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SIXTH MEETING 

Monday. 15 May 1989 at 14h30 

Chairman: Dr J. P. OKIAS (Gabon) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991 (ARTICLES 18(F) AND 55): 
Item 18 of the Agenda (Documents PB/90-91 and EB83/1989/REC/1, Part II) (continued) 

PROGRAMME POLICY MATTERS : Item 18.2 of the Agenda (Documents PB/90-91, EB83/1989/REC/1, 
Part I; resolutions EB83.R2, EB83.R10, EB83.R13, EB83.R14 and Annex 8, EB83.R15; 
Part II, Chapter II, and documents A42/7, A42/8, A42/9 and A42/10) (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) (continued) 

Public information and education for health (programme 6) 

Dr QUIJANO NAREZO (Representative of the Executive Board) said that the Board had 
agreed with the Director-General‘s view that a distinction should be made between two 
concepts and spheres of action with respect to programme 6: health education and 
promotion on the one hand, and information and public relations on the other. The Board 
had stressed the importance of health education as a real professional necessity for the 
authorities of countries, and also the need to strengthen national communications 
capacity. It considered that all countries should be recommended to undertake joint 
educational and technical programmes which could foster innovative approaches and make 
the best use of scarce resources. 

Professor BERTAN (Turkey) said that her delegation strongly believed in the 
importance of public information and education for health and welcomed the explanations 
given in document PB/90-91. It was well known that perceptions of health differed among 
societies and age groups and among the literate and illiterate. In-depth studies should 
be conducted to determine the appropriate communication skills and channels needed, and 
ways to approach the various groups. There was, unfortunately, little appreciation of 
the importance of communications, and she therefore considered that the techniques of 
acquiring communications skills should be included in the curricula both of medical 
schools and of institutions for the training of other health professionals, particularly 
those concerned with human relationships. 

Communications were of fundamental importance in informing the public on health 
education matters. Success in primary health care depended on the involvement of 
individuals, who must accept the importance of health and understand their own 
responsibilities in that regard, and how they could become partners of the health 
services. The breakthrough would probably come when all nongovernmental organizations 
and the various national and international organizations concerned used professional 
communication skills in health education to make the public aware of the importance of 
health through social mobilization and social marketing. 

She drew attention to the "Facts for life" publication and programme, which brought 
together the experience of many countries in social mobilization both in terms of 
intersectoral and private sector collaboration and of mass media support for health 
knowledge and skills. 

As an example of intersectoral collaboration, the Ministries of Health and Education 
in Turkey had established a joint project for the training of over 200 000 primary school 
teachers in health promotion. New programmes in the most critical areas of health were 
also being developed by the national television authorities in cooperation with the 
Ministry of Health, the universities and some nongovernmental organizations. 



Mrs MANDEVU (Botswana) said that it was riot clear from the figures on page 137 of 
document PB/90-91 whether the allocation for programme в was sufficient or not, but if 
the amount usually received by Botswana under the programme was a fair indication, the 
funds allocated were certainly inadequate. Her delegation would therefore like to 
request WHO to intensify its efforts to mobilize the necessary extrabudgetary funds to 
enable it to increase its financial assistance to the programme. It also urged Member 
countries to accord priority to the programme in their budgetary allocations. If 
information and education for health was indeed a priority matter, as stated in many of 
the policy documents, then it should also be made a priority when funds were being 
allocated. 丨 У:. 

Her comments were based on the experience that, as more and more people became aware 
of the role that they had to play in health, the demands from the village and district 
levels for financial support for programmes increased. The health system in Botswana 
functioned in a very decentralized way, and help was needed in offering decentralized 
support for programmes. Her delegation welcomed the fact that WHO had identified health 
personnel training at country level as one of the main areas on which to focus in the 
African Region during the coming biennium. The success of the programme would be greatly 
enhanced by such a step. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that public information and 
education for health was one of the key programmes because of its specific function of 
mobilizing the public and securing the active participation of the people in health 
activities, including the implementation of the health-for-all strategy. Without the 
broad support of the people, even the most promising undertaking, whether at the national 
or the international level, would not succeed. In order to secure such support, it was 
necessary, first and foremost, to arouse public interest in health protection and to 
provide the people with the knowledge necessary to enable them to lead a healthy life and 
to take preventive measures against disease. Public information and health education 
could play a helpful part in a whole range of programmes for the control of diseases, 
including AIDS. 

Public information was also an important factor in maintaining and strengthenitig the 
determination of political leaders and the public to take greater responsibility for 
their own health and for making a conscious and well founded choice of appropriate 
practical measures for strengthening health, and for the application of such measures. 
The second report on monitoring progress in implementing strategies for health for all 
(document A42/4) showed that those problems were of vital importance in attaining WHO's 
basic social objectives. It also showed that some countries, including developing ones, 
possessed much useful experience in the field of public information and health 3 
education. It was many years since the Health Assembly had last reviewed the activities 
of the programme concerned. An appropriate draft resolution sponsored by eleven 
delegations had therefore been submitted for consideration. 

