingdom of Great Britain and Northern Ireland for organizing that
conference.
As a result of it, his country's Minister of Health had personally conducted
His
AIDS education workshops throughout the country for officials and community leaders.
Government now felt confident that its AIDS control strategies would have the necessary
support at the local level.
AIDS was clearly much more than a disease - it had social, cultural, political and
All human beings had hidden prejudices in one or more of those
religious dimensions.
dimensions, which were being reflected in various discriminatory practices against AIDS
Those practices were being justified on grounds
patients and those infected with HIV.
the protection of the rights of the uninfected;
minimization of the total
such as:
and protection of the public purse. Some of the practices were
HIV - infected pool;
blamed on unenlightened bureaucrats from sectors other than health. It was essential to
the credibility of public health campaigns which
guard against all such prejudices;
claimed that AIDS was not spread by casual contact would be destroyed if schools were
The unity which was so essential in the
closed and jobs unavailable to the HIV -infected.
global fight against AIDS would be undermined if national borders were closed to infected
travellers. Discriminatory practices would force countries, communities and individuals
to go "underground ", and the Global Programme would no longer be effective but would
degenerate into stigmatization - something that had been successfully resisted or
overcome in the past.
The draft resolution, of which Malawi was one of the sponsors, was therefore most
timely and should be supported with the moral conviction that would be required to
convince governments to implement it after adoption.
He appealed to WHO to work closely with the pharmaceutical industry to find ways of
making currently available drugs for AIDS - although only palliative - accessible to all
countries.
High prices were currently demanded by the manufacturers to cover development
costs and, in consequence, purchases were only small. Surely massive purchases at lower
prices would have the same net financial effect.
If palliative drugs could not be made
available to all, he wondered how would it be possible to make curative drugs available
should they be developed.
Dr SOКАМВI (Central African Republic) commended the Director - General on his
excellent report.
The Central African Republic was among those countries in Africa
affected by AIDS and had set up a national AIDS control committee in 1985 - the chairman
of that committee had hoped to address Committee A to give further details but
unfortunately at the last moment had been unable to attend. With cooperation from WHO, a
national AIDS control programme had been started in 1987.
It was clear that AIDS
threatened certain vulnerable groups, such as mothers and children, as had been stressed
by the Director of the Global Programme during his presentation at the technical briefing
the previous day.
Her Government was therefore undertaking research at maternal and
child health care arid family planning centres with the financial assistance of UNDP,
UNICEF and UNFPA, whose support was greatly appreciated.

Miss CHRISTIANI (International Confederation of Midwives), speaking at the
invitation of the CHAIRMAN, said that she wished to speak not only on behalf of her
organization but also on behalf of all women who attended at birth, whether traditional
birth attendants or neighbours.
Some 60 % -70% of all births were attended by persons with
no professional training, the majority in the developing countries.
During a birth there
was a high risk of spreading HIV infection when a woman was HIV positive. At each birth
a fairly large volume of blood was spilled, which, together with soiled linen arid the
placenta, might be highly contagious.
Half of the babies born to HIV -positive women were
not infected before birth, but were at risk of infection during the birth itself through,
for example, unsafe handling of the cord.
Preventive measures such as the use of gloves,
sterilized instruments, plastic bags, and incinerators were not available in the majority
of settings.
The birth attendant often had her own household work to do or fields to
tend, arid was therefore subject to cuts and abrasions on the hands.
The combination of
factors - fairly large volumes of blood and other fluids, wounds on the hands, and
repeated exposure • considerably increased the risk of infection.
She appealed to
countries to address those problems in their national HIV programmes; safer practices at
birth were the best weapon. Such programmes needed to reach all birth attendants - with
a maternal mortality rate of 250 every four hours, the loss of an experienced birth
attendant could be a serious set -back. However, losing more babies through unsafe
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The International Confederation of Midwives was
handling at birth was also unacceptable.
committed to the safe motherhood initiative and also to the fight to help contain the
spread of HIV infection, and wished to cooperate at both national and international
level.
Dr KIM Won Ho (Democratic People's Republic of Korea) commended the Director - General
on his report.
The global spread of AIDS was a serious problem.
The Democratic People's
Republic of Korea was therefore paying due attention to its prevention.
To date, no
cases of AIDS had been reported there and he wished to draw attention to a mistake in the
document distributed at the technical briefing on AIDS held the previous day, which
indicated that a case had been reported. The Government would increase its preventive
efforts and would continue to cooperate with WHO in accordance with the national AIDS
prevention programme prepared by WHO consultants, who had visited the country in April
1988.

Dr MAKUTO (Zimbabwe) commended the Director - General on his report.
It was clear
from the global AIDS plan that WHO was making all possible efforts to contain the disease
which, in the absence of treatment or a vaccine, had the potential to become the
deadliest pandemic experienced in recent decades.
Efforts to define the epidemiology of
the disease, and research into the production of a vaccine and effective treatment were
gathering momentum.
The progress made in collaborative activities with Member States in
elaborating short -term and medium -term AIDS prevention programmes was testimony to the
crucial role WHO was playing in trying to contain the disease and secure positive health
development for all nations.
Together with WHO and donor agencies, Zimbabwe had elaborated a short -term national
AIDS prevention and control programme, and had recently completed a medium -term programme
whose strategies included intensification of all activities to prevent spread, and
relevant research.
A prime concern in Zimbabwe was to establish the sensitivity, specificity and
predictive value of the serological tests currently in use, in order to reduce the number
of false -positive diagnoses of HIV infection - a problem that had begun to assume
undesirable proportions during early experiences, when a single positive ELISA test was
accepted as confirming infection.
The medium -term programme emphasized the strengthening of counselling of AIDS
patients, HIV -positive individuals and their families. Emphasis was also being placed on
the need for confidentiality, the rights of patients to dignified and humane treatment,
and their responsibility to society, which included their recognition of the rights of
uninfected individuals. AIDS victims had the same right to compassionate health care as
others suffering from life- threatening diseases, such as terminal malignancy, metabolic
diseases, and other progressive diseases for which there was currently no treatment.
As a sponsor of the draft resolution, his delegation hoped that its approval by the
Committee and adoption by the Health Assembly would be by consensus.
Dr BORGES RAMOS (Venezuela) commended the Director - General and the Director of the
Global Programme on the report, on the important achievements made so far, and on the
assessment of the present situation given at the technical briefing the previous day.
AIDS control was a major challenge, and there was no doubt that WHO was the most
appropriate forum for a call to countries to cooperate in a global programme.
In Venezuela all health services personnel had been informed about the global and
national AIDS situation, and all possible efforts were being made to prevent the spread
A
An extensive HIV information campaign had been carried out.
of the disease.
ministerial decree had made notification compulsory. A national committee had been set
up two years earlier - it was intersectoral in nature and coordinated all AIDS control
Screening for HIV infection was obligatory in all blood banks,
activities in Venezuela.
and a research centre coordinated the handling and treatment of all cases detected. The
epidemiological service, part of the Ministry of Health and Social Services, coordinated
all surveillance activities through a health team looking after patients and their
The private sector had also responded, and private foundations were
families.
cooperating with public institutions to control the disease.
It was essential that everyone should work together to control AIDS, and he
therefore urged all governments that had not yet done so to set up national AIDS control
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programmes, and all organizations in the United Nations system to support the global
Strong political will and the application of social and educational
control efforts.
measures would be needed to combat a disease with such deep socioeconomic implications.
Dr NUKURO (Solomon Islands) commended the Director - General and the Director of the
Global Programme for the report, for the technical briefing given the previous day, and
for the coordination of the Global Programme.
Rapid progress had been made in Solomon Islands in informing the public of the
serious threat posed by AIDS and in laying the foundation for an AIDS control programme,
with the setting up of a national committee and diagnostic facilities, and the
To date, about 1% of the
development of a national AIDS policy and programme of action.
population had been screened for HIV infection and, so far, none had been found
positive. However, there was no room for complacency, for it was clear that the
The information campaign was therefore being
infection could be introduced at any time.
pursued with vigour although it was difficult to tell people about a disease or clinical
To overcome that problem, the
picture that did not exist in their immediate environment.
Ministry of Health was placing emphasis on AIDS as a sexually transmitted disease that
Since intravenous drug abuse was unknown, blood products were
was incurable and fatal.
screened, and all instruments used were sterile, sexual intercourse would be the major
The national AIDS policy had been approved by
mode of transmission in Solomon Islands.
The
the Cabinet and had therefore been official government policy from 26 April 1988.
policy was entirely in accord with the contents of the draft resolution under
consideration, of which his delegation had therefore become a sponsor.

Professor KHAN (Pakistan) commended all those involved in the preparation of the
comprehensive report, the draft resolution, and the technical briefing. WHO was making
memorable efforts in the field of AIDS control.
In Pakistan the situation regarding HIV infection remained satisfactory thus far,
probably owing to religious and social restrictions. Pakistan had a conservative tribal
society; 70% of the population lived in rural areas, where sexual promiscuity was
virtually nonexistent because of early marriage and the stigma attached to extramarital
sexual relations. Although life in the larger cities was more liberal, prostitution was
prohibited and owing to strict religious and legal codes it was difficult and expensive
to make sexual contacts.
To date, no indigenous case of HIV infection had been found in Pakistan.
The
10 Western blot -positive cases confirmed had become infected outside the country.
The
three AIDS cases seen had all arrived in a moribund condition and had died in the
country.
Over three million Pakistanis were living abroad, some one million in Western
countries, the remainder in the Middle East, and it was evident from the HIV -positive
cases found that they could introduce the infection into Pakistan.
Of the HIV -positive
cases found, all had been infected through transfusion of infected blood.
After
detection they had been deported back to Pakistan.
Since they could act as a reservoir
for AIDS within the country, they were subject to surveillance.
Travellers to Pakistan
who were HIV -positive were also a source of infection.
For example, in December 1987,
two foreigners arrested in Lahore on drug - trafficking charges had been found to be
strongly HIV -positive.
If undetected, such persons could pose a serious threat to the
current AIDS -free situation in the country.
The general public and politicians were
exerting pressure for the introduction of controls at airports and other entry points,
and it was hard to explain that such restrictions were not possible at present.
Nevertheless, considerable fears remained. The Government had taken note of the serious
situation, and high -level committees had been set up to advise it on suitable prevention
and control measures and the identification of high -risk groups.
The National Institute of Health, Islamabad - a WHO Collaborating Centre for AIDS had close links with all diagnostic laboratories in the country engaged in HIV
screening. Because of public fears, many people were coming forward for testing,
sometimes needlessly.
All positive samples were sent to the Collaborating Centre for
confirmation.
The Institute had been designated as the national focal point, with the
task of establishing a centre for AIDS.
The Institute was also responsible for pooling
the results of all research undertaken in Pakistan, and for collating the relevant
literature from. abroad.
The Institute had held several AIDS - testing training courses for
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Two groups of
doctors and technicians from Pakistan and other countries in the Region.
professionals - dentists and barbers - had approached the Government for advice regarding
They had been given all the
possible transmission of the disease during their work.
necessary information.
In Pakistan,
He wished to draw attention to another possible mode of transmission.
as in other countries, injectable preparations, for example of vitamins and
antimalarials, were available in multi -dose vials which could be used for
10 -20 patients.
Although new disposable needles and syringes should be used for each
person, that was not always done. Unfortunately, unqualified practitioners in the rural
areas did not always practise aseptic techniques, and their use of a single needle or
syringe to give a number of injections from the same vial was a possible way for HIV to
He proposed that multi -dose vials should be prohibited in countries with such
spread.
problems.
In Pakistan, steps had been taken to stop their manufacture and to permit
That would no doubt increase costs in the short term but
single -dose ampoules only.
would provide security that one route of transmission had been eliminated. The
pharmaceutical industry was not entirely happy with the situation, although the
Government had explained the important reasons for the change.
Other countries should
consider similar action. Multi -dose vials for vaccines were still permitted as they were
used only by authorized health personnel. His delegation fully supported the draft
resolution.
Dr MOHS (Costa Rica) commended the Director -General and the Director of the Global
Programme on the report and on the technical briefing given the previous day.
In Costa Rica the greatest concern in relation to AIDS prevention was that there had
been no positive change in sexual behaviour among high -risk groups. A prospective
epidemiological and sociological study of such groups had been undertaken over the past
three years, and the only change that had been observed was an increase in the use of
condoms. Another cause for concern was the possible increase in transmission of HIV that
might result from the increased number of tourists, the high number of displaced persons
from other parts of Central America now in Costa Rica, and temporary residents such as
the seafarers visiting both coasts.
His delegation wished to be included as a sponsor of the draft resolution under
consideration.
Dr VEILLARD (Haiti) commended WHO on its implementation of the Global Programme on
AIDS.
Given the epidemiological nature of AIDS, the development and implementation of
vertical control programmes in low- income countries were likely to cease if donor funding
was withdrawn.
It was therefore essential to integrate AIDS control into the health -care
systems of such countries.
It had been stated that in several countries, including
Haiti, AIDS was being successfully treated with traditional medicine.
Appropriate
research should be undertaken to examine the possible contribution traditional medicine
could make to AIDS control.

The meeting rose at 12h35.

TENTH MEETING
Thursday, 12 May 1988, at 14h30
Chairman:
1.

Professor A. R. Y. ABDUL RAZAK (Kuwait)

GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (REPORT BY THE
Item 24 of the Agenda (Resolution WHA40.26; Document A41/5)
DIRECTOR -GENERAL):
(continued)

Dr GREGORICH- SCHEGA (Austria) said that her country's national prevention and
In April
control programme on AIDS was fully in line with WHO's global strategy on AIDS.
1983, a permanent AIDS subcommission of the Austrian National Health Advisory Board had
been set up, comprising experts in the fields of virology, hygiene, epidemiology, and the
In addition,
social health, blood and plasma donation, immunology and clinical branches.
the "Austrian AIDS Help" organization, a private body financed mainly by public funds,
had been set up in Vienna and several other Austrian states aid planned to expand
activities nationwide with the aim of providing information to the public, media,
physicians and health staff, social and health organizations and persons belonging to
risk groups as well as providing permanent counselling services and assistance to persons
infected with human immunodeficiency virus (HIV), their friends and families.
AIDS legislation had entered into force in Austria in July 1986 and focused on
preventive measures. Health authorities had to be notified only of manifest cases of
AIDS, which remained strictly anonymous.
Prostitutes were required to have at least one
medical examination every three months and, if found to be HIV - infected, were no longer
allowed to engage in prostitution.
Physicians were required to inform HIV infected
persons of their condition aid counsel them in order to prevent HIV transmission. The
law also provided for monitoring of the epidemiological situation and the commissioning
of research studies.
Screening was being carried out by means of the ELISA test with results being
confirmed by at least two further tests, including the "Western blot" test. Tentative
antigenic tests were also being carried out in the context of the screening of blood
donors as well as of blood tests made by the "Austrian AIDS Help" organization.
A study
was being undertaken to show whether unspecific parameters, such as an increase in
neopterin, could be used to exclude persons at risk from donating blood already prior to
the emergence of antibodies.
To ensure the high quality of tests and gain experience for
the "Western blot" test, samples were sent to specified laboratories where results were
confirmed and recorded.
Comprehensive information for the general public was the most important method of
preventing the spread of AIDS. Measures such as mandatory screening and notification of
HIV - infected persons were inefficient and counterproductive.
Her country was convinced
that any discrimination against and stigmatization of HIV - infected persons and persons
with AIDS should be strictly avoided.
Austria therefore supported the draft resolution
and was pleased to be a sponsor.
-

Dr MAYNARD (Trinidad and Tobago) said that her country was one of those in the
Americas with the largest number of AIDS cases in relation to population size.
Between
1983 and the end of March 1988, 273 cases had been notified, with 184 deaths, in a
population of 1.2 million. AIDS had moved from the homosexual and bisexual to the
heterosexual population.
A national AIDS committee coordinated and monitored all AIDS programme activities.
The committee comprised four subcommittees:
on education and training of health care
workers;
education of the public, including schools;
surveillance and research;
and
control of infection.
A medium -term programme had been accepted by the Global Programme
on AIDS and initial funding received.
In that context she expressed her country's
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She also
appreciation of the technical and financial assistance obtained through WHO.
commended the Director - General on his report and noted with special interest the link
between WHO and UNESCO which would allow for the preparation of materials for use both
inside and outside the formal school system.
In conclusion, she supported the draft resolution on the avoidance of discrimination
in relation to HIV - infected people and people with AIDS.

Dr MANN (Director, Global Programme on AIDS) thanked the many delegates and Member
States having expressed support for the Global Programme over the past year.
Replying to questions and comments on the next phase of evolution of the Global
Programme, he drew attention to the inescapable uncertainties which surrounded the
problem of AIDS, the rapid changes in the situation from the epidemiologic, scientific,
He pointed out that the global
social, political and cultural points of view.
environment itself had changed substantially since the Fortieth World Health Assembly.
A widely accepted global strategy on AIDS had come into being, the agenda for the fight
against AIDS had been established and global mobilization and coordination were under
way - all of which meant that management structure and operational activities should
remain flexible. The overall objective of the Global Programme on AIDS was to provide
support at the national level and encourage the development of strong and comprehensive
Over the past year, the Global Programme had
national AIDS programmes in every country.
As the process
oriented and briefed over 200 consultants from more than 50 countries.
continued it would become possible to take greater advantage of epidemiological,
virological and health education resources throughout the world, thus further extending
In addition, consideration would be given to means
the pool of consultants and experts.
of providing sustained coordination and further support in the years to come.
Increasingly, other WHO programmes would be called upon in full partnership with regional
offices to ensure that full and coordinated support in action against AIDS was delivered
at country level.
Concerning international exchange, he pointed out that AIDS was no longer a subject
The geographical origin of the virus was
of finger -pointing or questions of origin.
It was
unknown and the focus of all efforts was on preventing its further spread.
therefore satisfying to note that discussions were increasingly emphasizing the global
nature of the problem.
It had been discovered over the past year that existing systems
were not adequate for the full, rapid and complete exchange of scientific information
that AIDS called for.
Structures were therefore being developed to link research
efforts. The reagent project was a mechanism by which research workers in any country
could have access to information on standardized viral strains and other reagents in
Scientific work on AIDS had become
order to facilitate the progress of science.
there could no longer be any purely national AIDS research.
irrevocably international;
It was expected that WHO would play an increasingly important part in the transfer and
It was hoped
exchange of information and technology to meet the needs of AIDS research.
to be able to link all countries in a network of intensified exchange of experience in
In that context, there had recently been important meetings,
the fight against AIDS.
such as the WHO /Japan meeting, the regional conference in Kuwait and the Pan American
Teleconference, and a meeting on AIDS in Africa was to be held in Zaire in October 1988.
On the question of therapies, there was clearly a need to exchange scientific
information and experience, including information and experience derived from traditional
medicine.
He therefore appealed to countries in which traditional medicine or other
WHO was
research was under way to share the results openly through the Global Programme.
setting up a global data bank for information on HIV seroprevalence to be exchanged
widely.
It was also becoming possible for the Global Programme to give greater
Concerning the
assistance in standardization of methods to collect information.
relationship between WHO and the industrialized countries, he was pleased that the
Federal Republic of Germany, France, Netherlands, Sweden (on behalf of the Nordic
countries), and the United Kingdom of Great Britain and Northern Ireland, among others,
had referred to the fact that, in addition to contributing to WHO and to the Global
Programme, they might also directly benefit from the link with WHO which was an integral
part of the global strategy. In that context the nongovernmental organizations had a
vital role to play and, where appropriate, the activities of private organizations might
also be integrated.
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He had noted the considerable number of comments made on AIDS and public health and
AIDS and health systems. He referred to resolution WHA40.26 and its insistence that
control should be integrated into existing health systems.
Indeed that was the
corner -stone of the work of the Global Programme. Action against AIDS was hampered by
the problems and limitations of existing health and social services.
If health systems
throughout the world already had integrated blood transfusion systems, if sterilization
practices had been the rule everywhere, if community -based education programmes had been
widely successful and used everywhere, if laboratory and surveillance infrastructure had
been as strong as was wished, the fight against AIDS would have been simplified.
However, since there were problems in health and social systems throughout the world,
AIDS could provide an opportunity to identify and remedy weaknesses.
In fighting AIDS it
was possible to fight for health and the strengthening of the health system in the
broadest sense. An example of that was the Global Blood Safety Initiative, where efforts
were being made not only to prevent the spread of AIDS through blood but to do so in a
way which strengthened existing health systems;
making blood safe against AIDS, blood
could be made safe against other transmissible diseases. Similar examples could be found
in relation to strengthening of laboratories, emphasis on training and educational
programmes for the public.
AIDS had also been mentioned as a stimulus to research.
Thus, it was proposed to
rely on a process of institution- strengthening, using existing collaborating centres and
developing and supporting centres for prevention - related research in an effort to help
countries, particularly in the developing world, to strengthen institutions in a targeted
manner so that the research needed in the country to bring AIDS under control could be
conducted and completed within the broader research context.
It had been repeatedly mentioned that AIDS was a development problem which seemed to
have generated particular political and social commitment. Research into the social and
economic impact of AIDS was essential. While the ways in which AIDS was transmitted were
the same throughout the world, it was significant that there were very varied
epidemiological situations within and between countries.
Such differences must be
documented to show how epidemiological differences were also social and behavioural
differences which called for appropriate research at local or country level in order to
permit continued adaptation of the details of programme design, implementation and
evaluation within the global strategy. In that context, a technical consultation would
shortly be held on AIDS control in Asia to look specifically at the type of problems
faced in an area of the world where the virus had so far been relatively rare;
the
discussion would be epidemiologically based and would consider how programme design could
take account of epidemiology while remaining faithful to the principles and basic
structure of the global strategy. It was essential to avoid complacency in areas where
the virus was not common, because it was clear that wherever the behavioural factors were
sufficiently intense and the virus existed, transmission could occur rapidly.
He
illustrated that point by giving figures for Thailand; in 1985 -1986, intravenous drug
users presenting for treatment in Bangkok had a 0% HIV infection rate, whereas in 1987
the rate was 1% and in the first three months of 1988 it had risen to 16 %.
Similar
patterns had earlier been seen in New York (United States of America), Edinburgh (United
Kingdom of Great Britain and Northern Ireland) and Milan (Italy). Recent scientific data
confirmed that there were no racial, genetic or ethnic barriers to the spread of the
virus and that the only known immunity was behavioural immunity.
Concerning the evolution of test kits, he confirmed that kits were being developed
which were quicker and simpler and could be read with the naked eye, which would allow
testing in areas where the use of ELISA- readers might not be appropriate.
The most
promising kits were based on the principle of particle agglutination - there were both
gelatin and latex agglutination tests
and were being evaluated in different parts of
the world.
They offered the promise of bringing to all areas the capacity to test for
HIV infection quickly and reliably.
Regarding the risk to health workers, the most recent information pointed to a 0.5%
probability of a health worker being infected through an injury when using a needle
contaminated with the blood of an HIV - infected patient. That risk was to be compared
with the 10 % -30% risk of transmission of hepatitis B under similar circumstances. The
risk would be further minimized through adoption of the usual preventive strategies.
It was essential for the Global Programme on AIDS to help ensure that, when drugs
and vaccines became safe and effective, and usable, they would be made available
throughout the world and there would be no difference between the rich and the poor
nations in their capacity to prevent HIV infection.
-
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Concerning World AIDS Day, announced at the London Summit and to be celebrated on
1 December 1988, he said that its purpose was to convey the message that AIDS could be
stopped, convince people that their responsible behaviour could protect them and stop the
spread of AIDS, encourage compassion and understanding towards those who had AIDS or were
otherwise infected with the virus, highlight the extraordinary range and scope of the
fight against AIDS all over the world and give additional support to AIDS prevention and
It was therefore hoped that ministers of health
control programmes at country level.
would proclaim the day World AIDS Day in their countries and use it as an opportunity to
focus attention on understanding and learning about AIDS.
WHO would help by providing
materials for adaptation and use in national activities and serving as a focal point to
exchange information in different countries.
In conclusion, he said that the personnel of the Global Programme had drawn
additional confidence from the support expressed, and believed that with the steadfast
support and guidance of the Health Assembly the Global Programme would go from strength
It would continue to focus on the challenges in a changing environment and
to strength.
to deliver in the best manner possible technical and other forms of support to countries
throughout the world.
The CHAIRMAN drew attention to the following draft resolution proposed by the
delegations of Argentina, Australia, Austria, Barbados, Belgium, Botswana, Brazil,
Burkina Faso, Burundi, Canada, Chad, Congo, Cyprus, Denmark, Egypt, Finland, France,
Gabon, Gambia, German Democratic Republic, Germany, Federal Republic of, Ghana, Greece,
Hungary, Iceland, Ireland, Israel, Italy, Japan, Kenya, Kiribati, Lesotho, Liberia,
Luxembourg, Malawi, Malaysia, Malta, Netherlands, New Zealand, Nigeria, Norway, Papua New
Guinea, Philippines, Poland, Portugal, Qatar, Rwanda, Samoa, Sao Tome and Principe,
Senegal, Seychelles, Sierra Leone, Solomon Islands, Spain, Swaziland, Sweden,
Switzerland, Thailand, Tonga, Tunisia, Uganda, Union of Soviet Socialist Republics,
United Arab Emirates, United Kingdom of Great Britain and Northern Ireland, United
Republic of Tanzania, United States of America, Venezuela, Zambia and Zimbabwe:

The Forty -first World Health Assembly,
Recalling resolution WHA40.26 on the global strategy for the prevention and
control of AIDS, Economic and Social Council resolution 1987/75, and United Nations
General Assembly resolution 42/8 on the prevention and control of AIDS;
Endorsing the London Declaration on AIDS Prevention unanimously adopted on
28 January 1988 by the World Summit of Ministers of Health on Programmes for AIDS
Prevention;
Recognizing that AIDS is a global problem which poses a serious threat to
humanity, and that urgent and worldwide action is required to implement WHO's global
strategy to combat it;
Acknowledging with deep appreciation the work of WHO, through the Global
Programme on AIDS, in directing and coordinating the global strategy;
Noting the medical, ethical, legal, socioeconomic, cultural and psychological
implications of AIDS prevention and control programmes;
Recognizing the responsibility of Member States to safeguard the health of
everyone and to control the spread of HIV infection through their national policies
and programmes in conformity with the global strategy;
Bearing in mind the responsibility of individuals not to put themselves or
others at risk of infection with HIV;
Strongly convinced that respect for the human rights and dignity of
HIV - infected people and people with AIDS, and of members of population groups, is
vital to the success of national AIDS prevention and control programmes and of the
global strategy;

URGES Member States, particularly in devising and carrying out national
programmes for the prevention and control of HIV infection and AIDS:
(1)
to foster a spirit of understanding and compassion for HIV - infected people
and people with AIDS through information, education and social support
programmes;
1.

FORTY -FIRST WORLD HEALTH ASSEMBLY

126

(2)
to protect the human rights and dignity of HIV - infected people and people
with AIDS, and of members of population groups, and to avoid discriminatory
action against and stigmatization of them in the provision of services,
employment and travel;
(3)
to ensure the confidentiality of HIV testing and to promote the
availability of confidential counselling and other support services to
HIV - infected people and people with AIDS;
(4)
to include in any reports to WHO on national AIDS strategies information
on measures being taken to protect the human rights and dignity of HIV - infected
people and people with AIDS;

CALLS ON all governmental, nongovernmental and international organizations and
2.
voluntary bodies engaged in AIDS control programmes to ensure that their programmes
take fully into account the health needs of all people as well as the health needs
and dignity of HIV - infected people and people with AIDS;
3.

REQUESTS the Director -General:
(1)
to take all measures necessary to advocate the need to protect the human
rights and dignity of HIV - infected people and people with AIDS, and of members
of population groups;
(2)
to collaborate with all relevant governmental, nongovernmental and
international organizations and voluntary bodies in emphasizing the importance
to the global strategy for the prevention and control of AIDS of avoiding
discrimination against HIV - infected people and people with AIDS;
(3)
to stress to Member States and to all others concerned the dangers to the
health of everyone of discriminatory action against and stigmatization of
HIV - infected people and people with AIDS, and members of population groups, by
continuing to provide accurate information on AIDS and guidance on its
prevention and control;
(4)
to report annually to the Health Assembly through the Executive Board on
the implementation of this resolution.

Dr RAY (Secretary) announced that the delegation of Cuba had proposed that the words
"taking into account their epidemiological situation" be added after the words "national
policies and programmes" in the sixth preambular paragraph.
The delegation of Saudi Arabia had proposed that the words "nationals and residents"
be inserted after the words "members of population groups" in operative paragraph 1,
subparagraph (2).
The delegation of France had proposed certain changes that affected only the French
text.
Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) thanked all
delegations for their overwhelming support of the draft resolution. He fully understood
the reasoning of the Saudi Arabian delegate but appealed to him not to pursue his
objections, on the clear understanding that his concern would be fully reflected in the

record.

Mr AL- HEGELAN (Saudi Arabia) explained that the aim of his proposal had been to draw
attention to a problem that could hamper the implementation of the draft resolution. He
could accept the draft resolution in so far as it did not affect the interests of Member
States and pointed out that 15% of his country's population was at risk.
If his
amendment could not be accepted, he hoped that the reasons for his opposition to the
paragraph in question would be noted.
In any case, he would always bear in mind the
initial concern of preventing AIDS and protecting all population groups in his country.
The CHAIRMAN thanked the delegate of Saudi Arabia and assured him that his remarks
would be noted.
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Dr YOUNG (United States of America) said that it was clearly the sovereign
responsibility of each Member State to address its health needs; he associated himself
with the remarks of the United Kingdom delegate and thanked the delegate of Saudi Arabia
for his considerate attitude.

Dr OKWARE (Uganda) said that the draft resolution represented the minimum that was
required.
He had no difficulty in accepting the Cuban amendment but thought that the
Saudi Arabian amendment would reopen fundamental issues.
On humanitarian grounds, he
called on the Committee to approve the draft resolution by consensus.
The CHAIRMAN reminded the delegate of Uganda that the Saudi Arabian delegate had
graciously withdrawn his amendment.

The draft resolution,

2.

as amended,

was approved.1

Item 22 of the Agenda (Documents A41/42 and
TOBACCO OR HEATH (PROGRESS REPORT):
A41 /INF.DOC. /6 ) (continued from the sixth meeting, section 2)

The CHAIRMAN drew attention to the following draft resolution submitted by the
delegations of Australia, Bahrain, Belgium, Canada, Finland, Iceland, Iraq, Luxembourg,
Mexico, Mozambique, New Zealand, Poland, Sweden, Thailand, Tonga and United Kingdom of
Great Britain and Northern Ireland:

The Forty -first World Health Assembly,
Recalling resolutions WНA31.56, WHA33.35 and WНA39.14, and emphasizing the
importance of ensuring that these resolutions are fully implemented;
Having considered the Director -General's report on tobacco or health, the
comments by the Executive Board and the report of the Advisory Group on a WHO Global
Action Plan on Tobacco or Health;
Encouraged by the response to the first world no- smoking day on 7 April 1988;

REQUESTS the Director - General to draw up a plan of action, bearing in mind the
recommendations of the Advisory Group and covering in particular:
(1)
the special problems of developing countries which at present depend upon
tobacco production as a major source of income;
targets and intervention plans, including consideration of future
(2)
no- smoking days, for example, annually on World Health Day;
(3)
the administrative and management structure of an action programme on
tobacco or health, including its relationship to other programmes of the
Organization;
(4)
resource needs;
sources of finance and other support;
(5)
for submission, through the Programme Committee, to the eighty -third session of the
Executive Board.
The draft resolution was approved.4

1

Transmitted to the Health Assembly in the Committee's
as resolution WНA41.24.
2

4

Document WНA41 /1988 /REC /1, Annex

5.

Document WHA41 /1988 /REC/1, Annex

5,

Appendix

third report and adopted

4.

Transmitted to the Health Assembly in the Committee's third report and adopted
as resolution WНA41.25.

FORTY -FIRST WORLD HEALTH ASSEMBLY

128
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SECOND REPORT OF COMMITTEE A (Document А41/33)
section 2)

(continued from the ninth meeting,

Dr RAY (Secretary) read out a number of textual amendments to the annexes to the
resolutions that had inadvertently been omitted from the versions included in the draft
He announced
report, which had been submitted to the Committee at its ninth meeting.
that the corrected version would be distributed on the following day.

The report,

4.

as amended, was adopted.l

FORTIETH ANNIVERSARY OF THE WORLD HEALTH ORGANIZATION AND TENTH ANNIVERSARY OF THE
Item 12 of the Agenda (Resolution EB81.R14;
DECLARATION OF ALMA -ATA:
Document
А41/192)

Draft resolution on leadership development for health for all
The CHAIRMAN drew attention to the following draft resolution submitted by the
delegations of Barbados, Colombia, Cuba, Hungary, India, Malaysia, Nigeria, Sweden,
Thailand, United Republic of Tanzania, United States of America and Yugoslavia:

The Forty -first World Health Assembly,
Recalling resolutions WНА30.43 and WНАЭ4.36 by which the Member States of WHO
have unanimously adopted a policy and strategy for achieving the goal of health for
all by the year 2000;
Noting the progress made at this midpoint between the adoption in 1978 of the
Declaration of Alma -Ata on primary health care, which set a new course for action
for health, and the year 2000, but also being aware of the need for accelerated
progress to achieve the collectively agreed goal of health for all;
Stressing that accelerated progress will require an even greater involvement of
people from all walks of life and the mobilization of all potential resources in
society in support of primary health care;
Recognizing that informed and committed leadership at all levels of society is
crucial for harnessing this potential;
Recalling resolution WHA37.31 on the role of universities in the strategies for
health for all, resolution WНАЭ8.31 on collaboration with nongovernmental
organizations in implementing the strategy, resolution WНА39.7 on the evaluation of
the strategy, and resolution WНA39.22 on intersectoral action for health;

ENDORSES the Declaration of Personal Commitment3 and the report of the
Technical Discussions held during the Forty -first World Health Assembly, on
leadership development for health for all;
1.

AFFIRMS that enlightened and effective leadership is vital to intensify and
sustain social and political action for health for all;
2.

3.

CALLS on Member States:
(1)
to develop leadership for health for all actively by using all educational
entry points, and by sensitizing current leadership to the issues involved and
generating continually new leadership, in order to accelerate progress towards
health for all through primary health care;
(2)
to launch renewed efforts to increase understanding of health for all and
primary health care, utilizing effective communication strategies, including
sensitizing the leadership of the media to their social responsibility in
promoting communication for health;

1

See document WНA41 /1988 /REC /2.

2

Document WHA41 /1988/REC /1, Annex

7.

Text annexed to the draft resolution

(see document WHА41 /1988 /REC /1,

p.

24).
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(3)
to accelerate decentralization and socioeconomic and structural reforms
which favour active involvement of people and encourage the emergence of
leadership potential and provide opportunities for setting examples of
effective leadership at all levels;
(4)
to make renewed and innovative efforts to involve people and communities
creatively so as to empower them, develop self - reliance and leadership at local

level;
to expand supportive partnerships with communities, nongovernmental
(5)

organizations, educational institutions and other community -based organizations
to bring their creativity and commitment to bear on the challenge of health for
all;

CALLS on the leadership of educational institutions and universities to
demonstrate their commitment to achieve health for all through primary health care,
4.

by:
(1)
accelerating changes in the curricula for the training of health and other
professionals, including teachers, involved in health action to promote the
value system of health for all and enhance the potential of leadership for
health for all;
(2)
shifting academic reward systems and providing career opportunities so as
to acknowledge and encourage career academic commitments to primary health

care;
(3)
including in the curricula of institutions throughout the educational
system from primary schools on, education for health, social values, attitude
change and leadership development;
5.
URGES the leadership of national and international nongovernmental
organizations to expand their partnership with governments and educational
institutions to accelerate progress towards health for all, and to use their
flexibility and creativity in developing leadership potential and capacities at
community level, involving particularly women and youth groups;

6.

REQUESTS the Director- General:
(1)
to publish the Declaration of Personal Commitment and the report of the
Technical Discussions on leadership development for health for all, and
disseminate them widely to all governments, educational institutions and
universities, nongovernmental and voluntary organizations, and other interested
groups;
to ensure the continuity and sustainability of the leadership development
(2)
initiative within WHO, building upon the strong beginnings already realized,
and establishing other appropriate mechanisms so that it becomes an integral
part of WHO's support for the health - for -all strategy, at all levels;
(3)
to support the efforts of Member States, educational institutions and
nongovernmental organizations in their endeavours to develop leadership to
accelerate social and political action towards health for all through primary
health care and to encourage the use of WHO resources, particularly
fellowships, for leadership development;
(4)
to establish and foster a technical resource network drawn from
educational institutions, and health leaders, to provide support to health for
all and leadership development;
(5)
to promote and encourage leadership potential through documenting and
disseminating information on successful and innovative initiatives in primary
health care, through creating incentives such as awards and recognition for
such endeavours, arid provide simplified and relevant documentation for lay
people and community leadership;
(6)
to evaluate the impact of the leadership development initiative in
implementing the Global Strategy for Health for All in conjunction with the
second evaluation of the strategy in 1991, arid to report thereon to the
eighty -ninth session of the Executive Board and the Forty -fifth World Health
Assembly in 1992.
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Dr KHALID BIN SARAN (Malaysia), introducing the draft resolution, said that the
sponsors considered it extremely important and relevant to the health - for -all goal which,
through primary health care, envisaged a number of important changes in many health care
systems, including changes in values and perceptions, in the roles of health care
providers and the community, in priorities, distribution of resources, more efficient and
effective management of programmes and resources, greater intersectoral coordination, use
of more appropriate technology and, above all, in the development of a health care system
In order to bring about all those changes there must also
which countries could afford.
be changes in structures and functions, in the basis of decisions and ways of reaching
Health for all through primary
them, and in relationships and working arrangements.
health care could be summarized as an exercise in change, both qualitative and
quantitative.
It was a challenge to organization and management alike to initiate and
manage such change in appropriate directions.
A review of the health - for -all goal had clearly indicated that some progress had
been made but there were also instances in which the desired changes or improvements had
been too slow or had not taken place. There had even been some actual reversal of health
status
Enlightened and effective leadership had been identified as a crucial factor for
The subject had been discussed extensively in
attainment of the health - for -all goal.
various forums, including the "round table" in Brioni, Yugoslavia, and at a recent
meeting of experts in Riga (Union of Soviet Socialist Republics) which had examined the
mid -point achievements after the International Conference on Primary Health Care
(Alma -Ata).
Interesting and useful Technical Discussions had taken place during the current
Health Assembly on the subject of leadership development for health for all and there had
been agreement on the nature of such leadership and its functions, on what constituted
Effective leadership was a basic
effective leadership and how it could be developed.
The Health Assembly in plenary had taken note
requirement for the health - for -all goal.
of the report on the Technical Discussions including the Declaration of Personal
Commitment.
The draft resolution before the Committee was appropriate and timely in calling on
Member States, institutions, nongovernmental organizations and the Director - General to
intensify or initiate efforts towards the development or strengthening of leadership for
change, without which the health - for -all goal might remain a dream or merely a partially
fulfilled objective.
While the draft resolution rightly focused on leadership development, he wished to
emphasize the importance of managerial skill and effective management in health for all.
It could, in fact, be argued that leadership and effective management were inseparable.
Leaders must also be competent in management because the values and visions, as well as
the critical issues which leadership projected or took into consideration, must be
The strengthening and development of
translated into practical action programmes.
management and managerial skill would be an appropriate accompaniment to the action being
taken on health- for -all leadership development. That aspect might be taken up at another
time and in another forum.

Mr BOBAREVIC (Yugoslavia) reminded the Committee that the activity covered by the
draft resolution had originated among non- aligned and other developing countries in the
context of their medium -term programme for technical cooperation for health for all.
That programme had been endorsed by the Health Assembly and had led to the launching of
the leadership programme by the Director -General.
In past years, the Health Assembly had
adopted resolutions congratulating the non- aligned and other developing countries on
their continuing political commitment and vigorous efforts to attain the goal of health
The developing countries greatly appreciated the
for all through technical cooperation.
support they had received.
Some countries that had attended the Brioni "round table"
That meeting had been followed by the
were among the sponsors of the draft resolution.
first international dialogue in India, which had been attended by participants from
The
developed countries. National and later international colloquia had been arranged.
activity had become a part of the WHO programme. The draft resolution marked the
beginning of the second phase of the work, in which Yugoslavia would cooperate with other
developing countries and with developed countries to achieve the goal of health for all
by the year 2000.
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Dr AMONOO- LARTSON (Christian Medical Commission), speaking at the invitation of the
CHAIRMAN, said that on behalf of the Commission and of the Geneva -based group of
nongovernmental organizations on primary health care he wished to express appreciation
for the collaboration nongovernmental organizations had enjoyed with WHO and especially
its Director -General, Dr Mahler.
The nongovernmental organizations which had
participated in the Alma -Ata Conference and in the recent Riga meeting were deeply
committed to the Declaration of Alma -Ata and would do everything within their means to
develop leaders for health for all by the year 2000.
Leadership development for primary
health care was often more easily said than done, but with dedication at country and
district levels it was believed that it would be possible to select nationals, and
especially young nationals, for leadership roles in the health services. At a time when
the fortieth anniversary of WHO and the tenth anniversary of the Alma -Ata Declaration
were being celebrated, the nongovernmental organizations rededicated themselves to
increasing collaboration with WHO, national governments and communities in their efforts
to develop equitable systems of health care.

Professor WESTERHOLM (Sweden) said that one reason why all the progress hoped for
had not been made towards the goal of health for all through primary health care was lack
of leadership at all levels.
Her delegation, which was a sponsor of the draft
resolution, hoped it would be approved by consensus.
Dr RAKCEEV (Union of Soviet Socialist Republics) asked for clarification of the
functions of the technical resource network described in paragraph 6(4) and how they
differed from the measures envisaged in paragraphs 6(2) and 6(3).
Dr KHANNA (Director, Health - for -all Strategy Coordination;
Health - for -all
Leadership) recalled that the Technical Discussions had recognized that "networking" had
important partnership - fostering functions at community, national, regional and
international levels in view of the fact that leadership development was a new initiative
and called for new types of learning materials and educational approaches. It was
therefore recommended that such networks should be set up to bring together leaders from
governments, nongovernmental organizations and educational institutions that had achieved
success in implementing primary health care, in order that appropriate learning materials
and approaches could be developed and experience shared.

The draft resolution was aDDroved.1

Draft resolution on strengthening primary health care
The CHAIRMAN invited attention to the following revised draft resolution proposed by
Bulgaria, Cuba, Czechoslovakia, Ethiopia, German Democratic
Republic, Ghana, Hungary, Iceland, Kenya, Malaysia, Mongolia, Mozambique, Nigeria,
Norway, Pakistan, Poland, Sweden, Switzerland, Thailand, Union of Soviet Socialist
Republics, United Republic of Tanzania, United States of America, Zambia and Zimbabwe:
the delegations of Botswana,

The Forty -first World Health Assembly,
Recalling resolution WНА30.43 in which it was decided that the main social
target of governments and WHO should be the attainment by all the people of the
world by the year 2000 of a level of health that will permit them to lead a socially
and economically productive life;
Further recalling resolution WHA32.30 which endorsed the Declaration of
Alma -Ata with its emphasis on primary health care and its integrated approach as the
key to attaining health for all, and resolution WHA34.36 by which the Assembly
adopted the Global Strategy for Health for All by the Year 2000;

1 Transmitted to the Health Assembly
as resolution WHA41.26.

in the Committee's third report and adopted
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Mindful of United Nations General Assembly resolution 36/43 which endorsed the
Global Strategy for Health for All, urged all Member States to ensure its
implementation as part of their multisectoral development efforts and requested all
appropriate organizations and bodies of the United Nations system to collaborate
with WHO in carrying it out;
Having considered the statement issued by a meeting in Riga, USSR, in
March 1988 to mark the tenth anniversary of the Declaration of Alma -Ata, known as
"Alma -Ata:
Reaffirmed at Riga ";
Recognizing that at this mid -point between the launching and the attainment of
the goal of health for all by the year 2000, much progress has been made by many
countries in parallel with the evolution of their social and economic situation, but
that there remain a considerable number of countries in which the health situation
and the means for improving it remain highly unsatisfactory 10 years after Alma -Ata;
Convinced of the importance of district health systems for the optimal
organization and provision of primary health care as an integral part of national
health systems and of the global health system constructed primarily by countries
themselves with appropriate support by WHO, and of the need for research aid
development as a vital step in fostering the development of such care;
Recognizing further that the active participation of the people and the
communities and their contribution is essential to the attainment of the goal of
health for all;
.

ENDORSES the statement "Alma -Ata:
Reaffirmed at Riga ", which emphasizes that
the Declaration of Alma -Ata remains valid for all countries at all stages of social
and economic development and that the application of its principles should therefore
be maintained after the year 2000;
1.

2.

URGES all Member States:
(1)
to accelerate their efforts to attain the goal of health for all by the
year 2000 through health systems based on primary health care in line with the
global, regional and national strategies to that end;
(2)
to prepare for the continuation of these efforts beyond the year 2000 to
ensure the maintenance and progressive improvements of the health of all their
people;

3.
THANKS all those multilateral and bilateral developmental agencies,
nongovernmental organizations and voluntary and philanthropic bodies that have
supported the struggle to attain health for all and appeals to them to continue and
intensify this support;

4.

CALLS ON the international community:
(1)
to continue their support to the efforts of Member States in the
development of health systems based on primary health care;
to take unprecedented measures to support the least - developed countries
(2)
committed to improving the health of their people in line with the policy of
health for all;
(3)
to unite such efforts under the international coordination of the World
Health Organization;

5.

REQUESTS the regional committees:
(1)
to pay particular attention to the monitoring and evaluation of strategies
for health for all with a view to identifying areas in which particular efforts
are required and to taking appropriate action;
to report thereon to the Executive Board in conformity with the revised
(2)
plan of action for implementing the Global Strategy for Health for All;

1

Document WHA41/1988/REC/1, Annex
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6.

REQUESTS the Executive Board:
(1)
to intensify its monitoring and evaluation of the Global Strategy for
Health for All, paying particular attention to supporting the countries in the
strengthening of integrated approaches and to international support to the
least -developed countries;
(2)
to report thereon to the World Health Assembly in conformity with the
revised plan of action for implementing the Global Strategy for Health for All;

7.

REQUESTS the Director -General:
(1)
to ensure the widest dissemination of this resolution and the statement
Reaffirmed at Riga ";
"Alma -Ata:
to intensify programme activities of research and development on primary
(2)
health care, within the existing organizational framework, with particular
emphasis on strengthening integrated health approaches and district health
systems within the national context, ensuring resources from within the
regular budget of the Organization and the continued mobilization of
extrabudgetary resources as additional means for programme implementation;
(3)
to ensure that the activities of the programme and those of all other
related programmes give particular emphasis to supporting the least - developed
countries;
(4)
to direct all programmes of the Organization to increase their support to
countries in strengthening the integrated approach and in research and
development in primary health care with emphasis on strengthening district
health systems;
to present to the Executive Board at its eighty -third session the proposed
(5)
intensification of programme activities of research and development in primary
health care, and to report to the World Health Assembly from time to time on
the implementation of this resolution and, in particular, on the nature and
scope of international support to the least - developed countries.

Professor WESTERHOLM (Sweden), introducing the draft resolution, of which her
delegation was a sponsor, said it took its origins in resolution WHA30.43, which had set
health for all as the social target for governments and WHO, resolution WHA32.30
endorsing the Declaration of Alma -Ata, which had recognized primary health care as the
key to health for all, and the meeting in Riga in March 1988 to review progress since
Alma -Ata, the conclusions of which were set out in document A41/19.
The aim of the draft resolution was to ensure continued commitment to efforts to
attain the health - for -all goal through primary health care.
It stressed the need to
develop district health systems as the best means of organizing and delivering primary
health care as an integral part of national health systems and the importance of research
and development as a vital step in promoting the development of such care.
The draft
resolution endorsed the statement:
"Alma -Ata:
Reaffirmed at Riga" and emphasized that
the application of its efforts went beyond the year 2000.
It urged Member States to
redouble their efforts.
Monitoring and evaluation would be a responsibility of the
regional committees and the Executive Board, and the Director -General was asked to
undertake a number of tasks.

