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Note 

This summary record is provisional only. The summaries of statements have not 
yet been approved by the speakers, and the text should not be quoted, 

Corrections for inclusion in the final version should be handed in to the 
Conference Officer or sent to the Records Service (Room 4013, WHO headquarters), in 
writing, before the end of the Health Assembly. Alternatively, they may be forwarded 
to Chief, Office of Publications, World Health Organization, 1211 Geneva 27, 
Switzerland, before 1 July 1988. 

The final text will appear subsequently in Forty-first World Health Assembly: 
Summary records of committees (document WHA41/1988/REC/3). 



EIGHTH MEETING 

Wednesday. 11 May 1988. at 14h30 

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

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

Dr SECK (Senegal), welcoming the Director-General's report (document 
EB81/1988/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 riot as yet in general 
use by prescribers. A pharmaceutical policy was being formulated with the support of the 
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 
plants. WHO was supporting the activities in that field and a further research project 
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 that might be 
involved, 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 
Nairobi Conference of 1985. Emphasis should be placed on the quality aspect, the WHO 
Certificátion Scheme, relevant and timely information on drugs, education of the public, 
medicinal drugs promotion criteria, traditional medicine and medicinal plants and the 
social, economic and sociocultUral aspects. The discussion would prove extremely 
valuable in providing feedback for the Executive Board's future work. The Secretariat at 
headquarters and in the regions would take further action as necessary. With the active 
and vigorous efforts of Member States, 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 to the Director-General) 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 Consumer 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 policies 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 Policy 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 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 been possible so far to do a great deal in 
that direction. The Organization was currently gathering information, but a careful 



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. One delegate had 
referred to the need to include storage, shelf-life and expiry dates in the criteria. 
Those points were in fact included in the sample drug information sheet appended to the 
criteria. Such information sheets could not be enforced on countries, nor could the 
Organization give directives. The word "directive"• to which the delegate of France had 
referred, was probably not the precise translation into French of the word "guidelines" 
which appeared 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 
health practitioners for which certain countries had established lists. The group of 
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 IAURIDSEN (Programme Manager of the 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 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 collaborating partners were determined to forge ahead with the 
programme, whose twelve 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. 

The new publication of the guidelines on national drug policy 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 Pharmaceutical 
Proprietary Medicine Manufacturers had carried out extensive studies which might be 
useful in that context. The publication on the world drug situation, which had been 
slightly delayed, would be available shortly. The present occasion was the first on 
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 firstly 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 contained in Annex 1 of document A41/17, 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 Specifications for Pharmaceutical 
Preparations, to be held in December 1988. It had in 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 studies. In that respect it should be borne 
in mind that the certification scheme was 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. 

Concerning the problem of counterfeit drugs, he said that 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 occurred; indeed, it was 
difficult in those countries to envisage ways of bringing them 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 country where 
the money was ultimately sent. The solution must surely be found in having exporting and 
importing countries cooperate to ensure that the certification scheme operated 
effectively. It was hoped that over the coming years it would be possible to keep the 
situation under continuous review and to develop guidelines for use of the scheme in an 
open-ended way through 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 penetrate 
with 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, 
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 
the World Federation of Proprietary Medicine Manufacturers. On the question of 
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 sub-paragraph (3) to renumbered operative paragraph 5, to read: 

5. "(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. 

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. 

The CHAIRMAN drew attention to the following draft resolution, sponsored by the 
delegations of Australia, Bhutan, China, Democratic People's Republic of Korea, India, 
Lesotho, Malawi, Maldives, Mauritius, Nigeria, Thailand, Viet Nam, Yugoslavia, Zambia and 
Zimbabwe : 

The Forty-first World Health Assembly, 

Recalling resolutions of the Assembly concerning traditional medicine in 
general (WHA40.33) and medicinal plants in particular (WHA31.33)； 

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) to examine the situation with regard to their indigenous medicinal plants； 

(2) to take effective measures to ensure their conservation and encourage 
their sustainable utilization; 

2. REQUESTS the Director-General: 

(1) to promote intercountry meetings for the dissemination of knowledge and 
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 World Health Assembly. 

The draft resolution was approved. 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS: Item 23 of the Agenda 
(Resolution WHA40.26; Documents A41/5 and A41/A/Conf.Paper No. 2) 

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. 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 a special session 
of the United Nations General Assembly in New York, where AIDS had become the first 
specific disease to be discussed there. 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. 

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. Nonetheless 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 
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 cases alone. The 
end of that period could be dated to the First International Conference on AIDS in 1985. 
The third period starting in late 1985 and having only recently ended 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 its extremely 
broad social, economic and political implications. At the national and 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 to coordinate and 
direct the global fight against AIDS. There was no precedent for what had been 
accomplished over the previous 18 months in international cooperation, coordination and 
collective action. Three kinds of action had been needed and each had been delivered: 
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. In this, 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 research into sexual, injection and other risk 
practices. 