Professor RANSOME -KUTI (Nigeria) said that events in Alma -Ata 10 years earlier had
reverberated throughout the world.
The Declaration had become a charter for the world
community to work for health for all by the year 2000 through primary health care and the
fuller and better use of the world's resources, a considerable part of which was being
spent on armaments and military conflicts.
During the past week, the Organization had
celebrated its fortieth anniversary and the tenth anniversary of the Alma -Ata
Declaration, both of which were a global response to the health situation of the time.
He had been keenly aware of the great significance of Alma -Ata and had been present at
Riga from 22 to 25 March, when the mid -point between the Alma -Ata Conference and the year
2000 had been celebrated and when participants had reflected on the achievements of

1
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primary health care for health for all and on the obstacles that remained to be
overcome.
The report of the experts participating in the Riga meeting, which had been
summarized at the recent "round table" in Brioni and in document А41/19,1 clearly
indicated the challenge facing countries if health for all was to become a global
reality. It had been recognized, however, that there had been many achievements since
the Alma -Ata Declaration such as decreased infant mortality rates, improved immunization
coverage and safe drinking- water.
The report had indicated that mortality rates among children under five years of age
were likely to remain above 100 per thousand births in some African and Asian countries
after the year 2000 despite a general worldwide improvement in health status.
Even when
full immunization coverage had been attained, it might not be sustained unless steps were
taken to ensure that the programme activities formed an integral part of primary health
care, supported by a strong common infrastructure, particularly in the districts.
The
collective commitment to the health - for -all target laid a moral obligation on the Health
Assembly to ensure that such predictions were averted and that the glaring inequities
between countries were removed.
Expressing his support for the draft resolution, he said that specific action was
required to respond adequately to the existing situation, particularly in the least
Individual countries were responsible for their own social and
developed countries.
economic development and must all ensure that the limited resources available for health
It was, however, the collective duty of countries
were used for the greatest impact.
within the Organization to support the efforts being made in the poorest countries.
That
could best be done by strengthening the organization of health systems in those
countries, particularly in the districts.
Their health personnel must acquire better
organizational and managerial skills and find solutions to many operational difficulties,
such as weak financial management and poor supervision.
Above all, they must be more
effective in establishing district health systems genuinely based on the principles of
primary health care.
"Action research ", based in districts in the field but closely linked to national
development efforts, would help to provide practical solutions to operational primary
Such research was therefore essential in developing strategies and
health care problems.
plans and monitoring and evaluating the cost and effectiveness of various activities.
Although research by academics and external consultants was important for support, it
must not be allowed to take precedence over practical research and systematic
learning -by- doing, in which local health personnel were fully involved. Although WHO had
acquired some experience in supporting action research in selected districts in a number
of countries as a means of strengthening district health systems based on primary health
care, much more was urgently needed to ensure that country experience was studied and
shared for the benefit of all, particularly the least developed countries.
The world health situation called for substantial support for many countries;
intensifying research and development activities in primary health care, with particular
emphasis on strengthening district health systems in the least developed countries, was
essential to ensure that every possible effort was concentrated on such support,
considerable emphasis being placed on the interaction between that programme and other
programmes within the Organization. His delegation believed that the proposal could
attract substantial extrabudgetary funds.
He commended the draft resolution for the Committee's approval.
Dr RAKCEEV (Union of Soviet Socialist Republics) said his delegation endorsed the
draft resolution, adoption of which would represent a major step by the present Health
Assembly for the future development of health care.
It confirmed the importance of
primary health care as a key element in health - for -all strategies up to and after the
year 2000 for all countries, regardless of their level of social and economic
development.
Dr KHALID BIN SARAN (Malaysia) said that Malaysia strongly recommended the draft
resolution, of which it was a sponsor.
Although Malaysia had made progress towards its
health - for -all goals progress in some areas was slow. Primary health care had been

1
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recognized as the most appropriate strategy to achieve such goals and that had been
confirmed by the Riga meeting. A reaffirmation by Member States of their commitment to
the health - for -all goal and to primary health care was crucial to further progress.
Professor BORGOÑO (Chile) said that the draft resolution would be of major
importance in strengthening primary health care.
He proposed that the words "and health
services" should be added in operative paragraph 7(2) after the words "primary health
care" to emphasize the continuing importance of such services.
He proposed further that
the Director -General's suggestion in his statement on his report be taken up and that a
further sub - paragraph be inserted in operative paragraph 7 to read:
to study the possibility and feasibility of setting up a special research programme
for health services and report to the eighty -third session of the Executive Board in
January 1988.
He realized that it would be difficult to find funds for such work in a dwindling regular
budget and that extrabudgetary funds would be needed to launch a special programme.
That
was why the proposal was merely to look into the feasibility of a special programme, not
to suggest its establishment.
Mrs KADANDARA (Zimbabwe) said that her delegation had sponsored the draft resolution
because it considered that primary health care was the only way of achieving health for
all.
Ten years before, there had been some difficulties in implementing the innovative
new primary health care strategy, but staff of most health systems were now fully
conversant with primary health care techniques and were implementing them efficiently.
Her delegation hoped that support for primary health care would continue at all levels
and that the political commitment of Member States would be maintained.
Mrs MANYENENG (Botswana) said that her country had been greatly encouraged in its
primary health care policy by the Declaration of Alma -Ata and the statement "Alma -Ata:
Reaffirmed at Riga ", issued at the recent meeting in iga, USSR, to commemorate the tenth
anniversary of the Declaration (see document А41/19).
Her country was committed to the monitoring and evaluation of the health - for -all
strategy in order to identify and act in areas which required particular effort.
The
Government encouraged research at a local level, not only by research professionals, but
also by members of the community and local health workers. Local authorities had
complete responsibility for health in their own districts.
In June 1988 the country's
health services were to be decentralized.
In the same month a district health management
training exercise was to be held with the assistance of WHO and USAID, as well as a
national health systems research workshop.
Her delegation hoped that the draft resolution would be adopted unanimously.
Dr DIETERICH (Federal Republic of Germany) expressed his gratitude to the delegate
of Sweden for explaining the importance of the reasons behind the draft resolution and
the USSR for hosting the Riga meeting. He had several observations to make about the
The resolution endorsed the conclusions of the Riga meeting, but it
draft resolution.
did not urge Member States to take them into account in their policies.
Such a minor
amendment could surely be incorporated into the draft resolution without difficulty.
Operative paragraph 7 did not make it clear that the Director - General should be
working with Member States to implement the recommendations of the Riga meeting.
He
wished, therefore, to suggest a new subparagraph, to follow the current paragraph 7(1),
along the following lines:
(2)
to cooperate with Member States in the implementation of the recommendations
made at Riga for accelerating progress towards health for all by the year 2000,
giving particular emphasis to maintaining and strengthening political commitment and
strategies, intersectoral collaboration and the identification of problems that
continue to resist solution.
There was no need to refer to the recommendation on leadership training, since that was
If the proposed subparagraph were approved, it
the subject of a separate resolution.
would be logical to continue with the current subparagraphs (3) and (4) and then the

subparagraph currently numbered (2).
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The current subparagraph 7(2) did not reflect another of the Riga recommendations,
namely the rational use of science and appropriate technology, which was as essential as
health services research at the district level. He suggested that the subparagraph
with particular emphasis on strengthening integrated
should be amended to read "
health approaches and district health systems within the national context, and the
development and rational use of science and appropriate technology and its transfer
It would then be possible to delete the reference to primary
between countries .... ".
health care at the beginning of the subparagraph, to read "to intensify programme
activities of research and development within the existing organizational
framework.... ".
It would also be possible to simplify operative paragraph 7(4) by
deleting the reference to research and development and amending the paragraph to read
"...strengthening the integrated approach to health for all based on primary health
care ".
Sir John REID (United Kingdom of Great Britain and Northern Ireland) expressed his
delegation's support for the draft resolution.
In respect of the special research
programme on health services suggested by the delegate of Chile, he agreed that the
feasibility of the project should be investigated, and it was for the Committee to decide
whether the matter should be dealt with in a resolution or left to the Executive Board.
His delegation provisionally supported the amendments suggested by the delegate from the
Federal Republic of Germany, but wished to see the amendments in writing before
committing itself.
He wished to pay a special tribute to Dr Joshua Cohen, the Director -General's
Adviser on Health Policy, who had done a great deal to develop the philosophy and
practice of health for all through primary health care by his ability to communicate
complex ideas in lucid writing.
Dr SY (Senegal) said that after several years of implementation of primary health
a number of constraints had become evident.
The political and administrative
systems in some countries impeded the proper execution of programmes through
intersectoral cooperation. A further constraint was the poor understanding of the
The Director - General and the Organization might make
concept of primary health care.
increased efforts to further its understanding among those responsible for health
promotion, and to dispel the idea that the word "primary" had a perjorative meaning. The
term used in his country was "priority" or "fundamental" health care.
Senegal was also hampered by lack of resources for the implementation of its health
policy.
He proposed that the words "accelerate their efforts" in operative paragraph
2(1) of the draft resolution should be amended to read "increase their efforts ".
Despite
the shortage of financial resources, there were human and other resources that could help
in adjusting development, in which health services, through primary health care, formed
an integral part.
Subject to that amendment, his delegation wished to sponsor the draft
care,

resolution.
Dr RAKCEEV (Union of Soviet Socialist Republics) said that the amendments suggested
by the delegate of the Federal Republic of Germany seemed justified and asked to see them
in writing.
He endorsed the tribute to Dr Cohen paid by the United Kingdom delegate.
Dr BART (United States of America) said that as his delegation understood matters
extrabudgetary resources were already being mobilized for programme implementation;
indeed, paragraph 7(2) of the draft resolution referred to the "continued mobilization of
The special programme on health services research proposed by
extrabudgetary resources ".
the delegate of Chile would surely come under the proposal for intensification of
programme activities for research and development in primary health care, referred to in
paragraph 7(5) of the draft resolution. He would welcome a clarification from the
Secretariat.

Professor KHAN (Pakistan) said that primary health care was an important part of the
health delivery system in Pakistan, where there were 4100 union councils in the rural
areas.
Efforts were being made to have a basic health unit for every union council, to
cover a population of some 10 000 to 15 000 people. A rural health centre was
established for every five to ten union councils, depending on the population.

COMMITTEE

A:

TENTH MEETING

137

The paramedical staff for the basic health units and rural health centres was being
trained at 13 training schools established in all the provinces with assistance from the
United States Government.
Each basic health unit, which had one doctor and three
paramedical staff, would be the main centre for primary health care in the rural areas.
The rural health centres, manned by three doctors and 14 paramedical staff, had some 22
to 25 beds, an X -ray unit, a laboratory, a dental unit, and a labour room.
Some 3500
basic health units and 498 rural health centres had so far been established and others
were under construction, and the target of 4100 basic health units and 700 rural health
Similar public health centres were also
centres was expected to be reached by 1990.
under consideration for urban areas.
Pakistan had made great progress in that area with the help of WHO.
As a sponsor of
the draft resolution, his delegation hoped that it would be adopted unanimously.

Mr GHACHEM (Tunisia) said that his delegation wished to become a sponsor of the
draft resolution.

The CHAIRMAN said that, since the Committee clearly wished to see the proposed
amendments to the draft resolution in writing, a drafting group should be established to
He suggested that the following delegations should make up the
draw up an agreed text.
drafting group:
Federal Republic of Germany, Nigeria, Sweden, Union of Soviet Socialist
Republics, United Kingdom of Great Britain and Northern Ireland, and the United States of
America.
It was so agreed.

The meeting rose at 16h25.

ELEVENTH MEETING
Friday,

Chairman:

1.

13 May 1988,

at 9h00

Professor A. R. Y. ABDUL RAZAK (Kuwait)

FORTIETH ANNIVERSARY OF THE WORLD HEALTH ORGANIZATION AND TENTH ANNIVERSARY OF THE
Item 12 of the Agenda (Resolution EB81.R14;
Document
DECLARATION OF ALMA -ATA:
А41/191) (continued)
Draft resolution on strengthening primary health care (continued)

The CHAIRMAN invited the Committee to consider the following draft resolution,
incorporating the amendments agreed upon by a drafting group:
The Forty -first World Health Assembly,
Recalling resolution WНА30.43 in which it was decided that the main social
target of governments and WHO should be the attainment by all the people of the
world by the year 2000 of a level of health that will permit them to lead a socially
and economically productive life;
Further recalling resolution WHA32.30 which endorsed the Declaration of
Alma -Ata with its emphasis on primary health care and its integrated approach as the
key to attaining health for all, and resolution WНА34.36 by which the Assembly
adopted the Global Strategy for Health for All by the Year 2000;
Mindful of United Nations General Assembly resolution 36/43 which endorsed the
Global Strategy for Health for All, urged all Member States to ensure its
implementation as part of their multisectoral development efforts and requested all
appropriate organizations and bodies of the United Nations system to collaborate
with WHO in carrying it out;
Having considered the statement issued by a meeting in Riga, USSR in March 1988
to mark the tenth an�tiversary of the Declaration of Alma -Ata, known as "Alma -Ata:
Reaffirmed at Riga ";
Recognizing that at this mid -point between the launching and the attainment of
the goal of health for all by the year 2000, much progress has been made by many
countries in parallel with the evolution of their social and economic situation, but
that there remain a considerable number of countries in which the health situation
and the means for improving it remain highly unsatisfactory 10 years after Alma -Ata;
Convinced of the importance of district health systems for the optimal
organization and provision of primary health care as an integral part of national
health systems and of the global health system constructed primarily by countries
themselves with appropriate support by WHO, and of the need for research and
development as a vital step in fostering the development of such care;
Recognizing further that the active participation of the people and the
communities and their contribution is essential to the attainment of the goal of
health for all;

ENDORSES the statement "Alma -Ata: Reaffirmed at Riga ", which emphasizes that
the Declaration of Alma -Ata remains valid for all countries at all stages of social
and economic development and that the application of its principles should therefore
be maintained after the year 2000;
1.

1
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URGES all Member States:
(1)
to increase their efforts to attain the goal of health for all by the year
2000 through health systems based on primary health care in line with the
global, regional and national strategies to that end taking into account the
statement "Alma -Ata: Reaffirmed at Riga ";
to prepare for the continuation of these efforts beyond the year 2000 to
(2)
ensure the maintenance and progressive improvements of the health of all their

people;

THANKS all those multilateral and bilateral developmental agencies,
3.
nongovernmental organizations and voluntary and philanthropic bodies that have
supported the struggle to attain health for all and appeals to them to continue and
intensify this support;
4.

CALLS ON the international community:
(1)
to continue their support to the efforts of Member States in the
development of health systems based on primary health care;
(2)
to take unprecedented measures to support the least - developed countries
committed to improving the health of their people in line with the policy of
health for all;
(3)
to support such efforts under the international coordination of the World
Health Organization;

5.

REQUESTS the regional committees:
(1)
to pay particular attention to the monitoring and evaluation of strategies
for health for all with a view to identifying areas in which particular efforts
are required and to taking appropriate action;
(2)
to report thereon to the Executive Board in conformity with the revised
plan of action for implementing the Global Strategy for Health for All;

6.

REQUESTS the Director -General:
to ensure the widest dissemination of this resolution and the statement
(1)
"Alms Ata:
Reaffirmed at Riga ";
(2)
to cooperate with Member States in the implementation of the
recommendations made at Riga for accelerating progress towards Health for All
by the Year 2000 paying particular attention to the problems that have hitherto
resisted solution;
(3)
to intensify programme activities of research and development on primary
health care, including health services, within the existing organizational
framework, with particular emphasis on:
(a)
strengthening integrated health approaches and district health
systems within the national context;
(b)
the development and rational use of science and appropriate
technology and their transfer among countries;
(4)
to secure resources from within the regular budget of the Organization and
the continued mobilization of extrabudgetary resources as additional means for
above programme implementation;
(5)
to ensure that the activities of the programme and those of all other
related programmes give particular emphasis to supporting the least - developed
countries;
to direct all programmes of the Organization to increase their support to
(6)
countries in strengthening the integrated approach and in research and
development in primary health care with emphasis on strengthening district
health systems;
to present to the Executive Board at its eighty -third session the proposed
(7)
intensification of programme activities of research and development in primary
health care, including the feasibility of establishing a special programme and
information on international support to the least -developed countries;
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REQUESTS the Executive Board:
(1)
to intensify its monitoring and evaluation of the Global Strategy for
Health for All, paying particular attention to supporting the countries in the
strengthening of integrated approaches and to international support to the
least - developed countries;
(2)
to report thereon to the World Health Assembly in conformity with the
revised plan of action for implementing the Global Strategy for Health for All.

introducing the draft resolution, drew attention to
including the inversion of operative paragraphs
and recommended that the Committee should adopt the amended text.

Professor WESTERHOLM (Sweden),

the changes made by the drafting group,

and

7,

Professor BORGOÑO (Chile) said that a comma should be inserted after the words
"special programme" in the third line of subparagraph 6(7) of the draft.
Dr CORNAZ (Switzerland) said that an analogous correction should be made in the
French version.

The draft resolution,

2.

as thus amended,

was approved.1

THIRD REPORT OF COMMITTEE A (Document А41/35)
Mr MYA THAN (Burma), Rapporteur,

read out the draft third report of the Committee.

The report was adopted.2

3.

FOURTH REPORT OF COMMITTEE A (Document А41/37)
Mr MYA THAN (Burma), Rapporteur,

read out the draft fourth report of the Committee.

The report was adopted.2

4.

CLOSURE

The CHAIRMAN thanked all concerned for their contributions and assistance and
declared that the Committee had completed its work.

The meeting rose at 9h30.

1 Transmitted to the Health Assembly in the Committee's third report and adopted
as resolution WHА41.34.
2

See document WHA41 /1988/REC/2.
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COMMITTEE B
FIRST MEETING
Tuesday,
Chairman:
1.

3

May 1988, at 11h05
Dr T. MORK (Norway)

ELECTION OF VICE - CHAIRMEN AND RAPPORTEUR:

Item 26 of the Agenda (Document A41/24)

The CHAIRMAN expressed his gratitude to the members for having elected him and
welcomed all those present. Нg drew attention to the third report of the Committee on
Nominations (document A41/24), in which Dr Z. Jakab (Hungary) and Dr M. Law (Canada)
were nominated for the offices of Vice - Chairmen of Committee B and Dr Sung Woo Lee
(Republic of Korea) for that of Rapporteur.
Decision: Committee B elected Dr Z. Jakab (Hungary) and Dr M. M. Law (Canada) as
Vice - Chairmen and Dr Sung Woo Lee (Republic of Korea) as Rapporteur.2

2.

ORGANIZATION OF WORK

The CHAIRMAN, pointing out that 1988 marked the fortieth anniversary of the
Organization as well as the tenth anniversary of the Declaration of Alma -Ata, appealed to
all members to contribute towards an atmosphere of mutual cooperation, dignity and
serenity in the Committee.
Referring to the role of the representatives of the Executive Board in the work of
the Committee, he emphasized that they would be conveying the views of the Board only,
not those of their respective governments.
He suggested that, in accordance with the Health Assembly's earlier decision, the
Committee's working hours should normally be from 9h00 to 12h30 and from 14h30 to 17h30.
It was so agreed.

The CHAIRMAN pointed out that, under the arrangements approved by the Health
Assembly concerning its method of work, it was 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, but that the committees could not meet
during the Technical Discussions.
Committee B was therefore not scheduled to meet again
until the morning of Friday, 6 May, when it would begin to consider item 27 of the
agenda, "Review of the financial position of the Organization ".
The following week, the
Committee would meet almost continuously until the closure of the Health Assembly, with
only a few interruptions to allow committee reports to be submitted to plenary meetings.
In connection with item 27, the Committee was informed that a new item 27.6,
"Programme budget reduction for 1988 -1989 proposed by the Director - General ", had been
For practical reasons, that item should be considered together with
added to the agenda.
The revised Appropriation Resolution consequent upon the
item 27.5, before item 27.4.
Health Assembly's approval of the Director -General's proposals would subsequently be
considered by Committee A, at which time Committee B would not meet. Finally, it would
be noted that items 28, 29 and 30 had been deleted by the General Committee from the
agenda of Committee B.

The meeting rose at 11h20.

1

See document WНA41 /1988/REC/2.

2

Decision WНA41(4).
-
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SECOND MEETING
Friday.

Chairman:

6

May 1988,

at 9h00

Dr T. MORK (Norway)

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION:
A41/6)

Item 27 of the Agenda (Document

Mr FURTH (Assistant Director -General), introducing the item, drew the attention of
delegates to the financial report and audited financial statements for the financial
period 1 January 1986 - 31 December 1987, contained, together with the report of the
The Committee would recall
External Auditor to the Health Assembly, in document A41/6.
that when the Health Assembly had decided to change from annual to biennial programme
budgeting, it had also decided that at the end of each two -year budget period the
Director- General would submit a financial report covering the entire biennial budget
period; similarly, the External Auditor would submit a report on the accounts of the
In 1987 the Director - General had submitted an interim
two -year financial period.
financial report covering only the first year, 1986, of the two -year financial period
1986 -1987, and no report had been submitted by the External Auditor, who had not been
required to do so under the Financial Regulations.
In the current year, however, the
financial report covered both years, 1986 -1987, and was accompanied, as required by the
Financial Regulations, by a report of the External Auditor.
Unfortunately, the financial situation of the Organization was no longer as sound as
it had been.
Indeed, 1986 -1987 had been a period of exceptional financial difficulty.
Delays in the payment, or even the non- payment, of assessed contributions and the
continuing decline of the exchange value of the United States dollar throughout the
biennium had had serious adverse effects on WHO's financial situation, resulting in large
shortfalls in the resources available for the financing of the regular budget
activities. There had been, however, a continuing expansion of activities financed by
extrabudgetary resources. That did not mean that increased extrabudgetary resources
could ever make up for an income deficit in the regular budget, since there were basic
organizational functions financed by the regular budget which would never be paid for
from extrabudgetary sources.
The overall situation in 1986 -1987 as compared with 1984 -1985 was reflected in the
summary table on the Highlights of 1986 -1987 Financial Operations on page v of the report
in document A41 /6.
Total obligations incurred for the integrated international health
programme had risen by some US$ 157.2 million, representing an increase of 16.7% in
1986 -1987 over 1984 -1985.
The increase was certainly due, to a large extent, to the
declining exchange value of the United States dollar throughout the biennium.
Nevertheless, it could reasonably be assumed that, although the regular budget had
recorded an estimated real decrease, there had been some real increase in WHO's programme
delivery financed from extrabudgetary sources over the past biennium.
Under the regular budget, obligations incurred had increased by some
US$ 16.8 million from 1984 -1985 to 1986 -1987.
That was a nominal increase of 3.45 %,
mainly for country activities, although there had certainly been an overall decrease in
real terms.
It had not been possible to determine the amount of the real decrease from
an analysis of the financial data.
The rather approximate method of estimating real
increases in regular budgetary expenditures, which had been used with a reasonable degree
of reliability in the past, did not appear to work reliably for measuring real decreases
in programmes, such as had taken place in 1986 -1987.
The last sentence in paragraph 15
of the Introduction to document A41/6 should therefore be ignored.
The problem was that expenditure comparisons were not comparable to budget estimate
comparisons from one biennium to the next.
Furthermore, although WHO used real item
analysis for budget preparation purposes, the expenditure accounting system did not have

-
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There were real units such as
a means of recording such real units for all expenditures.
man /years for salaries and staff allowances and man /months for consultants and
fellowships which could be analysed, but there were no real units for the reliable
A whole
measurement of contractual services, grants, local costs and other expenditures.
No
separate unit accounting system would be needed to capture all that information.
government appeared to be able to do that, and it would be unreasonable to expect WHO to
do so.

Consequently, it was necessary to approach the problem through some simpler
A number of different means of approximation for estimating the
analytical methodology.
real decrease in 1986 -1987 had been tried, and they had yielded results ranging from
One approach was to analyse the financial outcome of
approximately 3.5% to 6% or more.
the budget in 1986 -1987 compared with 1984 -1985, as presented in table II on page 36 of
That involved analysing the real decrease within the budget surplus of the
the report.
In 1984 -1985 most of the budget surplus had resulted from exchange
two bienniums.
savings, which had not, of course, reduced the real delivery of the approved budget,
while in 1986 -1987 the surplus had been due mainly to a real reduction of US$ 35 million
in programme implementation to meet the shortfall from the collection of assessed
contributions. There had also been a further programme implementation reduction of
Thus there had been a dramatic
US$ 9.5 million due to exchange rate deficiencies.
reduction in regular budget programme delivery in 1986 -1987 which might not be
immediately apparent from a mere comparison of the financial obligations incurred between
the two biennia.
The methodology for measuring real increases and decreases in regular
budget expenditures would be reviewed in order to determine whether it produced results
that were creditable enough to be reported in future biennial financial reports.
During a period of financial difficulty, it was all the more important to make
savings and contain overhead costs.
As stated in paragraph 14 of the Introduction to
document A41/6, in 1986 -1987 administrative support costs had represented 12.48% of all
obligations incurred under all sources of funds. That compared with 11.07% for the
biennium 1984 -1985, 12.32% for the biennium 1982 -1983, and 12.48% for the biennium
1980 -1981.
The constant and close control of administrative expenditures, partly
facilitated by the development of electronic data -processing, had increased the
efficiency of the administrative services.
They supported more technical activities
without a proportionate increase in staff resources.
However, the decline in the value
of the United States dollar against the Swiss franc and certain major regional office
currencies had had the effect of increasing administrative support costs in terms of
United States dollars more than it had affected technical services, since virtually all
of the administrative support costs were incurred at headquarters and in the regional
offices.
One of the important issues highlighted by the Director - General in the Introduction
to document A41/6 was the collection of assessed contributions.
The overall rate of
collection of contributions at the end of the biennium 1986 -1987, 88.4 %, had been
dramatically less than at the end of the preceding biennium, when it had been 94.4 %. As
at the end of the 1984 -1985 biennium, there had been no fewer than 76 Member States which
in 31 December 1987 had not paid their 1986 -1987 assessments in full.
Of them, 22, as
compared to 19 at the end of 1985, had not made any payment for the biennium.
Those
shortfalls and delays in payment of contributions had prompted the Director - General to
reduce the implementation of the approved programme budget of US$ 35 million.
In spite
of those measures, income had fallen far short of total obligations.
At the end of the
1986 -1987 biennium, the income deficit had reached the amount of US$ 21 248 550, which
had been met by full withdrawal of the balance of US$ 11 048 950 available in the Working
Capital Fund and an exceptional borrowing of US$ 10 199 600 from the Casual Income
Account pending receipt of outstanding contributions.
A second issue of major concern was the continued adverse impact of currency
instability on WHO's programmes.
Currency fluctuations, and in particular the decline of
the value of the United States dollar against several of the major currencies used by
WHO, had caused substantial losses in the resources available for programme
implementation, which could only be partially offset by the Exchange Rate Facility. The
amount of US$ 41 million authorized by resolution WНА40.3 to be financed from casual
income for that facility had been fully utilized and had been insufficient to meet
completely the net effect of currency fluctuations between the WHO budgetary rate of
exchange and the WHO /United Nations accounting rates of exchange during the financial
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period.
A further exchange rate deficiency of approximately US$ 9.5 million had had to
be met through additional programme implementation reduction effected by freezing vacant
posts, curtailing temporary staff and consultant services, and limiting duty travel and
common services costs.
A number of Member States and other organizations in the United Nations system had
expressed interest in, and even surprise at WHO's ability, at least to date, to manage
its financial resources in the face of declines in the rate of collection of
contributions and fluctuations in the value of currencies. One important component of
the management of WHO's financial resources was casual income, which was derived from a
number of sources including budget surpluses and eventual exchange rate savings.
It
would be seen from the comparative statement of casual income received and utilized over
the past four years, given on page 24 of the Financial Report, that casual income
earnings had been less in 1987 than they had been in 1986 - only US$ 22.2 million as
compared with US$ 40.9 million.
The principal source of casual income was interest earned on deposits made by WHO
with banks pending disbursement of the funds.
Two factors determined the size of such
earnings:
the rate of interest payable on such deposits, which was largely beyond the
Organization's control, and the promptness or lateness of payment of assessed
contributions, which was within the control of Member States but was unpredictable.
Clearly, casual income would be increased if Member States paid their contributions on
The proposed incentive scheme to promote the timely payment of assessed
time.
contributions, to be considered by the Committee under agenda item 27.4, would be
It rewarded early payers
financed from the interest earnings component of casual income.
There was obviously no need to stress the importance for
and penalized late payers.
Member States of making early remittance of their assessed contributions if they wished
to take advantage of the proposed scheme.
Part III of the financial report contained three financial statements of interest,
with explanatory notes and supporting schedules.
Part IV presented the financial
There was also a
implementation of WHO's programme for 1986 -1987 in eight tables.
substantial appendix on extrabudgetary resources containing brief summaries of
contributions made by governments and others to the Voluntary Fund for Health Promotion
It excluded contributions to
and other funds available to WHO for programme purposes.
funds such as the United Nations Development Programme and the United Nations Fund for
Population Activities, since such contributions were not earmarked for WHO.
The
presentation went into a certain amount of detail, but it continued to be required in
order to satisfy the need of a number of donor governments and other donors for certified
figures of expenditures incurred against contributions made by them to the Voluntary Fund
for Health Promotion. Pages 144 -165 contained summaries of contributions made to, and
expenses incurred for, the Trust Fund for the Global Programme on AIDS, the
Onchocerciasis Control Programme, the Primary Health Care Initiative Fund, the Sasakawa
Health Trust Fund, the Special Programme for Research and Training in Tropical Diseases,
UNDP and UNFPA.
Part II of the financial report contained the report of the External Auditor, who
had maintained an open and extremely useful dialogue with the Secretariat in examining,
and helping to strengthen, the management of WHO's resources, including such aspects as
direct financial cooperation at country level and unliquidated obligations at the end of
the financial period.

Financial report on the accounts of WHO for the financial period 1986 -1987. report of the
External Auditor, and comments thereon of the Committee of the Executive Board to
Consider Certain Financial Matters prior to the Health Assembly: Item 27.1 of the Agenda
(Resolution EB81.R19; Documents A41/6 and A41/21)
Mr PRESS (Office of the External Auditor), after drawing attention to an error in
final sentence of paragraph 129(iv) of the External Auditor's report, where the
figure of US$ 1.9 million should read US$ 9.1 million, expressed appreciation of the
assistance received from the Secretariat in the preparation of the report, in which three
subjects - control of manpower, uriliquidated obligations and direct financial
the relevant conclusions and recommendations would be
cooperation - were discussed;
found in paragraphs 124 -130.
the
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The control of manpower had already been discussed in the External Auditor's report
on the WHO accounts for 1984 -1985, in which various procedures at headquarters and in the
European and Western Pacific Regions had been commented upon. The current report
recorded the results of further reviews of certain matters at headquarters and of reviews
in the South -East Asia and Eastern Mediterranean Regions.
As far as headquarters was concerned, the question as to whether WHO should
Under such an
introduce a "planned cycle of staffing surveys" had been taken up again.
arrangement, senior management, possibly with the help of the Administrative Management
unit, would draw up a list of areas where surveys could be carried out and establish
The unit would then carry out the surveys,
priorities and frequencies of inspection.
agree on the content of the reports with line management and leave it to senior
management to decide on the implementation of any recommendations that might be made.
The objectives of the surveys would be closely allied to those of the unit as expressed
they would examine existing
in paragraph 11 of the External Auditor's report;
organizational structures, functions and staffing levels to see if savings could be
achieved without detriment to the achievement of approved programme objectives.
The External Auditor fully recognized that, under the existing arrangements for
programme reviews and programme budgeting, programme directors and programme managers
He also fully recognized
might be called upon to review functions and staffing levels.
that, under the existing arrangements, the Administrative Management unit examined
organizational structures and staffing levels in many of the surveys that it carried
out.
The only significant difference between the External Auditor's views and those of
the Secretariat was that the former felt that there ought to be a way of ensuring that,
It was
over a period, all appropriate areas were subject to staffing surveys.
acknowledged that WHO could not adopt such a policy without adding to the existing posts
in the Administrative Management unit, but the cost of such additional posts might well
be outweighed by the savings resulting from such reviews.
The Secretariat had told the External Auditor that the outlay for the additional
posts - at least two - was not deemed practicable during WHO's present financial crisis.
It questioned whether the expanded unit would obtain much cooperation from technical
programmes if staffing surveys were imposed on them, and believed that although the
Administrative Management unit was qualified to comment on staffing needs in relation to
secretarial and most other general service staff and to professional staff in programme
support units, it could not adequately review professional staff posts concerned mainly
with scientific work.
However, it was the Secretariat's intention to consider whether
the unit might undertake surveys in areas where the short -term assistance of scientific
staff was involved.
It had also agreed that the Chief of the Administrative Management
unit could advise line management and senior management on work areas where management
surveys could usefully be undertaken.
Paragraphs 19 -27 of the report dealt with the operation of procedures for reviewing
the continuing need for posts in connection with the formulation of the proposed
programme and budget for 1988 -1989. The External Auditor's study disclosed that only 25
of the 47 submissions to the Headquarters Programme Committee had provided all the
information requested by the Committee and that the most common omission was information
on the planned allocation of long -term staff to specific activities. In that connection
the External Auditor recommended that the Secretariat should examine the information
needs of the Headquarters Programme Committee and ensure that any resultant guidelines on
budget submissions were strictly followed by programme managers.
A further aspect of manpower control examined by the External Auditor had been the
work done by the Administrative Management unit in 1986 -1987 in assisting divisions and
programmes to review the ratio of secretaries to professional staff.
It had been
gratifying to note that the overall secretarial ratio had been reduced from 2.22
secretaries to three professional posts in October 1984 to 2.01 secretaries to three
professional posts in December 1986, resulting in a relative cost saving of approximately
By February 1988 the overall ratio had been further reduced to
US$ 1 million per year.
1.99 secretaries to three professional posts, just below the figure considered to be the
norm for headquarters.
As a follow -up to his 1984 -1985 report, the External Auditor had reviewed the
introduction, in July 1986, of improved procedures to ensure that consultants and
temporary staff were employed in headquarters programmes only when their services were
essential and when regular staff were not available. Again, the External Auditor
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had noted that the new forms implementing those procedures had been properly completed
and that they provided the Division of Personnel and General Services with the required
information.
Turning to the External Auditor's regional review activity, he noted that in the
South -East Asia Region, the Administrative Management unit had not been asked to carry
out a survey of any work area, although it had been invited to review the Regional
Office's budget and finance unit in 1987, subsequent to the External Auditor's visit.
However, the Regional Office did not agree that the unit should be asked to carry out
periodic reviews of budgeted posts. Although the External Auditor had found no
documentary evidence to suggest that the Regional Office had reviewed the continuing need
for budgeted posts when preparing the budget for 1986 -1987 or at any other time, the
Office had informed him that such reviews were indeed carried out and that it might
consult the Administrative Management unit on ways to improve the process.
It had also
indicated that it would welcome the assistance of the unit in reviewing the organization
of secretarial support, adding that in general the work of regional staff called for more
assistance from general service staff than was the case at headquarters.
With regard to
the authorization procedures for consultants and temporary staff, the Regional Office had
introduced the procedures which had been applied at headquarters since July 1986.
In a similar review of the control of manpower in the Regional Office for the
Eastern Mediterranean, the External Auditor had found that, although the Administrative
Management unit had been employed only to a limited extent, a committee established by
the Regional Director to make recommendations on staffing had developed a programme of
work that would include reviews of professional and general service posts at the Regional
Office and in the field, and it would also seek advice on those matters from the unit.
The External Auditor had noted a rising trend between 1982 and 1987 in the number of
consultants employed. The Regional Office had explained that the trend was primarily due
to the growing availability of trained national manpower which, although it reduced the
need for long -term WHO staff, led to an increased need for technical advice on a
short -term basis.
Paragraphs 63 -82 of the report recorded the results of a review of unliquidated
obligations in the South -East Asia and Eastern Mediterranean Regions, carried out with
the aim of establishing the reasons for the rising trend that had been noted between 1980
and 1985. Unliquidated obligations for supplies and equipment had been found to amount
to US$ 26.54 million, or 42.56% of total obligations for those two categories of
expenditure, in 1984 -1985.
Unliquidated obligations for supplies and equipment for field
projects had amounted to US$ 23.22 million.
In essence, the External Auditor's
conclusion was that the rising level of unliquidated obligations for supplies and
equipment for field projects within country programmes was largely attributable to
planning and implementation problems associated with the merging, in recent years, of
WHO's technical support into national health programmes and budgets.
Supplies and
equipment were - of course
needed by Member States and it seemed clear that funds could
be obligated more readily for them than for other items of expenditure.
The External
Auditor had found unliquidated obligations, both in total and for supplies and equipment,
to be considerably lower at the end of the 1986 -1987 financial period than they had been
at the end of 1984 -1985.
Lack of time had prevented investigations into the reasons for
that
The third and final subject discussed in the report was direct financial cooperation
(DFC), introduced for the first time in 1984 -1985.
The report described DFC and
explained the financial procedures involved in operating DFC in the South -East Asia
Region.
The Regional Office had agreed to introduce a number of improvements, including
the drawing up of agreements in accordance with the WHO Manual and the restriction of
advances in a financial period to the cost of activities planned for that period.
Concerning expenditure on DFC in the Eastern Mediterranean Region, the main issue
was the accounting treatment of the obligation of US$ 1.1 million incurred during the
final weeks of the 1984 -1985 financial period to finance the restoration of hospital
buildings and electricity and water supplies, in the absence of evidence that the
government concerned had made any disbursements for the project and with the unlikelihood
that expenditure would be made before 1986, i.e. before the next financial period.
The issue was complex but important, since it concerned the correct interpretation
of the requirements of the Financial Regulations in respect of obligation accounting.
The External Auditor noted that the Secretariat intended to issue an amendment to the WHO
Manual to clarify the accounting treatment of obligations for DFC and to specify that
-
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they might be raised only when the services to be rendered had actually started in the
financial period concerned;
he suggested that consideration should be given to whether
an amendment to the Financial Regulations might not also be called for.
The case
illustrated the risks to satisfactory accountability and to obtaining good value for
money inherent in arrangements hastily agreed in the final weeks of a financial period;
the External Auditor recommended that DFC projects involving significant financial inputs
by WHO should always be subject to properly drawn -up agreements before payments were
made.
The agreements should be signed only after WHO had satisfied itself that adequate
safeguards existed to ensure effective use of its resources.
Dr HAPSARA (representative of the Executive Board) introduced the report of the
Committee of the Executive Board to Consider Certain Financial Matters prior to the
Forty -first World Health Assembly, contained in document A41/21. In the course of its
review, the Committee had concentrated on a number of matters relating to the
Organization's financial difficulties in 1986 -1987, namely the low rate of collection of
assessed contributions and implementation of a contingency programme reduction of
US$ 35 million;
the adverse effects of currency fluctuations;
the level of obligations
incurred under all sources of funds; the level of costs for administrative support,
which amounted to 12.48% for 1986 -1987; the details of the budget surplus of
US$ 39 121 858;
the estimation of the real programme decrease;
the External Auditor's
report on manpower control procedures, on unliquidated obligations incurred in 1984 -1985
and obligations incurred under direct financial cooperation;
the Director -General's and
Regional Directors' Development Programme; the tables, statements and schedules relating
to the expenditure incurred by the Organization and the outcome of the regular budget;
and, finally, the need for the exhaustive appendix on extrabudgetary resources.
After noting the opinion of the External Auditor that the financial transactions
were in accordance with the Financial Regulations and legislative authority, the
Committee had recommended to the Health Assembly the adoption of the draft resolution
contained in paragraph 15 of its report.

Mr BOYER (United States of America), welcoming the amount of detail in the financial
report and the report of the External Auditor, said that his own delegation was often
asked to explain, for example, how the shortfall in contributions and the drop in the
were affecting WHO;
the information in the financial
valuable contribution to such explanations.
From the two charts on page x of Part I of document A41/6, it would be seen, inter
alia, that actual expenditure on health science and technology in 1986 -1987 had amounted
to 15 million less than the approved figure, while support services had received
US$ 1.4 million more than originally allocated. Why, in implementing a reduced budget,
had WHO made large cuts in health programmes and increased expenditure on overheads, when
surely the opposite approach should have been adopted?
The Organization was highly to be praised for mounting the Global Programme on AIDS
so rapidly and with such good results, but paragraph 16 of Part I of document A41/6
showed that only US$ 17 million of the US$ 32.7 million received in contributions to the
Trust Fund for 1986 -1987 had been disbursed. How could such a low rate of expenditure on
a programme where the need for resources was so great be explained?
It was encouraging
to note that voluntary contributions by national governments for WHO's health programmes
had increased by US$ 36.2 million between 1986 and 1987;
that seemed to suggest that
contributions for AIDS - related activities were not being drawn away from resources
previously allocated for other programmes, as had been feared.
Turning to the External Auditor's report, he commended the attention paid to the
control of manpower and particularly to ensuring that staffing was always fully justified
and never taken for granted.
The report appeared to indicate several instances where the
amount of secretarial staff was excessive or the engagement of professional staff,
including consultants, not entirely warranted.
Continuing review of such matters was
obviously very beneficial:
the report noted that in at least one instance, a corrective
mechanism had been set in place just before a visit from the External Auditor's staff.
His delegation trusted that the valuable recommendations of the External Auditor
would be given serious consideration by the WHO staff, and that the reviews of regional
and country offices would continue. As the entire Organization struggled to overcome its
financial difficulties, the realities must be brought home to each programme and each
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Only by concerted and unanimous effort could WHO achieve the maximum in efficient
operation.
unit.

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to the comment in the
introduction to the financial report that the biennium 1986 -1987 had been a period of
exceptional financial difficulty, said the reasons for those problems were well known.
The situation had demanded exceptional commitment and inventiveness from the Secretariat,
a great deal had been done to alleviate the
and its performance should be commended:
adverse impact of the financial difficulties.
Under such straightened financial circumstances, all means of achieving savings
should be pursued, and the optimal distribution of resources at all levels must be
It was to that very end that measures had been introduced during the biennium to
sought.
improve the process of calculating staffing needs by, inter alia, instituting reviews for
In that
the recruitment of consultants and adjusting the number of secretariat staff.
context, he endorsed the comments made by the United States delegation concerning
expenditure on support services.
The disturbing information in paragraphs 99 and 100 of the External Auditor's
report, concerning delays in the repayment of advances made to countries for direct
financial cooperation (DFC), pointed to the need for closer accounting in that field.
Was there not a danger that the new DFC activities masked a retreat from cooperation and
a return to the technical assistance activities which the Organization had rightly
denounced as lacking in efficiency?
The Executive Board and its Programme Committee should assess the experience with
DFC to date and determine whether or not it had been effective.
It might then be
possible, in accordance with the recommendations of the External Auditor, to consider
amending the Financial Regulations to accommodate the practice of providing DFC.
The External Auditor was to be commended on his excellent debut in his post:
he had
chosen to concentrate on the right matters, and his recommendations deserved the most
earnest consideration, as they were directed towards achieving a more effective
allocation of both human and financial resources.
His delegation had no comments to make on the resolution proposed for the Health
Assembly's adoption in document A41/21, paragraph 15.

that the Assistant Director - General
two
major disruptive factors in the financial management of WHO in 1986 -1987:
the delay in
and non - payment of contributions, and the restriction of available finances arising from
the decline in the value of the United States dollar.
Neither difficulty had been
adequately overcome; both would have to be taken into account in 1988 -1989.
Australia had grave concerns about the Organization's financial situation: WHO had
received less than 90% of assessed contributions in 1986 -1987, which meant that members
which paid in full, like Australia, were subsidizing the non - payment of others.
Australia's assessed level of contribution had been 1.65 %, but it had paid 2.2% of WHO's
budget for 1988 -1989.
Everyone knew why such an unacceptable situation had arisen.
His delegation urged
all countries to pay their contributions in full, so that WHO might implement its
programmes and carry out its worthwhile tasks. Until they did so, the budget must be
tailored to meet the level of income, and WHO must therefore establish an effective
mechanism for setting priorities. His delegation was willing to work with the new
Director-General and other Member States in any effort to rationalize WHO's machinery.
Although the Secretariat consistently reviewed the financial situation, the time had
perhaps come for a comprehensive review of the Financial Regulations, so that budgetary
operations could be improved and the Organization better equipped to meet the needs of
its members.

Mr HAMMOND (Canada) said that the reports before the Committee gave rise to two
particularly important observations. The first was that in 1986 -1987 the exchange rate
losses suffered by WHO as a result of currency depreciation had greatly exceeded the
Exchange Rate Facility set up at a level of US$ 41 million as a shield against such
fluctuations.
The question therefore arose whether the Exchange Rate Facility
established by resolution WHA40.4 at US$ 31 million would be sufficient for the biennium
1988 -1989.
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The second observation was that just as exchange rate losses had greatly exceeded
the level of casual income, so the income deficit had greatly exceeded the programme
implementation cuts made by the Director -General. That deficit had necessitated a
depletion in the Working Capital Fund - an undesirable event, since good financial
management dictated that casual income should be used to finance cash -flow problems in a
To borrow from the Casual
given financial period, not from one period to the next.
Income Account was in fact to make good payers subsidize late and non -payers.
The Director- General must maintain at its current level his contingency plan for up
The fact that
to US$ 50 million in programme implementation reductions in 1988 -1989.
there was a continuing shortfall in contributions, and that the rate of collection of
assessed contributions at the end of the 1986 -1987 biennium had been 10% below that for
the previous biennium, suggested that WHO urgently needed to equip itself with an
incentive mechanism such as existed in many other international organizations.

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) stressed his
delegation's concern about the late payment of contributions. He commended the
Director - General on maintaining the Organization's operations in the face of
unanticipated difficulties caused by non - payment of contributions and adverse
fluctuations in exchange rates.
He observed that an increasing proportion of programmes was being financed by
extrabudgetary resources, and that, as the United States delegate had pointed out,
contributions to the Global Programme on AIDS did not seem to have encroached on the
funds available for other programmes.
He welcomed the trust placed in the Comptroller and Auditor General of the United
Kingdom in his position as External Auditor of the Organization, and would suggest that a
number of points raised in his report deserved direct responses from the Secretariat. He
referred in particular to the recommendations on a cyclic review of all headquarters
divisional structure functions and staffing levels, in -depth reviews of staffing of
regional offices, especially when posts became vacant, and the use of the Administrative
Management unit to review regional office staffing levels. His delegation was concerned
about the failure of programme managers to follow guidelines on budget submissions to the
Headquarters Programme Committee, and would welcome the tightening of agreements on DFC
projects, as suggested by the delegate of the Soviet Union.
Dr ASVALL (Regional Director for Europe) said that the Regional Office for Europe
had availed itself of the services of the Administrative Management unit extensively:
an
average of two surveys a year had been carried out in the 1980s, and both technical and
administrative units had been scrutinized in respect of their functions, organizational
structure, management procedures and staffing.
The Regional Office's experience had shown that the unit worked efficiently and gave
sensible and measured advice, often proposing new ideas that led to increased efficiency
and, indeed, to better human relations.
The unit's working procedures accounted for its success:
fruitful discussions were
always held before any review was begun, and a committee was usually named from within
the staff to work with the unit, therefore ensuring that the affected staff was well
informed before the review was carried out. But the unit did not content itself with
pointing out adjustments that needed to be made:
it had also shown great willingness to
help in carrying out the measures it proposed, which was obviously the hardest part of
the process.
Finally, being an objective outsider yet knowing the Organization well from
the inside was an extremely valuable attribute.
He supported the suggestion that more surveys should be done by the unit, in
technical areas as well as administrative ones.
Mr BISKUP (Federal Republic of Germany) said that he had noted with concern that the
contingency plan for the financial period 1986 -1987 had not been sufficient to bring
expected income into line with expenditure. It was to be hoped that adequate plans would
be drawn up in the future.
Mr LADSOUS (France) expressed concern at the worsening financial situation of the
Organization over the past two years.
Exceptional measures had been taken by the
Secretariat, with the agreement of the Health Assembly, but they had been both inadequate
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and unsatisfactory.
Surely, a better mechanism for overcoming the problem could be found
than the use of the Working Capital Fund and the Casual Income Account.
It was also
disquieting to note that some Member States were not paying or only partially paying
their assessed contributions, while making voluntary contributions to specific
If that practice of cutting expenditure on the general management of the
programmes.
Organization and allocating the money saved to programmes judged to have priority were to
continue, the overall organizational system would be disrupted.
While his delegation
approved and supported the Secretariat's efforts to cope with the financial difficulties,
it remained deeply concerned.
Mr FURTH (Assistant Director -General), replying to the question posed by the
delegate of the United States of America concerning support services, recalled that the
delegate had referred to the fact that expenditures for support services had gone up by
US$ 1.4 million, as shown by the "pie charts" on page x of the financial report, while he
had hoped that the Organization, in implementing the reduced budget, would try to make
the least cuts in health programmes and the greatest cuts in support services.
That
point certainly required an explanation. The brief yet complete answer was that very
substantial reductions had indeed been made in the support services (i.e., programme 15)
but that expenditures in United States dollars had nevertheless been higher than the
budgetary provision for support services because of the effect of the declining exchange
value of the United States dollar against the Swiss franc and the major regional office
currencies.
Under the contingency plan for programme implementation reductions, the support
services had been reduced considerably, as had been reported to the Executive Board and
the World Health Assembly in 1987.
For example, at headquarters alone, reductions in
support services had amounted to some US$ 1 240 000.
It had, however, to be realized
that, precisely because the support services contained some elements of what the United
States delegate had called "overheads ", it was impossible to reduce them to the same
extent as, or by more than, health programmes.
That was so for two reasons.
First, many
of the so- called overheads were fixed overheads which did not diminish if and when the
substantive technical programmes were reduced.
For example, repayment of the Swiss loan
for the construction of the headquarters building, building maintenance and cleaning,
heating fuel for the headquarters and the regional office buildings and, to a large
extent, all common services remained the same whether or not the technical programmes
were reduced.
Secondly, the support services not only had to support all of the regular
budget technical programmes but also in part all programmes and activities financed
through extrabudgetary funds. As the United States delegate and others had pointed out,
those had increased substantially in the past biennium;
in fact, they had increased to
such an extent that if the WHO regular budget obligations were added to the obligations
incurred under extrabudgetary funds, the extrabudgetary obligations represented 46% of
the total.
It was true that part of the costs of those additionally required support
services were met by the 13% programme support charge that was made against obligations
incurred under extrabudgetary funds but, as had been pointed out many times in the past,
that 13% charge was by no means sufficient to cover the entire support services costs of
activities financed from extrabudgetary resources. Thus, for those two reasons - fixed
overheads and extrabudgetary resources - the support services could not be reduced to the
same extent as technical programmes, although the amount of reduction in the support
services had been quite substantial.
Despite the reduction in the support services, why then had their actual cost in
1986/1987 been US$ 1.4 million higher than budgeted? The increase in expenditure had
been due entirely to additional costs incurred because of the decline in the United
States dollar in relation to the Swiss franc and the major regional office currencies
Those additional costs could not be compensated within the amount approved for the
Exchange Rate Facility. As the delegate of Canada had remarked, the US$ 41 million
authorized for that facility had not been sufficient.
If it had not been for the
extremely unfavourable rates of exchange experienced during the biennium, the actual
costs under that programme would have been below the budgeted amount, in view of the
programme implementation reductions undertaken.
The impact of fluctuating exchange rates on the support services was always much
greater than on the other programmes. That was so because virtually the entire support
programme was located at headquarters and in the regional offices, which felt the whole
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impact of the exchange rate fluctuations, contrary to the technical programmes, which
spent a large proportion of their funds at the country level.
The support services
included more general service staff salaries and allowances, always paid in local
they also included the common services for
currencies, than any other programme;
headquarters and the regional offices, including the provisions for building maintenance
and conference and office services, also to a very large extent paid in local
currencies.
Consequently, when the dollar went up during a financial period, the
greatest savings were realized in the support programmes.
Conversely, when the dollar
went down during a financial period, as in 1986 -1987, the additional costs were heaviest
under support services. That impact was clearly demonstrated on pages 40 to 42 of the
financial report, in the table which showed the operation of the Exchange Rate Facility.
For example, in the African Region, the CFA franc had been budgeted at 430 francs to the
dollar while the average accounting rate for the biennium had been only 326 CFA francs
per United States dollar.
(That could be seen at the top of page 40, in the second
column.)
It could be seen from page 42 of the report that, while the additional cost of
currency exchange fluctuations (indicated as a net charge against casual income) in
Africa had been almost US$ 4 million, nearly US$ 3 million of that amount (about 75 %) had
been incurred by the support services. On the other hand, in the South -East Asia Region,
where the major regional office currency was the Indian rupee and where the actual
average accounting rate experienced during the biennium had been more favourable than the
budgeted rate, US$ 315 800 (i.e., more than 50%) out of a total of US$ 618 000 of savings
incurred because of the favourable exchange rates had come from the support services
alone.
Those examples showed that, whether the rate of exchange was unfavourable or
favourable during the implementation of the programme budget, the impact of currency
fluctuations was strongest in relation to the programme for support services.
In response to the question by the United States delegate on AIDS, he said that, in
fact, the rate of implementation of that programme during 1986 -1987 had been
As indicated in paragraph 16 of the Introduction, while
exceptionally good.
disbursements of US$ 17 million and unliquidated obligations of US$ 5.9 million had
amounted to a total of US$ 22.9 million, contributions had amounted to US$ 32.7 million.
Bearing in mind that US$ 8.2 million had been received in December 1987, it was clear
that the US$ 22.9 million in obligations incurred during the biennium nearly corresponded
to the total of US$ 24.5 million in contributions received up to the end of November. It
was evident that the US$ 8.2 million in contributions received in December 1987 and even
part of the US$ 5.7 million received in November 1987 could not have been properly
obligated and certainly not have been disbursed before the end of that year.
The
unobligated balance of US$ 10.2 million at 31 December 1987 was being fully utilized in
1988 to implement activities during the current biennium.
The need for resources for
that programme remained very great and any voluntary funds collected were obligated very
shortly after receipt.
Concerning the question raised by the United States delegate about a comment made by
the External Auditor that some professional staff and consultants were not fully
justified, he said that he had failed to find any such remark in the External Auditor's
report.
The delegate of the Union of Soviet Socialist Republics had referred to direct
financial cooperation (DFC) and had suggested that the Programme Committee of the
Executive Board should examine such cooperation.
That was a worthwhile suggestion and
could be considered by the Executive Board and the Programme Committee.
The delegate of Australia had proposed that priorities be set so that the budget
could be tailored to income. That topic was to be reviewed at the forthcoming meeting of
the Programme Committee. Regarding the suggestion for a comprehensive review of the
Financial Regulations, he said that he felt that the Regulations were flexible and did
They were supplemented by the financial rules which had been
not present any problems.
The rules and
reviewed by the Executive Board and the Health Assembly in 1987.
regulations were amplified by the administrative provisions. It should be borne in mind
that the Financial Regulations of WHO were based to a large extent on those of the United
Nations. He recalled that the United Nations General Assembly had called for closer
harmonization of Financial Regulations of the different organizations within the United
Nations system. The Consultative Committee on Administrative Questions (CCAQ) had made
some progress towards such harmonization but happily some differences remained,
reflecting important differences between the organizations.
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The delegate of Canada had asked whether the US$ 31 million Exchange Rate Facility
It was difficult to make a prediction but if the United
for 1988 -1989 would be enough.
States dollar remained at its present level that sum would not be sufficient.
The
Director -General's contingency plan of US$ 50 million for 1988 -1989 would have to remain
in effect and was, in fact, being implemented.
Only if contributions were more
forthcoming than at present would it be possible to do away with the contingency plan.
The United Kingdom delegate had brought up the proposal of the External Auditor that
the Administrative Management unit should undertake a cyclical review of staffing in all
The Secretariat fully agreed with the existing terms of reference of the
programmes.
Administrative Management unit and its objectives of evaluating and making
recommendations on organization structures, staffing patterns, work organization and
managerial processes; it was intended to continue to make use of the Administrative
The Secretariat fully agreed that the Administrative
Management unit in that way.
Management unit could be used by programme directors to supplement line management
reviews of their staffing requirements and that its expertise and experience could be
employed to give an independent view of particular functions and staffing requirements
Numerous studies had already been undertaken by the Administrative Management unit and
It thus appeared that just as many programmes
many programmes had been affected by them.
would be reviewed by the Administrative Management unit in any given period (say, five or
ten years) as would be reviewed if the External Auditor's recommendations were adopted,
but the order in which those reviews would be carried out under the current arrangements
and terms of reference would conform better with the Organization's priorities and
respond better to current problems, and their resulting recommendations would be more
acceptable to management than those of the inspections recommended by the External

Auditor.
The only real argument with the External Auditor's proposal hinged on the word
"cyclic ", implying that the Administrative Management unit should inspect the staffing
requirements of all programmes at headquarters to determine that all staff were employed
on work essential to the achievement of programme objectives. That might well be
counterproductive.
Although it might appear to be good administrative practice,
particularly from the point of view of auditors, who had a natural inclination to see the
art of management in terms of regular, routine procedures, periodic written reports and
the completion of forms, it was not good management.
The Administrative Management unit
was a problem- oriented unit, not an audit or monitoring unit.
It was the Organization's
Its three professionally trained and experienced
in -house management consultant team.
staff members were used by the Director -General, the Assistant Directors -General, the
Regional Directors, the divisional directors and the programme managers at headquarters
to tackle organizational, structural and management problems which had been identified by
WHO was a constantly changing organization in which almost every year new
them.
programmes were established, new office technology (such as microcomputers, word
processors and a local area network) were introduced and resources were often
redistributed among different organizational levels (such as in implementation of
resolution WHA29.48). It was clear that, in such a dynamic Organization, management had
no difficulty at all in identifying problem areas which had to be dealt with urgently on
Over the past four years, surveys undertaken by the unit at
a priority basis.
headquarters had included such subjects as: analysis of travel claims procedure at
headquarters, management survey of WHO's inventory control system, rationalization of
secretarial services at headquarters, document production at headquarters, interface
between the Division of Information Systems Support and the Division of Personnel and
General Services at headquarters, configuration of support staff in the Programme for
External Coordination, the Treasury unit at headquarters, managing the workload of the
Special Programme for Research and Training in Tropical Diseases. Surveys undertaken in
the regional offices and larger projects had included such subjects as:
transport
management operations of the Onchocerciasis Control Programme, staffing of budget and
finance in the Regional Office for Europe, management of budget and finance in the
Regional Office for Africa, the building maintenance and documents reproduction units of
the Regional Office for the Western Pacific, the environmental health programme in the
Regional Office for the Eastern Mediterranean, and management of the global programmes
for health of the elderly and for accident prevention in the Regional Office for Europe.
From that sample of surveys, it should be clear that the Administrative Management unit
had been at the forefront of managerial innovation at WHO.
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The proposal of the External Auditor would give the Administrative Management unit
an audit function.
In his previous report, the External Auditor had described the
proposed functions as "inspections ";
"audits" and "inspections" appeared virtually
identical. Whatever the correct characterization of the proposed function, the real
point was that the unit would have to undertake cyclic or periodic staffing surveys of
every unit and programme at headquarters, even if a programme manager, his director, his
Assistant Director- General and the Director - General himself were convinced that the
staffing of the unit in question was adequate but not excessive - in other words, even
Of course, the External Auditor had recognized that
when there was no apparent problem.
the role of the Administrative Management unit could not be significantly extended
without adding to the unit's existing staff resources; under the current constraints it
would be very difficult indeed to increase those resources. Even if the unit were to
obtain such additional resources, it would be preferable for it to maintain its current
terms of reference and carry out its current mandate.
It was doubtful whether cyclic
routine staffing surveys, imposed on staff from above, would be very effective, or
whether the Administrative Management unit would obtain much cooperation from the
programmes being surveyed.
Moreover, such routine surveys, undertaken without anyone's
having requested them, would indeed become very routine, that is, standardized in form
and content, with the result that nobody would be likely to pay much attention to them.
In such circumstances, spontaneous requests from programmes and units for assistance from
the Administrative Management unit in solving their real management and staffing problems
would be exceedingly rare, just as it was exceedingly rare that a programme asked for the
assistance of the Internal Audit unit.
It was doubtful whether the present Administrative Management unit staff, who were
highly trained mobile young middle -level managers recruited from the business world,
would be able to endure the routine of such cyclic staffing surveys. The excitement and
challenge of examining real problems, doing highly relevant and appreciated work
requested by programme managers and advising innovative management solutions would
disappear.
It would probably be necessary to recruit a completely different type of
staff for that task - staff more suitable for routine, standardized inspections, audits
or monitoring work.
In the final analysis, however, it seemed that in the circumstances the argument was
somewhat irrelevant. As the External Auditor had appointed out in paragraph 22 of his
report for 1984 -1985, nearly 25% of all regular budget posts at the global and
interregional level had been abolished in the past 12 years, while the demands placed on
headquarters by WHO governing bodies and Member States had nevertheless tended to
increase during the past decade. The regular budgets for the bienniums 1984 -1985,
1986 -1987 and 1988 -1989 had again provided for a net decrease of 13 posts at global and
The problem had therefore been one of preventing increases in posts
interregional level.
and staffing and of efficient deployment of existing posts and staff, and not one of
seeking further reductions which would seriously jeopardize the effectiveness of WHO's
work.
In view of the current financial crisis, it had become necessary to make programme
budget implementation reductions of more than US$ 44.5 million in 1986 -1987, and it was
expected that even larger programme budget implementation reductions would have to be
It had already become necessary to freeze a number of
made in the current biennium.
vacant posts at headquarters, to redeploy existing posts and staff, and to change methods
of work so as to make economies with the least possible impact on programme delivery.
A
major new programme, the Global Programme on AIDS, had been started from scratch on an
In
emergency basis, largely by the loan of regular budget staff from other programmes.
addition, the proposed programme budget for 1990 -1991, currently under preparation, would
provide for a reduction in real terms of US$ 25 million, thus again entailing a reduction
In such a situation, the Administrative Management unit's task of responding
in posts.
quickly and effectively to calls for help would become more important than ever, and
undertaking staffing reviews in units for which management did not request or need that
assistance would become a luxury which the Organization could ill afford.
The United Kingdom delegate had also drawn attention to the External Auditor's
recommendation in paragraph 126 of the report, to ensure that programme managers followed
guidelines on budget submissions to the Headquarters Programme Committee. The
Secretariat agreed with the External Auditor's comments and would take steps to implement
them.
The present guidelines perhaps required too much of programme managers, but if
such guidelines were issued, they should be fulfilled.

154

FORTY -FIRST WORLD HEALTH ASSEMBLY

As regards direct financial cooperation (DFC), mistakes had been made in the
implementation of the new process, perhaps understandably, since it was a new type of
procedure being tried out on an experimental basis in a few regions. Staff in the
regional offices had not been completely familiar with the way in which the new procedure
should be implemented, but steps had already been taken to amend the administrative
manual in order to make it clear that obligations should not be incurred under direct
financial cooperation when work had not been started in the current financial period.
The Secretariat had no disagreement with the External Auditor in principle, although it
felt that, before such a major step as amending the Financial Regulations was taken, the
matter should be considered in greater depth. It might be sufficient to deal with the
problem by amending the administrative manual provisions.
The delegate of France had expressed doubts that the Exchange Rate Facility was the
best mechanism to meet additional costs arising from exchange rate fluctuations. The
subject had been discussed before and an exhaustive study had been produced.
The matter
was bound to crop up again.
In contrast to the systems of other organizations to meet
additional costs arising from currency fluctuations, the Exchange Rate Facility allowed
the governing bodies of WHO, i.e. the World Health Assembly and the Executive Board, to
control the amount to be spent.
In other systems, if the United States dollar declined
in relation to a second major currency, say the Swiss franc, governments were obliged to
meet the full costs.
In the WHO system a limit was set on the costs to be met. For
example, in the previous biennium a limit of US$ 41 million had been set;
although that
amount had been too low, not a penny more had been spent.
If assessments were made in
two or more currencies, all control over the additional costs was lost.
A second
advantage of the WHO system was that payments to be made by governments were deferred.
In other systems, whether based on supplementary budgets, forward purchase of currencies,
or assessment in several currencies, governments were obliged to pay immediately.
In the
WHO system the cost of the Exchange Rate Facility in one biennium (e.g., US$ 31 million
of casual income in 1988 -1989) would be reflected in increased assessments only in the
following biennium (1990- 1991).
The WHO system was therefore advantageous both to the
Organization and to Members, and was the envy of other organizations.

Dr CHOLLAT- TRAQUET (Managerial Process for WHO Programme Development), referring to
the questions raised in connection with paragraphs 26 and 27 of document A41/6, recalled
that (as a result of the reservations made by the External Auditor) during the
preparation of the 1990 -1991 programme budget in July 1987, the programme directors had
been given very specific guidelines on the time assignment of their professional staff
and consultants to the various activities of the Eighth General Programme of Work
selected for implementation in 1990 -1991. All programmes had been covered, except those

concerned with research on tropical diseases and human reproduction. Those guidelines
together with the programme proposals for 1990 -1991 were available to the members of the
Committee.
Dr KO KO (Regional Director for South -East Asia), referring to the advance of
US$ 17 000 paid under the two -year research project in Thailand, explained that the Thai
Government had already spent some US$ 64 000 on it.
Although the actual research was to
be conducted in 1988 -1989, the project had started in October 1987, and it was therefore
incorrect to call that payment an "advance" since it had been effected at the beginning
of the project.
Regarding professional staff reviews and programme requirements, he was in favour of
proceeding on the basis of the situation of countries and country programmes and in the
context of global programme trends and budgetary limitations.
In South -East Asia
extensive reviews had been conducted between 1982 and 1984, when many posts had been
abolished and new ones created. Another round of reviews was currently under way to
provide for the 1990 -1991 programme, and the Consultative Committee on Programme
Development and Management had just completed the examination of the intercountry
programme, including new staffing trends for 1990 -1991.
With regard to future auditing, he noted that there was a tendency in WHO to equate
technical inputs with staff.
However, the situation in countries had been changing and
other inputs such as local cost subsidies, technical contracts, the commissioning of
national institutions and expertise, training courses, workshops and supplies used in
training and research must also be regarded as technical inputs and not frowned upon.
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Mr BOYER (United States of America) observed that the involvement of the
Administrative Management unit in the assessment of staffing requirements appeared to
have given rise to much resentment. Despite Mr Furth's statement to the effect that the
recommendations on that subject had no bearing on the situation with regard to staff
reviews, the auditors and a number of Member States had expressed concern about the need
for WHO staff to be fully justified, and for efforts to be made to increase efficiency.
If that was not the unit's task, a mechanism should be set up to ensure that the
Organization operated as cost - effectively as possible.

Mr FURTI (Assistant Director -General) said that his earlier reply had been
The unit must, on the contrary, be deeply involved in the assessment of
misunderstood.
staff requirements.
The only point at issue was whether such work should be conducted on
a cyclical basis, or whether the unit should intervene on request where priority problems
had been identified.
The CHAIRMAN invited the Committee to vote on the draft resolution in paragraph 15
of document A41/21.

The draft resolution in paragraph 15 of document A41/21 was approved.1
Status of collection of assessed contributions and status of advances to the Working,
Capital Fund:
Item 27.2 of the Agenda (Documents EB81 /1988 /REC /1, Resolution EВ81.R7 and
Annex 4; and A41/7)
Dr НAРSARA (representative of the Executive Board) reviewed the background of the
agenda item under consideration, drawing attention to the Director -General's report in
Annex 4 to document EB81 /1988 /REC /1 and the deep concern expressed by the Executive Board
over the developments outlined therein and their increasingly serious impact on the
financial situation of the Organization and the programme adopted by the Health
Assembly. As at 31 December 1987, the rate of collection of contributions in respect of
the effective working budget had been 78.47% - the second lowest since 1950.
In order to
cover the shortfall in contributions, the Director - General had been obliged to withdraw
the full amount standing to the credit of the Working Capital Fund and to borrow
internally from the Casual Income Account in accordance with Financial Regulation 5.1.
Such borrowing had been necessary despite the steps already taken to reduce the
implementation of activities under the approved programme for 1986 -1987 by
US$ 35 million.
Only 88 of the 164 Members contributing to the effective working budget
had paid their current -year contributions in full by the end of December 1987, while 50
Members had made no payment whatsoever. The Board accordingly urged all Member States to
pay their contributions as early as possible in the year in which those contributions
were due, and submitted the draft resolution recommended in resolution EB81.R7 for
consideration by the Health Assembly.

Mr FURTH (Assistant Director -General) introduced the report in document A41/7 which
covered the situation with regard to the payment of assessed contributions as at 30 April
Drawing attention to paragraph 2 of the report, he said that although the rate of
1988.
collection of contributions by that date had been the highest ever in the history of the
Organization, 96 Members had made no payment at all towards their 1988 contribution.
With regard to arrears, 40 Members had made no payment at all in respect of the 1987
instalment and therefore owed the 1987 contribution in full.
During the period 1 -6 May 1988, however, further payment for 1988, totalling
US$ 2 974 318, had been received from 13 Member States, namely Botswana, Central African
Republic, Cook Islands, Gambia, German Democratic Republic, Ghana, Ireland, Lao Peoples'
Democratic Republic, Lesotho, Rwanda, United Republic of Tanzania, Yemen and Yugoslavia.
Furthermore, since 30 April, payments totalling US$ 20 855 498 in respect of arrears
of contributions had been received from Antigua and Barbuda, Central African Republic,
Chile, Ecuador, Liberia, Paraguay, Peru, Poland, Somalia, United States of America and
Yemen.

as

1 Transmitted to the Health Assembly in the Committee's first report and adopted
resolution WНA41.5.
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Lastly, he drew the attention of the Committee to resolution EB81.R7 of the
Executive Board.
Mr LADSOUS (France) reiterated his delegation's deep concern about the financial
crisis confronting the Organization, largely as a result of the non- payment or partial
payment of contributions by many Member States.
In that connection, he asked whether the
main contributor had settled in full the arrears amounting to US$ 38 138 055 indicated on
page 7 of document A41/7.
Dr SAVEL'EV (Union of Soviet Socialist Republics) shared the Executive Board's
concern about the non - payment of assessed contributions, but was aware at the same time
that the developing countries faced genuine financial difficulties. However, such
countries were not the only ones to be in arrears, and he therefore supported the draft
resolution.

Mrs WOLF (German Democratic Republic) said that her country had always paid its
contributions on time and in full, although the financial burden was not always easy to
bear.
It attached great importance to appropriate budgetary coverage of WHO activities
and was therefore deeply concerned about the situation with regard to the payment of
contributions.
Although some countries were finding the financial burden of membership
too heavy, as had been stated by the Latin American group at the Fortieth World Health
Assembly, one Member State was deliberately withholding a considerable proportion of its
Financial commitments to the Organization must be binding, and all Member
contributions.
States must pay their assessed contributions.
She supported the draft resolution.
Economy and the efficient use of resources must remain the principle underlying all
WHO activities.
Indeed her delegation felt that there was scope for improving
efficiency, and appealed to the Director - General to arrange for further savings, e.g., by
cancelling business trips that were not absolutely essential.
Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) fully supported the
previous speakers who had stressed the need for timely payment of contributions.
Mr GOMES PIRAS (Brazil) said that his country had managed to pay its 1986
contribution and part of its contribution for 1987. It would continue to make every
effort to fulfil its obligations to the Organization, but was having great difficulty in
meeting its financial commitments in hard currency. Moreover, Brazil's contribution was
the largest for any developing country and exceeded by far those paid by many developed
countries.
Mr ONISHI (Japan) expressed concern about the alarming deterioration of the
situation with regard to the payment of assessed contributions, and pointed out that
Japan, which fully supported the draft resolution, had already paid its contribution for
1988.

Mr BOYER (United States of America), replying to the question raised by the delegate
of France, drew attention to document A41/25, which contained a report by the
Director- General describing the position of the United States with regard to the payment
of its contributions.
In the past nine months, the United States had paid contributions
amounting CO US$ 100 600 000.
Its contributions for 1987 had been paid in full and a
partial payment had been made against arrears outstanding for 1986.
The total amount
owed by the United States had thus been reduced from some US$ 38 million to
US$ 17.7 million.
As WHO was aware, no payments of 1988 contributions could be made
before October - the beginning of the United States' fiscal year.
Mr FURTI (Assistant Director- General) said the Committee would no doubt be pleased
to learn that a United States payment had been received that morning to complete the
payment of US$ 20 525 000 announced in Annex 1 to document A41/25.
That enabled him to
give a precise reply to the delegate of France:
it would be seen from Table 5 of
document A41/7, entitled "Other outstanding contributions relating to the effective
working budgets of years prior to 1988 ", that the amount due from the United States of
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America at 30 April 1988 in respect of 1987 had been US$ 38 138 055, but the additional
sum just received had reduced the amount still owed for 1987 to US$ 17 613 055.
The CHAIRMAN invited the Committee to approve the draft resolution recommended in
resolution EB81.R7.

The draft resolution was approved.1

Members in arrears in the payment of their contributions to an extent that would justify
Item 27.3 of the Agenda (Documents
invoking Article 7 of the Constitution:
ЕB81 /1988 /REC /1, resolution EB81.R8, decision ЕВ81(12) and Annex 5; and A41/8)
The CHAIRMAN noted that the item related to two separate issues, the first concerned
with past experience and future action in the matter and covered by the draft resolution
recommended in resolution EB81.R8.
Dr HAPSARA (representative of the Executive Board) reminded the Committee that the
Executive Board had considered the matter in pursuance of a suggestion made during the
last Health Assembly and that in 1955 the Health Assembly had decided in resolution
WHA8.R13 that it would consider suspending voting rights, as one of the measures provided
for in Article 7 of the Constitution, when a Member was in arrears in an amount equal to
or exceeding that due for the preceding t'o full years.
It had in fact actually
suspended voting rights only in the case of one country, but on three occasions.
Nevertheless, the number of cases of countries in arrears to the extent laid down in
resolution WHA8.R13 was increasing, having risen from about three cases a year up to 1984
to seven in 1985, 12 in 1986 and 1987 and 11 at the beginning of the current year.
The Board had considered that firm measures should be taken, especially in the
present precarious financial situation, but had stressed that a distinction must be made
between two groups of countries in arrears.
Some were unable to pay contributions
because of genuine economic difficulties and for them the present flexible practice of
special payment arrangements and non - suspension of voting rights must continue.
For
others, however, there was no apparent reason why they should be in arrears, and the
Board had considered why their voting rights had not been suspended.
One suggested
reason was that delegations might be naturally reluctant to vote for the suspension of
the rights of a fellow Member.
The position was easier in the United Nations and other
specialized agencies in that their governing bodies did not have to take any decision
when a Member was two years in arrears. According to the Legal Counsel, however, that
easier procedure was not open to WHO, since under Article 7 of the Constitution decisions
as to the measures to be instituted in possible future cases could not be taken and the
Health Assembly had to give the case of each Member in arrears individual consideration.
That was the background of the draft resolution contained in resolution EB81.R8.
It
should be noted that one Board member had opposed the resolution and that another had
pointed out that the statement of principles contained therein had no binding force, but
was really a declaration of intent as to how the Health Assembly should exercise already
existing legal powers in the future.
To sum up, when a Member was two years in arrears, the Health Assembly would, as in
the past, consider in the light of that Member's explanations whether there were
If there were, no decision would be taken, but if there were
justifying circumstances.
not, the Health Assembly would, by a two - thirds majority, decide to suspend voting rights
as from the following session, if by that time the arrears had not been eliminated or
sufficiently reduced - in other words, it would no longer have to consider the immediate
suspension of voting rights.
At the following session, if the Member was no longer two
years in arrears, that decision would simply lapse without any consequences, but if those
arrears had still not been paid, voting rights would be suspended without any need to
take a decision.
The CHAIRMAN invited the Committee to consider the draft resolution recommended in
resolution EB81.R8.
1 Transmitted to the Health Assembly in the Committee's first report and adopted
as resolution WHA41.6.

158

FORTY -FIRST WORLD HEALTH ASSEMBLY
The draft resolution was approved.1

The CHAIRMAN observed that the second issue related to the question of the arrears
of certain Members and drew attention to the report on the subject of the Committee of
the Executive Board to Consider Certain Financial Matters prior to the Forty -first World
Health Assembly (document A41/8).
Dr НAPSARA (representative of the Executive Board), introducing the report, pointed
out that, whereas on 26 April 1988 there had been 16 Members owing contributions in an
amount equal to or exceeding the sums due for the preceding two full years, that list had
been reduced to 11 by 2 May 1988 as the result of payments by five of those Members. The
Committee of the Board had noted the recommendation that the Health Assembly should adopt
a statement of principle applicable to the Members concerned, and now that Committee B
had approved the resolution in question, it might also approve the draft resolution in
paragraph 5 of the report of the Committee of the Board concerning such application. It
should be noted, however, that one member of the Committee of the Board had pointed out
that there had been no consensus on the matter at the Board's last session and had
reiterated the reservation on principles that he had made in the Board.

Mr FURTI (Assistant Director -General) announced that, in a letter dated 4 May 1988,
the Permanent Mission of the Libyan Arab Jamahiriya had informed the Director - General
that its Government intended to settle all its arrears, that it would regularize its
situation as soon as possible and that measures had already been taken to settle the
contributions, but that circumstances relating to transfer of funds had delayed the
He also drew attention to an error in the entry against
transfer of the contributions.
Peru in the Spanish text of Table 5 of document A41/7, which should be aligned with the

other language versions.
Dr RUESTA DE FURTER (Venezuela) said that the wording of operative paragraph 4(1)
the draft resolution contained in document A41 /8 was too strong and proposed that it
should be toned down somewhat (see below).

of

Mrs LUETTGEN DE LECHUGA (Cuba) supported that proposal and reiterated her
Many
delegation's opposition to suspending the voting rights of any Member State.
developing countries were affected by the economic crisis and were unable to pay their
contributions on time.

Professor BORGOÑO (Chile) asked whether, in the light of Mr Furth's additional
information, the name of the Libyan Arab Jamahiriya should be deleted from operative
paragraph 4(1) of the draft resolution. He also stressed the need for that text to be
fully in line with the resolution just approved, with which it was very closely linked.
Mr GETACHEW (Ethiopia) said that his Government fully respected the rules of WHO as
laid down in its Constitution, particularly with regard to the payment of contributions.
In spite of serious difficulties, Ethiopia had paid its contribution in full, not only
for 1987 but also for 1988.
It nevertheless sympathized with the situation of other
developing countries, particularly the least developed. Because of their serious
economic difficulties, many of those countries had been unable to pay anything for the
past three, four or even five years, and it was unrealistic to ask them to pay all their
arrears in one year. Perhaps a special concession, enabling payments to be spread over
two years, could be made to such countries.
Mr LORA REYES (Peru) said that it would not be inconsistent to vote against the
draft resolution under discussion but to support the one previously approved, since that
specified that the Health Assembly would decide to suspend voting rights by a two - thirds
majority.
Many countries, while willing to pay, were unable to do so - for example,
Liberia had shown willingness to settle its arrears, but had only been able to make a
payment of US$ 10 000.
1 Transmitted to the Health Assembly in the Committee's first report and adopted
as resolution WНA41.7.
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Mr FURTH (Assistant Director -General), replying to the question asked by the
delegate of Chile, said that the fact that the Libyan Arab Jamahiriya was making efforts
Indeed, the difficulties it
to settle its arrears did not change the actual situation.
was experiencing in making immediate payments served as a good argument in favour of not
suspending voting rights immediately, but granting the countries concerned a year of
grace in which to overcome their difficulties.
Dr RUESTA DE FURTER (Venezuela) said that her amendment was one of form rather than
substance and would be submitted to the Committee in writing.

Mr STAUR (Denmark) said that any amendment to the draft resolution must be purely
editorial, for the draft was merely a practical application of the resolution just
approved and must not depart from it in any significant way.
The CHAIRMAN said that the proposed amendment to be submitted by the Venezuelan
delegation would be considered at the next meeting.

The meeting rose at 13h05.

THIRD MEETING
Monday.

9

May 1988. at 9h00

Chairman: Dr M.M. LAW (Canada)

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION:

Item 27 of the Agenda (continued)

Members in arrears in the payment of their contributions to an extent which would justify
invoking Article 7 of the Constitution:
Item 27.3 of the Agenda (Document A41/8)
(continued)

The CHAIRMAN noted that discussion on the item had been concluded and invited the
Committee to consider the following amended version of operative paragraph 4 of the draft
resolution contained in paragraph 5 of document A41 /8 proposed by the delegation of
Venezuela:
4.

DECIDES:

(1)
that if, by the time of the opening of the Forty - second World Health Assembly,
Benin, Chad, Comoros, Dominican Republic, Guatemala, Libyan Arab Jamahiriya and
Sierra Leone are still in arrears in the payment of their contributions to an extent
which would justify invoking Article 7 of the Constitution, and have not
communicated their difficulty in making these payments and their intention to settle
these arrears to the Director- General and have not made even a token payment, their
voting right shall be suspended.

Mr VIGNES (Legal Counsel) recalled that the Committee had already approved a draft
resolution recommended in resolution EB81.R8, which included a number of principles to be
applied in implementing Article 7 of the Constitution. At that time, the delegate of
Venezuela had declared her intention of proposing an editorial amendment to operative
paragraph 4 of the draft resolution contained in paragraph 5 of document A41/8.
The
proposed amendment before the Committee, however, not only omitted a number of countries
but contained two conditions that were incompatible with the resolution earlier approved
by the Committee.
In addition to the condition of being more than two years late in
payments, which was in accordance with the resolution approved earlier, the proposed
amendment sought to include two further conditions: that the countries concerned had not
communicated their difficulty in making the payments and their intention to settle those
arrears to the Director -General;
and that they had not made even a token payment.
Dr RUESTA DE FURTER (Venezuela) said that, although the original intention of the
Venezuelan delegation had been to present an editorial amendment, a closer reading of
resolution EB81.R8, and in particular its second preambular paragraph, had raised the
question of whether the terms of the draft resolution in document A41/8 were indeed
appropriate. Although commitments should be honoured, countries which were unable to pay
because of problems related to their underdevelopment should be given special
consideration. In addition, communications with some countries were not always
satisfactory.
For example, delivery of mail to certain of the countries listed in the
draft resolution might well be less efficient than it was between one European country
and another.
No special efforts had been made to contact the countries concerned.
Perhaps some of those countries were unaware that they were in danger of losing their
voting privileges. The proposed amendment should be given favourable consideration as it
mitigated the stringent terms of the draft resolution before the Committee.

The CHAIRMAN invited the Committee to vote on the proposed amendment.

-
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After the vote, Mr VIGNES (Legal Counsel) stated that he had been informed that the
required quorum for questions to be put to a vote had not been constituted. He explained
that, under Rule 85 of the Rules of Procedure of the World Health Assembly, the quorum
for the discussion of an item was one -third of the members of the Committee, whereas
decisions could be taken only if a majority of members of a committee were present.
That
majority of members (i.e., 79 delegations out of the 157 members of the Committee) had
not been reached when the vote was taken.
At the request of a delegation he gave the
results of the vote (28 in favour, 17 against and 15 abstentions).
The CHAIRMAN suggested that it would be preferable to allow time for reflection and
to defer taking a further vote on the proposed amendment until there was a quorum.
It was so agreed (see page 166).

Use of additional casual income to help finance the approved programme budget for
1988 -1989:
Item 27.5 of the Agenda (Document ЕB81 /1988 /REC /1, resolution ЕВ81.R13 and
Annex 9)

Programme budget reduction for 1988 -1989 proposed by the Director -General:
the Agenda (Document A41/25)

Item 27.6 of

The CHAIRMAN recalled that item 27.6 had been added to the agenda in the light of a
recent communication from the largest contributor concerning payment of arrears and that
it had been agreed to consider that item together with item 27.5 because both items had a
direct bearing on the financial crisis which the Organization was currently facing.
Moreover, since the use of additional casual income to help finance the approved
programme budget and the proposed programme budget reduction would require a revision of
the appropriation resolution for 1988 -1989, to be carried out by Committee A under
resolution WHA31.1, a supplementary item had been added to the agenda of that Committee,
entitled "Revised appropriation resolution for the financial period 1988 - 1989 ". That
item was tentatively scheduled to be considered by Committee A at 14h30 on Tuesday,
10 May, during which time Committee B would not meet.
Since it was within the terms of
reference of Committee A to recommend the budget level and the appropriation resolution,
Committee B should concentrate on "Use of additional casual income to help finance the
approved programme budget for 1988- 1989 ".

Professor MENCHACA (representative of the Executive Board) introduced the report of
the Committee of the Executive Board to Consider Certain Financial Matters prior to the
Forty -first World Health Assembly on the programme budget reduction proposed by the
It would be recalled, in the first place, that the
Director - General (document А41/25).
Director - General had informed the Executive Board and the Health Assembly that, if
sufficient arrears of contributions were received by the end of 1987, he would recommend
that an additional amount of casual income available at the end of 1986 should be applied
to reduce contributions in the second year of the biennium 1988 -1989, on the
understanding, however, that if the critical financial situation persisted, the Board
would have to decide in January 1988 on the steps to be taken to meet the shortfall in
resources.
Secondly, the Director - General had announced at the Fortieth World Health
Assembly that he would examine the sectors in which the 1988 -1989 budget could be reduced
he had taken that decision on the assumption
by a total amount of about US$ 25 million;
that the largest contributor would have paid its outstanding contributions for 1986 and
1987 by the end of 1987, but that if it did not it would not be possible to reduce the
budget.
Finally, the Director- General had announced on the same occasion that in any
event he would propose for 1990 -1991 a budget reduction in real terms of US$ 25 million
as compared with the programme budget for 1988 -1989 as approved by the Fortieth World
Health Assembly.
As at 31 December 1987, the shortfall in contributions for 1986 -1987 had amounted to
In closing
some US$ 56.2 million, the largest contributor alone owing US$ 38.1 million.
the accounts for the financial period 1986 -1987, the Organization had been obliged,
despite programme implementation reductions of some US$ 35 million effected during the
current biennium, not only to withdraw the full amount standing to the credit of the
Working Capital Fund, but also to borrow part of the available casual income to cover the
shortfall.
From the US$ 24.1 million of casual income at 31 December 1986 that had
remained available after the appropriation by the Fortieth World Health Assembly of
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,

US$ 25 million to help finance the 1988 -1989 programme budget, US$ 10.2 million had had
A
to be borrowed under Financial Regulation 5.1 pending receipt of contributions.
balance of US$ 13.9 million thus remained available, and the Director - General had
proposed that that balance be appropriated to reduce contributions of Members for the
He had further informed the Executive Board in January 1988
1988 -1989 programme budget.
that the continuing shortfall in contributions, particularly those of the largest
contributor, did not permit him to envisage a reduction of the programme budget for that
biennium.
During the discussion of the subject by the Board, some members had expressed regret
and concern about the continuing shortfall in the collection of assessed contributions.
One member had proposed that the 1988 -1989 budget be reduced by US$ 11 million and
another that it be reduced by US$ 25 million, in addition to the proposed appropriation
neither of those proposals had been
of additional casual income to reduce assessments;
accepted by the Board. Another member had considered it extremely imprudent to deplete
casual income by a further US$ 13.9 million and firmly opposed any proposal to reduce the
The Board had finally agreed to the Director -General's proposal and
1988 -1989 budget.
decided by consensus to recommend to the Forty -first World Health Assembly the
appropriation of US$ 13 961 000 of available casual income to help finance the 1988 -1989
It had further been agreed
budget and thus to reduce the assessments for that biennium.
that the Director - General should continue to review the possibility of reducing the
programme budget for 1988 -1989 if the largest contributor paid its arrears prior to the
next Health Assembly and should keep the Committee of the Board informed of any new
developments.
A recent communication from the United States of America had announced a forthcoming
substantial payment of arrears, leading the Director -General to propose in his report to
the Committee of the Board that the approved effective working budget for 1988 -1989 be
reduced by US$ 25 million. That proposal had been approved by the Committee of the
Board, which in its third report recommended the adoption by the Health Assembly of the
revised appropriation resolution set out in paragraph 8 of Annex 1 to document А41/25,1
rather than that contained in resolution EB81.R13 originally recommended by the Executive
Board.
If the Health Assembly approved the proposal, the 1989 assessments for the
effective working budget currently totalling US$ 314 990 000, would be reduced to only
US$ 276 029 000;
the increase in assessments of 25.64% over 1986 -1987 would thus be
reduced to 17.55%.
Mr BOYER (United States of America) said that his delegation appreciated the
Director -General's proposal for a budget reduction of US$ 25 million and endorsed the
recommendation of the Committee of the Board. With regard to casual income, however, he
pointed out that the practice in the past had been to help finance each budget by using
the amount of casual income available at the end of the year preceding the adoption of
the budget;
thus, by May 1987, the full US$ 47 million of casual income available at the
end of 1986 should have been used for that purpose.
Yet the Fortieth World Health
Assembly had authorized the use of only US$ 25 million of the total of US$ 49 million,
and although the Executive Board had proposed the use of another US$ 13 million the
amount was still not all that was available at the end of 1986.
Would it not be possible
to adhere to the principle applied during the past two biennia?

Dr DE SOUZA (Australia), referring to item 27.5, said that his delegation had no
objection to the use of casual income to make up unforeseen shortfalls, but considered
that persistent recourse to casual income to sustain unrealistic budgets was an
imposition on those countries which paid their contributions in full and, in effect,
penalized responsible behaviour. The full amount of casual income available at the end
of 1986 - US$ 49 million - should therefore be used to reduce assessments during the
current biennium. The Director - General and the Executive Board had proposed that, in
addition to the US$ 25 million used to reduce assessments for 1988, a further
US$ 14 million should be assigned to reducing the 1989 assessments, but it would surely
be appropriate and in conformity with the Financial Regulations to use the remaining
US$ 10 million or so for the same purpose.
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Dr SAVEL'EV (Union of Soviet Socialist Republics) welcomed the Director -General's
proposal to reduce the 1988 -1989 budget by US$ 25 million and reaffirmed his delegation's
view that casual income should be used as far as possible to reduce the assessed
contributions of Member States.

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) said that the
Australian delegate had quoted a figure of US$ 49 million for the amount of casual income
available on 31 December 1986, while the United States' delegate had mentioned one of
US$ 47 million.
Should they have been the same? He supported the view of the Australian
delegate that the full amount should be used to reduce Members' contributions.
It
included the amount borrowed in accordance with Financial Regulation 5.1, but seemed to
exclude the US$ 13.9 million which was implicit in the resolution before the Committee.
In view of the constraints imposed by the exchange equalization facility, to which casual
income was in principle to be devoted, it would be useful to have some indication from
the Secretariat of the likely demands on casual income for that purpose.
Would it, in
fact, be practicable to use all the available casual income to reduce assessed
contributions?

Mr VOIGTLP,NDER (Federal Republic of Germany) said that, while his delegation
welcomed the proposed budget reduction of US$ 25 million, it would be seen from
paragraph 7 of the revised appropriation resolution in Annex 1 to document A41/251 that
the amount of US$ 25 million had to be transferred in the context of contingency
planning.
In his delegation's opinion, it would be preferable not to tie the transfer of
that amount automatically to the reduction of the contingency plan.
His delegation
supported the proposal for the use of casual income made by previous speakers.
Mr ONISHI (Japan), referring to item 27.5, said that in principle the total amount
of casual income available should be used to reduce Members' assessments as far as
possible.
In view of the financial situation confronting WHO, however, his delegation
could support the draft resolution. He also supported the proposal for a US$ 25 million
reduction in connection with item 27.6.
Dr RODRIGUES CABRAL (Mozambique) said that he shared the concern of the United
Kingdom delegate and hoped that before the resolution was approved the Secretariat could
give some explanation of the consequences of the use of different proportions of casual
income on unforeseen adjustments in the budget due to exchange rate fluctuations.

Professor BORGOÑO (Chile) said that his delegation endorsed the budget reduction of
US$ 25 million proposed by the Director -General, particularly since the Latin American
group had clearly stated at the last Health Assembly that it would be impossible for them
to continue to pay their contributions on time if the level of assessment continued to
increase.
Before voting on the use of casual income the Committee must have a clear idea
of the scale of compensation for exchange rate fluctuations.
Mr FURTH (Assistant Director -General) said that the Director- General entirely agreed
that in principle all casual income which was available at the end of the year prior to
the adoption of the budget should be used to help finance the budget - in other words, in
normal circumstances, the entire US$ 49 169 131 of casual income that had been available
on 31 December 1986 would have been made available to help finance the 1988 -1989 budget.
He could therefore well understand the logic of delegates who had asked why the
US$ 10.2 million that had been borrowed from casual income available on 31 December 1986
and had been reimbursed should not be used to help finance the 1988 -1989 budget.
He
would try to give them the reasons why the Director -General, after very serious
consideration, had decided to make an alternative proposal to the Health Assembly.
It would be recalled that, at the end of 1986, some US$ 49.2 million of casual
income had been available.
Because of the foreseeable need to borrow casual income to
meet expected shortfall in contributions, the Director - General had proposed that only
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US$ 25 million of casual income should be appropriated in 1987 to help finance the budget
for 1988 -1989 and that he should keep in reserve the remaining US$ 24.2 million in the
event that those funds would be needed to cover any shortfall in contributions and to
prevent further reductions in the programme in addition to the US$ 35 million contingency
reduction that had already been announced and implicitly approved.
It would also be recalled that one year later, at the end of 1987, the shortfall in
contributions had indeed been huge, totalling US$ 56.3 million, and that in order to
cover that shortfall, the Director -General, after having made reductions of
US$ 35 million in the programme budget and after having borrowed all the funds available
in the Working Capital Fund, had had to borrow a further US$ 10.2 million from casual
income to cover the shortfall. The remaining casual income available at the time, nearly
US$ 14 million, had nevertheless been proposed for appropriation to help finance the
1988 -1989 budget, and the Director - General had stated that, if the situation improved
radically prior to the next Health Assembly, he would see whether further casual income
could be made available to help finance the 1988 -1989 budget.
The situation had not improved prior to the Health Assembly, although a new
situation had developed as recently as Friday, 6 May 1988, when the last instalment of
the payments announced in document A41/25, amounting to US$ 20 525 000, had arrived from
Although the position of delegates who wished an additional amount of
the United States.
US$ 10.2 million in casual income to be made available at once was quite logical, there
were certain practical reasons and considerations of prudent financial management that
Delegates would agree that the management of
militated against such a course of action.
WHO's resources had been very prudent in the past, while at the same time the
Director - General had always kept in mind the interests of Member States and had always
endeavoured to lighten the financial burden of Member States as far as possible.
The financial situation of the Organization should first be considered as the
Director - General foresaw its development over the next year or two. At the end of the
past biennium the United States of America had been in arrears for 1987 by about
it was currently in arrears for the same year by some
US$ 38.1 million;
accordingly, even if it paid its assessed contributions for 1988 -1989
US$ 17.6 million:
in full, the first US$ 17.6 million could not be used to finance the 1988 -1989 programme
budget, since under the Financial Regulations that sum had to be put into the Casual
It was impossible to predict how much the United States of America would
Income Account.
in fact pay for 1988 -1989, but if payments in and for those two years were to be in the
same proportion to the assessments as the payments made during the biennium 1986 -1987 about 70% - the shortfall of income from the United States of America alone at the end of
the current biennium would rise from slightly more than US$ 38 million at the end of 1987
to more than US$ 64 million at the end of 1989.
It was therefore necessary to maintain
the programme implementation reduction of US$ 50 million already planned for 1988 -1989,
either in the form originally proposed without a reduction of the budget level, or as
currently proposed by the Director -General, with a reduction of the budget level by
US$ 25 million plus a programme implementation reduction of another US$ 25 million.
It
was also necessary to foresee the possibility of resorting again to internal borrowing in
order to cover any remaining shortfall in income.
Moreover, since it seemed unlikely
that the Exchange Rate Facility of US$ 31 million for 1988 -1989 would suffice to cover
additional costs arising due to the low exchange rate of the United States dollar, the
possibility of having to make additional programme reductions over and above the
US$ 50 million reduction already foreseen could not be dismissed.
In addition, the
Director- General might have to ask the Health Assembly in 1989, if the dollar continued
to decline, that the Exchange Rate Facility should be increased to a higher figure, as
had been done in 1987.
It therefore seemed that any casual income earned in 1988 should
be used as a first priority to finance the US$ 31 million Exchange Rate Facility, even
though that facility might be insufficient, and any casual income that might still be
available at the end of 1988 should be used to help finance the budget for 1990 -1991.
With regard to the Secretariat's projections for casual income, it would be seen
from the financial report that the balance of casual income at 1 January 1988 had been
The Secretariat's estimate of what had been earned up to
about US$ 22.1 million.
6 May 1988, including reimbursement of the US$ 10.2 million of casual income borrowed in
1987, was US$ 18.2 million, making a total of US$ 40.3 million of casual income currently
available.
It was proposed that of that amount some US$ 14 million should be
appropriated to help finance the 1988 -1989 budget;
an exchange rate facility of
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US$ 31 million would certainly have to be financed from available casual income, since
in
otherwise programme implementation in 1988 -1989 might be catastrophically affected;
That
addition, a small amount was needed to finance the contribution of Namibia.
resulted in total requirements in casual income of a little over US$ 45 million, leaving
a shortfall of some US$ 4.8 million.
It was particularly relevant to look ahead to October 1988, when the budget would be
prepared for the biennium 1990 -1991. On the assumption that no more funds would be
forthcoming from the United States of America, the casual income estimated to become
After the US$ 45 million he had just
available by the end of 1988 was US$ 50.8 million.
referred to had been set aside, the Casual Income Account would show a balance of only
US$ 5.8 million, without taking into account any possible requirements of the Real Estate
Members' assessed contributions would therefore rise a great deal in the 1990 -1991
Fund.
That was the situation which would arise from appropriating approximately
biennium.
if a further
US$ 14 million of casual income to help finance the 1988 -1989 budget;
US$ 10.2 million of casual income was added to that figure, the casual income account
would show a deficit of some US$ 5 million at the end of 1988, which would mean an even
greater and probably unacceptable increase in Members' assessments.
On the very best hypothesis - that the United States of America would pay all its
arrears before the Director - General submitted the 1990 -1991 budget to the Executive
Board - the casual income available at the end of 1988 would be US$ 68.4 million, leaving
Even
US$ 23.4 million after the requirements of US$ 45 million to which he had referred.
then, using another US$ 10.2 million of casual income to help finance the 1988 -1989
budget would mean that only US$ 13.2 million of casual income would be available at the
end of the year for the 1990 -1991 budget, as compared with US$ 49 million which would
have been appropriated to help finance the 1988 -1989 budget.
That would result in an
extremely large increase in Members' assessments in 1990 -1991 over 1988 -1989.
Furthermore, the Programme Committee of the Executive Board had recommended to the
Director - General that he base his 1990 -1991 budget proposals on the same budgetary
exchange rates as contained in the 1988 -1989 programme budget in order to keep the budget
level for 1990 -1991 as low as possible provided that the Exchange Rate Facility was
maintained at the level of US$ 31 million or even expanded. The recent fall in the
exchange value of the United States dollar had already proved the Programme Committee's
recommendation to be unrealistic, and it was likely that if that recommendation was
followed, the Exchange Rate Facility would have to be expanded for 1990 -1991.
That could
only be done if sufficient casual income was available.
For all those practical reasons the Director - General had thought it would be
advisable to keep US$ 10.2 million of casual income in reserve, but since he was fully
aware of the concerns expressed by many Members about the level of their assessments and
wished to lighten the financial burden of all Members, he proposed instead of a further
appropriation of casual income a budget reduction of US$ 25 million. Such a budget
reduction would give greater financial relief to Members than an additional appropriation
of US$ 10.2 million in casual income, and it would be more in conformity with the prudent
financial management policies that the Director -General had always tried to carry out.