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 family, and nongovernmental agencies and 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 
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 Global Programme must continue to adapt. The support of other WHO programmes in full 
partnership with the regional offices would be increasingly necessary in order to ensure 
coordinated support for action against AIDS at the country level. Difficult 
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 organization of the United Nations system 
and the formal link 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 
1988. The United Kingdom had worked closely with WHO in organizing the World Summit of 
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 discrimination 
in relation to HIV-infected people and people with AIDS (document A41/A/Conf.Paper No.2) 
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 со-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 
grassroots 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. 

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 
cases had risen, because of improved surveillance. That was perhaps not surprising but 



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. 

Quick action must be taken and national programmes must be developed. It was better 
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 со-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 
prevèntion and control programmes； it had offered to continue such work through GPA if 
so requested. 

She warmly supported the draft resolution, of which her country was а со-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 
Director-General‘s report. The London Declaration on AIDS, contained in an annex to the 
report, provided concrete policy guidelines for future action. In view, in particular, 
of paragraphs 5 and 6 of the Declaration, governments were urged to be extremely cautious 
in considering measures - whether legislative or in the private sector - that required 
the testing of individuals for HIV infection. Only in cases such as the testing of 
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 
concerned, was such screening admissible. Furthermore, the tests at present available 
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 
of education and information of the public. A proliferation of testing requirements 
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 
damaging the global prevention policy. The Netherlands therefore urged governments to 
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 its national programme 
on AIDS prevention and control. Programme activities were under way throughout Nigeria, 
especially education and information. In addition, blood for transfusion was being 
screened on a routine basis in a number of centres and it was hoped to generalize the 
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 
futile and of limited value； the policy of the Nigerian Government in such cases would 
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. 

Nigeria supported 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 20-40-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 by 
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 was 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 United Nations 
system was 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, coordination and cooperation. 
International organizations in their respective fields of 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. The United Nations Population Fund (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. 
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. 

At international level, the UNDP Governing Council, in February 1988, had approved a 
global programme entitled "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 В and malaria. Specifically, UNDP was providing seed 
money to establish a consortium of organizations beginning with the World Health 
Organization, the 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 
of developing countries in combating AIDS. The Forty-first World Health Assembly's 
recommendations on that task were thus welcomed. 

Dr KISSELEV (Under Secretary-General, 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 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 
transfusion services worldwide. During 1987 a number of national societies had started 
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; 

(c) reducing the personal and social impact of HIV infection, including the 
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 were the 
smallest among all the continents. India had thus far screened over 100 000 people in 
the high-risk groups； to date 305 seropositive cases and 18 full-blown AIDS cases had 
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 virus 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 E. 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. 

Professor BORGOÑO (Chile) emphasized the importance of efficient administration in 
the Global Programme. It was growing rapidly and the necessary flexibility could only be 
achieved by a process of decentralization at both country and regional levels. Resources 
should be allocated in the Programme's plan of activities to determine what had been 
achieved in the short or medium term in a particular country. It might also be possible 
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 
the most up-to-date tests. In that connection, he inquired about the new and faster 
tests introduced by the Neutronics 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 
willing to change their sexual behaviour. Research in that area was essential if the 
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 
people and where effective countermeasures were already available. For political reasons 
and because there was no treatment or vaccine as yet, there was a tendency to see AIDS as 
a problem which overshadowed all others. 

He welcomed the draft resolution: no-one wanted to return to biblical times when 
lepers and their families had been ostracized and persecuted. However, it was essential 
that Member States should not only support the resolution at the Health Assembly, but 
actually put it into practice at a national level. 

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. 

His country had started to report AIDS cases in 1984. A special task force advised 
the Government on control measures, maintained a record of cases and assessed the 
significance of epidemiological information. The US$ 4 million pledged at a donors‘ 



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, 
information and communication. Blood screening facilities had been set up in the major 
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, 
wreathed in secrecy, which was currently causing so much speculation in the media. There 
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 supported the draft resolution. 

Dr Uthai SUDSUKH (Thailand) said that the Global Programme had achieved excellent 
results in its first year, arid 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 
of serological surveys； 459 of those affected were intravenous drug users. 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 
Communicable Diseases 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 of a medium-term plan for Thailand was to begin in June or July 1988. In 
addition, the United States Agency for International Development (USAID) and UNDP were 
considering financial support for the implementation of the plans. 

His delegation supported the draft resolution. It considered that the exchange of 
validated information and experiences on various aspects of AIDS prevention and control 
should be further promoted among Member States. Research on the development 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 the HIV virus 
should not suffer any discrimination. The resolution also candidly addressed the issue 
of the responsibility of infected persons to respect the rights of those who had not yet 
been exposed to the HIV virus. 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 
WHO and the remainder to bilateral programmes. The Organization could count upon United 
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 in line with the WHO collaborating centre's 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 the HIV virus 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. 