Mr BOYER (United States of America) said that his Government accorded the highest
consideration to WHO and had therefore paid its 1987 contribution in full. Although it
could not predict how much it would pay of its 1988 and 1989 contributions by the end of
the years in question, its favourable attitude to the Organization surely suggested that
the Secretariat was unjustified in assuming that its payments would amount to only 70% of
its annual contributions.
Mr FURTI (Assistant Director -General) pointed out that pursuant to the Financial
Regulations of WHO, the United States of America still owed US$ 17.6 million for 1987.
Some of the possible scenarios he had described were based on the assumption that the
United States' assessed contributions for 1988 and 1989 would be paid in full during
those years;
even then, there would be a shortfall in its contributions because the
first US$ 17.6 million received would have to go to the Casual Income Account as a
payment of arrears for 1987.
Mr BOYER (United States of America) said that his Government took the view that its
arrears of US$ 17.6 million related to 1985 and 1986, not 1987.
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Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) fully endorsed the
view that prudent budgeting was necessary. Although his delegation would prefer greater
use of casual income immediately rather than later, because that would mean a lower
contribution, it would support the draft revised appropriation resolution annexed to
document A41/25.
Mr HAMMOND (Canada) agreed that the exchange rate factor should be given full weight
However, it was not true to say that a US$ 25 million
in planning for the next biennium.
budget reduction combined with a cut of US$ 25 million in programme implementation would
have the same financial effect as a US$ 50 million programme reduction, because the
former would reduce income as well as expenditure.
In his opinion, the Director - General
should keep the latter course in mind as a possible means of staving off an income
deficit.
Dr DE SOUZA (Australia) supported the views expressed by the United Kingdom
delegate.

Mr FURТН (Assistant Director- General) said that, while he realized the force of the
Canadian delegate's argument, the Director- General believed that a lower budget would
encourage the United States of America and other major contributors to pay their
If it did not have that effect, there would be
contributions in full and on time.
sufficient time to make further programme implementation reductions later in the
biennium.
Dr OKWARE (Uganda) asked what activities, in Africa in particular, could be affected
by the programme implementation cuts.

Mr FURТН (Assistant Director -General) said that the precise impact of the cuts of
US$ 50 million was spelt out in document ЕB79 /1987 /REC /1, part II, Annexes 1 and 2.
It
was not yet possible to say how the proposed budget reduction of US$ 25 million would
affect the position, but the Health Assembly would be able to examine the matter at its
next session in connection with the 1990 -1991 budget proposals.
The CHAIRMAN said that, if there were no objections, she would take it that the
Committee agreed that it should recommend to Committee A that US$ 13 961 000 of casual
income be appropriated to help finance the 1988 -1989 programme budget.
It was so decided (see report of Committee B to Committee A adopted at the fourth
meeting of Committee B and reproduced in document WНA41/1988/REC/2).

Members in arrears in the payment of their contributions to an extent which would justify
invoking Article 7 of the Constitution:
Item 27.3 of the Agenda (Document A41/8)
(resumed)
The CHAIRMAN announced that there was a quorum, so that the Committee could proceed
to a vote on the Venezuelan proposal to amend the draft resolution contained in
paragraph 5 of document A41 /8 (see page 160).

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) pointed out that
some of the members might not have been in the conference room when the Legal Counsel had
given his explanation concerning the difficulties posed by the proposed amendment in
relation to the draft resolution contained in EВ81.R8 approved by the Committee at its
second meeting. It was disturbing to note that the text before the Committee might not
be compatible with that earlier resolution. The Legal Counsel had given a convincing
explanation, and it would be helpful if he could explain the position again both in order
to ensure that all delegations were fully aware of the significance of what the Committee
was being asked to approve and to make it quite clear that all that was involved was the
suspension of voting rights and that no other sanctions were implicit in the text.
Mr STAUR (Denmark) noted that it had been suggested that the text of operative
paragraph 4(1) of the draft resolution contained in paragraph 5 of document A41/8 was too
blunt and needed to be amended.
The Venezuelan amendment, however, also introduced other
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His delegation wished to propose an amendment to the Venezuelan amendment, to
issues.
the effect that the words "and have not communicated their difficulty in making these
payments and their intention to settle these arrears to the Director - General and have not
His delegation could then support the
made even a token payment" should be deleted.
Venezuelan amendment.

Mr TAYLHARDAT (Venezuela) explained that the purpose of the words which the Danish
delegate wished to delete was to reflect the principles underlying paragraph 2 of
resolution EB81.R8, which established the procedures to be followed if it became
necessary to suspend a Member's voting rights and which stipulated that if a Member was
no longer significantly in arrears the suspension would not take effect.

Mr LORA REYES (Peru) said that Peru's original position had been that there should
be no question of suspending a Member's voting rights because that Member did not pay its
He was pleased to
contribution owing to inability rather than unwillingness to do so.
note that the current position of the Venezuelan delegation was very sympathetic to
countries which could not pay their contributions even though they wished to do so. The
words which the delegate of Denmark wished to delete were precisely those which provided
for the possibility of verifying whether the Member concerned was unable to pay or
whether there was a possibility of its making a token payment. He was therefore in
favour of the amendment proposed by the delegate of Venezuela.
Mr VIGNES (Legal Counsel) recalled that in his earlier statement he had reminded the
Committee that at its second meeting it had approved the draft resolution contained in
resolution EB81.R8, which laid down the condition which had to be fulfilled before the
voting rights of a Member in arrears of payment could be suspended.
All circumstances
had to be considered.
Subsequently, the Venezuelan delegation had proposed an amendment
to another draft resolution the purpose of which was the possible suspension, as from
1989, of the voting rights of a number of Member States.
Voting rights only would be
suspended, not services or projects benefiting the Member States concerned.
However, the
Venezuelan amendment contained as conditions for the suspension of voting rights not only
the one stipulated in the resolution approved by the Committee at its second meeting, but
also two further conditions which were in contradiction with that resolution - namely,
that the Member had not communicated its difficulty in making the payments and had not
even made a token payment. The delegate of Denmark had subsequently proposed that
certain words should be deleted from the Venezuelan amendment.
If that were done, the
legal objection would be overcome, since the incompatibility between the two resolutions
would have been removed. Furthermore, it must be borne in mind that under operative
paragraph 4(3) of the draft resolution under consideration, Member States had the right
to request restoration of their voting rights.
Mr TAYLIARDAT (Venezuela) suggested that further discussion of his delegation's
amendment should be postponed so as to allow time for contacts to be made with the
Secretariat with a view to arriving at a text that would duly reflect the concerns
expressed by the Venezuelan and other delegations and also take into account those
expressed by the Secretariat.

Mr LORA REYES (Peru) said that the resolution approved by the Committee at its
second meeting was not in contradiction with the Venezuelan amendment, since it stated,
in paragraph 2, that "Unless there are exceptional circumstances justifying a different
measure, the Health Assembly will adopt a decision ... ".
One such exceptional
circumstance would be the fact that a Member wanted to make its payment but could not do
so for economic reasons or owing to a crisis or poverty.
The CHAIRMAN suggested that the parties concerned should review the matter before
the Committee considered it further.
It was so agreed (for continuation, see summary record of the sixth meeting,
section 2).
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Incentive scheme to promote timely payment of assessed contributions by Members:
Documents EВ81 /1988 /REC /1, resolution
Item 27.4 of the Agenda (Decision ЕВ79(11);
and A41/18)
EB81.R12 and Annex 8;
The CHAIRMAN, after introducing the documents, invited the representative of the
Executive Board to inform the Committee concerning the Board's discussion on the subject.

Professor MENCHACA (representative of the Executive Board) said that the Board, at
had examined a report by the Director -General, prepared at its
request, concerning an incentive scheme to promote timely payment of assessed
The report was reproduced in document EB81 /1988 /REC /1,
contributions by Members.
Annex 8.
The Board had begun by considering the two possible methods for awarding incentive
points which the Director - General had outlined in his report, finally preferring the
First, it would both encourage
"S- curve" to the "straight line" formula for two reasons.
Members to make their payments earlier and discourage them from delaying payment.
Secondly, by January 1988, four of the five agencies within the United Nations system
that had decided to introduce an incentive scheme had adopted the S -curve formula.
The Board had then - after due consideration - recommended that incentive points
should be awarded for all payments in respect of current year contributions and not
limited to cases of full payment of contributions due. That was firstly because of the
injustice that would be done by denying points to a Member State that might well have
paid nearly all its assessed contributions; and secondly because four of the five
agencies he had mentioned had already decided that incentive points would indeed be
awarded for all payments made.
The Board had gone on to recommend that only the "interest earned" component of
casual income should be subjected to the scheme, since that was the income most
immediately related to the timely payment of contributions.
That again was consistent
with the solutions adopted by the other agencies.
Concerning the date of implementation, the Board had recommended that the incentive
scheme should be effective as from the approval of the programme budget for 1992 -1993 in
1991, and should be based on the record of Members' payments of assessed contributions
for 1989 -1990 and the record of the casual income earned in those two years.
Earlier
introduction of the scheme was deemed inappropriate, since in accordance with WHO's
financial system that would necessitate the retroactive attribution of points for
contributions paid before the final decision was taken on the scheme itself.
The fifth and last matter considered by the Board had been the minor changes in the
Financial Regulations that the scheme would entail.
A draft resolution was recommended to the Health Assembly in resolution EB81.R12.
To facilitate the Health Assembly's discussions, the Board had asked the Director- General
to prepare a report on the consequences of applying the principles as outlined in the
resolution to the assessed contributions for the financial period 1986 -1987 (document
A41/18).
Finally, the Committee should be informed that during the discussion, the Assistant
Director- General had told the Board that the United Nations General Assembly had decided
not to pursue the question of incentive or penalty schemes, especially as the experience
of other organizations of the United Nations system did not yet provide a basis for
evaluating the effectiveness of each scheme. On the question of the impact of the
incentive scheme on the practice of the largest contributor, it had been pointed out by a
member of the Board that because its fiscal year began on 1 October, payment by the
United States of America could not be made before that date;
the scheme would therefore
be without effect as far as that Member State was concerned.
Another member of the
Board, stressing that moral incentives were preferable to rewarding Member States for
paying their contributions on time, and that the interest earned from casual income
should be used to further the goals of the Organization as a whole, had expressed
reservations concerning the draft resolution.
its eighty -first session,

Mr FURTI (Assistant Director -General) said he would restrict his comments to certain
points arising from the practical application of the scheme, and its implications
regarding Members' future contributions.
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The "S- curve" formula seemed complicated but its application was straightforward.
At the request of the Board, the Director- General had presented, in document A41/18,
information on the adjusted assessed contributions that would have been payable in 1986
and 1987, based on the record of the assessed contributions for 1983 and 1984, had the
incentive scheme been in operation at that time, and had it been completely ineffective.
When the Secretariat had been requested by a Board member to prepare an information paper
for the Health Assembly comparing the contributions actually paid in 1986 -1987 by Member
States with the amounts that they would have had to pay if the incentive scheme had been
in effect at that time, i.e., based on their payment records in 1983 -1984, he had
responded that while such a document would be prepared, it should be understood that it
could not give a true basis for comparison since, if the incentive scheme had in fact
been in operation at that time, payments in 1983 and 1984 might have been made earlier by
a number of Members, with the result that their contributions for 1986 -1987 would have
been reduced. The document was thus mainly designed to demonstrate how the computations
were in fact carried out.
Annexes 1 and 2 to document A41/18 gave complete details of the manner in which the
interest income credit for 1986 -1987 would have been calculated for each Member State,
based on each Member's actual payment record of contributions for the years 1983 and 1984
Annex 3 illustrated the manner in which the hypothetical contributions for
respectively.
the financial period 1986 -1987 would have been calculated under the incentive scheme.
He drew the Committee's attention particularly to Annex 4, which provided a
comparison of actual assessments for 1986 -1987 with the hypothetical assessments that
would have been payable under the scheme. The Committee would notice the potential
magnitude of the scheme's impact on contributions, which rewarded earlier payers and was
a disincentive to late payers.
If the incentive scheme were to be adopted with interest income credit first being
applied as from the financial period 1992 -1993, the incentive effect would nevertheless
be felt very soon, since the base period which determined the amount of the credit would
start next year, i.e., on 1 January 1989. Member States would therefore be encouraged to
take whatever steps might be necessary to ensure earlier payment of contributions as from
1989 in order to gain the maximum benefit from the scheme.
The Director - General would
notify Members of the scheme in June 1988.
The effective date on which a Member State would be given credit for payments made
would be the date on which one of the authorized bank accounts for payment of
contributions would be credited with a deposit made by the Member State.
Dr RUESTA DE FURTER (Venezuela) said that governments could not set the date for
payments in an arbitrary fashion.
Firstly, the fiscal year did not, in a number of
countries, coincide with the calendar year.
Secondly, even if the years did so coincide,
a lag might well occur between the taking of a decision and the time when the
administration was in a position to put it into effect.
In many cases, circumstances beyond a government's control and due to the country's
economic situation did not permit payment to be made as promptly and speedily as the
government might have wished. Those considerations led her to believe that an incentive
scheme such as the one described would not in fact constitute a real incentive but would
rather tend to establish a system of benefits for some countries to the detriment of
others
While the Director -General's proposals were clearly well -meant and sincere, it was
to be feared that the resolution contained in resolution EB81.R12 could not be
implemented with due regard to the spirit that underlay it but might lead, on the
contrary, to inequality and discrimination that would run counter to the Organization's
aims and principles.
The main principle by which WHO was guided, and one that was fundamental to
multilateral cooperation, was the principle of democratic equality, according to which
all States had the same rights and duties.
Among those duties was regular payment of
their financial contributions.
Failure or delay in payment was penalized by withdrawal
of the right to vote and suspension of services. That was the only sanction provided for
under the Constitution.
The establishment of a scheme of incentives of the type proposed
would amount to the imposition of sanctions of a new kind, not provided for in the
Constitution.
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it was
Paragraph 3 of Annex 8 of document ЕВ81 /1988 /REC /1 bore out that assertion;
clear from that paragraph that what was involved was not only the offer of an incentive
to Members to pay their contributions on time but also the imposition of penalties on
For that reason,
those that failed to do so probably for reasons beyond their control.
her delegation had serious doubts about the resolution recommended by the Executive
it would introduce a system that was in conflict with the principle of the
Board;
She therefore urged the Committee to reconsider its implications.
equality of States.

Professor ВORGOÑO (Chile) said that to provide for incentives could be a good idea,
provided that the action taken remained within the constitutional framework of the
Certain theoretical
Organization and respected the principle of equality between States.
The morning's discussion was enough
advantages might, however, not emerge in practice.
There were
to show how difficult it was for certain countries to make timely payments.
grounds for wondering whether the recommended scheme, if adopted, would really constitute
Economic problems were not the only ones that
an incentive for countries in arrears.
would have to be faced by countries; there were also problems of procedure and delay.
Account should, moreover, be taken of the fact that they had commitments and obligations
in respect of other United Nations agencies and other organizations.
The situation
should therefore not be viewed exclusively in the light of the assessed contributions due
to WHO.
Failure to take account of that could lead to false conclusions.
The delegation
of Chile considered that the scheme would not work;
it would consequently oppose the
resolution recommended by the Executive Board.
Mr LADSOUS (France) said that his delegation approved unreservedly the
recommendation before the Committee, for the simple reason that the scheme proposed met
the criteria of justice and morality.
The aim was to redistribute the interest earned on
payments made at the beginning of the year.
To share the benefit with those who paid
late, in part or not at all was - he submitted - unjust:
the advantage should in the
first place go to those Member States which set the aims of the Organization above
considerations of financial management, and thereby enabled WHO to function
satisfactorily.
To look at the matter from the opposite point of view, were not those States which
paid their contributions early in the year penalized for doing so? To bank the sums in
question would entitle them to interest.
That being said, it was not a question of sanctions, penalities or discrimination
with regard to any Member State, but of morality and justice. As the Assistant
Director- General had pointed out, the document before the Committee was somewhat
deceptive, in that it failed to take account of what would actually happen if the
incentive scheme was adopted. He himself was ready to wager that were it to be adopted,
many States would draw the necessary conclusions and arrange to pay their contributions
earlier.

Mr KOOIJMANS (Netherlands) asked why Member States received only the interest earned
on components of casual income and not the entire income itself, as recommended by the
Joint Inspection Unit. To be effective, the scheme should offer a substantial incentive,
which should consist in principle of the redistribution to all Member States of casual
income proportionately to the scale of assessment and according to the date of payment.
His delegation wished the scheme to come into effect before 1992 -1993; was that possible
under current Financial Regulations and procedures?

Mr LUPTON (United Kingdom of Great Britain and Northern Ireland) said that it was a
pity that it should be necessary to provide a financial inducement to encourage Member
States to fulfil their treaty commitments. He doubted whether the incentives proposed in
the scheme would be sufficient to encourage early payment, since a country could earn
more interest by investing the money.
Furthermore, the scheme amounted to condoning the
breach of Financial Regulation 5.6 on the timely payment of assessed contributions.
Nevertheless, his delegation supported the scheme on an experimental basis in the
interest of the Organization's financial viability, and he suggested that the Executive
Board should closely follow the progress made in other organizations of the United
Nations system in respect of similar schemes. The Executive Board should consider
including more than interest earned in the recycled funds used for incentives so as to
avert the danger that there might be a negative amount of interest to recycle if the
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casual income should fall to the extent which the Assistant Director -General felt it
He supported the delegate of the Netherlands in advocating that the scheme should
might.
come into effect sooner than proposed.

Mrs LUETTGEN DE LECHUGA (Cuba) said that her delegation opposed the scheme since
failure to pay contributions on time was most often due to economic difficulties,
As pointed out by the representative of the
especially in developing countries.
Executive Board, the General Assembly of the United Nations had decided not to adopt any
incentive scheme, as the experience of other organizations had failed to show that such
Furthermore, the fiscal year did not commence at the same
schemes had any advantages.
If, for instance, it began in March or April, it would not be
time in all countries.
Such a country
possible for the country concerned to pay its contribution before then.
would never benefit from the incentive scheme under consideration, which would only
benefit some countries and penalize those which for one reason or the other could not pay
It was a discriminatory measure that was in conflict with
their contributions on time.
Other more appropriate methods should be found to
the Organization's Constitution.
She requested information on positive results of
improve WHO's financial position.
similar schemes in other international organizations.
Mr LORA REYES (Peru) said that the scheme was one of penalties, not incentives;
in
Peru, even though the financial year began in January, funds became available only in
Furthermore, it amounted to imposing a penalty on those developing countries
April.
which could not pay their contributions because of economic difficulties, a penalty
against which no provision was made in the Organization's Constitution. The scheme was
also unjust because it had the effect of increasing the contributions of some 100
countries.
Mr VOIGTLP,NDER (Federal Republic of Germany) said that the late payment of
contributions by Member States was posing an increasing threat to the Organization's
financial position.
Expressions of support for WHO's main goals, especially that of
health for all by the year 2000, and the reports of the Executive Board and the
Director - General on WHO's achievements contrasted with the tardy payment of assessed
contributions.
The problem was getting worse and the time had come to adopt an incentive
scheme that would encourage timely payment. That was the way to be in harmony with the
Constitution and the Financial Regulations of the Organization. The introduction of an
incentive scheme would be an act of justice and fairness for those Member States that
paid on time.
His delegation therefore supported the scheme.
It held no firm views as
to when it should come into effect.
Dr DE SOUZA (Australia) said that all Member States should pay their contributions
on time and the proposed scheme was a useful and timely addition to the options available
to achieve that goal.
His delegation therefore strongly supported the scheme proposed in
the draft resolution recommended in resolution EB81.R12 and would vote in favour of it.
The CHAIRMAN suggested that the delegates of Venezuela, Peru, Denmark and the United
Kingdom of Great Britain and Northern Ireland should meet to reach agreement on a common
proposal or to make clear their differences before further discussion in the Committee.
It was so agreed (for continuation, see summary record of the fifth meeting,
section 1).

The meeting rose at 12h05.
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Chairman:
1.

9

May 1988. at 14h40
Dr T. MORK (Norway)

REPORT OF COMMITTEE B TO COMMITTEE A (Document A41/27)
The CHAIRMAN invited the Committee to consider its draft report to Committee A.

In the absence of the Rapporteur, Mr LARSEN (Secretary of Committee B) read out the
draft report.

The report was adopted.1

2.

HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING
Item 33 of the Agenda (Resolution WHA40.12;
PALESTINE:
Documents A41/9, A41/20,
A41 /INF.DOC. /3, A41 /INF.DOC. /4, А41 /INF.DOC. /5 and A41 /INF.DOC. /7)

The CHAIRMAN, reviewing the documents for the Committee's consideration of the item,
drew attention to the amendments submitted by the sponsors of the draft resolution (see
below), and to the omission of the names of Tunisia and Saudi Arabia from the list of
sponsors.
Dr IONESCU (Chairman of the Special Committee of Experts appointed to study the
health conditions of the inhabitants of the occupied territories), introducing the report
of the Special Committee in document A41/9, said that despite the efforts made by the
Director - General and the Special Committee, it had proved impossible to implement
resolution WHA40.12 owing to the Israeli Government's refusal to cooperate with the
Special Committee and allow its members to visit the occupied territories.
The health
situation there was characterized by the insufficiency and inaccessibility of health
services and the general deterioration of the health conditions of the Palestinian
population as a result of recent events.
Such a situation made cessation of acts of
violence and repression in the occupied territories imperative.
Although it was not for
the World Health Assembly to tackle the political problems of the occupied territories,
only a political settlement could provide a genuine solution to the health problems in
the occupied territories.
However, the international community obviously could not wait
for a political settlement to support the efforts made in favour of the local population.

Dr HIDDLESTONE (Director of Health, United Nations Relief and Works Agency for
Palestine Refugees in the Near East) expressed wholehearted support for the
Director -General's appeal to keep politics out of World Health Assembly debates, but said
that the health consequences of political decisions must not be ignored.
Recent events
in Gaza and the West Bank had aroused renewed worldwide concern, as the tragedy in the
occupied territories was causing much suffering, illness and sorrow even to elderly
people and very young children; yet UNRWA's services had been curtailed and restricted
as a result of the recent uprising.
UNRWA's health care programme was basically geared to community health and the
provision of primary health care to the eligible refugee population, through a network of
41 health centres or health points, six maternal and child health subcentres, 15 dental
clinics, eight maternity centres, 13 laboratories and 46 supplementary feeding centres.

1

See document WHA41 /1988/REC/2.
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Those primary health care facilities were supported by hospitalization schemes providing
UNRWA had
inpatient care at eight hospitals and six private subsidized hospitals.
attained full immunization coverage of children and pregnant women in camps, prevented
major epidemics and had reduced mortality well below 50 per thousand live births, which
was the target set by WHO for developing countries for the turn of the century.
UNRWA
had also fully mechanized garbage disposal in all the camps of the Gaza Strip and part of
the West Bank.
However, the problems of water supply and liquid waste disposal were
still major challenges.
In order to cope with the emergency situation, the working hours of the health
centres in Gaza had been extended and the camp health centres had been provided with
additional medical staff and supplies. However, services to mothers, pregnant women and
school health services and the
children had been curtailed because of the curfews;
health education programme had been stopped; the preparation of basic food, especially
access to health centres for medical care had
bread, was posing acute problems;
ambulance services had been severely taxed;
frequently been impeded;
serious
difficulties had arisen in connection with the disposal of refuse and the additional
UNRWA medical, sanitation and feeding staff did not
rubbish produced by demonstrations;
have free access to the camps, and nor did UNRWA vehicles and ambulances, even when sent
to collect injured persons.
The UNRWA Commissioner- General had accordingly approved additional extraordinary
health measures as part of its emergency relief assistance, including the expansion of
the midday meal programme to children not normally eligible up to the age of 10 years;
the expansion of the distribution of powdered milk to children below three years of age
the expansion of the dry - ration programme to all
who were not normally eligible;
pregnant women and nursing mothers irrespective of their category of registration;
and
additional budgetary provisions to meet the hospitalization costs resulting from the
emergency.
In the period between 9 December 1987 and 1 April 1988 there had been 3252
casualties known to UNRWA, including 42 cases of fatal injury. The casualties suffered
from extensive bruising, lacerations, haemorrhage, bone fractures and eye injuries caused
by beating; gun -shot wounds caused by high velocity ammunition and so- called rubber
bullets, which could also be very serious;
and exposure to gas which could lead to
serious complications, especially in young children and elderly people.
Moreover, there
had been many cases of exposure to gases whose nature was uncertain, but whose effects
were certainly different from those of tear gas.
The composition of those gases and
their antidotes must be known if the victims were to be assisted.
The demonstrations, the general strike, the curfews and the fact that certain areas
had been declared "military zones" had had immediate adverse effects on medical care
services, environmental sanitation and supplementary feeding operations.
Teams of
doctors had entered camps under curfew to aid injured persons.
The access of UNRWA
vehicles to the camps was restricted, and garbage could not be collected, increasing the
risk of infection.
The large number of casualties and their severity had overtaxed the
facilities of both UNRWA and of private, voluntary medical care facilities.
The health care system of UNRWA had been developed as a preventive system and had
been neither prepared nor fully equipped to deal with such a large -scale emergency.
Short in- service training and supplementary equipment had been required.
Although UNRWA
had been able to adapt to the new situation, the medical staff could not assess the
short- and long -term risks of the unidentified chemical agents that were being used as
weapons.
In the long run, the primary health care activities would be affected, since
access of newborn infants, children, pregnant women, chronically ill patients and elderly
persons to regular health monitoring, immunization and food supplements would be
restricted.
In addition, an increasing number of persons who were not refugees were calling upon
UNRWA health centres for medical assistance. UNRWA would try to provide all possible
emergency relief assistance but would require substantial additional funding. It would
take a superhuman effort to achieve the goal of health for all by the year 2000 for
Palestine refugees. A firm resolve for peace was the only means of bringing this about;
health professionals could only assist the populations concerned. UNRWA requested the
support of governments to achieve this aim.
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The DIRECTOR - GENERAL introduced his annual progress report on the work of WHO
collaborating centres in primary health care research in the occupied Arab territories
The work of those centres had continued but at a reduced pace owing
(document А41/20).
Their progress
to the circumstances that had prevailed in the area since December 1987.
had nevertheless been such that he had appointed a high -level technical mission to assess
He commended the report, prepared by
their achievements and report to him.
Professor E.M. Racket, WHO consultant, and Dr D. Tarantola, a member of WHO headquarters
It described the working
staff, and which was available as document А41 /INF.DOC. /3.
methods of each centre and the training and research being undertaken. He considered
that the report was a highly significant document serving not merely as a record of the
modest but admirable achievements to date but also as a very good blueprint for the
future.
The report also indicated the successful cooperation of the parties concerned in
operating the centres. The centres were component parts of the health services funded
and operated by the Government of Israel, staffed entirely by Palestinian health
professionals, some of whom were funded by WHO, and managed by the UNDP programme of
WHO was grateful to each of its partners in the
assistance to the Palestinian people.
Staff at the centres had adopted new approaches to research, development and
enterprise.
training, and those operating the services had used these findings to make necessary
changes to the primary health care services in the occupied territories.
The relevance
of the centres to the primary health care needs ensured that they had a strong potential
impact on the health status of the people.
Many other organizations, besides the government health services, were active in the
area.
They included UNRWA, whose activities had been described by the previous speaker;
an exceptionally wide range of private,
the private sector, especially in the West Bank;
and universities and other educational institutions which were
voluntary organizations;
also involved in training, research and primary health care. The WHO- supported centres
were beginning to produce the data essential for the planning of health care needs in the
It was essential, therefore, that they should continue to exist
occupied territories.
and be funded and that they should maintain their links with organizations outside the
territories and develop closer, stronger links with the other organizations active in the
area.
WHO could play an essential role in that respect.
Although training had been implemented, more and better training methods should be
Both local and external resources should be tapped. A number of nearby
developed.
educational institutions, notably the School of Public Health of Hadassah University in
Jerusalem, had contributed in that way; however, the opportunities offered by
Palestinian training institutions, institutions in neighbouring countries and training
programmes elsewhere in the world that were related to WHO should also be made use of.
He repeated his conviction that despite all difficulties, the centres were making a
worthwhile contribution to research and development relevant to the health of the
population of the area. Whatever the social and political evolution in the occupied
territories, information about and research into ways of improving health care would
always be needed, as would the planning of human resources for health.
Thus far the
technical and financial support provided by WHO had come entirely from the
Director -General's Development Programme. WHO urged that all bilateral and multilateral
funding agencies consider using the proven channels of both WHO and UNDP to ensure
continuation and expansion of the work of centres.
The CHAIRMAN invited discussion on the draft resolution and stated that four
additional countries wished to be listed as co- sponsors:
Egypt, Mauritania, Yugoslavia
and Zimbabwe.

Dr OWEIS (Jordan) introduced the following revised draft resolution:

The Forty -first 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;
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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 and expulsion 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 obstacles created by Israel to the
provision of basic health services and the establishment and strengthening of health
centres and hospitals in the occupied Arab territories, including Palestine and the
Golan;

Considering that the States parties to the Geneva Convention of 12 August 1949
pledged themselves, under Article One thereof, not only to respect the Convention
but also to ensure that it was respected in all circumstances;
Recalling the resolutions of the United Nations General Assembly concerning the
inalienable right of the Palestinian people to self -determination;
Recognizing the reasons behind the present uprising of the Palestinian people
and affirming its support for the Arab population in the occupied Arab territories
so that they might enjoy freedom, health and security;
Affirming the right of Arab refugees and deportees to return to their land and
property from which they were deported;
Recalling previous resolutions of the Health Assembly on the health conditions
of the Arab population in the occupied Arab territories, including Palestine;
Expressing profound concern and disquiet at practices and measures resorted to
by Israel in the occupied Arab territories at present;
Taking into consideration the report of the Special Committee of Experts on
health conditions of the Arab population in the occupied Arab territories, including
Palestine;
Taking into consideration also the progress report of the Director - General on
WHO collaborating centres in primary health care research in the occupied Arab
territories;
REAFFIRMS the right of the Palestinian people to have their own institutions
that provide them with the health and social services required;
1.

2.
EXPRESSES ITS DEEPEST CONCERN at the deterioration of the health conditions of
the population of the occupied Arab territories, including Palestine and the Golan;
3.
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;

CONDEMNS Israel for its inhuman practices against the Arab population in the
occupied Arab territories and particularly against the Palestinian people in their
present uprising, as reflected in the infliction of physical and psychological
4.

injury;
5.

DEMANDS that Israel comply with the Geneva Conventions of 1949 with respect to

the Arab population under occupation;

CONDEMNS Israel for refusing to allow the Special Committee of Experts to visit
the occupied Arab territories, including Palestine and the Golan, and demands that
the Committee be allowed to perform its function of reviewing the health conditions
of the inhabitants and submitting reports thereon to the Health Assembly;
6.

7.
THANKS the Special Committee of Experts for its report and requests that the
Committee continue performing its duties, and submit its report on the health
conditions of the Arab inhabitants of the occupied Arab territories, including
Palestine and the Golan, to the Forty - second World Health Assembly, with particular
reference to the physical and psychological effects of the inhuman practices of the
Israeli authorities against the Palestinian people in their uprising against
occupation;
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DEMANDS that Israel allow the entry of medical and relief supplies for the Arab
inhabitants of the occupied Arab territories, including Palestine and the Golan, and
allow all institutions, societies and organizations, whether local or international,
to develop and promote health care services for inhabitants of the occupied Arab
territories, including Palestine and the Golan;
8.

THANKS the Director - General for his efforts to implement Health Assembly
resolutions and requests him:
(1)
to take the necessary measures to enable the Special Committee of Experts
to visit the occupied Arab territories and present its report to the
Forty - second 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 occupied Arab territories,
including Palestine;
(3)
to provide further 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;
(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, Arab 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 - second World Health Assembly on the
implementation of this resolution and measures that could be taken by it if
Israel should persist in its refusal to implement Health Assembly resolutions
concerning the health conditions of the Arab population of the occupied Arab
territories, including Palestine;
9.

.

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.
10.

He stressed that the Committee should continue its efforts to gain admission to the
occupied territories in order to observe the prevailing conditions for itself. The
refusal of the occupation authorities to allow members of the Committee to enter went
against the resolution adopted by a World Health Assembly a few years previously.
He invited Member States to support the draft resolution especially strongly after
hearing the report of the representative of UNRWA, and thus to express solidarity with a
nation facing continued deterioration of physical and mental health.
Dr EL AR&BY (Egypt) quoted the definition of health given in the Constitution of
WHO:
"Health is a state of complete physical, mental and social well -being and not
merely the absence of disease or infirmity." He pointed to the chasm between this
definition and the reality of the health conditions in occupied nations, such as
Palestine.
Israel continued to refuse to implement the resolutions adopted on the
subject, including resolution WHA39.10 which stressed the need for the Special Committee
to have access to the occupied territories.
In a letter to the Director - General of
14 January 1988, Israel had stated that the resolution was politically motivated and
unconstitutional.
Israel was acting unilaterally in order to continue its behaviour,
which was contrary to all laws, agreements and international covenants.
Israel had
increased the ferocity of its practices and was using various forms of oppression to
prevent unarmed Palestinians from claiming their rights.
Such actions had adverse
effects on both physical and mental safety and health.
He thanked WHO and the Special Committee for their efforts to implement resolution
WHA39.10. Since the Special Committee had not been able to enter the territories it had
relied on information gathered during its visits to Jordan and Syria and to the
headquarters of the Palestinian Red Crescent Society in Cairo.
The report showed that
health conditions had deteriorated since previous reports had been made.
The number of
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hospitals had not increased since 1985 despite an increase in the population,
necessitating the transfer of thousands of persons to hospitals in other countries, which
was part of a premeditated policy of the Israeli Government to exile Palestinians
indirectly. The quality of the existing services was low, as they were suffering from
lack of personnel, planning, training and diagnostic resources. Medical teaching did not
There was a shortage of
take into consideration the particular needs of the territories.
laboratory workers, and a large portion of the population had no access to health
services.
Those health problems assumed political significance that could not await a
It was therefore urged that assistance from external sources should
political solution.
be forthcoming to meet the health needs of the Arab population of the occupied
territories.
Egypt urged WHO to take the appropriate measures to help the Special Committee in
The contents of the report reflected only part of the truth
the task entrusted to it.
about the health situation in the occupied territories, since the Special Committee had
Such reports showed that Israeli occupational
had to rely on reports from other sources.
authorities had impeded the development of independent health services. This action was
part of its policy to eradicate the Palestinian identity and to dilute the Palestinian
entity within Israeli institutions. Arab citizens were deprived of the right to express
their opinions.
The rate of expenditure on Arab citizens was not even 20% of that spent on Israeli
citizens.
Basic health conditions continued to deteriorate, as evinced by the number of
child deaths and the decreased number of participants in health insurance schemes.
Water
supply services had also deteriorated, and housing conditions were considered deleterious
Epidemics were widespread, especially respiratory and
to the health of the inhabitants.
digestive diseases and chronic diseases of the heart, kidneys and blood, and services to
Proof that the situation existed had been provided by a
treat them were inadequate.
group of United States physicians, "Doctors for Human Rights ", who had visited the
Their description of their observations was given
occupied territories in February 1988.
on page 21 of document А41 /INF.DOC. /7.
The WHO collaborating centres referred to in document A41 /INF.DOC. /3 had been
deprived by the Israeli authorities of trained staff and specialized, qualified
services.
They had been isolated intellectually and had no relations with medical
institutions outside Israel.
The health conditions of the Arab citizens in the occupied territories reflected the
The uprising of the
political, social and economic reality of life in the territories.
Palestinian people had shown that no matter how long the intransigence and injustice of
the occupational authorities continued, the struggle of the Palestinian people would
continue until it achieved its legitimate right to self - determination and established an
independent State.
Professor LASS (Israel) said he was participating in the debate for the first time
since having been appointed Director- General of the Israeli Ministry of Health, but his
As Associate Dean
familiarity with the subject under discussion went back several years.
of the Faculty of Medicine at Tel Aviv University, he had been involved in establishing
and carrying out a programme of continuing medical education for doctors from hospitals
Over the past three years, 60 Arab
in the territories under Israeli administration.
physicians had participated in the courses, which had been taught by senior professors
and lecturers from the medical faculty and held alternately in Tel Aviv and hospitals in
Most of the candidates had been successful in the examinations
the territories.
sponsored by the Faculty of Medicine at Tel Aviv University, and the first graduating
group of physicians had recently begun a further course.
That story was but one example of continuing medical education programmes for
hundreds of health workers from the West Bank and Gaza. Full -time training for
physicians from the territories specializing in every field of medicine had greatly
increased in the past five years. Twenty -five physicians had completed a two -year
programme in anaesthesia held in 10 different Israeli hospitals and in the field. Other
physicians underwent training for periods of four to five years in conformity with
standards set for Israeli specialists by the Scientific Council of the Israeli Medical
Eight doctors and one statistician from the West Bank and Gaza had
Association.
completed the "Master of Public Health" degree at the School of Public Health of Hadassah
University in Jerusalem, and physicians and health workers also attended courses at Ben
Even during
Gurion University in Beersheba and the Technion Medical School in Haifa.
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periods of disturbance, those courses continued and were well attended, and new courses
were being planned in a cooperative spirit which inspired all those concerned.
A year ago, Ramallah Hospital had opened a cardiac surgery unit directed by a
dedicated and enthusiastic surgeon and requiring the training of anaesthetists, nurses,
technicians, support surgeons and cardiologists; high- quality operating theatres, an
intensive care unit and recovery room, a radiology centre and other facilities had also
been established in Ramallah.
The upgrading of services had required joint planning by Israeli and Arab health
personnel, and a joint planning committee had been established to provide for the
development of health services in the territories. The three government hospitals in
Gaza now had fully developed master plans for the period up to and beyond the year 2000.
Each hospital had an architect who was responsible for detailed planning, and Arab health
workers cooperated closely with the Israeli planning staff.
Cooperation between Israeli and Arab health personnel resulted in progress in the
Israeli specialists provided services in local
quality of available health care.
hospitals in a variety of specialized fields, such as oncology, haematology and
paediatric surgery. Complex cases were referred to Israeli hospitals, where they
received the best treatment Israel could provide.
A new programme in primary health care had been developed in the town of Hebron and
120 adjacent villages. The programme was based on extensive planning, staff training,
international cooperation and close working relationships among Israeli and Arab health
workers. Over the years, the Israeli Government health service had built a network of
33 maternal and child health centres in the Hebron district.
Clinics had been
established in larger centres throughout the district, and immunization teams were sent
to all the villages once every six weeks.
In 1985, a joint Israeli -Arab health planning committee had developed a pilot
project in four villages in the Hebron area.
The programme had comprised a six -month
training period for village health workers, a household survey, new child care and
pregnancy registers, and job descriptions for village health workers. In 1986, 24 new
village health rooms had been opened.
There were now 48 village health rooms operating in the Hebron district, and they
had led to improvements in a number of areas: prenatal care, hospital deliveries, growth
monitoring of children, nutrition, health education and immunization.
The project had
been developed in close cooperation with UNICEF and was being expanded into the Jericho
district;
others, it was hoped, would follow.
He expressed deep regret about the injuries and deaths in the recent violence in the
territories; victims had included hundreds of Israeli soldiers and civilians.
The
disturbances had resulted from the violent acts of elements who sought to disrupt order
and ruin the genuine efforts being made by Israel for the welfare of the population.
In
the complex conflict, all those who fostered violence and refused to engage in direct
negotiations and in the search for peaceful solutions must take the blame for the tragic
losses.
Despite attempts by youths promoting anarchy to use hospitals in the territories as
bases for their activities, the dedicated health workers had kept the hospitals
functioning:
they had continued to admit both regular patients and those with riot
injuries, treating them in a highly professional manner.
Both government and
nongovernment hospitals had provided far better services than in the past precisely
because of the additional facilities and training programmes to which he had referred.
The report on WHO collaborating centres in primary health care research (document
A41/20) made specific reference to the cooperation of all the agencies involved in
advancing the important work of the centres. The Israeli Ministry of Health had not only
endorsed their establishment but had been closely involved in the formulation of their
basic guidelines, in research project proposals, and in supervising their work.
Israel
was strongly committed to continuing the process of improving the health situation in
territories under Israeli administration, and was proud of the progress made to date.
The most cursory inspection of the draft resolution circulated under the item under
discussion would show that it was a totally one -sided document couched in the most
extreme terms and replete with falsehoods and irrelevancies.
One sought in vain for any
mention of the actual health situation in the territories, and found only wild,
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unsubstantiated and malicious allegations. Moreover, the draft was cynically sponsored
by a country that had recently employed chemical weapons against a civilian population;
the world was still haunted by the image of a Kurdish villager who had died shielding his
baby from the poison gas inflicted by his own Government.
In response to the remark by
the delegate of Egypt, he would point out that Israel had never used nerve gas or any
kind of chemical weapon under any circumstances.
His delegation totally repudiated the draft resolution, which contained a series of
declarations and assertions on political matters that were outside the scope of the item
under discussion, and, indeed, of the work of WHO.
In another context, the Health
Assembly had already manifested its strong disapproval of the introduction of extraneous
He called on delegates to vote against the draft
political matters into its work.
resolution, and thereby to show that the Organization would not tolerate the abuse of its
proceedings for the sake of political vendettas and to make it clear that medicine should
be a bridge between peoples and nations.
Mr KUDRJAVCEV (Union of Soviet Socialist Republics) said that the question of health
conditions of the Arab population in the occupied Arab territories, including Palestine,
continued to be a cause for great concern for the international community, despite
decisions adopted by WHO again and again over the years.
Such concern was fully
justified, since humanitarian and health conditions could never be normal as long as the
situation in the region was abnormal and, indeed, explosive.
Paragraph 4 of the report
of the Special Committee of Experts (document A41/9) stated that the health situation had
not improved compared with that described in previous reports of the Special Committee.
In fact, the situation had clearly degenerated, judging from the news reports of hundreds
of Palestinians killed and wounded in the occupied territories.
The Soviet delegation unequivocally condemned the terror and repression to which the
population of the occupied Palestinian and Arab territories were being subjected.
Soviet
citizens were deeply moved by the heroism of the Palestinians and sided with them in
their struggle for their inalienable rights, including the right to self -determination.
The popular uprising in the occupied territories had created a qualitatively new
situation, and the old one could no longer prevail. The problem of the settlement of the
conflict in the Middle East, and its pivotal aspect, the Palestinian question, must be
solved without delay.
The Soviet Union held the view that an international conference would be a widely
accepted forum which could open up real possibilities for developing solutions to all
aspects of the conflict, including the humanitarian aspects.
The Permanent Members of
the Security Council and all parties to the conflict, including the Arab population of
Palestine, whose legitimate representative was the Palestine Liberation Organization,
should take part in preparations for the conference and in its proceedings.
The main
criterion to be used in weighing up the various approaches to a settlement of the dispute
and the holding of a conference must be the extent to which they would promote a genuine,
generalized settlement of the conflict, a just resolution of the Palestinian problem, and
the preservation of a balance of interests among all parties.
The Soviet Union supported the revised draft resolution and would vote for it.
Dr ARAFAT (Palestine Liberation Organization) said that every year, in a report on
health conditions in the occupied Arab territories, the Palestine Liberation Organization
warned of the dangers prevailing there and of their effects on the health of Palestinians
and Arabs.
The reports of the Special Committee of Experts established by WHO
corroborated those warnings and clearly indicated that it was impossible to improve
health conditions as long as the occupation continued, especially when it was aimed at
chasing the legitimate inhabitants off the land and giving them no chance to work or plan
for better health conditions.
The report of the Director of Health of UNRWA (document
А41 /INF.DOC. /5) clearly revealed the prevailing situation with regard to health and
he commended the Director for his report.
traced the events of the past few months;
The occupying State had decided to refuse the Special Committee all access to the
territories, thereby rejecting WHO's decisions and the resolutions adopted by the United
Nations - the very body that had given that State birth. Yet its representative took the
floor year after year to explain how marvellous health conditions were in the occupied
territories, how eye - catching the various improvements carried out by the Israeli
Government had been.
As if such assertions were not preposterous enough, statistics were

180

FORTY -FIRST WORLD HEALTH ASSEMBLY

submitted, such as the figure just quoted of 60 Arab doctors who had been trained under
Israeli Government projects.
How many physicians and medical workers had been
imprisoned, however? How many had been attacked? How many hundreds of physicians,
medical workers and paramedics were suffering at that very moment?
The report of the Special Committee of Experts showed that health conditions had not
improved in the slightest, and proof had been given, at both the current and previous
sessions, that they were actually deteriorating. The number of hospitals that had been
closed could be taken as an example of such deterioration.
Over the years, the population of the occupied territories had been growing, and the
world was now witnessing a Palestinian uprising by which that population demonstrated its
unshakeable faith in its right to freedom.
Children with no other weapons than stones
stood against airplanes, tanks, firearms and other sophisticated means of destruction.
Yet those children had the right to medical services, just as children all over the world
did.
It would be criminal to ascribe a political dimension to a purely health - related
matter.
Bringing the statistics in his report (document A41 /INF.DOC. /7) up to date, he said
that from December 1987 to the end of April 1988 the number of abortions had reached
The statistics for people under arrest were:
133.
for those aged under 14, 228;
aged 15 -30, 5169;
aged 31 -45, 1048;
aged 46 and over, 899;
unspecified age, 497.
The
number of victims who had died were: among those aged under 14, 144;
aged 15 -30, 193;
aged 65 and over, 15.
aged 31 -45, 25;
aged 41 -65, 26;
A total of 34 000 people had
been wounded, not including those who could not get to hospitals where siege conditions
imposed on camps aid villages prevented ambulances from carrying out their duty.
In a projection based on those statistics, he calculated that if current conditions
continued, by the end of the year there would be 100 000 Palestinians wounded and 50 000
The crimes committed against women and children included breaking of
under arrest.
bones, wounding by rubber bullets, live burials, use of gases, abortion of women.
To
those conditions must be added curfews, hunger, uprooting, deportation, and desecration
Whether the gases from bombs thrown into houses were poisonous or not
of holy places.
was irrelevant;
As a person responsible for the health structure of
murder was murder.
the Palestinian people he condemned such practices, which had a direct bearing on
health.
The Health Assembly was perhaps not the right forum for political matters but if
the practices he had mentioned had a negative effect on the health of the Palestinian
people it was incumbent on WHO to say clearly that it did not accept them.
He saluted
those children who at a tender age already knew what was in WHO's Constitution:
that to
attain health they must first have their freedom.
Dr AL -ZAIDI (Libyan Arab Jamahiriya) said that the health conditions of the Arab
inhabitants of occupied Palestine were no secret;
the entire world had been witnessing
them for many months.
The deterioration of those conditions was due to the fact that the
self - declared goal of the Zionist authorities was to empty the Palestinian lands by
expelling and deporting the Palestinians, in order to absorb Jewish immigrants. The
zionists were quite frankly trying to exterminate the Palestinian people so as to replace
them by jews.
Millions of Palestinians lived in virtual detention in camps inside and outside
Palestine; how could adequate health conditions be imagined for a nation that had lived
for decades in camps?
It was inconceivable that a racist government seeking to
exterminate a nation should attempt to provide it with health care.
Bullets were being
fired at children;
gases were being employed, as had been witnessed in various reports
by the media.
He had been surprised to hear that Palestinian children were being
vaccinated; perhaps the vaccinations were being delivered not through health care but
through guns and bullets.
If health care had improved in Palestine, why had the Special
Committee of Experts not been allowed to visit occupied Palestine? Representatives of
UNRWA and even of Israel's main ally, the United States of America, had attested to the
truth.
The question whether the health conditions in Palestine were in the slightest
degree humane merited no discussion.
Committee B had before it a clear and simple draft resolution from which every
breath of political allusion had been removed.
He asked that the revised resolution
should be approved as it stood.
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Dr BARS (Syrian Arab Republic) said that the health conditions of the Arab
populations in the occupied territories had been on the Health Assembly's agenda for many
years and still pricked every human conscience. There was no need to repeat the
resolutions emanating from WHO and other international organizations condemning Israel,
or to recall Israel's refusal to be bound by the Geneva Convention of 1974 or to accept
the resolutions of the United Nations General Assembly on the inalienable rights of the
Israel had been adamant in pursuing a policy of settlement in the
Palestinian people.
lands it occupied, a policy that rested on the principle of uprooting and exterminating
the original population and of practising all kinds of economic and political injustice
so that all human rights were desecrated.
That policy was also demonstrated in Israel's
invasion of Lebanon and changing the national identity of the Golan Heights.
The
their own national identity was dear to
population of the Golan Heights had resisted;
their hearts.
The occupying forces were prepared to deny realities, and over the past few years
had seen nothing wrong in forbidding the Committee of Experts to visit the occupied
territories to ascertain health conditions at first hand, thereby rejecting WHO's
Such realities, however, could not remain secret; no one could fail to feel
resolution.
anger and frustration watching the killing of children on television.
Those pictures
recalled nazism.
The report of the representative of UNRWA had been frightening.
The delegate of
Did he not ask himself how
Israel had said he was sorry about the number of casualties.
many people had been killed, maimed and aborted? It was even stranger that the Israeli
delegate should claim that those conditions were the result of violence and the lack of
stability, aid that some forces were exploiting the situation.
On the contrary, it was a
popular uprising comprising all peoples and territories, and its only arms were stones.
Could that be called terrorism? The uprising represented the will of the people to free
itself from its yoke.
The Syrian Arab Republic had always condemned terrorism, but it had never tried to
distort the efforts of people to obtain their independence by calling such efforts acts
The Syrian President had called an international meeting to define the
of terrorism.
real meaning of terrorism so that peace and justice could be pursued. WHO had been asked
once again to take a humanitarian position appropriate to its noble principles and to the
danger which Israel represented by violating them.

Mrs LUETTGEN DE LECHUGA (Cuba) said that the Palestinian rebellion had stirred deep
feelings in the international community and had led to concern over Israel's power
For 20 years Israel's policy had been to expel the Palestinian inhabitants
structures.
Israel occupied all of Palestinian territory.
of Tiberiade, Haifa, Jaffa and Acre;
Israel had not accepted Security Council resolution 242 calling for its withdrawal from
the territories occupied in 1967, and this refusal had caused feelings of despair among
the Palestinian population longing for liberty.
Living conditions had been seriously affected during the past 15 years:
over 40% of
the adult population had been imprisoned and more than 200 000 people had been forced to
During December 1987 alone, when the uprising had begun,
leave their lands and emigrate.
hundreds of Palestinians, mostly young people, had been killed, and thousands had been
wounded or arrested.
The deterioration in living conditions, the closure of hospitals,
the implementation of a policy of terror by the demolition of dwellings and entire
villages and the removal of human communities had been the Israeli reaction to the
Exile,
Palestinian people's response to the occupation of its territories and homes.
prison, persecution and death caused its children to fight daily in the streets of Gaza
and on the West Bank, without any other weapons than their inalienable right to be
physically and mentally free.
It was constantly
The Palestinian people knew that it was not alone in its fight.
countries, governments and peoples who supported the
gaining friends and allies:
establishment of a Palestinian state.
A just and lasting peace in the Middle East would not be possible without the
withdrawal by Israel from the occupied territories and without the realization of the
the return to an
Palestinian people's inalienable right to self -determination:
independent state under the leadership of their only and legitimate representative, the
Although the problem was political, needing
Palestine Liberation Organization.
resolution in political arenas, it was above all a human problem.
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She expressed gratitude to the Director- General for his efforts to apply the
relevant WHO resolutions to improve the health situation of the Palestinian people and
unreservedly supported the revised draft resolution, which she urged all delegates to
endorse.

Mr BOYER (United States of America) noted the serious concern expressed about the
conditions in the occupied territories: his delegation had great sympathy with the
However, he regretted that the Health
plight of individuals in those territories.
Assembly had to spend time in addressing a political resolution instead of considering a
resolution dealing realistically with the health conditions that were supposedly the
The draft resolution was not humanitarian but political in its
topic of the agenda item.
At the Fortieth World Health Assembly, Committee B had been presented with a
entirety.
resolution considerably toned down as compared with those of previous years, and his
delegation had hoped that a trend was under way towards a more rational approach to the
issue of health conditions in the occupied territories. However, that was not to be;
the present resolution contained some of the most excessive language ever presented to
the Health Assembly.
WHO was celebrating its fortieth anniversary and marking the transition from one
In an atmosphere of serious re- dedication to the principles
Director - General to another.
of Alma -Ata the delegates to the Health Assembly should not go on record as endorsing a
resolution that could only damage WHO's reputation. He urged all delegations to state
their position in relation to the draft resolution, making it clear what kind of
organization they wanted in WHO's fortieth anniversary year. His delegation would vote
against the draft resolution. He urged other delegations to join his in opposing the
politicization of WHO, and hoped that those delegations which in the past had voted in
favour of such resolutions would signal by their votes that they had had enough, and
would not accept the politicization of a serious technical organization such as WHO.
Dr MORKAS (Iraq) observed that the health conditions in the occupied territories
were deteriorating daily.
There was a complete paucity of health care and a total
refusal by the occupying forces to extend it, as the Director of Health of UNRWA had
stated;
listening to Dr Hiddlestone's report, he had felt bitter and sad, because the
Palestinian people had suffered deprivation and cruelty for many years.
It had been
uprooted and it had resisted.
Palestinian children had no means left to them to resist
The uprising consisted basically in throwing
but stones, which they were now using.
stones.
The Palestinian child had been shown to all the world, so that today stones had
acquired a language;
they represented another value when a Palestinian child was seen
holding a stone and demanding a right to life, to country and to health.
That child's contemporaries elsewhere were now at school, playing on playing
fields;
they had no worries because they had their own land, people, nationality and
personality, whereas the Palestinian child had been deprived of everything.
Was there no
sacred right for childhood to express itself? Was there no sacred right for WHO to
enable children to fulfil their flowering years? Those children were asking for their
land, for peace and health so that they could feel as proud as other children all over
the world.
The Israeli delegate's words had shown clearly that Israel had been the
instigator of what the media had shown. He had no interest in pursuing political
arguments, but there was daily uprooting and violence in the occupied territories. Those
people without arms had finally made their voices heard.
The voice of WHO should also be
heard, and should say loudly and with pride that the draft resolution must be adopted for
the sake of that very Palestinian child whom circumstances and cruelty had turned into a
fighter for all that was sacred in life.
Dr TAPA (Tonga) proposed that the debate should be closed under Rule 63 of the Rules
of Procedure.

The CHAIRMAN requested the Secretary to read out the text of Rule 63.

Mr LARSEN (Secretary of Committee B) read out Rule 63 as follows:
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A delegate or a representative of an Associate Member may at any time move the
closure of the debate on the item under discussion whether or not any other delegate
or representative of an Associate Member has signified his wish to speak.
If
request is made for permission to speak against closure, it may be accorded to not
more than two speakers, after which the motion shall be immediately put to the
vote.
If the Health Assembly decides in favour of closure, the President shall
declare the debate closed.
The Health Assembly shall thereafter vote only on the
one or more proposals moved before the closure.
The CHAIRMAN said that permission to speak against closure might therefore be
accorded to not more than two speakers, after which the motion must immediately be put to
the vote.

Since there were no speakers he took it that the Committee agreed to the closure of
The debate was therefore closed and the Committee would proceed to vote
immediately on the draft resolution with the amendments proposed by the sponsors.
the debate.

Mr PECLY MOREIRA (Brazil) said that his delegation had only received the text of the
draft resolution on the previous Saturday and there had therefore been no time for him to
obtain instructions from his Government. He therefore proposed that the vote should be
postponed until the following morning.

The CHAIRMAN said that, as the Committee had decided on the closure of the debate as
proposed by the delegate of Tonga, it must proceed immediately to vote on the proposal.
In his view the amendment did not change the substance of the draft resolution which had
been circulated two days earlier in accordance with Rule 52 of the Rules of Procedure.
Mr TAYLHARDAT (Venezuela) said that his delegation was in a similar situation to
that of Brazil.
He did not agree that the amendments did not constitute a substantive
change to the draft resolution. He therefore supported the proposal of the delegate of
Brazil.

Mr VIGNES (Legal Counsel) said that the procedural situation was as follows. A
draft resolution had been distributed on Saturday morning and the provisions of Rule 52
of the Rules of Procedure had accordingly been met.
Shortly before the start of the
current meeting, an amendment to that draft resolution had been distributed.
In
accordance with Rule 52, the Chairman as was his right, had permitted the discussion and
consideration of that amendment. Rule 52 gave the Chairman the power to authorize
consideration of amendments even if they had not been distributed or if they had been
distributed on the same day.
At the request of one delegation the Committee had decided
to close the debate.
In accordance with Rule 63, the Committee had to vote only on the
proposals moved before the closure;
the amendment was in fact a revision of the text of
the draft resolution.
In his view, it was therefore not necessary to vote on the
amendment submitted by the sponsors of the resolution, and it might be considered that
the Committee had a single revised text before it.

The CHAIRMAN announced that, pursuant to the explanation provided by the Legal
Counsel, the Committee would proceed to vote.
The revised draft resolution was approved by 62 votes to 22. with 25 abstentions.1

The CHAIRMAN announced that, in accordance with Rule 77 of the Rules of Procedure,
sponsors could not be permitted to speak in explanation of vote.

Mr BELLIZZI (Malta), speaking in explanation of vote, said that his delegation had
voted in favour of the draft resolution.
That vote had been directed to those parts
which referred specifically to the health conditions of the Arab population in the

1 Transmitted to the Health Assembly in the Committee's first report and adopted
as resolution WHA41.8.
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occupied Arab territories, including Palestine.
On those elements of the resolution
which were more of a political character, his delegation would express itself, as it had
always done, in the appropriate forums.
Mr DUPONT (Argentina) said that the position of his Government on the political
problems of the Middle East had been explained repeatedly in various international bodies
concerned with the topic. He wished the record to reflect that Argentina fully supported
all efforts undertaken by WHO to improve the health status of the Arab populations in the
Arab territories which had been occupied by Israel since 1967.
His Government also
considered, however, that condemnations of a given country were not appropriate in a
draft resolution adopted by a technical body such as the World Health Assembly, the
mission of which was basically humanitarian. For that reason Argentina had once again
felt obliged to abstain in the vote.

Mr PECLY MOREIRA (Brazil) requested that the record should reflect the fact that
Brazil had a clear policy regarding the health status of the Arab population in the
Every year Brazil had adopted or
occupied territories which constituted Palestine.
endorsed relevant proposals in that connection.
However, as his request for the
postponement of the vote until the following day had not been met, his delegation had
abstained.
Mrs WOLF (German Democratic Republic) said that her delegation had voted in favour
In all questions relating to the vital interests of the people
of the draft resolution.
in the Middle East, the German Democratic Republic continued to base itself on its
well -known position favouring a peaceful settlement in the region.
Her Government was
firmly convinced that there was a need for an intensified collective effort to move
closer to a comprehensive and just settlement of the Middle East conflict and to
guarantee the Palestinian people their legitimate rights. An appropriate way to achieve
that end was the convocation of an international conference on the Middle East under the
auspices of the United Nations, in which all interested parties should participate.

Miss MONTAGUE (Jamaica) said that her delegation had abstained as it had not had an
opportunity to communicate the amendments to its Government.
That abstention should not,
however, be taken as condoning Israeli actions and she called upon Israel to
with
its obligations under the 1949 Geneva Conventions.
Mr SMITH (Australia) said that his delegation had voted against the resolution
because it did not believe that the World Health Assembly was the appropriate body in
which to discuss and adopt decisions on such a highly political issue, which would be
better dealt with in other bodies. At the same time, Australia continued to be concerned
at the health conditions in the occupied territories, particularly those resulting from
He therefore urged all parties to respect their international
the current unrest.
obligation.
Mrs WOLF (Federal Republic of Germany), speaking in explanation of vote on behalf of
the Member States of the European Community, said that the Member States had always
attached considerable importance to the situation of the people in the territories
occupied by Israel and, above all, to their health conditions. Activities with a view to
improving the health care of the population of the occupied territories had been
supported by the Twelve and would receive their support in the future. Vital work was
done by UNRWA and the International Committee of the Red Cross in the territories
occupied by Israel, notably in the field of health.
Those organizations were both
supported financially by the Twelve, which also provided other medical aid to the

occupied territories.
The Twelve also considered that the Health Assembly should deal only with the health
They believed that political problems could best be dealt
aspect in the Middle East.
with by the competent United Nations bodies. They had noted that once again it had not
been possible for the Special Committee of Experts to submit to the World Health Assembly
a comprehensive report on health conditions in the occupied territories based on a field
As in the past, the Twelve called upon Israel to cooperate with WHO on
investigation.
the matter.
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Regarding the current situation in the occupied territories, the Twelve, in more
appropriate bodies, had expressed their profound concern at the rapidly deteriorating
They had reiterated that the status quo was not
conditions in those territories.
They had also stressed that they remained determined to work towards
sustainable.
improving the living conditions of the inhabitants of the territories.
Mr STUB (Norway) said that his delegation had voted against the draft resolution
which it had perceived to be primarily of a political nature.
The Health Assembly should
In more appropriate bodies, Norway had
devote its time to specific health matters.
expressed concern regarding Israeli policies in the occupied territories.
He recommended
Israel to cooperate with the Special Committee of Experts.
Mr ÁRNASON (Iceland) said he had voted against the draft resolution because of its
The United Nations General Assembly was a more appropriate
extreme political nature.
That did not, however, mean that Iceland condoned recent
forum for such proposals.
measures taken by Israel in the occupied territories.

Mr HOSSEINI (Islamic Republic of Iran) said he had voted in favour of the draft
resolution.
The Islamic Republic of Iran nevertheless strongly opposed any reference
which might be construed as recognition of the terrorist zionist entity occupying
Palestine. His country supported the just struggle of the people of Palestine and
considered that the only solution to the situation was the annihilation of the Zionist
usurpers.
Mr STEINER (Switzerland) deplored the current situation in the occupied territories
and the resulting suffering of the population.
His Government had always attached
particular importance to the Geneva Convention of 1949.
His delegation had opposed the
draft resolution, as WHO was not the appropriate body to make judgements on a conflict
which was essentially political.
Dr TAPA (Tonga) sympathized with the sufferings of the Arab population of the
occupied territories. His Government had, however, consistently taken a strong position
in previous World Health Assemblies against politicization of the work of WHO.
He had
therefore voted against the draft resolution.

Dr BAZUNGA GANGA (Zaire) said that his delegation had abstained as the issue stemmed
from a political situation which the Health Assembly was not competent to deal with. The
situation called for action by the appropriate bodies of the United Nations with a view
to finding a lasting solution.

Mr HAMMOND (Canada) said that the negative vote of his delegation had been
occasioned by the extreme language, in some cases political language, of the draft
resolution and references to matters which were not the concern of the Health Assembly.
In connection with recent events in the territories, the Canadian Secretary of State for
External Affairs had unequivocally expressed Canada's reaction to those events in the
appropriate place and manner.

The meeting rose at 17h05.

FIFTH MEETING
Tuesday, 10 May 1988 at 9h15
Chairman:

1.

Dr T. NORK (Norway)

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION:

Item 27 of the Agenda

(continued)
Incentive scheme to promote timely payment of assessed contributions by Members:
Documents EB81 /1988 /REC /1, resolution
Item 27.4 of the Agenda (Decision ЕВ79(11);
and A41/18) (continued from the third meeting)
EB81.R12 and Annex 8;

Mr HAMMOND (Canada) submitted that the tables attached to document A41/18 did not
provide a true basis for comparing Member States' assessed contributions in 1986 and 1987
with those they would have had to pay had the incentive scheme been in operation during
the financial period 1986 -1987, because the fact was ignored that under an incentive
scheme all States, without distinction, could ensure that they received maximum benefit
through timely payment of their assessments.
Further, the hypothetical assessments for
1986 -1987, calculated for illustrative purposes in the document, almost certainly
exaggerated the effect of the proposed scheme on Members' assessments because the amount
of casual income, including the interest component, in 1992 -1993 was likely to be much
less than the hypothetical figures based on 1986 -1987 when both casual income and
interest and earnings from exchange rate fluctuations had been relatively high.
Finally,
the document would leave the casual reader with the false impression that countries which
paid their contributions late or not at all would have their assessments increased.
That
was not so, because the assessments, even of late payers, would still in fact be reduced
on the same basis as early payers, so far as concerned the "non- interest" component of
casual income used to reduce the approved budget for a given biennium. The only
difference would be that under the proposed incentive scheme countries which paid their
contributions late, partially or not at all, would no longer receive the rebate arising
from the distribution of the interest component of casual income.
That would go some way
towards putting right what his delegation considered to be a highly inequitable feature
of the present system, which in fact favoured late payers and encouraged late payment.
That was a statement of fact, not an accusation directed against any Member State, which
was explicitly acknowledged in paragraph Э of document EB81 /1988 /REC /1, Annex 8 and
paragraph 3.3 of document ЕB79 /1987 /REC /1, Annex 13.
Many other organizations in the United Nations system had adopted schemes to
encourage early payment of contributions and WHO would be remiss if it did not take
similar steps.
That would mitigate the cash flow problems which had become a matter of
grave concern to the Organization.
His delegation had every sympathy with countries that
did not pay on time because as a result of foreign exchange and other financial
difficulties they were simply unable to;
the incentive scheme was unlikely to have any
major effect on them. But Canada had far less sympathy for the objections raised by the
largest contributor, which had claimed that the scheme would not affect its own practice
of not making any payment towards its assessment before October of each year.
It was to
be hoped that neither the poorest countries nor the major contributor would oppose the
incentive scheme, for WHO was currently being sustained through a difficult financial
crisis by an intermediate group of countries, rich and poor, developed and developing,
which made a point of paying their contributions in full and on time, i.e. as close as
possible to the beginning of each calendar year. Among them was Canada, which had paid
its 1988 contribution in full in December 1987 in the hope that that would assist the
Organization in meeting its cash flow problems.

-
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Everything must be done to encourage full and timely payment of contributions by all
an end should be put to WHO's current peculiar system of distributing
Member States;
casual income, which had a negative effect and which might well lead those countries
which paid promptly to inquire why they should continue to subsidize the others.
Reiterating his delegation's sympathy for countries which simply could not pay their
assessments on time, he expressed support for a system which envisaged that the
"non- interest" component of casual income would continue to be used to reduce the
assessments of Member regardless of when - or even whether - they paid their
Reiterating his delegation's antipathy towards countries which simply
contributions.
refused to pay their assessments on time, he said that the latter must be given the best
if they proved incorrigible, basic
possible incentive to improve their practice;
considerations of fairness demanded that they be denied the inequitable reductions in
their assessments which they had up to now enjoyed through the benefit of the "interest"
component of casual income.
Canada hoped that a solid majority would express itself in favour of the proposed
incentive scheme and thereby help to ensure WHO's future financial well -being.
Mr ONISHI (Japan) said that his delegation was not opposed in principle to the
adoption of an incentive scheme by WHO but pointed out that the results of similar
he would
schemes adopted by other international organizations were not yet known;
suggest that WHO should wait for those to be evaluated before embarking on its own
scheme.
Furthermore, the proposed scheme did not take due account of the fact that the
fiscal year began at different times in various countries. For instance in Japan the
date was 1 April and domestic financial procedures made it impossible for his Government
to pay its contribution to WHO before late April or early May.
It would not therefore be
able to derive the maximum benefit from the scheme.
Foreseeing difficulties of
implementation, both at headquarters and in countries, he considered that a final
decision on the matter should be deferred.

Mr DUPONT (Argentina) said that late - paying countries could be divided into four
groups.
Some paid late because their financial year started on a different date from
that of WHO and they would be reluctant to alter that date, while it was difficult for
any legislature to sanction the allocation of funds two years in advance.
Others lacked
the necessary foreign currency and no incentive scheme could alter that, while those
motivated by political reasons would remain unconvinced by any scheme of that kind. Any
such scheme would be likely to appeal only to the fourth group of countries:
those
paying late because they could earn more interest elsewhere from the money due but not
paid.
WHO was basically a humanitarian organization and should hold talks with those
countries which deliberately withheld their contributions.
The International Civil Aviation Organization (ICAO) had been the first to introduce
an incentive scheme, and in the preceding year payment of contributions had indeed
increased, but, according to ICAO officials, it was by no means certain that that was due
to the incentive scheme rather than to a greater realization by Member States of that
Organization's financial situation.
Argentina bore a heavy burden of external debt but had never considered delaying
paying its contributions to WHO for that reason, or because it might be able to earn more
interest by investing that money.
He was convinced that other countries in the same
situation as Argentina would also act in the same way.
WHO should therefore wait until
there was evidence that an incentive scheme would really be effective before embarking on
a course which might harm those countries which did not pay in January.

Mr LOAYZA (Bolivia) said that his country, when faced in the past with difficulties
in paying its contribution on time, had always found WHO to be most understanding and
generous.
However, those difficulties had been overcome and Bolivia was paying its
contribution on time.
That had required great efforts, given its economic situation.
While considering that every effort should be made to overcome the Organization's

financial difficulties, his delegation felt that any proposed measure should be firmly
set within the context of the current international economic and social situation. That
meant, in particular, that the economic difficulties faced by some developing countries
and their massive external indebtedness should not be overlooked.
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Although the proposed scheme had certain technical merits, more time should be taken
to go into the matter thoroughly before coming to a decision.
In order not to have to take the floor again, he begged leave to refer to agenda
item 27.3 (for the discussion on this item, see the summary records of the third meeting
and the continuation in the sixth meeting, section 2).
His delegation had serious legal
reservations with regard to the proposal that countries which had not paid their
contributions, for whatever reason, should have their right to vote suspended
automatically or be penalized in some other way.
His delegation considered that WHO,
faithful to its traditions, should approach the matter flexibly and come to some

agreement with those countries while taking account of the economic and financial
situation, for which they were not themselves responsible.
Miss BAUTY (Switzerland) said that her delegation fully supported the proposed
incentive scheme and wished it to come into effect as soon as possible, with an
evaluation of the results to be carried out in a few years time.
It was not a question
of singling out which countries paid promptly and which did not, or of their geographical
situation.
Nor was it a question of national wealth.
The most conscientious countries
included some of the poorest and most indebted. What was at issue was that under the
present system there was every advantage in delaying payment of contributions and every
disadvantage in paying on time.
The Organization must be able to function as smoothly and as efficiently as possible
and that required the timely payment of contributions.
The Swiss delegation supported
the proposed scheme, believing that it would help, albeit modestly, to attain that goal.

Mr PECLY MOREIRA (Brazil) concurred with many other speakers' expressions of
concern.
The incentive scheme was a serious attempt to solve the problem of late payment
of contributions, but certain points remained unclear.
In the light of the discussions
in the Executive Board and comments by many delegations it was clear that uncertainty
remained regarding the scheme's legal basis, its financial repercussions and even its
fairness.
The aim to promote timely payment of contributions and to reward Members who
were on time in fulfilling their obligations was admirable, but his delegation could not
accept automatic penalties, e.g. an increase in the contributions due from Members who,
for reasons beyond their control, had failed to fulfil their financial obligations to
WHO.
Annex 4 of document A41/18 showed that, of the 167 countries mentioned, 103 would be
penalized by an increase and only 64 rewarded by a decrease in their assessments.
The
Committee would easily be able to guess what kind of country would be found in the
penalized majority. The delegation of Brazil considered that the scheme should not be
adopted in its present form. He shared the view of many previous speakers that an effort
should be made to eliminate its obvious defects and agreed with the delegates of
Argentina and Japan that its introduction should be postponed.
Mr PALIHAKKARA (Sri Lanka) saw merit in a scheme for ensuring timely payment;
it
would benefit the Organization and that was something his country valued very much.
Moreover, the mathematics of the proposed scheme were sound.
However, it seemed to
contain the possibility that certain regular and timely payers might be penalized when
compared with early payers. Sri Lanka had always paid its contributions regularly, in
particular during the period used for the hypothetical example prepared by the
Secretariat, where the assessed contribution was found to have been increased.
However,
while he found no problem in creating incentives for early payers, there were Members,
especially among the developing countries, which could not pay early but were capable of
timely payment; they should not be penalized.
It would be incongruous for an incentive
scheme to lead to an increase in the assessed contributions of regular - paying countries.
His delegation did not object to the proposal in principle, but believed that the matter
called for further reflection.
Dr MEDIA (Colombia) said that timely payment of contributions by Members was always
desirable.
However, the incentive scheme might be described, at the least, as
controversial, as could be seen from the discussions that it had prompted at the
Executive Board.
It contained serious defects and had aroused many objections.
Some
speakers had even considered the scheme to be dangerous and, paradoxically, to foster
inequality.
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His delegation thought that the cause of health in general, and support for WHO in
Few countries would deliberately
particular, were backed by a majority of countries.
avoid making regular timely payments. Most countries paid late because of insuperable
difficulties and at a time when they were making heroic efforts to maintain their health
services at, in some cases, a minimal level. They were facing serious crises, economic
problems, and sometimes also major natural disasters, while at the same time their
financial years did not coincide with that of WHO.
His delegation found it difficult to reconcile the principles of equality and equity
with the proposed scheme.
Colombia paid its contributions regularly and was up to date
in doing so, but would vote against the incentive scheme.
As
Dr GRANT (Ghana) welcomed the analysis of the matter by the delegate of Canada.
far as her country was concerned, provided the award of incentive points to countries
which paid on time was not to be accompanied by the imposition of penalties upon already
debt - ridden countries, the proposal before the Committee was acceptable. However, in
view of the questions raised, especially by the delegates of Argentina and Japan, the

issue might require further consideration.

Mr BOYER (United States of America) said that the position of the United States of
America had originally been neutral, in acknowledgement of a certain fairness in the
spirit of the proposal, namely to distribute interest earnings on the payment of
assessments according to the timing of the payments.
The United States Government
appreciated the early payments that were being made by many countries.
Far from a
criticism, he intended his present statement to be an accolade to those countries;
he
hoped to arouse no bitterness between his country and those which paid according to the
letter of the regulations.
The Canadian delegate had implied that the example in document A41 /18 meant nothing,
but it surely deserved some attention, since the Secretariat had intended it as a
hypothetical example of how the scheme might work.
A major reason why his delegation could not accept the proposal before the Committee
would be found in the calculation of a hypothetical assessment for the United States of
America amounting to US$ 8 million more than its actual assessment.
In other words, the
annual increase in the United States payment would have exceeded the total assessment for
all but 11 of WHO's Member States.
Given the difficulties in securing appropriations
sufficient to pay its assessments for the United Nations system as a whole there was no
way his delegation could vote in favour of a proposal increasing its contribution in such
an astronomical manner.
The chief purpose of the proposal, as was clear from the rather bitter and
uncharacteristic denunciation of his country by the Canadian delegate, seemed to be to
make the major contributor pay earlier.
As had already been pointed out the
United States fiscal year began on 1 October;
there was thus no possibility of the
scheme having such a major effect, as he understood its intention.
In the matter of fairness, the scheme would have a most unfair impact on some of the
developing countries that were having difficulty making their payments earlier in the
year.
Forty countries had still made no payment on their 1987 assessment. All
delegations could see for themselves, by looking at the figures in document A41/18, the
impact the scheme would have on their own countries' assessments.
He further opposed the Netherlands proposal that not just interest earnings but all
casual income should be subjected to the scheme, since in his view such earnings as those
from the sale of WHO publications should be shared equally according to the scale of
assessment.
Not to do so would be to impose an even more severe penalty upon the
developing countries.
To sum up, he opposed the scheme not only because it would fail to achieve the
desired effect but also because it would increase the payments due from some of the
smallest countries.
Mr ALEMÁN (Nicaragua) considered that the scheme, although well -intentioned, was in
reality an impractical one for many countries.
A distinction should be drawn between
countries that might be economically powerful but did not pay their contributions on time
for political reasons and those that had serious economic problems and were therefore
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obliged to delay payment. Another mechanism should be devised that rewarded countries
that paid punctually but did not punish those that failed to do so.
Dr TAPA (Tonga) said it was clear that the only purpose of the scheme was to
encourage Member States to pay their assessed contributions as quickly as possible and
thus avert a financial crisis that would result in cuts in country programmes and in
The proposed scheme, rather than being of a punitive nature, was
technical cooperation.
an innovation to promote payment of assessed contributions by Members.
It was to be
welcomed and the Director - General should be commended on proposing it.
His delegation
fully supported the proposed incentive scheme and would vote in favour of the resolution
recommended by the Executive Board.
Dr Uthai SUDSUКН (Thailand) said that his delegation had thoroughly studied the
report of the Director - General on the incentive scheme, and was appreciative of the
continuous and energetic efforts made by him and the Executive Board to solve the
problems of non- payment and delayed or partial payment.
Earlier measures, appeals and
resolutions had had little effect. His delegation considered that the proposed scheme
was an appropriate step and would fully support it.

Professor MENCHACA (representative of the Executive Board), responding to the
said that, as various delegations had noted, the incentive scheme had been
discussed at length by the Executive Board. It had been adopted by an overwhelming
In his opening statement he had mentioned some of the points that had prompted
majority.
that lengthy debate, and would now draw attention only to certain aspects.
One Board member had indicated his concern that adoption of the scheme might
institutionalize the way in which Member States fulfilled their obligations, i.e., they
would seek some form of reward for doing so. Meanwhile, the major contributor, as
already stated, could not benefit in that way, although it was one of those responsible
for the Organization's financial situation, or at least for the recent deterioration in
that situation.
However, its legislation made it impossible for it either to benefit
from the scheme or to benefit the Organization.
That Member had also indicated that it would not oppose an incentive plan but that
such incentives should not be of a financial nature, since that would divert from the
Organization funds that were needed in times of crisis to finance and implement
programmes in many countries.
A final aspect which he regretted having omitted from his earlier statement was that
one Member had also indicated the need for reports by the Secretariat to contain the
greatest possible amount of information, even if negative, on its proposals.
The Health
Assembly and the Committee should be supplied with all possible information to enable
them to reach the fairest possible decision.
debate,

Mr FURTH (Assistant Director -General) noted that the delegates of the Netherlands
and of the United Kingdom of Great Britain and Northern Ireland had both inquired why the
scheme only involved earned interest and not the entire amount of casual income. As
indicated on page 109 of document EB81 /1988 /REC /1, the Director - General had originally
proposed that the entire amount of casual income appropriated to help finance the regular
budget be apportioned to Member States on the basis of an incentive formula, as
recommended by the Joint Inspection Unit.
But in view of reservations expressed by the
Executive Board in January 1987 the Director - General had changed his mind and had instead
proposed that the apportionment on the basis of the "S- curve" formula be limited to the
"interest earned" component of casual income.
The reason for that change of mind was
that, if the entire amount of casual income, including those components which were not at
all related to the payment of contributions, were to be apportioned to Member States on
the basis of the dates and amounts of the payments of assessed contributions, the scheme
would in fact have penalized late payers - which was certainly not the intention of the
Director -General. The scheme as proposed at present, although it could be called an
"incentive scheme ", would simply return to each Member the interest that could reasonably
be deemed to have been earned from its contributions in the preceding biennium and would
no longer credit Members with interest that their contributions had not earned.
The question had also been raised as to whether the scheme could become effective
earlier than as from the programme budget for 1992 -1993. The incentive impact of the
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scheme, if adopted at the current Health Assembly, would in fact apply as from 1 January
1989, although the rewards for early payments in 1989 and 1990 would be made only in
He saw no way of making the
connection with the assessments for the 1992 -1993 budget.
scheme applicable earlier, since an incentive scheme could not be applied retroactively.
As far as he knew, five organizations in the United Nations system had already
ICAO had begun to apply the scheme on the basis of the payment
adopted the scheme.
Its Secretariat had reported that payments of
record of Member States from 1987 to 1989.
contributions in 1987 had been made somewhat earlier than usual, although it was
The other
difficult to determine whether that had been due to the incentive scheme.
Organizations, FAO, IMO, UNESCO and WMO, were beginning to apply their schemes on the
basis of the Member States' payment record in 1988, and it was therefore too early to
judge whether the schemes were having any incentive impact.

The draft resolution recommended by the Executive Board in resolution EB81.R12 was
approved by 45 votes to 19. with 28 abstentions.)

2.

REAL ESTATE FUND:
ЕВ81.R3 and Annex

Item 31 of the Agenda (Document ЕB81 /1988 /REC /1, Resolution
2)

Professor MENCHACA (representative of the Executive Board) said that the Board had
considered the report of the Director - General contained in Annex 2 to document
ЕB81 /1988 /REC /1.
It had noted the status of implementation of the approved projects,
including those approved by the Director - General as authorized by resolution WHA23.14,
for the period up to 31 May 1988.
It had also noted the estimated requirements of the
Fund for the period 1 June 1988 to 31 May 1989 listed in the Director -General's report
and consisting of several essential maintenance projects in certain regional offices and
the financing of a telecommunications study for the Regional Office for Africa and a
feasibility study for the planned extension of the Regional Office for the Eastern
Mediterranean. The Board had also noted that a project for the replacement of the
headquarters telephone exchange would be presented to it in January 1989 at its
eighty -third session.
In resolution ЕВ81.R3 the Board was recommending that the Forty -first World Health
Assembly should authorize the financing of the indicated expenditures from the Fund at
the revised estimated cost of US$ 386 250, and had agreed in principle that the Regional
Director for the Eastern Mediterranean should pursue negotiations with the Egyptian
authorities concerning the extension of the Regional Office building in Alexandria.
Mr BOYER (United States of America) said he had no quarrel with the recommendations
before the Committee: but, although the report prepared for the Executive Board
contained no proposals for substantial expenditure from the Real Estate Fund for the
immediate future, there were what he called "warnings" of major expenditures to come.
Had consideration been given to the possibility of postponing some of those expenditures
or staggering them to avoid overburdening the Fund?
Mr SMITH (Australia) shared the United States delegate's concern about the major
expenditure to be called for in the next biennium, particularly in connection with the
replacement of the telephone exchange at headquarters. He considered that provision for
such expenditure should be included in the regular budget of the next biennium;
that
would imply economies in other parts of the budget to ensure that it remained within the
budget ceiling.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) explained that the
Regional Office was asking not for renovations but an extension.
After every effort had
been made to improve the very difficult working conditions by creating additional space,
a feasibility study was now being requested for possible extension at a nearby site, a
matter to be negotiated with the Egyptian Government. At any event, once an agreement

as

1 Transmitted to the Health Assembly in the Committee's second report and adopted
resolution WHA41.12.
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had been reached, it would be necessary to take the matter back to the Executive Board
and the Health Assembly for approval.
Mr FURTH (Assistant Director- General) assured Mr Boyer that the Secretariat had
given a great deal of thought over the years to easing the demands on the Real Estate
Fund.
In a context cf austerity, very little had been asked of the Fund in recent years,
and necessary projects, such as the replacement of the telephone exchange system, had
been delayed perhaps mistakenly. If it were felt that the expenditures should be timed
differently, the Health Assembly might wish to decide at its present session on a sum to
be appropriated from casual income to the Real Estate Fund for the purchase of a new
telephone exchange so as to lessen the demands on the Fund the following year.
In response to the Australian delegate's suggestion that that expense should be
included in the regular budget, he considered that such an inclusion would not be in
accordance with Health Assembly resolution WНА23.14 setting up the Real Estate Fund for
Moreover, the inevitable delays in the
the very purpose of covering such expenditure.
planning and implementation of such projects would make it difficult to confine an
appropriation for that purpose to a two -year budget.
The graft resolution recommended by the Executive Board in resolution ЕВ81.R3 was
approved.

3.

SALARIES AND ALLOWANCES FOR UNGRADED POSTS AND THE DIRECTOR -GENERAL:
Agenda (Document ЕB81 /1988 /REC /1, resolution EB81.R2 and Annex 1)

Item 32 of the

Professor MENCHACA (representative of the Executive Board) said that one of the
amendments to the Staff Rules made by the Director - General and confirmed by the Board at
its eighty -first session had consequences of essentially a technical nature for the
The Staff Rule amendment in
salaries of the ungraded posts and of the Director -General.
question concerned the revision of the staff assessment rates for the professional and
higher categories and had been made necessary by a decision of the United Nations General
The change in the staff assessment rates
Assembly in December 1987 on the same matter.
affected the gross salary levels, and to a very limited extent the net salary levels at
the single rate, but had no impact on the net salaries at the dependency rate.
Resolution EB81.R2 adopted by the Board recommended that the Health Assembly
establish new gross and net salaries for the Assistant Directors -General, the Deputy
The salary
Director - General and the Director -General, with effect from 1 April 1988.
modifications were essentially technical and were the same as those made to salaries of
ungraded posts in the United Nations and other organizations of the common system.
In the absence of any comments, the graft resolution recommended by the Executive
Board in resolution EB81.R2 was approved.

4.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

Item 34 of the Agenda

General matters:
Item 34.1 of the Agenda (Resolution EВ81.R15 and decision ЕВ81(5);
Documents A41 /10, A41 /10 Add.l, A41 /11, A41 /INF.DOC. /1)
The CHAIRMAN, introducing the sub -item, suggested that, in application of Rule 52 of
the Rules of Procedure, discussion of four draft resolutions proposed by delegations on
the sub -item might be deferred to give delegations adequate time to consider them.
It was so agreed (see summary record of the eighth meeting,

section 1).

1 Transmitted to the Health Assembly in the Committee's second report and adopted
as resolution WНА41.13.
2

Transmitted to the Health Assembly in the Committee's second report and adopted
as resolution WHA41.14.
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Mrs BRÜGGEMANN (Director, Programme for External Coordination), introducing
documents A41 /10, A41 /10 Add.1 and A41 /INF.DOC. /1, said that WHO collaborated with
numerous international bodies both inside and outside the United Nations system in an
effort to link health and other aspects of social and economic development and that she
wished to take the opportunity to thank them all for their enlightened support during the
past year.
The Director -General's report in document A41 /10 concentrated specifically on
collaboration within the United Nations system.
In 1987 both the Economic and Social Council and the United Nations General Assembly
at its forty - second session had expressed appreciation of WHO's important achievements,
and the latter had decided to observe WHO's fortieth anniversary at its forty -third
session in autumn 1988 in a manner befitting WHO's achievements and future role.
A concrete example of cooperation was the acceleration of international
The Director - General of WHO had
collaboration in the prevention and control of AIDS.
briefed the delegates to the United Nations General Assembly on AIDS and a resolution had
been adopted calling upon governments and particularly the United Nations system to
cooperate with WHO in the urgent global battle against AIDS.
In order to ensure
system -wide coordination in AIDS prevention and control, WHO was establishing an
Interagency Advisory Group under its chairmanship, at which the United Nations Steering
Committee on AIDS established by the Secretary - General would be represented.
To ensure
effective coordination of country AIDS programmes, WHO and UNDP had entered into an
agreement in March 1988 combining the strength of WHO as the international authority on
health policy and scientific and technical matters, and of UNDP as the coordinator of
United Nations operational activities for development in countries. A number of
activities to control AIDS were also being carried out with other United Nations
organizations, including UNICEF, UNFPA, ILO, UNESCO, World Bank and FAO, and the World
Tourism Organization.
Details of that collaboration were described in document A41/5,
which would be discussed under item 24 of the agenda (see Committee A, summary record of
the eighth meeting, section 2).
As described in section VI of document A41 /10, WHO had cooperated in the promotion
and implementation of global activities of importance to health in a variety of areas
including two new areas, namely, preparations for the International Decade for Natural
Disaster Reduction in the 1990x, and the preparation of an international development
strategy for the Fourth United Nations Development Decade (1991- 2000).
The former was an
effort to bring the experience gained by some countries to the assistance of others to
WHO would
enable them to cope better with and if possible attenuate natural disasters.
participate in the latter to ensure that the new strategy focused on people's well -being
and enabled them to contribute actively to their own as well as their country's
socioeconomic development.
At its forty -third session, the United Nations General Assembly would review
progress in the implementation of the United Nations Programme of Action for African
Economic Recovery and Development (1986 -1990), the mid -point of which would be reached
during 1988. WHO had made a special effort to support countries in rehabilitating health
services adversely affected during emergencies caused by drought and famine, and had
cooperated with the Organization of African Unity (OAU) to strengthen the programme's
special dimension as expressed by OAU in its "Declaration on Health as a Foundation for
Development" adopted by the Assembly of Heads of State and Government of OAU during their
The result of the intensive cooperation between WHO and
twenty -third session in 1987.
OAU should be to ensure the political commitment of the African region to the realization
of improved health for all its peoples.
In March 1988, the Economic Commission for
Africa had organized an international conference focusing on the human dimension of the
The
structural adjustment programmes being implemented in a number of African countries.
"Khartoum Declaration" emerging from the conference stressed the need for a
"human- focused" approach to socioeconomic recovery and development in Africa, in which
health was an indispensable component.
Section VII of the Director -General's report gave brief and selective information on
WHO's cooperation with some specific bodies within the United Nations system, such as
UNICEF, UNDP, the World Bank, UNFPA and UNIDO, all of whose activities were crucial to
Close collaboration with UNICEF continued to be a
the achievement of health for all.
unique country - focused endeavour within the United Nations system, under the guidance of
Increased collaboration and enlightened
the WHO/UNICEF Joint Committee on Health Policy.
partnership had been sought with UNDP, which continued to be an important partner, and
with the World Bank, which had made clear its intention to expand its work in the fields
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of health, population and nutrition over the next few years.

With UNFPA, WHO was
implementing national maternal and child health and family planning programmes in 90
countries, and developing strategies in cooperation with the World Bank aimed at a
substantial reduction of maternal mortality and morbidity in developing countries. With
UNIDO, a better understanding was being reached on how countries might effectively use
the specific expertise of the two organizations, in particular WHO's responsibility to
ensure accepted standards and quality control in pharmaceutical production.
Section X contained a brief account of WHO's catalytic and supportive role in
stimulating technical cooperation among developing countries (TCDC)
There was evidence
that TCDC in health was increasing even where countries were faced with problems in
The determination of developing countries to pursue TCDC
financing such activities.
remained strong, particularly among the ministers of health of countries members of the.
Non -Aligned Movement, who requested WHO's support for exchange of expertise and for
training activities.
The Health Assembly had been invited by United Nations General Assembly resolution
42/196 to express its views on the United Nations system's operational activities for
In recent years, the United Nations General Assembly had focused on certain
development.
problems and issues related to such activities, with a view to improving their
effectiveness. In that context, the General Assembly had considered at its forty -first
session a report (contained in document А41 /INF.DOC. /1) based on case studies undertaken
under the leadership of Mr Kurt Jansson in seven countries; she had noted with
satisfaction that WHO's activities and cooperation at country level had been regarded in
a positive light.
It appeared that, in line with current policy, the Health Assembly could respond to
three broad thrusts of the conclusions and recommendations made in the report.
The first
of these was the strengthening of the leadership role and operational functions of the
United Nations Resident Coordinators. WHO had consistently advocated a "team leadership
role" for the Resident Coordinators to ensure complementarity of activities in
countries. WHO also considered that under the leadership of the Resident Coordinator
there could be more effective interaction with governments on development policy
matters.
Resident Coordinators could ensure, for example, that agreements reached in the
Health Assembly became an integral part of a country's development strategy, particularly
Secondly, the study proposed that the United Nations
intersectoral action for health.
system should provide maximum support to governments to strengthen their role as
coordinators of external aid and contributions from nongovernmental organizations; WHO's
policies were clearly in line with that proposal.
Thirdly, the case studies had examined
the matter of common premises for the United Nations system and had indicated that, while
maximum co- location of offices had advantages, it could not be considered of great
importance from an operational point of view. WHO shared that view since, while it
agreed with the principle of common premises for reasons of economy, WHO Representatives
were essentially technical advisers to ministers of health and should therefore be
located close to them.
Document A41 /10 Add.l, entitled "International collaboration for child survival and
development ", informed the Health Assembly of some rather striking developments in WHO's
collaboration with a number of United Nations agencies joined by the Rockefeller
Foundation to accelerate implementation of the Expanded Programme on ImТunization, which
had resulted in the "Declaration of Talloires" annexed to the document.
The
Declaration outlined a series of challenging goals to be met by the international
community by the year 2000, including, inter alia: the global eradication of
poliomyelitis;
the reduction of infant and under -five child mortality rates in all
and the reduction of current maternal mortality rates in all
countries by at least half;
Achievement of those targets would result in the avoidance
countries by at least half.
of tens of millions of child deaths and disabilities by the year 2000, as well as a
balanced population growth as parents became more confident that their children would
survive and develop. A specific resolution concerning the eradication of poliomyelitis
would be discussed in Committee A under agenda item 12.
Children would only have a
chance to survive and develop if they were also protected from other dangers. She drew
attention to a small contribution made by WHO to ensure that chance with the publication
and wide distribution in 1987 of the second edition of the "WHOPAX" report entitled
.

1

Document WHA41/1988/REC/1, Annex
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Effects of nuclear war on health and health services', as requested in resolution
W1A40.24.
The CHAIRMAN drew attention to the reference in paragraphs 20 -25 of document A41 /10
to the report of the World Commission on Environment and Development - generally known as
Following discussion of the matter at its eighty -first
the Brundtland Commission report.
session in January 1988, the Executive Board had adopted resolution EB81.R15.

Professor MENCHACA (representative of the Executive Board) said that, as the
Chairman had indicated, the Executive Board had specifically reviewed the United Nations
General Assembly discussion of the report of the World Commission on Environment and
Development, and the resolution which it had adopted (General Assembly resolution
He recalled that the Chairman of the World Commission on Environment and
42/187).
Development, Mrs Brundtland, the Prime Minister of Norway, had addressed the Health
Assembly in plenary on Tuesday, 4 May on that subject.
The United Nations General
Assembly resolution called, inter alia, for a report to be submitted to the forty - fourth
session of the General Assembly in 1989 on the progress made towards sustainable
development by the United Nations organizations.
The Executive Board had also been informed of United Nations General Assembly
resolution 42/186 concerning a report entitled "The environmental perspective to the year
2000 and beyond" prepared by the Intergovernmental Inter -sessional Preparatory Committee
of the United Nations Environment Programme, which provided a broad framework for
guidance of national action and international cooperation on policies and programmes
aimed at achieving environmentally sound and sustainable development, and incorporated
concepts, ideas and recommendations contained in the report of the World Commission on
Environment and Development.
The Executive Board had recommended the adoption by the Health Assembly of a
resolution on sustainable development, the text of which was presented in resolution
EB81.R15.
The resolution drew particular attention to the conclusions and
recommendations of the Brundtland Commission report as they related to the mandate of
WHO, and requested the Director -General, in preparing the programme budget for the
biennium 1990 -1991, to take into account the recommendations of the Commission's report
in all relevant programme areas in order to contribute to sustainable development.
The
second operative paragraph requested that a progress report be submitted to the
eighty -third session of the Executive Board, which would be the Organization's
contribution to the report to be submitted to the United Nations General Assembly in
1989, in accordance with operative paragraph 18 of its resolution 42/187.
The CHAIRMAN invited comments on documents A41 /10 and A41 /10 Add.l and document
A41 /INF.DOC. /1 as well as on the resolution recommended by the Executive Board in
resolution EB81.R15.

Mr DANIELSSON (Sweden), speaking on behalf of the delegations of the Nordic
countries, said that the report of the World Commission of Environment and Development
entitled "Our common future ", issued in 1987, was a crucial and pertinent document. It
had been discussed during the forty - second session of the United Nations General Assembly
together with the report prepared by a committee of UNEP and entitled "The environmental
perspective to the year 2000 and beyond ". The United Nations General Assembly had, in
resolutions 42/186 and 42/187, requested the United Nations specialized agencies to take
into account in their future work the recommendations contained in the reports, and had
invited them to report on their follow -up actions.
The Health Assembly had had the opportunity of hearing the important statement by
the Chairman of the World Commission, the Prime Minister of Norway, Mrs Brundtland, in
which she had presented the Commission's report.
In the opinion of the Nordic
delegations, the key concept of the report, sustainable development, coincided well with
the development philosophy of WHO, and the Organization was in an excellent position to
contribute towards international efforts to achieve sustainable development with regard
both to the direct health impact and to the broader issues relevant to other sectors.
1 Effects of nuclear war on health and health services, second edition, Geneva.
World Health Organization, 1987.
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The report gave solid support to the health - for -all strategy and advocated a broad
approach to health - related interventions in all development activities.
The Nordic countries welcomed the measures taken by the Director - General to prepare
WHO's contribution to the follow -up of the report. The work done thus far, coordinated
by the Division of Environmental Health, was an excellent starting point, but they hoped
it would be further developed in collaboration with other competent United Nations
organizations. The promotion of sustainable development would need a continuous effort
in WHO, as in other international organizations, with a long -term perspective.
It was
essential to take into account the relevant recommendations of the report in the
preparation of the programme budget for the next biennium as well as in the longer term.
It was the hope and conviction of the Nordic delegations that the Health Assembly would
follow the example of the Executive Board and adopt the resolution recommended in
resolution EВ81.R15 by consensus.

Mr KUDRJAVCEV (Union of Soviet Socialist Republics) said that the Jansson report on
case studies on the functioning of the operational activities for development of the
United Nations system, annexed to document A41 /INF.DOC. /1, was of considerable interest.
Unfortunately, the survey had been a small one, covering only seven countries.
However,
the conclusions and recommendations of the Jansson report should be widely supported, in
particular the conclusions that the importance of the assistance received from the United
Nations system went far beyond its value in terms of its contribution to the volume of
mid flow, and that the specialized agencies, with their considerable experience of
development, were unbiased partners providing assistance free of charge.
Those were all
important factors from the point of view of the value of the assistance given by the
specialized agencies, including WHO.
Some of the recommendations in the report
concerning, for example, the development of intersectoral cooperation and the joint
programming of activities carried out by countries and the specialized agencies, and the
emphasis on programming rather than the project -by- project method, were in accordance
with the practices adopted by WHO.
The comments and recommendations aimed at expanding the flow of development
information were of great interest. The report correctly stated (paragraph 77) that the
United Nations system was functioning poorly in providing governments and donors with
information on development problems. Unfortunately, a similar reproach could also be
levelled at WHO, which should therefore take account of the report's recommendations that
the flow of information should be expanded and made easily accessible to Member States
and donors.
The recommendation that the role of UNDP as the central funding agency should be
strengthened was well founded. However, its leadership role should concern financial
matters only;
technical matters and the implementation of assistance programmes should
remain the prerogative of the specialized agencies and, in particular, health matters
should remain the prerogative of WHO.
The report as a whole was very useful and most of the recommendations deserved

careful consideration.
His delegation endorsed the basic principles outlined in the report of the World
Commission on Environment and Development and the serious considerations raised by its
Chairman, the Prime Minister of Norway, in her address to the Health Assembly. Both the
report and Mrs Brundtland's statement had clearly shown the links between the problems of
general and economic development, the protection of the environment, and the
implementation of WHO's programmes for health for all, which his delegation considered to
be extremely important.
Mr BOYER (United States of America) said that, while he had no objection to the
draft resolution contained in resolution EB81.R15, he regretted that the report of the
World Commission on Environment and Development mentioned in its first preambular
That
paragraph had not been distributed to the Executive Board or the Health Assembly.
was a generic reservation applying to all resolutions which endorsed or referred to
He also had a reservation
reports that had not been circulated or reviewed by Members.
regarding the first operative paragraph of the draft resolution, which gave the
impression that WHO was being asked to divert funds from health programmes in order to
contribute to "sustainable development ", presumably in the environmental field. He was
not sure what was meant, but hoped that, before resources were shifted away from health
programmes, the Secretariat would consult the appropriate governing bodies.
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WHO's own comments on the Jansson report on operational activities for development
of the United Nations system were very positive.
United States representatives in
New York had made extensive comments on the document, and he hoped that they would be
noted by the relevant authorities in the United Nations system.
While the United States
Government had reservations regarding some of the conclusions reached in the report, it
believed that the document had made a very useful contribution to studies of the role of
the United Nations system in promoting development and hoped that it would receive
serious consideration.
Paragraph 31 of document A41 /10 contained a reference to the International
Conference on Drug Abuse and Illicit Trafficking held in Vienna in June 1987.
That
Conference had requested agencies of the United Nations system, including WHO, to
contribute to action against drug abuse within their spheres of responsibility.
WHO was
one of the key agencies with responsibilities in that area and it was important to ensure
that work continued and was extended as resources warranted and as the shifting of
resources from one activity to another could be justified.
In any case, the need for
continuous and thorough attention to the problems of drug abuse and illicit trafficking
should be brought to the attention of all health officials present at the Health
Assembly.
Mr HAMMOND (Canada) noted that the World Commission on Environment and Development
directed world attention to environmentally sustainable economic development which met
the needs of the present without compromising those of future generations.
In response
to the report and to United Nations General Assembly resolution 42/187, which called upon
all United Nations agencies and governments to implement the recommendations contained in
the Commission's report, the Canadian Government had established a national task force
which had recommended the full incorporation of environmental goals in all economic
planning and decision -making.
It was thus clear that his country, at the national level,
firmly supported the report. Moreover, Canada had consistently supported efforts to
solve environmental problems through international cooperation. His delegation
appreciated the summary of the Commission's report given in the plenary Health Assembly
Canada believed in the world's common future and hoped
by its Chairman, Mrs Bruntland.
that the Health Assembly would adopt the draft resolution contained in resolution
EB81.R15.
The Director -General's report on collaboration within the United Nations system
(document A41 /10) briefly reviewed cooperation with selected United Nations bodies.
One
important field, however, was not dealt with in the report
namely, WHO's collaboration
An agreement had recently been concluded between WHO and
in responding to disasters.
On a particular issue, his delegation was most concerned
UNDRO in that connection.
It hoped that WHO would
regarding the health implications of the situation in Ethiopia.
pay very close attention to developments in that country, that the international
community would continue to respond to the crisis with generosity and compassion, aid
that all those involved would make every effort to ensure that the endeavours of the
international community would bear fruit, so that the lives of millions would not be
placed in jeopardy.
-

Mr FUKUYAMA (Japan) said that his country had actively encouraged UNEP to set up the
World Commission on Environment and Development and had provided substantial financial
support for its activities.
The Japanese Government greatly appreciated the work done by
the Commission and believed that it was important that the health sector should take
environmental factors fully into account.
The draft resolution contained in resolution
EB81.R15 was therefore welcome.
The graft resolution recommended by the Executive Board in resolution EB81.R15 was
approved.
The CHAIRMAN, before closing the discussion of document A41 /10, expressed
appreciation of the comments made on operational activities for development of the United
the need to
Nations system and particularly noted the Committee's agreement as to:
strengthen the role of the United Nations Resident Coordinator as a team leader to
1 Transmitted to the Health Assembly in the Committee's
as resolution WHA41.15.

second report and adopted
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improve complementarity of action taken by organizations of the United Nations system at
the importance of the government's own role in coordinating all
the country level;
external aid in support of national priorities; and the principle of common premises for
the United Nations system, while maintaining that WHO representatives at the country
level, as techical advisers to the ministries of health, should be located close to them.
He invited the Committee to consider document A41 /11, which dealt with collaboration
within the United Nations system on conventions concerning nuclear accidents.
Professor MENCHACA (representative of the Executive Board) explained that the Health
Assembly had to decide whether it would request the Director - General to make the
necessary arrangements for WHO to accede to two conventions adopted by the General
Conference of IAEA in 1986. The Executive Board had recommended that the Health Assembly
should take a decision to that effect; the draft decision was contained in document
the
The annexes to that document provided the texts of the conventions:
A41 /11.
Convention on Early Notification of a Nuclear Accident and the Convention on Assistance
As at 25 March 1988, 25
in the Case of a Nuclear Accident or Radiological Emergency.
States had adhered to the first convention, and 20 to the second.
Several members of the Executive Board had been strongly in favour of WHO's
accession to both conventions. While accession would not change the role of WHO in the
case of a nuclear accident or significantly increase its rights or obligations, it would
demonstrate the Organization's readiness to fulfil its constitutional mandate in
cooperation with IAEA and as a full participant in the conventions, which were an
outstanding example of what the international community could do when it perceived an
Two members of the Executive Board, while not opposed to
urgent need for joint action.
accession by WHO, had considered that it might be preferable to wait until the
international community had agreed on the respective roles of the various United Nations
bodies.
If the Committee was in favour of accession, it might wish to consider the draft
decision in paragraph 8 of document A41 /11, especially the last part, which defined the
Organization's competence with respect to matters covered by the conventions.
Dr HARRIS (United Kingdom of Great Britain and Northern Ireland) said that his
Government supported the adoption of the decision proposed by the Executive Board that
WHO should accede to the two IAEA conventions. The United Kingdom had already signed
both conventions and was considering whether any amendments to its existing laws were
It had stated publicly that, until it was in a
necessary before it could ratify them.
position to ratify the conventions, it would act as if they had been ratified.
WHO had performed a valuable coordinating and advisory function since the Chernobyl
accident, and it was important that the Organization should be in a position to offer a
similar service in the unlikely event of a further nuclear accident. Some Members of WHO
WHO and IAEA would therefore need to discuss what the position
were not Members of IAEA.
It was to be presumed that
of those States would be when they sought advice from WHO.
States would be able to receive any information they might need from WHO even if they
were not Members of IAEA.
That potential problem might need to be sorted out between the
As far as notification was concerned, responsibility
two international organizations.
should remain with IAEA and not lie with WHO.

Mr LADSOUS (France) said that his delegation was in favour of the draft decision
before the Committee.
It should, however, be made clear that Member States themselves
were competent to act in matters covered by the conventions.
He therefore proposed that
the words "without prejudice to the national competence of each of the Member States" be
added at the end of the draft decision.
Dr SAVEL'EV (Union of Soviet Socialist Republics) noted that WHO had recently been
actively involved in international cooperation with regard to nuclear safety problems,
and WHO's role in such areas as monitoring, the rapid exchange of information, increasing
the preparedness of the health sector, and the provision of medical assistance in nuclear
The determination of derived
accidents, was clearly an extremely important one.
intervention levels and assistance in strengthening national radiation protection
The adoption, by the General Conference
programmes were of great practical importance.
of IAEA, of the Convention on Early Notification of a Nuclear Accident and the Convention
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on Assistance in the Case of a Nuclear Accident or Radiological Emergency opened up new
possibilities for the further development of international cooperation in that field
within the United Nations system. His delegation supported the conclusion that WHO
should accede to both conventions, as proposed in the draft decision recommended by the
Executive Board.
Dr CUMMING (Australia) said that his country had been involved with both conventions
from an early stage and had lodged instruments of ratification at the end of 1987.
The
Committee might be interested to know that the scheme really worked, in so far as there
had been, earlier in 1988, a successful demonstration of links involving 20 Member States
with regard to the Convention on Early Notification of a Nuclear Accident. His
government therefore hoped that as many countries as possible would accede to the
It supported the Executive Board's recommendation and
conventions as soon as possible.
hoped that the Health Assembly would agree to WHO's accession to both conventions.

Mr BOYER (United States of America) said that his delegation also supported the
Executive Board's recommendation that WHO should accede to both conventions. The
international community was to be congratulated on its work in developing the two
The conventions represented the true spirit
conventions in such a short period of time.
of international cooperation and served as an outstanding example of what the
international community could do when it perceived an urgent need for joint action.
Dr КREISEL (Director, Division of Environmental Health) explained some aspects of
WHO's collaboration with other agencies in the field of radiation protection. A United
Nations inter - agency committee for the coordination, planning and implementation of
responses to accidental releases of radioactive substances had been established, and WHO
Apart from the work on derived intervention levels, which
was participating in its work.
was due to be discussed later, WHO's activities over the past two years had included the
building up of a radiation monitoring system and of a network of collaborating centres
It was intended that the
capable of providing medical assistance in emergencies.
monitoring system should be expanded and incorporated in the Global Environmental
Monitoring System (GEMS) established by UNEP and WHO. As far as emergency assistance was
concerned, before the Chernobyl accident, WHO had had only two collaborating centres, in
Since then a further centre in
Oak Ridge, United States of America, and in Paris.
Leningrad, USSR, had been added and negotiations were under way to add at least four or
Over
five more - two in Latin America, one in Japan, one in Australia, and one in India.
the next year efforts would be made to coordinate the work of those centres and to inform
Member States of the type of assistance they could obtain from them.

The amendment proposed by the French delegation was approved.
The graft decision contained in parauraph
approved.

8

of document A41 /11,

as amended, was

The meeting rose at 12h15.

1

Transmitted to the Health Assembly in the Committee's second report and adopted

as decision WHA41(9).

SIXTH MEETING
Tuesday. 10 May 1988. at 16h05
Chairman:
1.

Dr T. MORK (Norway)

FIRST REPORT OF COMMITTEE B (Document A41/29)

In the absence of the Rapporteur, Mr LARSEN (Secretary of Committee B) read out the
draft first report of the Committee.

The report was adopted.1

2.

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION:
(continued)

Item 27 of the Agenda

Members in arrears in the payment of their contributions to an extent which would justify
invoking Article 7 of the Constitution:
Item 27.3 of the Agenda (Document A41/8)
(continued from the third meeting)

Mr VIGNES (Legal Counsel) suggested modifying the preamble to the draft text that
had been agreed by consensus that morning, in view of the fact that Chad and the Libyan
Arab Jamahiriya had paid their contributions since the opening of the present World
Health Assembly.
A new third preambular paragraph was to be inserted, reading:
Having been informed that as a result of payments made by Chad and the Libyan
Arab Jamahiriya after the opening of the Forty -first World Health Assembly, these
two Member States each owe amounts which are less than the amounts due from each of
them for the preceding two full years.
The next preambular paragraph should now read:
Noting that Equatorial Guinea, Grenada, Liberia and Saint Lucia have either
communicated with the Director - General prior to the opening of the Forty -first World
Health Assembly indicating their intention to settle their arrears or have made some
payments towards their contributions prior to that date;.

Professor BORGOÑO (Chile) noted that delegates had received the text of the draft
For that reason, and because Sierra Leone, which had now
resolution only that afternoon.
paid its contributions, was still mentioned in the text of the resolution, he suggested
that a new version should be made available early the following morning for consideration
either later the same day or on the following day.
It was so agreed (see summary record of the seventh meeting, section 3).

3.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

Item 34 of the Agenda (continued)

Item 34.2 of the Agenda (Resolution WHA40.21;

Health and medical assistance to Lebanon:
Document A41/12 Rev.1)

The CHAIRMAN asked whether, although document A41/12 Rev.1 had also been circulated
only that morning, the Committee would be willing to discuss it.

1

See document WHA41 /1988/REC/2.
-

200

-

COMMITTEE

B:

SIXTH MEETING

201

Mrs CHAMI (Lebanon) asked that discussion be postponed, since the Director - General
of the Lebanese Ministry of Health wished to speak to the item but was not present.
It was

so agreed (see summary record of the seventh meeting, section 2).

Health assistance to refugees and displaced persons in Cyprus:
(Resolution WHA40.22; Document А41 /13)

Item 34.3 of the Agenda

The CHAIRMAN asked whether the Committee was prepared to discuss the item, although
the relevant draft resolution had also been distributed only that morning.

Mr COUNINIOTIS (Greece) pointed out that the delegation of Cyprus was not present.
Mr SALIBA (Malta) said that Malta was a sponsor of the resolution. His delegation
had understood that the item would be discussed the next day.
The CHAIRMAN asked whether the Committee would agree to consider agenda items 34.2
and 34.3 the following day.
It was so agreed (see summary record of the seventh meeting, section 4).

The meeting rose at 16h30.

SEVENTH MEETING
Wednesday. 11 May 1988, at 9h15
Chairman:

1.

Dr T. MORK (Norway)

SECOND REPORT OF COMMITTEE B (Document А41/31)

Dr Sung Woo LEE (Republic of Korea), Rapporteur, read out the draft second report of
Committee B.
The report was adopted.1

2.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

Item 34 of the Agenda (continued)

Item 34.2 of the Agenda (Resolution WHА40.21;
Health and medical assistance to Lebanon:
Document A41/12 Rev.1) (continued from the sixth meeting, section 3)
The CHAIRMAN said that a draft resolution had been submitted on the item, but that
the time provided by Rule 52 of the Rules of Procedure between the circulation of a
He suggested that the Committee might
proposal and its discussion had not yet run out.
as it was entitled to do by the same rule - waive the provision and consider the draft
resolution after the discussion of the item.

-

It was so agreed.

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) introduced the report
by the Director- General (А41/12 Rev.1), prepared in response to the Fortieth World Health
Assembly's request to him in resolution WHA40.21 to continue and to expand substantially
the Organization's programmes of health, medical and relief assistance to Lebanon, and to
allocate for the purpose, as far as possible, funds from the regular budget and other
and to report to the Forty -first World Health Assembly on the
financial resources;
implementation of resolution WHA40.21.
The same resolution had called on the various bodies of the United Nations and on
all governmental and nongovernmental organizations to intensify their cooperation with
WHO, and in particular to implement the recommendations of the report on the
it had called on Member States to
reconstruction of the health services of Lebanon;
increase their support for relief operations and the reconstruction of the health
services in consultation with the Ministry of Health in Lebanon;
and it had called on
donors, as far as possible, to direct their assistance in cash or in kind to the Ministry
of Health, which had responsibility for the hospitals, dispensaries and public health
services.
In October 1987, the Regional Committee for the Eastern Mediterranean, meeting in
Baghdad, had adopted a resolution requesting the Director - General and the Regional
Director for the Eastern Mediterranean to secure and provide adequate resources to assure
the implementation of activities vital to the preservation of health in Lebanon.
For the last 13 years Lebanon had been torn by civil war and strife which had made
it virtually impossible to implement the long -term strategy for health for all and
prevented free access by health officials to many areas of the country.
The purchasing
power of the Lebanese pound had fallen drastically, health conditions had further

1

See document WHA41 /1988/REC/2.
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declined, the annual per capita income of the population had fallen to under US$ 700, and
the economic situation had greatly deteriorated.
It had been necessary for WHO to withdraw international staff from the liaison
office in Beirut, leaving the question how WHO technology and resources could be most
effectively oriented.
The direct impact of civil war on morbidity and mortality, combined with the
indirect effects of malnutrition and communicable diseases and fears that plague, cholera
and AIDS might invade Lebanon when the country was least prepared to deal with them, were
among the problems adversely affecting health development in Lebanon and that had
remained unsolved in 1987.
The WHO joint programme review mission had reviewed the technical cooperation
programmes between WHO and Lebanon and endeavoured to determine where WHO technical and
As a result of that review, WHO and the
budgetary support might be most effective.
Lebanese Government were convinced that they could together ensure the optimal use of any
additional resources that could be made available, and that such assistance would make a
direct and lasting impact on the people's health.
The WHO provision for Lebanon for 1988 -1989 had been increased to US$ 1 302 300 from
It was particularly necessary to develop psychiatric services and an
US$ 1 293 900.
important priority in the field of rehabilitation was the management of burns.
WHO had participated in a multi - agency mission organized in October 1987 by the
Office of the United Nations Disaster Relief Coordinator (UNDRO) to review the country's
needs.
A resolution had subsequently been adopted by the United Nations General
Assembly, and the Secretary - General had issued an appeal for emergency relief aid for
Lebanon for a total of US$ 85 million.
At the beginning of 1988 the Secretary - General had appointed a special
representative for reconstruction and development in Lebanon.
The Special Representative
was also to be appointed UNDP Resident Representative in Beirut.
Recalling and reiterating the appeal, in resolution WHA40.21, for assistance in cash
or in kind to be directed to the Ministry of Health, he said that the latter could
henceforward count on all necessary advice and assistance from the WHO representative in
Lebanon, who had been reassigned to Beirut in December 1987.
The CHAIRMAN drew the Committee's attention to the following draft resolution,
submitted by the delegations of Bahrain, Cuba, Cyprus, Democratic Yemen, Egypt, India,
Iraq, Jordan, Kuwait, Lebanon, Liberia, Libyan Arab Jamahiriya, Morocco, Oman, Qatar,
Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, United Arab Emirates and Yemen:
The Forty -first World Health Assembly,
Recalling resolutions WHA29.40, WHA30.27, WHA31.26, WHA32.19, WHA33.23,
WHA34.21, WHA35.19, WHA36.23, WHA37.25, WHA38.26, WHA39.12 and WHA40.21 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, 41/196 of 8 December 1986 and 42/199
of 11 December 1987 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 1987 and the first quarter of 1988;
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;
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 1987 -1988;
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EXPRESSES its appreciation to the Director- General
to mobilize health and medical assistance to Lebanon;
1.

for his continuous efforts

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;

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;
3.

REQUESTS the Director - General to continue and 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;
4.

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;
5.

CALLS 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;
6.

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;
7.

8.
REQUESTS the Director - General to report to the Forty - second World Health
Assembly on the implementation of this resolution.

Mr ABI -SALEH (Lebanon) said that the draft resolution before the Committee had been
repeated for several years, and was designed to deal with a continually deteriorating
situation.
Lebanon, once so prosperous and so well equipped with the means of protecting
and restoring health, was now not only marking time;
it was in a state of dangerous
regression. Bloodshed and devastation had severely damaged its culture and achievements
and had not ceased to abrade its human, technical, managerial and financial resources.
Initially well prepared and poised to implement the strategy of Alma -Ata in a most
imaginative and fully pragmatic manner, the country had been forced to divert virtually
all its efforts and resources to face an emergency situation.
The international
community had come to aid it in its distress.
WHO in particular had reiterated its
resolutions and appealed to the Director -General, the United Nations and specialized
agencies and other donors and organizations to increase their donations and their aid.
The Organization's appeal had certainly been heard and acted on and he would take the
opportunity of thanking all concerned.
But while deserving of thanks, donors also
deserved information and would appreciate a specific appraisal of the results of that
demonstration of international and humanitarian solidarity, and also of the present
situation. They should be informed that solidarity had helped to stem the tide of
destruction, and had permitted the country's health authorities to achieve a recent
success, namely the improvement of immunization coverage:
in conjunction with the
specialized agencies of the United Nations, the Ministry of Health and the people had
carried out a campaign from September to October 1987.
The result had been increases in the percentage coverage rates for various
coverage for poliomyelitis had risen from 53% to 92 %, for
diseases:
diphtheria /pertussis/tetanus from 53% to 91% and for measles from 39% to 79 %. Meanwhile
the systematic follow -up and updating of immunization of newborn infants had been
Tuberculosis and diarrhoeal disease control programmes would also be
introduced.
operational in the near future. Mental health, sorely affected by the war, and drug
addiction would also be major concerns during 1988.
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However, drugs for those suffering from the most painful diseases, such as cancer,
insufficiency and chronic disorders, were also required. On 4 December 1987 the
Secretary - General of the United Nations had launched an appeal to cover the country's
needs for one year.
The cost of meeting health needs had been evaluated at
US$ 11 700 000.
So far, four million dollars had been collected.
Most aid to Lebanon
passed through nongovernmental channels - and he would draw possible donors' attention to
the potential in the public sector, which was open to the entire population, did not
discriminate and was virtually free of charge.
It was therefore surprising that the
Ministry of Health was almost entirely excluded from the list of recipients /distributors
of aid.
In conclusion, he appealed to all nations and institutions to trust in the future of
Lebanon, like the phoenix, would rise again from the ashes. When the day
his country.
came, it would again assume full responsibility for its citizens and its communities.
He
was convinced that the Director - General would shoulder the task of leadership that the
draft resolution before the Committee would vest in him, and urged the delegates to
approve it.
renal

Mr KASDI (Algeria) said that it was absolutely necessary for WHO to help Lebanon to
the Algerian delegation was among the sponsors of the draft
rebuild its health system;
resolution.
Mr BOBAREVIC (Yugoslavia) said that his delegation fully supported the draft
resolution and wished to be included among the sponsors.
Mr BOYER (United States of America) observed that resolutions were often presented
in Committee B that concerned health conditions but sometimes contained political
rhetoric which had no place in the Organization, or addressed issues that were outside
In those instances, some country, often his own, had to call for a
its scope of action.
However, the draft resolution now before the Committee
vote and oppose the resolution.
showed that assistance to a specific country could be addressed in a non- political way
and in a manner that could obtain consensus;
indeed, that had been the case for many
years.
As in the past, the United States delegation would be pleased to support the
proposed text;
it would further commend the approach adopted by the sponsors to sponsors

of similar resolutions

on other topics.

The draft resolution was approved by consensus.1

3.

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION:
(continued)

Item 27 of the Agenda

Members in arrears in the payment of their contributions to an extent which would justify
invoking Article 7 of the Constitution:
Item 27.3 of the Agenda (Document A41/8)
(continued from the sixth meeting, section 2)
The CHAIRMAN said that a working group composed of delegates of Denmark, Peru,
United Kingdom of Great Britain and Northern Ireland and Venezuela had now finalized a
revised draft resolution, which read as follows:
The Forty -first World Health Assembly,
Having considered the report of the Committee of the Executive Board to
Consider Certain Financial Matters prior to the Forty -first World Health Assembly on
Members in arrears in the payment of their contributions to an extent which would
justify invoking Article 7 of the Constitution;
Having noted that Benin, Chad, Comoros, Dominican Republic, Equatorial Guinea,
Grenada, Guatemala, Liberia, Libyan Arab Jamahiriya, Saint Lucia, and Sierra Leone

1 Transmitted to the Health Assembly in the Committee's third report aid adopted
as resolution WHA41.21.
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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;
Having been informed that, as a result of payments made by Chad and the Libyan
Arab Jamahiriya after the opening of the Forty -first World Health Assembly, these
two Member States each owe amounts which are less than the amounts due from each of
them for the preceding two full years;
Noting that Equatorial Guinea, Grenada, Liberia and Saint Lucia have either
communicated with the Director- General prior to the opening of the Forty -first World
Health Assembly indicating their intention to settle their arrears or have made some
payments towards their contributions prior to that date;
Noting further that Benin, Comoros, Dominican Republic, Guatemala and Sierra
Leone have neither communicated to the Director - General prior to the opening of the
Forty -first World Health Assembly their intention to settle their arrears nor made
any payments towards their contributions prior to that date;
1.
EXPRESSES serious concern at the number of Members in recent years which have
been in arrears in the payment of their contributions to an extent which would
justify invoking Article 7 of the Constitution;

URGES the Members concerned to regularize their position at the earliest
2.
possible date;

FURTHER URGES those Members which have not communicated their intention to
settle their arrears to do so as a matter of urgency;
3.

REQUESTS the Director - General to approach, through the Regional Directors, the
Members in arrears to an extent which would justify invoking Article 7 of the
Constitution, with a view to pursuing the question with the Governments concerned;
4.

REQUESTS the Executive Board, in the light of the Director -General's report and
after the Members concerned have had an opportunity to explain their situation to
the Board, to report to the Forty - second World Health Assembly on the status of
payment of contributions;
5.

6.

DECIDES:
(1)
that if, by the time of the opening of the Forty - second World Health
Assembly, Benin, Comoros, Dominican Republic, Guatemala and Sierra Leone are
still in arrears in the payment of their contributions to an extent which would
justify invoking Article 7 of the Constitution, their voting privileges shall
be suspended as from the said opening, unless the Executive Board has
previously found that the Member concerned is faced with exceptional
difficulties and the Member has made a payment considered by the Board to be
reasonable in the circumstances;
(2)
that any suspension which takes effect as aforesaid shall continue until
the arrears of the Member concerned have been reduced, at the next and
subsequent Health Assembly sessions, to a level below the amount which would
justify invoking Article 7 of the Constitution;
that this decision shall be without prejudice to the right of any Member
(3)
to request restoration of its voting privileges in accordance with Article 7 of
the Constitution.

Mr VIGNES (Legal Counsel) drew attention to two grammatical errors in the Spanish
version of the revised draft resolution.
The revised draft resolution was approved by consensus.1

Transmitted to the Health Assembly in the Committee's third report and adopted
as resolution W1-јA41.20.
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Item 34 of the Agenda (resumed)

Item 34.3 of the Agenda
Health assistance to refugees and displaced persons in Cyprus:
Document А41/13) (continued from the sixth meeting, section 3)
(Resolution WНA40.22;
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) introduced the report
by the Director - General (document А41/13), recalling resolution WНA40.22 of the Fortieth
World Health Assembly. Summing up the report, he referred to the joint action taken by
WHO and UNHCR, continued interagency consultation with UNDP and UNICEF, the construction
of hospitals, training activities and fellowships, the identification of priority areas
requiring attention, and the WHO regular budget provision for Cyprus.
The CHAIRMAN called attention to the following draft resolution, submitted by the
delegations of Algeria, Argentina, Colombia, Cuba, Cyprus, Czechoslovakia, France, German
Democratic Republic, Ghana, Greece, India, Mali, Malta, Mexico, Sri Lanka, Tonga, United
Republic of Tanzania, Yugoslavia, Zambia and Zimbabwe:

The Forty -first 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, WНАз0.26, WHА31.25, WНА32.18,
WHA33.22, WНA34.20, WНАЭ5.18, WНАЭ6.22, WНА37.24, WНА38.25, WНАЭ9.11 and WНA40.22;
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;

NOTES with satisfaction the information provided by the Director - General on
1.
health assistance to refugees and displaced persons in Cyprus;
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;
2.

REQUESTS the Director- General to continue and intensify health assistance to
refugees and displaced persons in Cyprus, in addition to any assistance made
available within the framework of the efforts of the Coordinator of United Nations
Humanitarian Assistance in Cyprus, and to report to the Forty- second World Health
Assembly on such assistance.
3.

Mr SALIBA (Malta), introducing the draft resolution on behalf of the sponsors and
his own delegation, noted with satisfaction the positive measures taken by WHO in
collaboration with other organizations of the United Nations system, particularly UNHCR,
UNDP and UNICEF, to meet the health needs of the population of Cyprus.
He trusted that
the draft resolution would meet with the Committee's unanimous approval.
The draft resolution was approved by consensus.1

Mr YIANGOU (Cyprus) thanked the Committee for its unanimous approval of the draft
resolution and expressed the gratitude of the Cypriot Government and people for WHO's
continued, untiring efforts to alleviate the plight of refugees and displaced persons in
Cyprus was pursuing its
that country, as reflected in the Director -General's report.
quest for a just, lasting and viable solution to the problem, and the spirit of dialogue
and negotiation now gaining momentum in international relations was an encouragement both
to the people of Cyprus and to peace and security in the world as a whole.
He was
confident that WHO in collaboration with UNHCR would spare no efforts to provide
continued assistance to the refugees and displaced persons in Cyprus, as in the past.

1 Transmitted to the Health Assembly in the
as resolution WНA41.22.
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Mr ALLAN (Turkey), speaking in explanation of his delegation's vote on the draft
resolution, said that the health assistance provided by WHO to Cyprus under the terms of
the resolution should be extended on a basis of equality to both the Turkish Cypriot
community and the Greek Cypriot community on the island.
Secondly, it must pointed out
that there were no refugees but only displaced persons belonging to both of those
communities.
It was on that understanding and for humanitarian reasons that his
delegation had joined in the consensus on the resolution.

assistance to the front -line States. Lesotho and
Liberation struggle in southern Africa:
Document A41/14)
Swaziland:
Item 34.4 of the Agenda (Resolution WНА40.23;
Dr MONEKOSSO (Regional Director for Africa), introducing the Director -General's
report (document A41/14), explained that it was a follow -up to resolution WНА40.23, in
accordance with which the Director -General had continued to take steps to help the
front -line States, Lesotho and Swaziland solve the acute health problems of the Namibian
and South African refugees and to provide countries which were targets of destabilization
with health assistance.
Paragraphs 3.1 to 3.13 described technical cooperation activities with the countries
concerned. Under the section on international collaboration, he drew particular
attention to paragraph 2.3 concerning the decision by the Heads of States and Government
of the Organization of African Unity, unanimously endorsed by the United Nations General
Assembly, to convene an international conference to sensitize the international community
and mobilize and channel increased national assistance to refugees, "returnees" and
He also
displaced persons and to the countries of southern Africa housing those victims.
drew attention to the promotion of emergency preparedness and response (paragraph 5),
which was of increasing importance in the countries concerned, referring especially to
the appeal launched by the Secretary - General of the United Nations and the resulting
initiation of a large -scale international relief operation in Mozambique (paragraph
5.3).
Follow -up activities were described in the subsequent paragraphs, notably in
paragraph 5.6. He expressed gratitude for the generous support provided by Finland, Italy
and Norway, and thanked the WHO Collaborating Centre for Research in the Epidemiology of
Disasters at the University of Louvain, Belgium, for its technical assistance.

The CHAIRMAN drew attention to the following draft resolution, submitted by the
delegations of Burkina Faso, Gambia, Liberia, Rwanda, Somalia, Sudan, Tunisia and Uganda;
the delegations of Algeria, Botswana, Cuba, Democratic People's Republic of Korea, Egypt,
Ethiopia, Ghana, Kenya, Senegal, United Republic of Tanzania, Yugoslavia, Zambia and
Zimbabwe also wished to be considered as sponsors:

The Forty -first 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;
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 /R031 /R12 and AFR/RC32 /R9 of the Regional
Committee for Africa, which call for a special programme for health cooperation with
the People's Republic of Angola;
Recalling resolutions WHA39.24 and WНА40.23 adopted at the Thirty -ninth and
Fortieth World Health Assemblies respectively;
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:
continue to take appropriate and timely measures to help the front -line
(1)
States, Lesotho and Swaziland solve the acute health problems of the Namibian
and South African refugees;
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(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;
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 - second World Health Assembly on the progress made
in the implementation of this resolution.

Mr SAKUHUКА (Zambia) said that his country, which currently held the chairmanship of
the Organization of African Unity and was one of the front -line States, was most
appreciative of the assistance provided by WHO since the previous Health Assembly. The
fundamental problem in the region remained the policy of the South African regime, which
had deepened its repressive action through censorship, the occupation of black townships,
and the repression of organizations representing the people.
The aggressive
destabilization policies pursued against the front -line States, especially Angola and
Mozambique, non- implementation of the United Nations Council's resolution on the granting
of independence to Namibia and the continued massive displacement of the population
perpetuated the suffering of the people and jeopardized the provision of primary health
care and indeed all efforts to achieve the goals of health for all by the year 2000.
Continued support for those States, which was crucial, would make it possible to contain
the situation in the region, which was getting out of hand.
He hoped that the Committee
would join OAU and the front -line States in expressing overwhelming support for the draft
resolution.
Mr LAWAL (Nigeria) noted that the Director -General's commendable report (document
A41/14) focused on the broad spectrum of health needs of the front -line States and on the
measures taken by WHO to cope with them in what were extremely difficult circumstances.
Their social and economic structures had
The front -line States had suffered terribly.
been greatly impaired, and many lives had been lost as a result of unprovoked military
attacks.
Nevertheless, they had been greatly comforted by the knowledge that all
peace - loving peoples of the world supported them in their just struggle.
The
Director - General was to be commended on his response to the challenges posed by the
health needs of the front -line States, particularly in the area of strengthening health
care infrastructures, manpower development, disease prevention, health promotion, and the
Some front -line States also faced serious food
mobilization of external resources.
shortages and malnutrition, particularly affecting pregnant women and children.
The flow
of relief and development assistance to all States in the subregion therefore needed to
be substantially increased in order to reduce mortality and life -long damage to
children's health. All friendly countries and bilateral and multilateral agencies were
urged to follow the example of WHO and to contribute generously.
His delegation wished
to be added to the list of sponsors of the draft resolution.

Mr MOTHIBAMELE (Botswana) said that his delegation fully supported the draft
resolution before the Committee. WHO was to be thanked for all the assistance which it
had given to the front -line States against a background of destabilization and unprovoked
aggression by South Africa, which was doing everything it could to prove that it was a
In the process it had caused great human suffering and even the
regional super -power.
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untimely death of innocent persons through the use of military and proxy bandit forces.
Obviously, it would be difficult for the front -line States to achieve the goal of health
The root cause of all those evils was
for all while such aggression continued.
apartheid.
It was difficult to see how politics could be avoided in a situation in which a
misguided political philosophy was responsible for so much suffering in southern Africa.
In supporting the draft resolution, he would request the Director -General and Member
States to continue to find ways of assisting the victims of apartheid, including refugees
and displaced persons, as well as the countries that were acting as hosts to so many of
them.
The assistance provided should also include the rehabilitation of infrastructural
He hoped that the draft resolution would receive the
facilities destroyed in war.
support it deserved.
Dr KIM Hong Born (Democratic People's Republic of Korea) said that his delegation
supported the action taken by WHO to provide assistance to the front -line States, Lesotho
and Swaziland, and the national liberation movements in southern Africa.
The struggle
was being waged in extremely difficult circumstances.
In order to solve the problems
confronting the peoples of southern Africa, an end must be put to the policy of
The Government of the Democratic People's Republic of Korea had always
apartheid.
supported those peoples in their efforts to create a new life.
It was cooperating with
several governments in the region in the health and other fields.
WHO should continue to
give all possible medical assistance to the peoples of southern Africa as part of its
efforts to achieve health for all by the year 2000.
His delegation actively supported
he confirmed that its name should be added to the list of
the draft resolution;
sponsors.
Dr FRIEDMAN (Swaziland) expressed support for the draft resolution;
the request for
action by the Director - General to improve the health status of the populations in
southern Africa was particularly timely, when health services were beginning to feel the
In her country, most refugees had so far been
strain placed upon their resources.
assimilated into the local Swazi communities and had enjoyed the benefits of existing
medical facilities without discrimination or prejudice. However, the picture was now
There was a disquieting tendency for refugees to settle in their
beginning to change.
own scattered communities without proper infrastructures, especially clean water and
sanitation, with the consequent danger of the spread of communicable diseases.
The lack
of medical facilities and health care exposed them to the additional hardship of having
to travel long distances in order to receive medical attention.
It had therefore become
necessary to consider ways of bringing some relief to their communities.
The Ministry of
Health was planning to improve their health conditions, with the added objective of
mobilizing the refugees themselves to promote their own health care.
Prompt action must
be taken to avoid irreversible unfavourable trends in health indicators, special
attention being paid to communicable diseases among children, diarrhoeal diseases,
malnutrition and maternal and child health. The situation was further compounded by the
phasing -out of the relief operations of the Lutheran Federation of Churches, which, in
association with UNHCR, had been taking care of the health needs of a section of the
refugee population.
The health services provided by them would in future be provided by
the Ministry of Health.
For those reasons, Swaziland, like the other countries referred to in the draft
resolution, which were in a similar plight of varying degrees of intensity and urgency,
stood in great need of help;
her delegation would therefore urge WHO to increase its
assistance to southern Africa.
Dr AMATHILA (Namibia)
hoping that he would visit
congratulated the incoming
Ten years had elapsed
proclaimed in the Alma -Ata

paid tribute to the outgoing Director -General, Dr Mahler,
Namibia after its accession to independence. She also
Director -General, Dr Nakajima, on his appointment.
since the primary health care concept had been officially
Declaration.
Many countries were already putting that concept
into practise.
Since 1975 the Namibian patriots had been establishing health care
services at the grass -roots level in refugee settlements outside the country, inhabited
by over 70 000 Namibians who had been displaced as a result of the atrocities committed
by the apartheid Government of South Africa, and who enjoyed solid and fully - fledged
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primary health care in such areas as maternal and child health, nutrition, school dental
health, safe drinking -water and sanitation, environmental health, mental health, and
The Namibian medical personnel had worked tirelessly
curative and preventive medicine.
and without any financial rewards to build up that system, which had given the refugees
an optimal health status.
On the other hand, it was painful to know that Namibians inside Namibia were not
enjoying the same health status because the primary health care system simply did not
The policy of apartheid practised by the Government of South Africa, which
exist there.
was illegally occupying Namibia, had brought untold misery to the Namibian people.
Malnutrition and tuberculosis were rampant. Namibians were being maimed and killed, the
fabric of society was being destroyed by the arrest and lengthy imprisonment of family
bread -winners, the country's mineral resources were being depleted, and young Namibians
were being conscripted into the South African army.
SWAPO, the national liberation movement recognized by OAU and the United Nations,
was defending the Namibian nation against those acts of barbarism.
It should therefore
not be confused with the bandits trained and armed by the Government of South Africa to
SWAPO had never
commit atrocities both in the front -line States and inside Namibia.
It was a movement
crossed into the Republic of South Africa to commit even one murder.
of freedom fighters opposing the invaders in order to gain national independence.
Thanks were due to the front -line States for their heroic stand in the face of so
many hardships.
They had given Namibians an opportunity to set up their primary health
Particular thanks were due to Zimbabwe and Zambia for the in- service
care system.
training of the newly qualified doctors and pharmacists who would be greatly needed when
Namibia became independent. The front -line States had also decided to share their health
Against
services with the Namibians as a matter of humanitarian duty and human dignity.
that background, the draft resolution deserved the strongest support.
Namibia was also grateful to the Member States of WHO that had provided financial
assistance for its health care services and had accepted Namibian students for training
in the field of health, as well as to the nongovernmental organizations for their
unfailing support and to all the young unpaid workers who went from door to door in
Europe to collect clothing for Namibian children in refugee camps.
Last but not least,
WHO itself was to be thanked for all the assistance in the health field which it had
given to Namibian refugees.
Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his country greatly
appreciated the assistance provided by WHO to the front -line States in southern Africa in
strengthening their health services and the care available both to their own populations
and to refugees.
Such timely and necessary assistance should be continued to supplement
that provided under bilateral arrangements or by other international organizations.
His
delegation fully supported the statements made by the representatives of African States
and of other countries condemning the racist policy pursued by South Africa, which was
having a significant destabilizing effect on the health of the population and on health
His delegation would vote in favour of the draft
services in southern Africa.
resolution.

Mrs LUETTGEN DE LECHUGA (Cuba) said that her delegation fully supported the
continuation of assistance to the front -line States and national liberation movements, as
well as to the Namibian people fighting under the leadership of SWAPO, its sole authentic
representative. The racist regime of South Africa was continuing its destabilizing
policy in Namibia through pressure, threats and direct attacks on the civilian
population, war, the destruction of homes and property, and the occupation of schools and
clinics.
The increasing acts of terrorism and military attacks against the front -line
States, especially Angola and Mozambique, had caused great economic turmoil, suffering
and loss of life. Apartheid was a source of tension and instability in southern Africa.
Her delegation wished to express once again its solidarity with the black population of
The
South Africa, which was fighting daily in defence of its legitimate rights.
explosive situation in South Africa, characterized by a rebellion against an inhuman and
unjust system, an economic crisis and capital outflows, was exacerbated by a high level
of unemployment among the black majority. Her delegation was a sponsor of the draft
resolution.
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Mrs WOLF (German Democratic Republic) said that the international conference held at
Harare in September 1987 had revealed distressing facts about the suffering of children
who were the main victims among the millions of people subjected to the South African
regime's policy of aggression and destabilization.
In Mozambique and Angola, a child
died every four minutes as a consequence of economic underdevelopment and the armed
conflicts for which that regime was responsible.
As reported by UNICEF, the lives and
health of some 15 million children were in danger in the countries neighbouring on South
Africa.
So long as the apartheid regime in Pretoria opposed peaceful development in the
region, international peace and security were in jeopardy.
The German Democratic Republic was firmly on the side of Mozambique, Angola, the
other front -line States, the African National Congress (ANC) and SWAPO, and would
continue to provide funds for training, medical care and urgently needed goods, whilst
supporting all endeavours to reach a durable and peaceful solution. The recently
concluded international agreements made it possible to hope that the conflict could be
settled peacefully by political means.
Her delegation supported the draft resolution.

Mr НOSSEINI (Islamic Republic of Iran) said that the existence of apartheid was a
source of shame for all mankind and a constant danger to the peace and security of
southern Africa. Apartheid was contrary to human dignity and his country demanded the
eradication of the racist regime in Pretoria.
In accordance with the Islamic teaching of
defending the oppressed and combating the oppressor, his country supported the front -line
States, which were playing a major role in the struggle for the freedom of the majority
in South Africa, for the independence of Namibia and against the aggression of the South
It was the international community's duty to join in that struggle.
African regime.
His
delegation wished to join the sponsors of the draft resolution.
Dr MAKENETE (Lesotho) said that he particularly appreciated the measures to be taken
for emergency preparedness mentioned in document 41/14, the importance of which could not
be overemphasized.
Support for the front -line States, including Lesotho and Swaziland,
should address the issue of self -sufficiency in essential health services.
Refugees in
Lesotho, which was in the precarious position of being surrounded by one country, had no
alternative but to rely on the medical care available within its frontiers:
they could
not go elsewhere.
He thanked the international agencies and donor countries for their
support, although much remained to be done. He supported the draft resolution.

Mr HOU Zhenyi (China) expressed appreciation of WHO's efforts to implement
resolution WНA40.23. For a long time, the South African authorities had been carrying out
a policy of racial discrimination, apartheid and expansionist aggression, which his own
The front -line States had been the main victims of
country had consistently opposed.
that situation and the development of their social, economic, medical and other services
had been seriously impeded.
The international community was duty bound to provide aid
and assistance to the peoples of southern Africa.
The Chinese delegation, which hoped
that WHO would continue within its mandate to provide medical and health facilities to
the peoples of the region to enable them to develop the health infrastructure, supported
the draft resolution.
Dr НASSAN (Libyan Arab Jamahariya) said that the Pretoria regime and the Israeli
occupation authorities practised the same form of racism and were inflicting the same
kind of suffering on the front -line States and the Palestinian people.
No permanent
solution could be found to the problems of the African continent, whether in the field of
medicine or of public health, until Africa was left to the Africans and until the last
vestiges of colonialism were finally removed. His delegation, which endorsed the
provision of assistance in the field of public health to the front -line States and the
liberation movements recognized by OAU, urged all Member States to support the peoples
involved and to seek to destroy racist regimes throughout the world.

Miss SOKO (Pan Africanist Congress of Azania), speaking at the invitation of the
The situation in her country was
CHAIRMAN, expressed gratitude to WHO for its support.
going from bad to worse, with constant violations of human rights and deaths by shooting,
hanging and other violent means. Thanks to the international community, the "Sharpeville
There was widespread
six" had been saved from the gallows, at least for the time being.
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hunger and malnutrition - with its related diseases - in her land, especially among
children in the so- called Bantu homelands and in the slums of big cities such as
And yet the South African Government boasted that it was a
Johannesburg and Cape Town.
food exporter. In fact it exported war, and the bill for military operations in
Mozambique and Angola was footed by her people. Her delegation supported the draft
resolution.
Dr AMATHILA (Namibia) said that she wished to propose a minor amendment to the draft
resolution.

Mr VIGNES (Legal Counsel) said that that posed a legal problem;
Namibia was an
Associate Member and it was necessary for delegates themselves to pronounce on the
matter.
Dr AMATHILA (Namibia) said that her purpose was to make it clear that the draft
resolution was directed solely against the Government of South Africa and not against the
many people of that country who were opposing its policies.
She would therefore suggest
that the words "Government of" should be inserted, where appropriate, before "South
Africa ".
Mr SAKUHUКА (Zambia), speaking as one of the sponsors of the draft resolution, said
that the context made it clear that that was the case and he did not think that it needed
any change, unless the delegate of Namibia felt strongly about the matter.
Mr VIGNES (Legal Counsel) said that in the light of that statement, he believed that
the Chairman should consider the original text to stand, since the sponsors had not
expresed any wish to change it.
Mr BOYER (United States of America) said that he regretted having to call for a vote
on the draft resolution, especially in view of the call for consensus on the text, and
the warm feelings which existed between the United States of America and the countries of
Africa and the considerable health assistance his country was extending to them.
In the
current fiscal year, the United States Agency for International Development would
disburse more than US$ 100 million in health and population assistance for Africa out of
a total development aid budget for the continent of more than US$ 500 million.
The
reason for calling for a vote was that the draft resolution contained language which his
country could not support. He greatly hoped that in 1989 a draft resolution would be
tabled that could indeed be adopted by consensus in the normal spirit of the Health
Assembly.

Mr SAKUHUКА (Zambia), replying to a question by the CHAIRMAN, confirmed that its
sponsors wished the draft resolution to stand as it was, without amendment.
The draft resolution was approved by 99 votes to one, with

2

abstentions.1

Mr VETTOVAGLIA (Switzerland), speaking in explanation of vote, said that his
delegation would have wished to vote in favour of the resolution or join in a consensus,
especially as Switzerland was fully aware of the humanitarian and health needs in the
countries of southern Africa, as well as in the disfavoured sectors of the South African
population.
Indeed, it had expanded its programmes of development cooperation and
But since the resolution contained elements of a
humanitarian aid to the region.
political nature, also present during the discussion, which were out of place in the
Health Assembly, it had abstained during the vote.

The meeting rose at 11h40.

1 Transmitted to the Health Assembly in the Committee's third report and adopted
as resolution WHA41.23.

EIGHTH MEETING
Wednesday. 11 May 1988, at 14h30
Chairman:

1.

Dr T. MORK (Norway)

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

General matters:

Item 34 of the Agenda (continued)

34.1 of the Agenda (continued from the fifth meeting, section 4)

The CHAIRMAN announced that a number of delegations had requested full compliance
with Rule 52 of the Rules of Procedure, which provided that proposals should not be
discussed unless they had been circulated at least two days previously, in considering
the drafts submitted under agenda item 34.1.
Accordingly, those drafts, which had been
circulated only on the morning of the day before, could not be considered at the present
meeting (see summary record of the ninth meeting, section 3).
At its fourth meeting, the General Committee had decided to transfer item 25 from
Committee A to Committee B. He therefore suggested that the Committee begin with the
consideration of that item.
The meeting was suspended at 14h45 and resumed at 14h50.

2.

RADIONUCLIDES IN FOOD: WHO GUIDELINES FOR DERIVED INTERVENTION LEVELS:
the Agenda (Document ЕB81 /1988 /REC /1, resolution EВ81.R18 and Annex 11)

Item 25 of

Dr GRECH (representative of the Executive Board), introducing the item, said that,
after the Chernobyl accident in
had become clear that the guidelines
provided by the international organizations on action to be taken in the immediate
vicinity of an accident were extremely useful but did not adequately cover action further
away from the site.
A number of interagency meetings had been held to determine how that
deficiency could be remedied. As a result of those meetings, WHO had undertaken to
produce guideline values for derived intervention levels in food that would avoid
potential adverse health effects, assist national authorities in developing their own
derived intervention levels, and simultaneously promote harmonization.
An initial expert meeting had been held in April 1987, and its report had been
circulated to Member States for comment prior to a second meeting in September 1987.
When the question of the accidental contamination of food by radionuclides had been
discussed by the Fortieth World Health Assembly, the complexity of the problem had been
emphasized.
It had been agreed that WHO should continue working on it, and that the
Director - General should report to the Executive Board in January 1988 on the expert group
recommendations.
The report was contained in Annex 11 of document EB81 /1988 /REC /1.
The Board had expressed its appreciation of the work done so far and had endorsed
the recommendations made in the Director -General's report.
It had emphasized the need
for further consultation and collaboration with FAO in order to develop recommendations
designed specifically for food moving in international trade, where considerations other
than the effect on health would influence the levels.
The Board had advised that the
joint FAO/WHO secretariat should make additional recommendations to the Codex
Alimentarius Commission for regulating international trade in food.
The Board had recommended to the Health Assembly the adoption of the resolution
contained in resolution EB81.R18.

-
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Dr LARIVIÉRE (Canada) said that, during the Executive Board's
in January 1988, resolution EB81.R18 had originally been presented
different form:
it had included an operative paragraph calling on
the WHO guidelines for derived intervention levels in drafting and

discussion of the item
in a slightly
Member States to use
preparing their own
plans and procedures for public health protection following radiation emergencies. At
that time, Board members had considered that, because discussions between WHO and other
agencies on the desirable levels had not been completed, it might be premature for the
Health Assembly to endorse the proposed guidelines and to invite Member States to use
them.

Since then, however, developments had occurred which provided assurance that the WHO
He therefore believed that it would be
recommended values were not controversial.
desirable to amend the draft resolution before the Committee by the inclusion of a
paragraph that had been part of the original text, and which read:
CALLS upon Member States to utilize the WHO guidelines for derived intervention
levels regarding radionuclides in food when developing their own plans and
procedures for the protection of public health following accidental radioactive
contamination of food supplies;
Dr MIRCHEVA (Bulgaria) said that, in the Director- General's report on the subject,
the permissible levels had been calculated on the assumption that the population could
receive a dose of up to 5 millisieverts (mSv) per year. As recommended by the
International Commission on Radiological Protection (ICRP), IAEA and FAO, that dose was
acceptable only in the first year following a radiation accident, after which it was
That had been the position adopted previously in WHO's
reduced to 1 mSv per year.
provisional recommendations but not in the present document.
A dose of 5 mSv per year
could lead to unacceptably high doses of radiation of the population.
In Bulgaria, as in
most countries, a level of 5 mSv per year for the first year and 1 mSv per year in
subsequent years had provisionally been adopted, while in some countries the levels were
lower still. The permissible dose for children had been set at one -third of those for
adults, or 1.5 mSv per year for the first year following an accident, and her delegation
considered that, for subsequent years, the permissible dose should also be reduced. The
Director -General's report also failed to define "children "; in some countries, the
cut -off date was 10 years of age, while in Bulgaria it was 16.
The latest scientific reports, and in particular ICRP Publication No. 49, showed
that special attention must be given to the protection of pregnant women against ionizing
radiation; that applied particularly to those in the eighth to fifteenth week of
pregnancy.
That subject should have been considered in a report like the
Director -General's, yet it had not been mentioned.
With those comments, and subject to the specific features of the national diet,
Bulgaria would be able to use the report in preparing regulations applicable to nuclear

accidents.
Dr SAVEL'EV (Union of Soviet Socialist Republics) welcomed the fact that in a
relatively short space of time, WHO had been able to consolidate the experience gained by
Member States, specialized agencies and international organizations in the field of
radiation protection, to hold a number of important meetings of experts on the subject,
and to draw up agreed recommendations. Those achievements confirmed that, when the
interested parties showed the necessary goodwill, the international community was capable
of solving many complex problems.
The recommendations on derived intervention levels for
foodstuffs contaminated by radionuclides were most commendable.
The reference level of dose for calculating derived intervention levels, determined
by experts to be in the middle of the spectrum for natural background radiation, was
appropriate and, most important, had been calculated for the most vulnerable population
group, namely children.
He endorsed the draft resolution recommended by the Executive Board and agreed that
WHO must continue to cooperate with Member States in creating and strengthening national
capabilities for protecting the health of the population if food supplies became
contaminated with radionuclides, using, inter alia, the WHO recommendations to develop
their own derived intervention levels.
He supported the amendment proposed by the delegate of Canada.
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), recalling that his
country had been closely involved in WHO's work on the development of guidelines for
derived intervention levels for radioactive contaminants in food, said that there were
two areas where such guidelines were required.
First, there was a need for levels to be
developed to facilitate international trade in food and to prevent unnecessary delays in
Secondly, there was a need for more detailed guidance to
the import and export of food.
enable controls within individual countries to reflect the local situation.
The work of
WHO in that area had been useful and he welcomed the progress made.
Clearly there was a
need in those plans for international agencies to collaborate to ensure consistency in
He welcomed the collaboration that had taken place, and would support
the advice given.
the amendment to the draft resolution put forward by the delegate of Canada.
There was, however, one point in the draft resolution on which his delegation was
In operative paragraph 2, the Director - General was asked to provide support
not clear.
through WHO collaborating centres to Member States in radiological emergencies and in the
preparation of plans and procedures for dealing with such emergencies. Which
collaborative centres were referred to and what would those centres be expected to do in
a radiological emergency?
Dr ABRAHAM (International Organization of Consumers' Unions), speaking at the
invitation of the CHAIRMAN, said that his organization, best known by its acronym IOCU,
was a federation of some 165 consumer groups in over 60 countries.
In the wake of the
Chernobyl nuclear accident it had become clear that existing measures for the proper
management of food contaminated by widespread radioactive fall -out were inadequate on two
first, in effectively regulating international trade in such food;
counts:
and
secondly, in protecting the safety of consumers.
That state of affairs had invariably led to confusion, suspicion and scepticism, on
the part of both the general public and decision -makers.
IOCU was aware that since then
WHO had played a crucial role in developing a set of guidelines for the application of
intervention levels for radionuclides in foods - guidelines intended to help national
governments to initiate appropriate action in the event of future major nuclear
accidents. He stressed five points which he believed were crucial in that respect:
first, any recommendations to regulate international trade in foods contaminated by
radionuclides should not only be uniformly applicable, i.e., to Third -World as well as to
developed countries,
the
population, and especially to women and children;
secondly, all the known or suspected
carcinogenic, teratogenic and mutagenic properties of the radionuclides in question
should be taken into account in the formulation of any intervention levels, and all such
levels should be periodically reviewed and updated in the light of new scientific
thirdly, special attention should be paid to the needs of Third -World
evidence;
countries, which often lacked the technical expertise and other resources required for
monitoring, evaluating and regulating the importation of foods contaminated by
radionuclides; fourthly, it should be remembered that the so- called permissible levels
of radionuclides in foods often represented a compromise between the views of
governments, industry and public interest groups; and fifthly, recent reviews of the
effects of radiation on the surviving victims of the Hiroshima and Nagasaki atomic bombs
indicated that radiation damage had reached levels that might be at least 15 times higher
than those previously assumed by the International Commission on Radiological Protection
in drawing up so- called international radiation safety standards.
He called on WHO and other competent organizations of the United Nations system to
explore the possibility of a comprehensive investigation into the fate of foodstuffs and
effects of foods contaminated by the radioactive fall -out from the Chernobyl nuclear
accident.
The need for such a study seemed urgent, given recent reports suggesting that
contaminated foodstuffs might have been exported and dumped in a number of Third -World
countries.
Finally, he recalled that a number of Third -World countries, in the aftermath
of the Chernobyl accident, had rejected several consignments of food from industrialized
countries that was deemed to contain unacceptably high levels of radionuclides.
Many of
those countries had also set their own limits for permitted levels of radionuclides in
imported foods, and some had been subsequently accused by certain industrialized
countries of having acted on emotional and unscientific grounds, and of being incompetent
to undertake the relatively simple task of measuring levels of radionuclides in foods.
If that was so, why should the same industrialized countries coax Third -World countries
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into constructing, administering and operating nuclear reactors, food irradiation plants
and other installations using radiation technology?
Dr RUESTA DE FURTER (Venezuela) said that she was in a difficult situation.
She had
assumed that the Committee would deal only with the items allocated to it, and her
delegation was therefore unable to adopt a position on the draft resolution.
The
document to which the resolution referred had not been available in the rooms in which
both Committees A and B had met. The agenda item was of great interest to the Venezuelan
delegation, which would have liked to state its position on it.

The CHAIRMAN recalled that at the opening of the meeting he had informed the
Committee that the General Committee had decided to transfer item 25 from Committee A to
Committee B, and he had proposed that it should be discussed during the present meeting.
There had been no objection to that proposal, and he had suspended the meeting for five
minutes so that delegates could confer with those in Committee A and obtain the relevant
documents. The background document for agenda item 25 was contained in Annex 11 of
ЕB81 /1988 /REC /1 and was available to all members of the Committee.
When the replies from
the Secretariat had been heard he would ask the Committee if it wished to postpone the
vote on the draft resolution.
Dr KREISEL (Director, Division of Environmental Health), thanking speakers for their
support of WHO's work on derived intervention levels, said that agreement had been
reached with FAO on levels of radionuclides in food moving in international trade, which
would lead to a harmonization of radionuclide levels in food.
Replying to the Bulgarian delegate, he said that the permissible exposure dose after
the first year had been discussed by the expert group, but it had been unable to provide
specific guidance on such doses, and that aspect had therefore not been included in the
However, there was a reference to pregnant women on page 18 of WHO's
document.
guidelines for derived intervention levels for radionuclides in foods,1 pointing out
that the risk of serious mental retardation which could result from exposure of the fetus
during the period 8 -15 weeks after fertilization should be considered, and that it was in
the range of 0.4 Sv -1.
If exposure was uniform over a year, 5 mSv would incur a risk of
serious mental retardation of the order of 3 in 10 000 in a child exposed as a fetus.
However, there was evidence that a significant threshold might exist for that
effect, and if so, no extra precaution need be introduced because the threshold might be
Until the presence or absence of such a threshold was
as high as several hundred mSv.
confirmed, national authorities might wish to consider mental retardation as a possible
stochastic effect that conferred critical group status on the fetus at the stage of
development of 8 -15 weeks after fertilization.
Replying to the United Kingdom delegate, he said that before Chernobyl, WHO had had
one in Oak Ridge (USA) and one in Paris.
two collaborating centres:
Since then, one
centre had been added in Leningrad (USSR), and negotiations were under way to add four or
five more:
two in Latin America, one in Japan, one in Australia and one in India.
Regarding the advice which WHO would like to obtain from those centres, he said that
either before or after the accident WHO would like to be advised on medical assistance
and on monitoring, specifically with reference to staff training and other advisory
services and on the preparation of emergency plans.

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that although
he understood the need for collaborating centres he nevertheless felt that plans and
procedures for dealing with emergencies should be prepared in cooperation with the
If he received assurance that that would
national health authorities of Member States.
be done, his delegation would be glad to support the draft resolution.
Dr KREISEL (Director, Division of Environmental Health) said that WHO intended to
collaborate with the health authorities in the country concerned as well as with others,
apart from and in addition to the collaborating centres designated and to be designated.

World Health Organization. Derived intervention levels for radionuclides in
Guidelines for application after widespread radioactive contamination resulting
Geneva, 1988.
from a major radiation accident.
1
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The CHAIRMAN asked whether the Committee was prepared to consider the resolution
before it, with the amendment proposed by the delegate of Canada.
Dr RUESTA DE FURTER (Venezuela) formally proposed that consideration of the
resolution be postponed.
Dr LARIVIERE (Canada) said that he agreed, and expressed the hope that the
resolution would be approved by consensus.

The CHAIRMAN said that the resolution, as amended, which he also hoped would be
approved by consensus, could be considered the following day.
It was so agreed (see summary record of the ninth meeting, section 2).

3.

UNITED NATIONS JOINT STAFF PENSION FUND:

Item 35 of the Agenda

Annual Report of the United Nations Joint Staff Pension Board for 1986:
Agenda (Document A41/15)

Item 35.1 of the

The CHAIRMAN said that a summary of the annual report of the United Nations Joint
Staff Pension Board for 1986 was contained in document A41/15.

Mr MUNTEANU (Director, Division of Personnel and General Services), introducing the
report, said that document A41/15 had been presented to the Health Assembly in conformity
It briefly
with the regulations of the United Nations Joint Staff Pension Fund.
highlighted the financial situation of the Fund and summarized the action taken by the
United Nations General Assembly at its last session in December 1987. Full details,
including matters considered by the Pension Board and recommendations made by the General
Assembly, were to be found in the Official Records of the United Nations General
Assembly's forty - second session (Supplement No.9 (А/42/9)), copies of which were
available in the conference room.
The only action to be taken by the Health Assembly would be to note the status of
the operations of the Joint Staff Pension Fund, as indicated by its annual report for the
year 1986 and as reported by the Director- General in the document before the Committee.
The Committee decided to recommend to the Forty -first World Health
Decision:
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 1986 and as reported by the Director -General.

Appointment of representatives to the WHO Staff Pension Committee:
Agenda (Document A41/16)

Item 35.2 of the

The CHAIRMAN said that the item covered the appointment of a member and an alternate
member of the WHO Staff Pension Committee to replace the member and alternate member
whose terms were expiring.
The Committee would recall that, in 1976, the Executive Board had proposed a
modification to the procedure of selecting Health Assembly representatives for the WHO
Staff Pension Committee by providing that one member be designated by name, to serve in a
personal capacity, and be appointed possibly for a term longer than the normal three
years, whether or not he or she was or continued to be a member of the Executive Board.
The Twenty -ninth World Health Assembly, in 1976, recognizing the importance of
maintaining greater continuity of representation on the WHO Staff Pension Committee and
on the United Nations Joint Staff Pension Board, had accepted that recommendation.
In
1985, the Health Assembly had appointed Sir John Reid for three years to serve in a
personal capacity.

1

Transmitted to the Health Assembly in the Committee's third report and adopted

as decision WHA41(ll).
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The terms of office of Sir John Reid and of the alternate member designated by the
Government of Democratic Yemen would expire at the closure of the Forty -first World
Health Assembly.
In the light of the precedents established, the Committee might therefore wish to
recommend to the Health Assembly that it appoint its new representatives on the WHO Staff
Pension Committee by: (1) appointing Sir John Reid, in a personal capacity, for a further
period of three years; and (2) selecting a Member State from among those entitled to
designate a person to serve on the Executive Board, whose designated person would then be
the alternate member of the Committee for a period of three years.
As 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 individual concerned and a Member State from a region
no longer represented on the Committee, namely, from the Eastern Mediterranean Region.
If the Committee agreed, he would first call for the renewal of the appointment of
Sir John Reid to serve in a personal capacity for a period of three years, whether or not
he was or continued to be a member of the Executive Board.

Professor COLOMBINI (Italy) commended the excellent work performed by Sir John Reid
His long experience in the health field and in the activities
in his personal capacity.
of WHO had enabled him to perform his duties in a very satisfactory manner.
The Italian
delegation therefore proposed that the appointment of Sir John Reid should be renewed for
a

further period of three years.
Ms EIDHEIM (Norway)

seconded that proposal.

The CHAIRMAN announced that Sir John Reid was accordingly appointed, in a personal
capacity, for a further period of three years.
He called for nominations of a Member State entitled to designate a person on the
Executive Board whose designee would be appointed alternate member of the WHO Staff
Pension Committee to replace the member of the Executive Board designated by the
Government of Democratic Yemen.

Mr QUTUB (Saudi Arabia)
Dr YACOUB (Bahrain)

seconded the proposal of the delegate of Saudi Arabia.

The Committee
Assembly that it appoint
Staff Pension Committee,
Government of the Libyan
appointments being for a
Decision:

proposed the Libyan Arab Jamahiriya.

decided to recommend to the Forty -first World Health
Sir John Reid, in a personal capacity, as member of the WHO
and the member of the Executive Board designated by the
Arab Jamahiriya as alternate member of the Committee, the
period of three years.
.

The meeting rose at 15h45.

1 Transmitted to the Health Assembly in the
as decision WHA41(12).

Committee's third report and adopted
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Chairman:

1.

12 May 1988.

at 9h20

Dr T. MORK (Norway)

THIRD REPORT OF COMMITTEE B (Document А41/34)

Dr Sung Woo LEE (Republic of Korea), Rapporteur, read out the draft third report of
Committee B.
Dr AL -ZAIDI (Libyan Arab Jamahiriya) said that, according to the decision on item
35.2 adopted in his delegation's absence, the Government of the Libyan Arab Jamahiriya
had been invited to designate an alternate member of the WHO Staff Pension Committee.
Unfortunately, the Libyan representative would be unable to fulfil that function, and his
delegation therefore requested that the nomination be withdrawn.

The CHAIRMAN suggested that, pending further consultations, the Committee should
adopt the report excluding the decision on item 35.2 (see summary record of the tenth
meeting, section 1).
The report was adopted.1

2.

RADIONUCLIDES IN FOOD: WHO GUIDELINES FOR DERIVED INTERVENTION LEVELS:
Item 25 of
the Agenda (Document EB81 /1988 /REC /1, resolution EB81.R18 and Annex 11) (continued
from the eighth meeting, section 2)

The CHAIRMAN called attention to the draft resolution recommended by the Executive
Board in resolution EB81.R18 as amended by the Canadian delegation at the preceding
meeting of the Committee.

The draft resolution, as amended, was approved by consensus.2

3.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

Item 34 of the Agenda (continued)

General matters:
Item 34.1 of the Agenda (Resolution EB81.R15 and decision ЕВ81(5);
Documents A41 /10, A41 /11, and A41 /INF.DOC. /1) (continued from the eighth meeting,
section 1)

Draft resolution on the embargo of medical supplies and its effect on health care
The CHAIRMAN called attention to the following draft resolution submitted by the
delegations of Afghanistan, Algeria, Angola, Bahrain, Benin, Burkina Faso, Burundi, Cuba,
Democratic People's Republic of Korea, Democratic Yemen, Djibouti, Ethiopia, Ghana,
Guinea- Bissau, Islamic Republic of Iran, Iraq, Jordan, Kuwait, Lebanon, Libyan Arab
Jamahiriya, Mauritania, Morocco, Nicaragua, Niger, Nigeria, Panama, Qatar, Saudi Arabia,
Somalia, Sudan, Syrian Arab Republic, Uganda, United Arab Emirates, Viet Nam and Yemen,
noting that the delegation of Tunisia wished its name to be added among the sponsors:
1

See document WHA41 /1988/REC/2.

2 Transmitted to the Health Assembly in the Committee's fourth report and adopted
as resolution WHA41.29.
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The Forty -first World Health Assembly,
Mindful of the principle contained in the WHO Constitution stating that the
health of all peoples is fundamental to the attainment of peace and security;
Reaffirming that the United Nations General Assembly resolution 26/25 (D -25)
concerning friendly relations and cooperation between countries is fully valid for
the solution of the problems facing those countries;
Recalling United Nations General Assembly resolution 39/210 reaffirming that
developed countries should abstain from threatening or imposing economic
restrictions or embargoes or other penalties;
Recalling the note by the Director- General concerning the effects on people's
health of withholding medical supplies and the Executive Board's decision on the
subject;

CONDEMNS the imposing of embargoes on medical supplies, which represents a
threat to countries' health development, hinders health care programmes, contradicts
the basic principles of WHO as well as its medical, ethical and humanitarian
objectives, and is an obstacle to international health cooperation and the
achievement of health for all by the year 2000;
1.

2.
REQUESTS Member States imposing embargoes on the Libyan Arab Jamahiriya or any
other Member State to suspend them;
3.

REQUESTS the Director -General:
(1)
to take all necessary measures to assist all Member States affected by
embargoes to obtain supplies according to their requirements;
(2)
to follow up the implementation of this resolution, taking the necessary
steps to ensure the cooperation of Member States and prevent the consequences
of embargoes imposed on medical supplies, and to report to the Forty - second
World Health Assembly.

Dr AL -ZAIDI (Libyan Arab Jamahiriya), introducing the draft resolution, pointed out
that the substance of the draft resolution did not concern one country, but raised a
number of humanitarian issues in the interests of ideal cooperation among nations,
notwithstanding political, social and religious differences.
It reflected the belief
that health should be a uniting factor in the world, helping to reduce political and
social tensions.
Coming from a country which had directly suffered from an embargo on medical
supplies, he was able to vouch for the serious effects of such a state of affairs.
The
Libyan Arab Jamahiriya was dependent on the technology of the country imposing the
embargo, and despite close contact with many countries which had helped to alleviate its
effects the resulting shortage of drugs and, more particularly, of spare parts for the
maintenance of medical equipment had seriously jeopardized his country's ability to
provide adequate health care, including primary health care, to its citizens.
WHO was not a supranational organization with authority over countries, but as a
humanitarian organization it could take a stand on such matters as embargoes and other
forms of pressure on countries through measures related to health.
The draft resolution
was not directed against any particular country;
it was based on purely humanitarian and
moral considerations and drew attention to the dangerous effects of embargoes, which
tended to be imposed for political reasons.
On behalf of the sponsors, he called on the
Committee to adopt the draft resolution.

Mr HAMMOND (Canada) expressed misgivings about the need for the draft resolution in
view of decision ЕВ81(3) adopted by the Executive Board at its eighty -first session. His
delegation wondered whether the Director - General had encountered any difficulty in
finding a satisfactory solution to particular cases put to him pursuant to the Executive
Board's decision, and whether any Member State had notified him that it was being
deprived of medical supplies by any State and had requested assistance under the facility
set up to deal with situations such as that alleged in the case under discussion.
no difficulty had
The DIRECTOR - GENERAL replied in the negative to both questions;
been encountered and no particular request made. Had there been any difficulties, he
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would have been morally obliged to inform the Health Assembly about them, in the light of
his own statements on the subject and especially of the Executive Board decision.
Professor ВORGOÑO (Chile) pointed out that precedents existed for the proposal
Noting that in introducing the draft resolution, the delegate of
before the Committee.
the Libyan Arab Jamahiriya had specified that the aim was not to single out any country
in particular, he suggested that operative paragraph 2 be consequently amended by
Furthermore, as a matter of basic
deleting the reference to the Libyan Arab Jamahiriya.
human rights and for reasons of consistency, if WHO disagreed with embargoes in
He would
principle, that should apply to all countries and not merely Member States.
therefore suggest that operative paragraph 2 be amended to read:
REQUESTS Member States imposing embargoes on any other State to suspend them;
On balance, he saw no harm in adopting a resolution on the subject, but considered
that consistency was essential not only in WHO but in the United Nations system as a
whole.
Mr VON ALVENSLEВEN (Federal Republic of Germany), speaking on behalf of the Member
States of the European Community, said that, since the Director - General had just made his
position quite clear and had not, pursuant to decision ЕВ81(3), informed the Executive
Board or the Health Assembly of any such difficulty, the Twelve saw no reason for the
matter to be considered at the current Health Assembly.

Mr DANIELSSON (Sweden) first proposed an editorial amendment to the second
preambular paragraph of the draft resolution, where the symbol of the General Assembly
resolution should read "2625 (XXV) ". Then, in the hope of reconciling the differences of
opinion, he suggested that the third preambular paragraph should be deleted since the
resolution referred to had been a contentious one, and it was preferable to refer only to
and that operative paragraphs 1, 2 and 3 be replaced by a single
consensus resolutions;
paragraph reading:
CONFIRMS the principles laid down by the Executive Board's decision ЕВ81(3).
Dr AL -ZAIDI (Libyan Arab Jamahiriya) expressed astonishment at the
Director -General's reply, since the Government of the Libyan Arab Jamahiriya had indeed
formally asked him to help it to obtain certain types of medical supplies, especially
those most urgently needed, previously imported from the United States of America and
unobtainable from other sources. A reply had been received from WHO stating that the
budget of the Organization did not enable WHO to provide the materials requested, and
No further request
advising his Government to seek alternative sources of assistance.
had been addressed to WHO after receiving that letter.
In the previous year, however,
the Director - General had been approached with a list of the Libyan Government's urgent
requirements and a request for him to intervene through the WHO office in the Libyan Arab
Jamahiriya, since the situation had become critical.
At the end of 1986 and beginning of
1987, many heart operations had been in abeyance and certain types of X -ray services had
been brought to a standstill as the result of a lack of spare parts for the equipment.
The firm which imported and maintained the equipment had been unable to secure approval
to import the parts from the United States of America, whose Government was imposing the
embargo.
The Director -General of WHO had therefore been requested by letter to act as an
intermediary - as could be verified by contacting the firm itself - but so far the whole
question remained unresolved.
He urged that the draft resolution be adopted as it stood, and disagreed with the
proposals by the delegate of Sweden.
The DIRECTOR - GENERAL recalled that the matter had been discussed in 1987, when he
On 11 May 1988 he had
had made some suggestions concerning the procedure to be followed.
been informed that there was no fundamental obstacle to WHO carrying out its mandate. He
suggested that, in order to avoid any controversy, further consideration of the draft
resolution should be postponed to allow him time to ascertain exactly what the
Organization had done and whether there had been any misunderstanding.

COMMITTEE

B:

NINTH MEETING

223

Dr CUMMING (Australia) said that the Australian Government recognized that it would
be a matter of genuine humanitarian concern if an economic embargo were to lead to the
unavailability of essential medical supplies in a country. His delegation had thus
welcomed the undertaking given by the Director - General at the Fortieth World Health
Assembly to assume the task of finding a solution to such situations when they arose.
That commitment had subsequently been formalized in a procedure whereby countries unable
to obtain necessary medical supplies would approach him and identify the supplies which
were unavailable so that he could deal with the problem.
Australia had supported the
Given the fact that the procedure had been
Executive Board's decision on the matter.
established and given the Director -General's reply to the questions by the Canadian
delegation, it would be most appropriate if the draft resolution before the Committee
were simply to endorse the Executive Board's decision.
His delegation therefore
supported the amendments proposed by the Swedish delegate.
Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation took the
view that to deprive any Member State of the possibility of obtaining medical supplies
for political or any other reasons was an anti -humanitarian act and should have no place
in international practice.

The CHAIRMAN, noting that there were no more speakers on his list, suggested that
decision on the draft resolution be deferred until the next meeting.

a

It was so agreed (see summary record of the tenth meeting, section 3).

Draft resolution on the difficult health situation experienced by the people of
Panama
The CHAIRMAN drew attention to the following draft resolution submitted by the
delegations of Argentina, Barbados, Bolivia, Brazil, Colombia, Costa Rica, Cuba,
Democratic People's Republic of Korea, Honduras, Mexico, Mozambique, Nicaragua, Panama,
Peru, Sierra Leone, Uruguay, Venezuela and Viet Nam:
The Forty -first World Health Assembly,
Reaffirming that health is an inalienable right of all peoples;
Concerned at the difficult health situation now being experienced by the people
of Panama;

URGES all Member States to refrain from taking measures which could be
detrimental to the health of the people of Panama;
1.

2.
INVITES all Member States to intensify technical cooperation in the field of
health, especially among developing countries, with the aim of attaining the goal of
health for all by the year 2000.

Mr VILLARREAL (Panama), introducing the draft resolution, said that the purpose of
the text proposed by his delegation, sponsored by the Latin American Group and others,
was to obtain moral support and health assistance from WHO and its Member States in
connection with the difficult health situation being experienced by the people of
Panama.
No political confrontation with any State was involved, since his Government was
aware that there was no room for politics in health matters, in which humanitarian
considerations must prevail.
He therefore hoped that the draft resolution would be

approved by consensus.
Mrs DE DUQUE (Colombia), speaking as coordinator of the Latin American Group,
confirmed that the draft resolution had its support. The proposal was in keeping with
the Organization's constitutional objectives, and she hoped that it would be approved by
consensus.

Mr BOYER (United States of America) said that the thrust of the draft resolution
under discussion was similar to that of the preceding draft resolution, further
consideration of which had just been postponed. Consequently, he suggested that the
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matter now before the Committee be deferred until a decision had been taken concerning
the earlier proposal which, if the Committee agreed to accept the Swedish amendment,
would achieve the purpose of that now under discussion.
Mr ALEMÁN (Nicaragua) queried whether the situation referred to in the draft
resolution on Panama was the same as that referred to in the preceding draft resolution
and, in particular, whether it also involved an existing or contemplated embargo.

Mr VILLARREAL (Panama) submitted that the draft resolution mentioned by the United
States delegate concerned a totally different situation. The draft resolution under
consideration was purely humanitarian in nature;
and he saw no reason why it should be
related to the one discussed earlier. He would respect the Chairman's decision on the
matter, but believed that it could be taken up at once.
Mr ARRIAZOLA (Mexico) said that he had no objection to any procedure which was
deemed appropriate.
He had, however, some doubt concerning similarities between the
draft resolution under discussion and that examined previously. Among other things, the
subject -matter of the earlier resolution had already been discussed at the Health
Assembly and in the Executive Board, whereas the situation now under consideration was
being discussed in the Organization for the first time.

The CHAIRMAN proposed that further consideration of the draft resolution be
postponed until the next meeting.
It was so agreed (see summary record of the tenth meeting, page 242).

Draft resolution on the implementation of technical cooperation among non- aligned
and other developing countries
The CHAIRMAN drew attention to the following draft resolution submitted by the
delegations of Cuba, Democratic People's Republic of Korea, Nicaragua, Yugoslavia,
Zambia,

and Zimbabwe:

The Forty -first 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 technical cooperation among developing countries;
Reiterating that peace and security are essential to health, and therefore
condemning all actions that disturb other countries' peace and security;
Stressing the importance of the decisions adopted by the non- aligned and other
developing countries regarding the need for countries to attain self -reliance

through technical cooperation;
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 through technical cooperation;

DEPLORES the interference of any country in other countries' self reliance and
their national social, economic and health development efforts;
2.

-

REQUESTS the Director - General to mobilize support for these and other Member
countries in the implementation of their strategies to achieve self -reliance through
technical cooperation, and to keep the Health Assembly informed of the progress
3.

made.
Dr MUCHEIWA (Zimbabwe), introducing the draft resolution, recalled that Zimbabwe
currently held the chairmanship of the Non -Aligned Movement. Accordingly, as that
country's Minister of Health, he had had the responsibility of presiding over meetings of
the coordinating committee of the Movement's ministers of health, which had held several
Some of the latter had been
meetings in 1988 and adopted a number of resolutions.
brought together in a single, non- controversial resolution.
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The text before the Committee dealt with certain health - related aspects of human
rights, which were not specifically mentioned, together with peace and security, which
were fundamental prerequisites for the attainment of the goal of health for all by the
year 2000.
There was a close connection between peace and human rights on the one hand,
and development on the other.
Health was a development issue that had to be approached
within the context of technical cooperation among developing countries, and development
must be supported in all fields without any outside interference.
Operative paragraph 2 of the draft resolution was not directed against any Member
State.
There were Third -World countries which had not known peace since the end of the
Second World War, and the sponsors of the draft resolution were merely appealing to the
Health Assembly to affirm the need to promote peace, human rights and technical
cooperation as part of the effort to achieve health for all by the year 2000.
The draft resolution was approved by consensus.1

Mr HAMMOND (Canada), speaking in explanation of vote, said that his delegation had
not wished to prevent a consensus from being reached on the draft resolution, which
appeared to have been submitted in good faith. Had there been a vote, however, it would
at best have abstained, but would probably have had to oppose the draft resolution, which
it found difficult to understand.
As a matter of principle, his delegation normally
abstained or voted against draft resolutions that were not understandable.
According to the delegate of Zimbabwe, operative paragraph 2 was not directed
against any State. Consequently it was difficult to see why it had been included in the
text.

Mr BOYER (United States of America), speaking in explanation of vote, said that his
delegation shared the reservations expressed by the delegate of Canada with regard to
operative paragraph 2, the meaning of which was puzzling.
Mr LADSOUS (France), speaking in explanation of vote, said that his delegation had
reservations regarding what was meant by certain passages in the draft resolution,
including operative paragraph 2, on which he agreed with the delegate of Canada.

Professor ROOS (Switzerland) associated his delegation with the reservations
expressed by the delegates of Canada, United States of America and France.

4.

FORTIETH ANNIVERSARY OF THE WORLD HEALTH ORGANIZATION AND TENTH ANNIVERSARY OF THE
DECLARATION OF ALMA -ATA:
Item 12 of the Agenda

Draft resolution on the role of epidemiology in attaining health for all
The CHAIRMAN drew attention to the following draft resolution submitted by the
delegations of Australia, Cyprus, Japan, New Zealand, Samoa, Thailand, United Kingdom of
Great Britain and Northern Ireland, and Viet Nam:

The Forty -first World Health Assembly,
Noting the importance of epidemiology as a tool for the formulation of rational
health policy;
Recognizing the essential role of epidemiology not only in studying the causes
and means of prevention of disease, but also in health systems research, information
support, technology assessment, and the management and evaluation of health
services;
Emphasizing the need of Member States for relevant epidemiological input in
preparing and updating their health - for -all strategies, defining related targets,
and monitoring and evaluating their attainment;

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted
as resolution WНА41.30.
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Noting with concern the discrepancy between the content of training in
epidemiology in schools of medicine, public health and other health sciences, and
the needs of Member States;
Encouraged by the interest shown by many epidemiologists, including the
International Epidemiological Association, in promoting the broader view of
epidemiology encompassing consideration of economic, social, cultural and other
factors relevant to contemporary health problems, and in promoting related training;
URGES Member States to make greater use of epidemiological data, concepts and
methods in preparing, updating, monitoring and evaluating their health - for -all
strategies;
1.

APPEALS to schools of medicine, public health and other health sciences to
ensure training in modern epidemiology that is relevant to countries' needs
regarding their health - for -all strategies and, in particular, the needs of
developing countries;
2.

WELCOMES the involvement of many epidemiologists around the world and in
particular thanks the International Epidemiological Association for its willingness
to collaborate with WHO in promoting new trends in epidemiology and related
training;
3.

ENDORSES the Director -General's proposal to strengthen collaboration between
WHO and the International Epidemiological Association;
4.

5.

REQUESTS the Director -General:
to establish a multidisciplinary panel of experts on epidemiology;
to convene as soon as possible, in collaboration with epidemiologists
including the International Epidemiological Association, a group of experts to
define the desired nature and scope of epidemiology in support of
health - for -all strategies and related training with regard to the expanded role
(1)
(2)

of epidemiology;
(3)
to report on the implementation of this resolution,
conclusions of the above -mentioned group of experts.

including the

Dr DE SOUZA (Australia), speaking on behalf of the sponsors of the draft resolution,
pointed out the important role of epidemiological studies in many of the issues that the
Health Assembly had been discussing, such as tobacco and health, and AIDS.
Epidemiology
was much more than what he called "number- crunching" or assessing morbidity and mortality
patterns. Countries were continually updating their strategies for health for all, and
that required a constant review of the health system - which also involved
epidemiological studies. The planning of health systems and the related health systems
research called on that discipline, as did much activity in other sectors and all the
work of monitoring and evaluation. The soundness of health technology, in social and
economic as well as scientific terms, had to be judged in an epidemiological perspective.
Briefly, epidemiology had application far beyond the mere study of the causes of
disease;
yet there were very few schools of medicine, public health and other sciences
Nor had the issue been given sufficient
that provided epidemiological training.
attention in WHO.
Epidemiologists worldwide, and more especially the International
Epidemiological Association, had recently awakened to the need to promote a broader view
of epidemiology that encompassed economic, social, cultural and other health - related
factors, and to promote its training.
After describing the composition and activity of the International Epidemiological
Association, which had enjoyed official relations with WHO since 1966, he said that the
draft resolution called for a strengthening of the relationship and the promotion of
broader epidemiological thinking and practice. He commended it to the Committee's
consideration.

The DIRECTOR - GENERAL said that some delegations might be puzzled by the reference to
He
"the Director -General's proposal" in operative paragraph 4 of the draft resolution.
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explained that he had been deeply concerned over the sharp decrease in the number of good
epidemiologists that had taken place during the past two decades.
In the 1950s and 1960s
there had been an active core of epidemiologists in many countries.
In the 1970s and
1980x, however, there had been a remarkable decline in both the availability of good
epidemiologists and in the importance attached to epidemiology as a tool for the
formulation and management of rational health policies.
Nowhere in the world was a solid
training being provided for "health generalists" - persons who combined epidemiology as a
basic science for understanding all health problems, the management skills to deal with
them, the information needed in order to obtain the right kind of continuous monitoring
and evaluation, and the health systems research required to keep on finding innovative
In the European Region, the need to institute new
solutions to difficult problems.
teaching arrangements for the training of health generalists was widely acknowledged.
The lack of epidemiological knowledge was at the root of very poor management in
many countries. It was very difficult to attack a problem if its medical and also social
and economic ramifications could not be identified. He had therefore requested the
International Epidemiological Association to look into the matter.
Some of its
consultants had been invited to Geneva for discussions, and they had been as appalled as
he was by the decline in the importance attached to epidemiology in the broader sense
which he had described. He therefore believed that the time had come to ask the Health
Assembly whether it considered that the battle was being lost in one of the most
fundamental disciplines required for the attainment of health for all.
The Health
Assembly might wish to take a decision on the matter immediately or it might prefer that
the subject be taken up by the Executive Board at its forthcoming session, for subsequent
discussion at the Forty - second World Health Assembly.
Something, however, needed to be
done to rectify the situation.
Mr MOYO (Zimbabwe) said that his delegation supported the draft resolution and
wished to be included among its sponsors.

Professor BORGOÑO (Chile) agreed with the Director - General on the importance of
epidemiology and welcomed the draft resolution. He pointed out, however, that the
efforts called for by the Director - General had already been made in the Region of the
Americas;
the matter had been discussed at length by the Pan American Health
Organization and a major conference had been held on the subject five years previously at
Buenos Aires.
He could not agree with the role assigned in the draft resolution to the
International Epidemiological Association, which was representative of less than half the
Member States of the Organization. Other epidemiological bodies should be associated
with the proposed undertaking, but he did not think that the resolution should
specifically mention any epidemiological grouping.
He did not consider it necessary to establish a multidisciplinary panel of experts
on epidemiology since such a body already existed in WHO's Division of Epidemiological
Surveillance and Health Situation and Trend Assessment. Whilst it was desirable to
convene a group of experts, as mentioned in operative paragraph 5(2) of the draft
resolution, he did not agree with the procedure laid down, which would create a fairly
WHO already had a procedure for selecting members of expert
strange precedent;
committees. He therefore suggested rewording operative paragraph 5(2) to read "to
convene as soon as possible a group of experts to define the desired nature ... including
significant representation of developing countries ", since epidemiology was particularly
important in those countries.
Referring to operative paragraph 4, he wondered whether or not the Director - General
had made a formal proposal on the subject and, if so, what it was.
The CHAIRMAN said that the Director - General had made it clear that he
any formal proposal, but had taken an initiative with regard to discussing
with the International Epidemiological Association. He asked the delegate
whether he was putting forward formal proposals.
If the answer was in the
he would request him to hand in his amendments in writing.

Professor BORGOÑO (Chile) replied in the affirmative.

was not making
the matter
of Chile
affirmative,
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Dr DE SOUZA (Australia) pointed out that operative paragraph 5(2) referred to
epidemiologists in general and not solely to the International Epidemiological
Association. He would agree to the proposed addition of the words "including significant
representation of developing countries" in that paragraph, and had no objection to
replacing "proposal" by "initiative" in operative paragraph 4.

Professor BORGOÑO (Chile) wondered whether in fact there had been a proposal or even
an initiative.
If the Director - General had taken an initiative, he would like to know
what it was, otherwise everybody would be talking at cross purposes.
The DIRECTOR - GENERAL said that the simplest course would be to delete the passage in
question.
Dr DE SOUZA (Australia), speaking as one of the sponsors, said that he had no
objection to deleting operative paragraph 4.
Dr SAVEL'EV (Union of Soviet Socialist Republics) said that he supported the
resolution in its entirety except in respect of operative paragraph 5(3), which should
make it clear who was to prepare the report and to whom it was to be addressed.

Mr LADSOUS (France) said that his delegation appreciated the importance of
epidemiology but wondered whether it should be given high priority at a time of severe
financial stringency. How much would it cost to implement operative paragraphs 5(1) and
He endorsed the Director- General's suggestion that the
(2) of the draft resolution?
matter could be referred to the next session of the Executive Board.
That would give
time to consider it more fully.
Mrs LUETTGEN DE LECHUGA (Cuba) proposed two amendments, of which the first was to
insert the words "which will include appropriate representation of developing countries"
after "multidisciplinary panel of experts on epidemiology" in operative paragraph 5(1).
Her second amendment was the same as that put forward by the delegate of Chile with
regard to operative paragraph 5(2).
The DIRECTOR -GENERAL, replying to the points raised by the delegate of France, said
that no health system could function efficiently without a solid basis of epidemiological
expertise. He gave the highest priority to that discipline.
However, he had no
illusions regarding the availability of additional funds within the regular programme
budget, so that the costs of implementing the draft resolution would have to come out of
existing funds. There might possibly be some additional support in the shape of
additionally mobilized resources from within the regular programme budget, without,
however, sacrificing any other priority. He agreed with the delegate of Chile that an
expert panel on health situation and trend assessment already existed, but it was
precisely because he was not satisfied with it that he considered that a much more
broadly based body should be set up to produce a much greater impact on the
Organization.
Epidemiology would figure prominently in the mandate of the new body.
Dr LARIVIERE (Canada) did not think that the draft resolution would result in any
substantial expenditure. Rather he saw in it a qualitative adjustment and not a
quantitative addition. His delegation wished to be included among the sponsors of the
draft resolution under discussion.
Dr DAVIS (United States of America), expressing support for the resolution, said
that it was on the strengthening of epidemiological capacity and institutions at national
The United States of America was
level that the major effort of WHO should be focused.
confident that the International Epidemiological Association, with its considerable
organizational capacity, would be able to assist WHO in that endeavour.
Nevertheless, he
would draw the Director -General's attention to other international bodies of
epidemiologists which could also assist WHO.
Dr DIETERICH (Federal Republic of Germany) thanked the Director - General for his
initiative and said that his delegation wished to be included among the sponsors of the
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draft resolution, as amended during the current meeting.
Previous Health Assemblies had
emphasized the importance of epidemiology, and that should be mentioned in a preambular
paragraph.
Dr RODRIGUES CABRAL (Mozambique) said that he agreed with the Director -General on
the urgent need to develop epidemiology in all aspects of health care and
administration.
The draft resolution proposed cost -effective measures, and it was up to
WHO to coordinate all efforts, both international and national, to reach the goals laid
down in the draft resolution. However, he had reservations regarding the prominence
given to the International Epidemiological Association, as other similar bodies existed.
He would prefer the draft resolution to be couched in more general terms on that point.
He also suggested that the subject could be usefully discussed during the forthcoming
session of the Executive Board, the agenda for which included an item on the relations
between WHO and nongovernmental organizations. A decision should be postponed until the
Forty - second World Health Assembly.
He supported the amendments proposed by Chile and
Cuba to operative paragraphs 5(1) and (2).
Dr MEJÍA (Colombia) said that his delegation considered that the proposed resolution
was most pertinent, since traditional epidemiology had not evolved with the rapidity
necessary to meet the needs of health services.
Even the International Epidemiological
Association had on several occasions dealt with subjects closely connected with the
application of epidemiological methodology to health services management and information
systems. A recent meeting in Yugoslavia had dealt with exactly that subject. There had,
however, been great difficulty in going from theory to practice.
The reports and the
discussions had been circulated only on a somewhat limited scale, and usually in only one
language:
English.
His delegation thought that it was time to revive interest.
It was
urgently necessary to increase effectiveness and efficiency in the organization of health
services.
Some countries were giving it special importance because of the policy of
administrative and financial decentralization of health services.
Epidemiological methodology had much to contribute to the management and planning of
services and to the decision -making process.
It was widely known that the policy -makers
in health matters tended to have a symptomatic view of health problems and to see them in
isolation. Resource assignment was frequently incorrect, and resources were allocated to
areas that were not necessarily priorities because of that symptomatic approach.
delegation accordingly supported the draft resolution and noted that many of the
discrepancies referred to earlier were due in large part to subtle but also substantive
differences between the English and the Spanish texts, which would clearly have to be
reconciled.
In the Region of the Americas, great emphasis was being placed in certain
programmes on the strengthening and reorientation of epidemiology in the context of
development of health leadership, and the training of a strong group of leaders; that
involved strengthening the epidemiological capability of institutions. He acknowledged
the great merit of the International Epidemiological Association, but other
organizations, including nongovernmental ones, which maintained official relations with
the Organization, such as public health associations, and the World Organization of
National Colleges, Academies and Academic Associations of General Practitioners /Family
Physicians, also strongly supported such an approach. A number of medical organizations
would be considering at the forthcoming Edinburgh meeting problems similar to those that
the Committee was now discussing.

The CHAIRMAN said that in view of the number of amendments proposed he intended to
set up a working group at the close of the discussion with a view to reaching consensus
on a draft resolution.
Dr DE SOUZA (Australia) said that much of the earlier consultation had taken place
with the International Epidemiological Association mainly because it had long - standing
official relations with WHO. That did not mean that other organizations should not be
he hoped the working group would look into the question.
involved;

Mr WENNSTR0M (Sweden) said that his delegation supported the draft resolution and
would also endorse any linguistic changes that strengthened the implication of broader
cooperation with international epidemiological organizations. Epidemiological data and
analyses should play a greater part in the formulation and implementation of health
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policy.
Development had to be monitored, updated and evaluated, having regard to health
Such epidemiological work should be related to the use made of
hazards and health care.
resources.
As the Director - General had said, training in epidemiology should be
improved, and research and development in the aforementioned fields expanded.
Epidemiological work included the collection of information of a personal and
sensitive nature on patients that was often stored in special registers.
His delegation
was concerned that the principle of confidentiality should be respected, particularly in
regard to the use made of that information.
Dr GRANT (Ghana) said that her delegation supported the resolution.
In sub - Saharan
Africa in general and in West Africa in particular there was a severe shortage of
epidemiologists.
In Ghana, a great discrepancy existed between training in epidemiology
in schools of medicine and public health and training in the other health sciences.
The
many diseases prevalent in her subregion made it imperative to implement the proposals of
operative paragraph 5 of the draft resolution, as amended by the delegates of Chile, Cuba
With the help of an adequate
and the United States of America, as soon as possible.
number of epidemiologists - of which there were few, albeit of high quality, in her
country - Ghana might have been able to prevent the recurrence of epidemics. The
collection of data, the keeping of records and the circulation of information were all
inadequate, while research was virtually non -existent.
Dr CORNAZ (Switzerland) said that the reflections presented by the Director -General,
the delegate of Australia and other speakers were sufficiently convincing to make further
argument in favour of the proposals in the draft resolution unnecessary. Her country
gave unreserved support to the proposal to strengthen the role of epidemiology in health
It was indeed a true priority.
It should be strengthened in WHO through
promotion.
efforts by Member States, universities and research organizations and above all in
private organizations committed to health promotion. The undeniably important work by
the International Epidemiological Association should not lead to the creation of a
monopoly; nor was WHO the only institution to give increasing importance and pay more
attention to epidemiology. What was important was to ensure that epidemiology was
integrated both into research and into operational activities, in North and South alike.

Dr QUIJANO NAREZO (Mexico) expressed surprise at the length of the discussion.
There had been apparent divergences at times, but he believed that the Health Assembly
could hardly be more in agreement with what the Director - General had said on the need to
stimulate training and the practical application of general epidemiology in all
countries.
Perhaps the explanation might be that, first, during the past eight years the
attention both of governments and epidemiologists had turned entirely towards AIDS so
that other aspects had been overlooked.
In the second place, a fundamental
responsibility of countries and of the world as a whole was reflected in the fourth
preambular paragraph of the draft resolution, namely the discrepancy between the
epidemiological content of teaching in schools of medicine, public health and other
health sciences and the needs of Member States.
It had to be recognized that the
situation existed and that the blame was theirs. Initiatives had to be taken with regard
to the training of general epidemiologists for which a master's or doctor's degree was
not necessary.
Courses similar to those provided under the aegis of WHO in immunology at
Lausanne University, which had been held in other countries, such as Mexico, with highly
beneficial effects, should be introduced.
WHO should also increase the number of places
or centres where technicians could be trained in dealing with blood samples, including
tests for AIDS antibodies.
The number of epidemiologists from developing countries at
WHO headquarters in Geneva might be increased so that they could become familiar with the
that would be useful for their countries when they returned to them.
Organization;

Dr TAPA (Tonga), speaking as a sponsor of the draft resolution, said that WHO's
publication, Smallpox and its eradication, highlighted clearly the essential and
outstanding role of epidemiologists, more of whom were certainly required, with a broader
field of action. His delegation endorsed the various amendments proposed as a means of
further improving the text of the draft resolution.
1 Fenner, F. et al.
Organization, 1988.

Smallpox and its eradication.

Geneva, World Health
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Dr NYAYWA (Zambia) supported the draft resolution, together with the proposed
amendments, but wished to see it broadened by reference to other epidemiological
associations so that none wishing to collaborate with the Organization were excluded.
Dr POUTASI (New Zealand), speaking as a sponsor of the draft resolution, expressed
the hope that it would be possible to achieve a consensus.
Epidemiology was a very
important tool for the formulation of national health policy, helping to plot courses of
action and to evaluate the results.

The CHAIRMAN suggested that the working group to prepare a revised draft resolution
should comprise the delegates of Australia, Chile, Cuba, Federal Republic of Germany, and
USSR, together with any other delegation that wished to take part.
It was

so agreed (see summary record of the tenth meeting,

section 2).

Draft resolution on the global eradication of poliomyelitis by the year 2000
The CHAIRMAN drew attention to the following draft resolution submitted by the
delegations of Brazil, Canada, China, Cyprus, France, Hungary, Indonesia, Italy, New
Zealand, Pakistan, Sri Lanka, Sweden, Thailand, Union of Soviet Socialist Republics,
United States of America, Zaire, and Zimbabwe:

The Forty -first World Health Assembly,
Appreciating the rapid progress being achieved by the Expanded Programme on
Immunization, as evidenced by coverage for a third dose of poliomyelitis or
diphtheria /pertussis/tetanus vaccines of over 50% of children under the age of one
year in developing countries, as well as by the prevention of the death of more than
one million children from measles, neonatal tetanus or pertussis, and the prevention
of the crippling of nearly 200 000 children through poliomyelitis annually in these
countries;
Confident that these coverage rates will continue to rise rapidly and be
sustained, in pursuit of the goal endorsed by the Thirtieth World Health Assembly in
1977 (Resolution WHA30.53) - the provision of immunization for all children of the
world by 1990 - and will lead to further marked reductions in the incidence of most
of the target diseases;
Aware that poliomyelitis is the target disease most amenable to global
eradication, and that regional eradication goals by or before the year 2000 have
already been set in the Regions of the Americas, Europe and the Western Pacific;
Recognizing that the global eradication of poliomyelitis by the year 2000, a
goal cited in the Declaration of Talloires represents both a fitting challenge to be
undertaken now, on the Organization's fortieth anniversary, and an appropriate gift,
together with the eradication of smallpox, from the twentieth to the twenty -first
century;
Noting:
(1)
that achievement of the goal will depend on the investment of adequate
human and on financial resources;
(2)
that this achievement will be facilitated by the continued strengthening
of the Expanded Programme on Immunization within the context of primary health
care and by improving current poliomyelitis vaccines and clinical and

laboratory surveillance;
(3)
that efforts to eradicate poliomyelitis serve to strengthen other
immunization and health services, especially those for women and children;
1.

DECLARES the commitment of WHO to the global eradication of poliomyelitis by

the year 2000;

EMPHASIZES that eradication efforts should be pursued in ways which strengthen
the development of the Expanded Programme on Immunization as a whole, fostering its
contribution, in turn, to the development of the health infrastructure and of
primary health care;
2.
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INVITES Member States which have attained coverage rates of at least 70% for a
third dose of poliomyelitis vaccine, and which continue to have cases of
poliomyelitis, to formulate plans for the elimination of the indigenous transmission
of wild poliomyelitis viruses in ways which strengthen and sustain their national
immunization programmes;
3.

ENCOURAGES Member States which have not yet attained a 70% coverage rate to
accelerate their efforts so as to surpass this level as quickly as possible through
means which also improve and sustain the coverage for the other vaccines included
within the national immunization programmes;
4.

REQUESTS Member States which have confirmed the absence of the indigenous
transmission of wild poliomyelitis viruses to sustain their success and to offer
their technical expertise, their resources and support to countries still working to
achieve this goal;
5.

6.

URGES all Member States:
(1)
to intensify surveillance to ensure prompt identification and
investigation of cases of poliomyelitis and control of outbreaks and accurate
and timely reporting of cases at national and international levels;
(2)
to make all possible efforts to permit the rehabilitation of as many as
possible of the children who still become disabled by poliomyelitis;

THANKS the many partners already collaborating in the Expanded Programme on
Immunization (including the United Nations agencies, multilateral and bilateral
development agencies, private and voluntary groups and concerned individuals),
especially UNICEF for its overall efforts and Rotary International for its
Polio Plus initiative, and requests them to continue to work together in support of
national immunization programmes, including activities aimed at the eradication of
poliomyelitis, and to ensure that adequate resources are available to accelerate and
sustain these programmes;
7.

8.

REQUESTS the Director -General:
to strengthen the technical capacities of WHO in order to be able to
(1)
respond better to requests from governments for collaboration in:
(a)
strengthening planning, training and supervision within national
immunization programmes;
(b)
improving programme monitoring and evaluation at national, regional
and global levels;
(c)
improving national disease surveillance systems to permit the rapid
control of outbreaks and the investigation and confirmation of clinical
diagnoses of poliomyelitis through serological and virus isolation
techniques;
(d)
strengthening clinical laboratory services;
(e)
improving the quality control and production of vaccines;
(2)
to pursue efforts to promote the development and application of new
vaccines, other new technologies and knowledge which will help to achieve the
eradication goal;
(3)
to seek from extrabudgetary contributions the additional resources
required to support these activities;
to keep the Health Assembly informed of the progress of the poliomyelitis
(4)
eradication effort, in the context of the progress being achieved by the
Expanded Programme on Immunization, as required.

Dr GLYNN (Canada) introduced the draft resolution on behalf of its sponsors.
In his address to the Health Assembly on the fortieth anniversary celebrations, the
Director - General had invited the countries to set the goal of eradicating poliomyelitis
In the wake of past successes, he believed that WHO could
by the end of the millenium.
and should adopt the objective of eradicating the wild polio virus which continued to
cripple hundreds of thousands of children and young adults.
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Three regions of WHO were already implementing eradication strategies.
Such efforts
should be extended to all the regions. The Task Force for Child Survival, meeting in
Talloires (France) in March 1988, had concluded that poliomyelitis could be eradicated.
Rotary International, a nongovernmental organization that concerned itself with universal
childhood immunization, had urged WHO to adopt that objective and had offered support
through its "Polio Plus" initiative.
He invited the Committee to consider two amendments to the draft resolution. The
first concerned operative paragraph 3, which would read:
3.
INVITES Member States which have covered at least 70% of their target
populations with a protective course of poliomyelitis vaccine, and which continue to
have cases of poliomyelitis, ...
the remainder of the text being unchanged.
The second change would amend operative
paragraph 8(4) to read:
(4) to submit regular plans and reports of progress concerning the poliomyelitis
eradication effort through the Executive Board to the Health Assembly, in the
context of the progress being achieved by the Expanded Programme on Immunization.
Mrs LUETTGEN DE LECHUGA (Cuba) said that Cuba, which had already eradicated
poliomyelitis, would support other countries and the Organization in their efforts to
achieve global eradication of poliomyelitis by the year 2000.
She believed that if all
concerned worked together they could attain that new target.
Her delegation wished to be
considered as a sponsor of the draft resolution.
Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) expressed complete
agreement with the aims and objectives of the draft resolution and asked that his
delegation be considered as a sponsor.

Dr BART (United States of America) expressed his Government's appreciation of the
Expanded Programme on Immunization (EPI), and particularly the work of Dr Henderson,
whose skilled management had been instrumental in actually preventing an estimated one
million deaths from vaccine -preventable diseases. Vaccines were one of the most
important weapons in the public health workers' armoury.
He hoped that, as had happened in the case of smallpox, the international community
would in two decades time be celebrating the eradication of a second scourge.
But that
involved planning for the success of a more complex undertaking than that of smallpox
eradication. Polio vaccine was the most fragile of the EPI vaccines.
The cold -chain
would have to be improved. Fiscal plans would be needed, and laboratories that could
distinguish polio from other enteroviruses would have to be established.
To raise
vaccine coverage from 50% to 100% would prove more difficult than from zero to 50 %.
His
country was proud to be a sponsor of the draft resolution.

Professor BORGOÑO (Chile) said that countries such as his which had eradicated
poliomyelitis a number of years earlier would necessarily agree with the initiative.
In
the light of experience in the Region of the Americas, he wished to propose an amendment
to the draft resolution by inserting, in subparagraph (1) of the last preambular
paragraph, after the word "on ", the phrase "the political will of the Member countries
and on ... ".
Dr GLYNN (Canada), in reply to a question by the CHAIRMAN, confirmed that the
amendment proposed by the Chilean delegation would be acceptable to the sponsors of the
draft resolution.

Professor GIANNICO (Italy) said that his delegation had been pleased to sponsor the
draft resolution in the belief that poliomyelitis was a disease that could be eradicated
globally, as shown by the experience of countries achieving complete immunization
coverage of children under one year.
Of course eradication would call for substantial
international cooperation, with the provision of adequate human and financial resources;
but he was sure that all countries would join in that effort.
Italy had made extrabudgetary, voluntary funds available for health promotion and
As far as the Expanded Programme on Immunization in
hence also for the present purpose.
relation to primary health care was concerned, Italy gave priority to the implementation
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of the vaccination programme in developing countries, recognizing that the disease had
disappeared in many countries and should be eliminated in those that remained.
As in the case of smallpox, WHO could once again render immense service to mankind
in helping to eradicate a disease that posed a serious problem, causing both death and
permanent disability among children.

Professor М)LLER (German Democratic Republic) said that his country, which had
succeeded in eradicating poliomyelitis many years before, supported the draft resolution
and the proposed amendments and wished to be considered as a sponsor.
The goal could and
must be achieved.
Mr AHOOJA (India) fully supported the draft resolution, which was in line with the.
Director -General's call to Member States to take up the challenge.
In view of the
progress made in providing coverage under the global immunization programmes, the
objective was achievable.
There were of course problems of uneven progress and
follow -up, as well as technical problems such as the need for more effective vaccine and
an improved cold -chain.
Nevertheless, given the same determination as had been applied
to smallpox eradication, he was confident that poliomyelitis could also be eradicated
well before the year 2000.
Dr CORNAZ (Switzerland) said her delegation would like to be a sponsor of the
resolution, as amended. While appreciating the complexity of the task faced, it was
fully conscious of the importance of the challenge posed by poliomyelitis.
Dr DIETERICH (Federal Republic of Germany), Mr ALEMÁN (Nicaragua), Dr JADAMBA
(Mongolia) arid Mr AL- KHATTABI (Saudi Arabia) asked for their country's names to be added
to the list of sponsors of the draft resolution which they fully supported, together with
the proposed amendments.
Dr NYAYWA (Zambia) asked that his delegation also be included among the sponsors of
The eradication of poliomyelitis was feasible, so any efforts directed
the resolution.
However, developing countries, like his, would need to
to that end would be welcomed.
cooperate with developed countries in order to achieve the goal because of possible
difficulties, as in the provision of a reliable cold -chain in hot climates, or transport
to remote areas.
Zambia was currently collaborating with some developed countries and
with Rotary International, WHO and nongovernmental organizations to improve immunization
coverage for poliomyelitis.
Dr KLIVAROVA (Czechoslovakia) expressed full support for the draft resolution and
proposed amendments and recalled that in her country systematic coverage had been
achieved in the 1960x, followed by 90% coverage.
In the previous five years no cases had
been recorded.
Czechoslovakia was ready to share its experience in organizing such
campaigns with other countries.

Mr MOTHIBAMELE (Botswana) said the draft resolution was both timely and necessary
and had his delegation's support.
Poliomyelitis could certainly be eliminated, subject
to availability of the necessary resources.
Scarce resources were a problem for some
developing countries, as were natural and man -made vulnerabilities.
Dr МЕЙА (Colombia) expressed support for the draft resolution and the proposed
amendments.
In his country good results had been achieved in improving vaccination
coverage by strengthening the expanded programme on immunization, and by organizing
"vaccination days ".
In that way more than three million children had been immunized
against poliomyelitis in a total population of 29 million. The success of the operation
had been due to political will, to the development of human resources, and to
participation by people at all levels, both within and outside the health sector.
Dr MORKAS (Iraq) said his country wished to be included among the sponsors of the
draft resolution, as amended. Over the last few years Iraq had conducted a campaign
against six diseases including poliomyelitis. Good coverage of the relevant age - groups
had been obtained, and morbidity among children reduced. He hoped that in future it
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would be possible to eradicate poliomyelitis completely from Iraq and indeed from the
whole world, as had been done with smallpox, even before the year 2000.
Mr SHRESTHA (Nepal) said that while his delegation wholeheartedly supported the
draft resolution, he wished to draw attention to the problem of scarce resources and
limited technical capability faced by Nepal. Often such problems were beyond a country's
control.
He therefore proposed the inclusion of a new operative paragraph 8(4) reading:
to undertake country - specific evaluation to facilitate corrective action towards
achieving this goal in countries with coverage of less than 70 %.
Dr GLYNN (Canada) wondered whether the amendment proposed by the Nepalese delegation
was not in fact covered by operative subparagraph 8(1)(b).
There was no reason why the
issue could not be naturally included in the activity under that provision.
Mr SHRESTHA (Nepal) said his delegation had considered that possibility but,
reasons stated earlier, wanted the problem to be mentioned more specifically.

for the

Dr HENDERSON (Director, Expanded Programme on Immunization) said there would be no
problem with the proposed amendment from the Secretariat's point of view.
It would be
more specifically directive for the Secretariat than some amendments, but was certainly
in line with the requirement of planning and support for countries with very low coverage
rates.
Dr GLYNN (Canada), in reply to a question by the CHAIRMAN, confirmed that in the
light of Dr Henderson's comments the proposed amendment would be acceptable to the
sponsors of the draft resolution.

The CHAIRMAN suggested that since the proposed amendments had been accepted by the
original sponsors and that no objections had been expressed, the draft resolution as
amended could be adopted by consensus.
The draft resolution, as amended, was approved by consensus.1

The meeting rose at 12h25.

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted
as resolution WHA41.28.

TENTH MEETING
Thursday.

Chairman:
1.

12 May 1988.

at 14h30

Dr T. MORE (Norway)

THIRD REPORT OF COMMITTEE B (continued from the ninth meeting, section

1)

The CHAIRMAN announced that the Libyan Arab Jamahiriya had accepted the nomination
to serve on WHO's Staff Pension Committee;
the decision to that effect approved at the
eighth meeting did not therefore need to be reconsidered.

2.

FORTIETH ANNIVERSARY OF THE WORLD HEALTH ORGANIZATION AND TENTH ANNIVERSARY OF THE
Item 12 of the Agenda (continued)
DECLARATION OF ALMA -ATA:
Draft resolution on the role of epidemiology in attaining health for all
from the ninth meeting, page 225)

(continued

The CHAIRMAN drew the Committee's attention to the revised text of the draft
resolution that had been drawn up by the working group since the previous meeting, and
which read as follows:
The Forty -first World Health Assembly,
Noting the importance of epidemiology as a tool for the formulation of rational
health policy;
Recognizing the essential role of epidemiology not only in studying the causes
and means of prevention of disease but also in health systems research, information
support, technology assessment, and the management and evaluation of health
services;
Recalling that the role of epidemiology in the work of WHO has for many years
been emphasized by the Health Assembly;
Emphasizing the need of Member States for relevant epidemiological input in
preparing and updating their health - for -all strategies, defining related targets,
and monitoring and evaluating their attainment;
Noting with concern the discrepancy between the content of training in
epidemiology in schools of medicine, public health and other health sciences, and
the needs of Member States;
Encouraged by the interest shown by epidemiologists and their Associations
including the International Epidemiological Association in promoting the broader
view of epidemiology encompassing consideration of economic, social, cultural and
other factors relevant to contemporary health problems, and in promoting related
training;

URGES Member States to make greater use of epidemiological data, concepts and
methods in preparing, updating, monitoring and evaluating their health - for -all
strategies;
1.

2.
APPEALS to schools of medicine, public health and other health sciences to
ensure training in modern epidemiology that is relevant to countries' needs
regarding their health - for -all strategies and, in particular, the needs of
developing countries;

WELCOMES the involvement of many epidemiologists around the world and their
3.
willingness to collaborate with WHO in promoting new trends in epidemiology and
related training;
-
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REQUESTS the Director -General:
(1)
to convene as soon as possible a group of experts including adequate
representation from developing countries to define the desired nature and scope
of epidemiology in support of health - for -all strategies and related training
with regard to the expanded role of epidemiology;
(2)
to report in 1989 to the eighty -third session of the Executive Board and
the Forty - second World Health Assembly on the implementation of this
resolution, including the conclusions of the above -mentioned group of experts.

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) suggested that, in the
fifth preambular paragraph, which drew attention to the discrepancy between the content
of training in epidemiology in schools and the needs of Member States, the word "some" or
"most" should be inserted before the word "schools ", since some schools were in fact
doing well.

The CHAIRMAN proposed that the word "most" be inserted before the word "schools" in
the fifth preambular paragraph, and asked whether the Committee was prepared to approve
the draft resolution with that minor amendment.
The draft resolution, as thus amended, was approved.1

3.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

General matters:

Item 34 of the Agenda (continued)

Item 34.1 of the Agenda (continued)

Draft resolution on the embargo of medical supplies and its effect on health care
(continued from the ninth meeting, page 220)
The CHAIRMAN drew the Committee's attention to the draft resolution introduced at
the preceding meeting.

The DIRECTOR - GENERAL said that at that meeting he had understood the Canadian
delegate to ask whether the Director- General had experienced difficulties since the
Executive Board had taken its decision in January 1988, and whether he had received
further notification by Member States of difficulties they had experienced in connection
with embargoes. His answer had been no, and that was still the case. As the delegate of
the Libyan Arab Jamahiriya knew, WHO had taken action on a number of issues on the basis
of a request received from his country in 1987. Most of the requests for medical
supplies and equipment had been or were being met.
Regarding the list received, he
observed that Siemens had been contacted directly by the Libyan Arab Jamahiriya on the
question of spare parts, and there was thus no need for further action by WHO.
Progress
had also been made on heart valves and on X -ray films:
the only question was that of
funds, which he, the Director -General, could not mobilize. WHO could only identify
suppliers of such equipment;
it then had to find the funds, either from the country
concerned or from extrabudgetary resources. There had been a small problem with some
drugs, because certain suppliers would not make quotations, but WHO was approaching other
suppliers of drugs having a similar effect. He assured the Committee that should there
be any problems he would bring them to the attention of the Health Assembly as stipulated
in the Executive Board's decision.
Meanwhile the dialogue would continue with the Libyan
Arab Jamahiriya, and he was confident that the results would be satisfactory to all
concerned.
Dr AL -ZAIDI (Libyan Arab Jamahiriya) stressed that the draft resolution should not
be taken as concerning his country alone.
His delegation had raised the question as a
matter of humanitarian principle; he recognized that WHO was unable to intervene when
countries imposed an embargo on medical supplies to other countries. What he wanted the

1

Transmitted to the Health Assembly in the Committee's fourth report and adopted

as resolution WHA41.27.
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draft resolution to make clear on the fortieth anniversary of WHO was whether, as a
matter of principle, it was admissible to use an embargo on medical supplies to achieve
political ends.
His delegation was concerned to emphasize the humanitarian principles
that were fundamental to WHO;
as a humanitarian organization WHO must say that it would
not allow medical supplies to be used as a means of political pressure on countries.
That was the essence of the resolution, and it was for that reason that the
Director- General's assistance was being requested.
He and the other sponsors of the
draft resolution therefore accepted the amendment proposed by the Chilean delegation to
remove the reference to the Libyan Arab Jamahiriya from the draft resolution.
To save
time, he formally moved the closure of the debate on that matter.
The CHAIRMAN asked whether any delegates wished to speak against the closure of the
debate.
The debate was closed.

The CHAIRMAN said that he took it that the sponsors had accepted the amendment
proposed by the delegation of Chile. The amendments proposed by the delegate of Sweden
still remained, however, which read as follows:
(1) in the second preambular paragraph
the reference to the General Assembly resolution should be corrected to read
"2625 (XXV) ";
(2) the third preambular paragraph should be deleted;
(3) operative
paragraphs 1, 2 and 3 should be deleted and replaced by a single new operative paragraph
that read:
CONFIRMS the principles laid down by the Executive Board's decision EB81(3).
In accordance with Rule 67 of the Rules of Procedure,
the proposed amendments.

he invited the Committee to vote on

The amendments proposed by the delegate of Sweden were adopted by 37 votes to 36.
with 11 abstentions.

The CHAIRMAN asked if the Committee was prepared to approve the resolution as
amended, by consensus.
Dr HASSAN (Libyan Arab Jamahiriya) said that his delegation would find it difficult
to agree to a consensus decision.
The resolution as it stood was quite different from
the one introduced by the sponsoring States.
The voting on the amendment had not been
very clear and he did not know who had cast the 37 votes in favour and the 36 against.

The CHAIRMAN said that the position was quite clear;
the Committee must take a vote
on the draft resolution as amended.
The Committee had voted on the amendment and the
amendment had been adopted.
The delegate of the Libyan Arab Jamahiriya had not been able
to accept a consensus and the draft resolution, as amended, must therefore be put to the
vote.
Mr AL- KHATTABI (Saudi Arabia) said that the Committee had voted on an amendment
which it had not seen. The amendment had not been circulated to it in writing; how
could the Committee approve a text which it had not seen?

The CHAIRMAN said that the Committee had agreed to proceed to a vote on the
amendment and it was his view that it was too late to make such a reservation;
the
Committee should therefore proceed immediately to a vote on the draft resolution as
amended.
Mr WAYARABI (Indonesia), speaking on a point of order, said that his delegation had
also not seen the text.
The Committee did not know who had voted in favour of the
amendment and who had voted against it.
It was very important for all delegations to
know the identities of those concerned.
If the Committee was already in the process of
voting on the draft resolution as amended, in accordance with the Rules of Procedure, his
delegation would propose for the future that the contents of amendments should be made
clear, preferably in writing, as well as the identities of those who had voted in favour
of, and against them.
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The CHAIRMAN said that there had been no request for a roll -call vote.

Mr ALEMÁN (Nicaragua), speaking on a point of order, asked what the Committee was
The amendment had been so far - reaching that it had
currently being requested to vote on.
The text of the new draft resolution, on which
changed the meaning of the resolution.
the Committee was being asked to vote, should be read out.
Mrs LUETTGEN DE LECHUGA (Cuba) agreed that the amendment which had been introduced
by the delegate of Sweden was far - reaching and changed the whole meaning of the
She would therefore prefer, before the Committee proceeded to a vote, to
resolution.
have the text of the amendment so that members would know how to vote.
It would be
possible for members to examine the text of the amendment by the following day, when a
vote could be taken.

•

The CHAIRMAN said that he had not heard any objections when he had asked the
Committee whether it would be prepared to proceed to a vote.
At the request of the
delegate of Nicaragua, he would read out, slowly, the text of the draft resolution, as
amended, as it currently stood.

Mr AL- KHATTABI (Saudi Arabia) asked for the text of the new draft resolution to be
circulated before a vote was taken.
The CHAIRMAN repeated that he had asked the Committee whether it was prepared to
proceed to a vote and he had heard no objections before he had announced that the
The text of the draft resolution, as amended, read as
Committee was going to vote.

follows:
The Forty -first World Health Assembly,
Mindful of the principle contained in the WHO Constitution stating that the
health of all peoples is fundamental to the attainment of peace and security;
Reaffirming that the United Nations General Assembly resolution 2625 (XXV)
concerning friendly and cooperative relations between countries is fully valid for
the solution of the problems facing those countries;
Recalling the note by the Director - General concerning the effects on people's
health of withholding medical supplies and the Executive Board's decision on the
subject;

CONFIRMS the principle laid down by the Executive Board's decision EB81(3).
Dr HASSAN

(Libyan Arab Jamahiriya)

requested a roll -call vote.

The CHAIRMAN said that, in conformity with Rule 74 of the Rules of Procedure,
would be taken by roll -call.

a

vote

Mrs LUETTGEN DE LECHUGA (Cuba), speaking on a point of order, proposed that before
the Committee proceeded to vote it should see the text of the draft resolution, as
amended, in writing.

The CHAIRMAN said that he had ruled that the Committee should take a vote on the
document as it currently stood and that it should not be circulated. He asked whether
the intervention of the delegate of Cuba constituted a formal challenge against that
decision.
Mrs LUETTGEN DE LECHUGA (Cuba) said that she was not challenging the Chairman's
decision. Before the Chairman had made that decision, however, she had requested that
If, however, the Chairman ruled
the Committee should be given the document in writing.
that the Committee must proceed to a vote, she would not pursue the matter further.

Mr WAYARAВI (Indonesia), speaking on a point of order, said that it was important
that delegates should know exactly what were the terms of the Executive Board's decision
ЕВ81(3).
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The CHAIRMAN said that the text of the Executive Board's decision ЕВ81(3) on effects
on people's health of withholding medical supplies read as follows:
The Executive Board concurred with the observations put forward in the note by
the Director - General on the effects on people's health of withholding medical
supplies. It requested the Director - General to take the necessary measures to
ensure the provision of medical supplies to any Member State that has notified him
that it is being deprived of such supplies by another Member State.
If, in spite of
his efforts, the Director -General cannot find a satisfactory solution, he should
bring the matter to the attention of the Executive Board and the Health Assembly.

The Committee would, in accordance with Rule 74 of the Rules of Procedure, take a
vote by roll -call, the names of the Member States being called in the French alphabetical
order, starting with Pakistan, the letter P having been determined by lot.
Mrs AL- GHAZALI (Oman) asked whether Executive Board decision ЕВ81(3) had been put to
the vote in the Executive Board.
The CHAIRMAN said that it was too late to raise such a question, as the vote had
already started.

A vote was taken by roll -call, the names of the Member States being called in the
French alphabetical order, starting with Pakistan. the letter P having been determined by
lot.

The result of the vote was as follows:
In favour:

Australia, Austria, Belgium, Bulgaria, Canada, Czechoslovakia, Denmark,
Finland, France, German Democratic Republic, Federal Republic of
Germany, Greece, Hungary, Iceland, Ireland, Israel, Italy, Japan,
Luxembourg, Madagascar, Malawi, Maldives, Mongolia, Netherlands,
New Zealand, Norway, Philippines, Poland, Portugal, Samoa, Senegal,
Spain, Sweden, Switzerland, Tonga, Union of Soviet Socialist Republics,
United Kingdom of Great Britain and Northern Ireland, United States of
America, Uruguay.

Against:

Afghanistan, Algeria, Bangladesh, Burkina Faso, Chile, Cuba, Cyprus,
Democratic People's Republic of Korea, Ghana, Islamic Republic of Iran,
Iraq, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya, Malaysia, Malta,
Morocco, Nigeria, Oman, Panama, Qatar, Saudi Arabia, Somalia, Syrian
Arab Republic, Tunisia, United Arab Emirates, Venezuela, Zimbabwe.

Abstaining:

Argentina, Bolivia, Brazil, China, Colombia, Ecuador, Egypt, Ethiopia,
Guinea, India, Indonesia, Jamaica, Kenya, Liberia, Mali, Mexico, Nepal,
Nicaragua, Niger, Pakistan, Peru, Rwanda, San Marino, Seychelles,
Sri Lanka, Thailand, Yugoslavia, Zambia.

Absent:

Albania, Angola, Antigua and Barbuda, Bahamas, Bahrain, Barbados,
Benin, Bhutan, Botswana, Brunei Darussalam, Burma, Burundi, Cameroon,
Cape Verde, Central African Republic, Chad, Comoros, Congo, Cook
Islands, Costa Rica, Cbte d'Ivoire, Democratic Kampuchea, Democratic
Yemen, Djibouti, Dominican Republic, El Salvador, Equatorial Guinea,
Gabon, Gambia, Grenada, Guatemala, Guinea Bissau, Haiti, Honduras,
Kiribati, Lao People's Democratic Republic, Lesotho, Mauritania,
Mauritius, Monaco, Mozambique, Papua New Guinea, Paraguay, Republic of
Korea, Romania, Saint Vincent and the Grenadines, Sao Tome and
Principe, Sierra Leone, Singapore, Solomon Islands, Sudan, Suriname,
Swaziland, Togo, Trinidad and Tobago, Turkey, Uganda, United Republic
of Tanzania, Viet Nam, Yemen, Zaire.
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The draft resolution was therefore adopted by 39 votes to 29, with 28
abstentions
.

Mrs LUETTGEN DE LECHUGA (Cuba), Professor MAMMERI (Algeria), Mr ALEMÁN (Nicaragua),
Mr HOSSEINI (Islamic Republic of Iran), Dr GRANT (Ghana) and Mr HALFAOUI (Morocco)
requested that the names of their countries be deleted from the list of sponsors of the
resolution.

Mr VIGNES (Legal Counsel) pointed out that, when the resolutions were printed, the
names of the sponsors did not appear.
Dr HASSAN (Libyan Arab Jamahiriya) said that the spirit of the amended resolution
the name of the Libyan Arab Jamahiriya
was not what his delegation had had in mind;
should therefore be removed from the list of sponsors.

Mr AL- KHATTABI (Saudi Arabia) said that his delegation had voted against the
resolution because its spirit was not in accordance with what was originally intended.
Saudi Arabia should also be removed from the list of sponsors.
Dr MUCHEMWA (Zimbabwe) noted that the sponsors were withdrawing en masse.
possible to vote on a resolution that had not been sponsored?

Was

it

The CHAIRMAN said that at the time the vote had been taken, the draft resolution had
The result of the vote stood according to the Rules of
had a large number of sponsors.
Procedure.
Dr НASSAN (Afghanistan) and Dr AL -JABER (Qatar) requested that the names of their
countries be removed from the list of sponsors.

Mrs LYNAM (Chile) said that her delegation had voted against the resolution because
She was not

it was not in accordance with what had been presented by the sponsors.
surprised that they wished to withdraw their names.

Mr SAKUНUКА (Zambia) said there had been a certain amount of confusion at the time
If it had been circulated, the members of the Committee
the amendment had been approved.
would have been clear about the contents. Now that most of the sponsors had withdrawn,
he wondered whether the resolution had indeed been legally approved.

Mr VIGNES (Legal Counsel) cited Rule 69 of the Rules of Procedure of the World
Health Assembly as follows:
A motion may be withdrawn by its proposer at any time before voting on it has
commenced, provided that the motion has not been amended or, if amended, that the
proposer of the amendment agrees to the withdrawal ...
Therefore, legally, the resolution had
He did not think that that had been the case.
been properly presented to the Committee.
Mrs MARTINS GOMES (Portugal) pointed out that, although many of the sponsors had
Portugal
withdrawn, some of them had not been present and therefore could not withdraw.
had adopted the same position as the Twelve and did not find the resolution essential;
however, it had been approved.

Professor ABDUL RAZAK (Kuwait), Dr WARSAME DUALE (Somalia), Mr BEZABIH (Ethiopia)
aid Mrs AMSOU (Niger) asked that the names of their countries be removed from the list of
sponsors.

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted
after further amendment at the fifteenth plenary meeting as resolution WНА41.31.
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Dr ТАРSОВА (Burkina Faso) said that he had voted against both the amendment and the
proposed resolution since in spirit it was completely different from the first draft. He
requested that the name of Burkina Faso be withdrawn from the list of sponsors.

Mr AL -MADFA (United Arab Emirates) wished to join the other sponsors in withdrawing
support for the resolution.

Mr VILLARREAL (Panama), Dr KIM Hong Bom (Democratic People's Republic of Korea) and
Miss CHAHABI (Syrian Arab Republic) also requested that the names of their countries be
removed from the list of sponsors.

Draft resolution on the difficult health situation experienced by the people of
Panama (continued from the ninth meeting, page 224)
Mr LADSOUS (France) said that the draft resolution in question was of a moderate
nature but drew attention to a serious humanitarian problem, and he therefore supported
it.

Dr SALCEDO (Venezuela) and Mr PÉREZ DEL ARCO (Spain) expressed their support for the
draft resolution.

Mr VILLARREAL (Panama) said that the text of the draft resolution came within the
terms of reference of WHO;
it called for humanitarian, moral support for the people of
Panama and had no political overtones.
Mr ALEMÁN (Nicaragua) said that any economic measure that was used to exert
political coercion was reprehensible, and even more so when it involved resources vital
Many resolutions had addressed that subject, such as
to the health of a population.
resolution 39/210 of the United Nations General Assembly, one part of which stated that
developed countries should abstain from imposing economic restrictions, embargoes or
His delegation supported the draft
other sanctions, or from threatening to do so.
resolution, which addressed the difficult health situation of the Panamanian people.
he could well appreciate
He considered that the draft resolution was
Panama, as he had seen it for himself.
useful.
Speaking as a representative of the Health Ministers of the Non - aligned
Movement, he felt that Panama needed help in the present situation.

The draft resolution was approved.1

Mr BOYER (United States of America) said that his delegation had serious
reservations about the resolution, the first operative paragraph of which appeared to
confirm a decision of the Executive Board. The Director - General had said that no
country, which presumably included Panama, had requested assistance in securing medical
supplies, and therefore no country had been refused such help.
His delegation considered
that the resolution, like the previous one in its original form, was premature.
If there
was indeed a difficult situation in Panama, it was to be deplored, but it must be related
to the policies of the present Government regarding the allocation of resources.
The
people of the United States of America strongly supported the people of Panama.
The
actions taken by the United States of America recently had been in response to requests
from the duly elected Government of Panama.
Despite its reservations, his delegation had not called for a vote, however, because
he had taken note of the statement by the delegate of Panama that morning that no
political confrontation with any State had been intended.

1

Transmitted to the Health Assembly in the Committee's fourth report and adopted
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Draft resolution on health assistance to the people of Afghanistan
The CHAIRMAN drew attention to the following revised draft resolution, proposed by
the delegations of Afghanistan, Angola, Botswana, Cuba, Democratic People's Republic of
Korea, Democratic Yemen, Ethiopia, India, Iraq, Libyan Arab Jamahiriya, Mozambique,
Syrian Arab Republic, Viet Nam and Yemen:
The Forty -first World Health Assembly,
Bearing in mind the principle set out in the WHO Constitution that health is
fundamental to the attainment of peace and security;
Welcoming the signing of the Agreements on the settlement of the situation
relating to Afghanistan in Geneva in April 1988;
Noting the appointment by the United Nations Secretary - General of a Special
Coordinator of all activities of the United Nations system in respect of the
emergency relief and rehabilitation needs relating to Afghanistan;
Taking into account the numerous health problems of the people of Afghanistan
that require an urgent solution;
Being aware that the solution of these problems demands considerable logistic,
financial, manpower and other resources;

URGES Member States, intergovernmental and nongovernmental international
organizations to provide on a continuous basis additional resources to satisfy the
basic and most urgent health requirements of the people of Afghanistan in order to
assist in the implementation of WHO's health for all strategy;
1.

REQUESTS the Director - General to cooperate with the United Nations Special
Coordinator by providing expanded health assistance to the people of Afghanistan and
making appropriate funds available for this purpose.
2.

Mr MALIOTRA (India), introducing the draft resolution, said that the signing in
Geneva in April 1988 of the agreements on resolving the situation relating to Afghanistan
had been welcomed throughout the world. A number of delegations had sponsored a draft
resolution on health assistance to Afghanistan, and the delegate of Pakistan had put
forward a
Afghanistan, Pakistan, India and others had subsequently made it possible to present a
consensus text, which was the version now before the Committee.
India fully endorsed the
draft and commended it for unanimous adoption by the Committee.

Mr VON ALVENSLEBEN (Federal Republic of Germany), speaking on behalf of the members
of the European Community, said that the Geneva agreements represented an important step
towards the resolution of the situation in Afghanistan, and the Twelve were now anxious
to help solve the many problems faced by the people of that country.
But the agreements
had only just been signed and would not become operative until 15 May 1988. Many issues
still had to be settled, including the necessary involvement of all the relevant agencies
within the coordinating framework envisaged by the Secretary- General of the United
Nations.
The Twelve were therefore not convinced that it was appropriate for WHO to
address individual aspects of the problem at the present stage, when the overall strategy
for aid had not yet been determined, and considered the submission of a draft resolution
However, when presented with the new text that had emerged
to be somewhat premature.
from consultations, and which took into account the concerns he had just expressed, the
Twelve had found that they could support it.
Dr MUCHEIWA (Zimbabwe) said that, on the basis of its analysis of the situation in
Afghanistan, the Government of Zimbabwe endorsed the draft resolution with no
reservations whatsoever. On behalf of the Health Ministers of the members of the
Non -aligned Movement, he expressed deep appreciation of and support for it.

Mr GILANI (Pakistan) said that his delegation was satisfied at the successful
outcome of consultations on the draft resolution. The consensus text met all Pakistan's
essential concerns, and he confirmed his delegation's full support for it.
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Mr CAO Yonglin (China) said that everyone knew that the foreign invasion of
Afghanistan was directly responsible for the health problems there.
Occupation by
foreign forces had brought disaster to the Afghan people, millions of whom had had to
seek refuge abroad, in direct conflict with the strategy for health for all by the year
2000 promoted by WHO.
China deeply sympathized with the Afghan people and was concerned about their
present health situation, but for reasons connected with the situation now prevailing in
that country, it deemed it inappropriate to talk about assistance in the field of
health.
Once the foreign occupation of the country was ended, it would be possible to
The health situation was thus intimately
solve the health problems of the Afghan people.
linked to the fulfillment by the Soviet Union of its agreement to withdraw its forces and
allow the Afghan people to regain its independence so that it could deal with its
problems without foreign interference. To demand that foreign troops be withdrawn was
the most effective assistance that could be rendered to the Afghan people.
From the
purely humanitarian point of view, however, China agreed that health assistance should be
provided to the Afghan people, and that was why it supported the revised version of the
draft resolution, which took into account the concerns expressed by the delegation of
Pakistan.
Finally, China welcomed the Geneva agreements, which were the result of the long
struggle undertaken by the Afghan people and of the pressure of the international
community for the principles that governed international relations to be upheld.
Mr SAKUHUКА (Zambia) endorsed the revised draft resolution on behalf of the Zambian
delegation, those of the front -line States and the Organization of African Unity.

Mr ALEMÁN (Nicaragua) expressed full support for the draft resolution on health
assistance to the Afghan people, who had suffered so dreadfully throughout their history.
Mr KUDRJAVCEV (Union of Soviet Socialist Republics) said that the draft resolution
on the health situation in Afghanistan submitted by a number of non- aligned States was an
The matter concerned one of the fundamental principles
extremely important one.
"The health of all peoples is fundamental to the
contained in the WHO Constitution:
attainment of peace and security and is dependent upon the fullest cooperation of
individuals and States."
In April 1988, the agreements on a political settlement of the situation relating to
Afghanistan had been signed by the representatives of Afghanistan, Pakistan, the Soviet
Union and the United States of America, and a Memorandum of Understanding outlining the
ways in which the United Nations could assist in bringing the agreements to fruition had
been adopted. The Soviet Government had stated on that occasion that an important
breakthrough had been achieved in one of the contemporary world's most complex regional
conflicts, and one which had had serious repercussions far beyond its own region.
Those who saw the agreements as part of an expanding dialogue between East and West
were undoubtedly correct:
the agreements were the touchstone from the point of view of
sincerity of intentions regarding Afghanistan and its people.
Anyone who truly wanted
peace for the Afghan people would assist it in binding up its wounds and in restoring and
revitalizing its economy, science, culture and, of course, its health care - a task which
constituted one of Afghanistan's most urgent needs, and in which WHO had an important
role to play.
The Soviet Union hoped that it would successfully discharge that noble
mission, and was prepared to participate actively to that end.
It invited all other
States to do likewise.
The Soviet Union stood for concerted action in that matter and in all the other
matters of concern to WHO, for the development of fruitful international dialogue and the
broadest possible cooperation in health care, and for united efforts to implement the
health - for -all strategy.
The draft resolution was approved.1

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted
as resolution WHА41.33.
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Mr HOSSEINI (Islamic Republic of Iran) said that, although his delegation had voted
in favour of the draft resolution, it wished to record certain reservations with regard
to the second preambular paragraph.
It believed that only genuine representatives of the
Afghan muslim people had the right to participate in negotiations or agreements relating
to the problem of Afghanistan.
While welcoming the decision to withdraw the Soviet forces from Afghanistan, the
Islamic Republic of Iran wished to call attention to the fact that the efforts of other
superpowers to replace those forces would not be acceptable.
Afghanistan was part of
Islam;
it should be independent and truly non- aligned, and all Afghan refugees should
have the right to return to their homeland freely and voluntarily.

The meeting rose at 17h00.

ELEVENTH MEETING
Friday,

Chairman:
1.

13 May 1988,

Dr T.

at 9h30

MORK (Norway)

FOURTH REPORT OF COMMITTEE B (Document А41/36)

Dr Sung Woo LEE (Republic of Korea), Rapporteur,
Committee В.

read out the draft fourth report of

The report was adopted.1
Dr HASSAN (Libyan Arab Jamahiriya) drew attention to the circumstances in which the
resolution on the embargo of medical supplies and its effect on health care had been
The draft resolution originally submitted by his and a large number of other
approved.
delegations had finally been approved as amended by the Swedish delegation. Many of the
sponsors had opposed the Swedish amendment because they had considered it to be far
They had subsequently withdrawn their sponsorship.
removed from the original text.

2.

CLOSURE

The CHAIRMAN thanked all concerned for their assistance
the work of the Committee completed.

The meeting rose at 9h45.

1

See document WHA41 /1988/REC/2.
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