Dr RODRIGUES CABRAL (Mozambique) said that his delegation supported the activities 
proposed under programme 6 and shared the concerns mentioned in paragraph 3 of the 
programme statement. He also agreed with Dr Quijano Narezo's introductory comments, 

Experience in his country and others had shown that it was difficult for many 
reasons to develop national capacities in the area concerned. Some countries had tried 
to develop departments in their ministries of health to deal purely with health 
information and education, and there had been a lack of integration with the technicians 
and experts in the various specific disease control programmes. Many programmes had been 
centred on general information in such areas as general behaviour and hygiene, and the 
public and health technicians alike had become somewhat disillusioned at seéing no 
results after a number of years. 

He wished to stress two points concerning the development of national capacities. 
The first was the importance of the integration of health information and education 
within priority disease control programmes. His country's recent experience had shown 
that public health information and education might not merely be one among many 



components of a disease control programme but, in certain circumstances, might be the 
critical one. Those concerned with programmes for the control of AIDS, sexually 
transmitted diseases and tuberculosis, for example, knew how crucial the information and 
education component could be in such programmes. He therefore stressed the need for the 
technical experts concerned to define the kind of information that should be disseminated 
through the various health systems and networks so that those working in specific areas 
of health information and education could know what kind of materials to produce and what 
media to use for disseminating their messages. 

The second point was that some opportunities now existed in developing countries for 
building up the necessary national capacities, taking advantage of the experience and 
resources of certain specific programmes such as the AIDS programme. Because of the need 
for rapid development, valuable experience had been gained in that programme in the 
training of personnel and the building up of local capacity to prepare materials, learn 
how to use communication techniques and non-health networks, and appreciate the 
importance of communication between the users of services and health personnel. Other 
programmes could benefit from that experience and appropriate capacities developed. 

Dr GRIGGS (United States of America) said that his delegation wished to commend WHO 
for its renewed emphasis on education for health, including health education structures 
and the content of curricula for educational institutions. Health education laid the 
foundation for bringing about behavioural change and adopting a healthy life-style. 

In order to maximize the resources of WHO's technical programmes with health 
education components, the United States wished to encourage the new WHO Division of 
Health Education and Health Promotion to continue to work closely with specific and 
special programmes, including the AIDS programme, with a view to providing the technical 
assistance required for developing and evaluating health education and promotion 
activities. Increased attention should be paid to the behavioural science aspects of 
health education, including the determinants of demand for preventive health services 
consonant with those existing for curative health services. 

Mr BEN AMMAR (Tunisia) said that he would be interested to know what possibilities 
existed for evaluating the action taken by WHO at the global level in the field of health 
education and information. Although such an evaluation would be difficult, it should be 
given every consideration, since WHO action in that area could be of capital importance. 
It was important to take account of differences in educational, social and cultural 
characteristics¿• He emphasized WHO's work in the field of AIDS control and also the 
importance of undertaking research on the epidemiological aspects, which required 
increasing attention in order to strengthen the educational process and make greater use 
of social and psychological data“ WHO should give priority to support for national 
rather than international programmes, which might be of limited interest. 

He endorsed the view that educational and information programmes should be 
integrated within primary health care programmes in general and that the implementation 
of education programmes not linked with health programmes, particularly at the country 
level, should be avoided. He urged the Committee to support the draft resolution on the 
subject. 
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r,. :Dr KOKENY (Hungary) said that Hungary considered the programme on public information 
and education for health to be extremely important and had applied the main findings of 
the situation analysis to its health promotion programme. During the past year it had 
been inspired by WHO's health promotion and health education programmes, particularly the 
first World No-Tobacco Day, the International Conference on Health Promotion and the 
World AIDS Summit. It believed that WHO still had some reserve potential for the 
production of basic resource materials such as brochures and video films for use by 
Member States « It also welcomed the emphasis placed in the programme on intersectoral 
cooperation and the need for healthy public policy. Several WHO programmes frequently 
covered the same targets in the field of health promotion, arid coordination between 
certain activities was inadequate. In addition to the professional disadvantages, that 
situation also entailed a danger of dissipation of financial resources. His delegation 



therefore supported the Director-General‘s intention to separate the key areas under the 
programme. 

There was also a need for WHO, in particular, to make clear the relationship between 
health promotion and health education. The introduction of the health-promotion 
programme had caused some uncertainty among health educators in Hungary because of 
differences in emphasis in certain WHO documents with regard to the interpretation of 
health promotion and its importance. 

His delegation agreed with the main targets of the global and interregional 
programme. There was a tendency for communications to be thought of in terms of the 
"media society", in which the developed countries were projected to the world. The 
programme made no reference to the health education problems of the socially 
disadvantaged which, in his country's experience, could not be solved by traditional 
means. The experience of the highly successful healthy city project might be recommended 
and used in that respect. His country strongly believed that the budgetary allocation 
for programme 6 should be maintained and, if possible, increased. 

Mrs KADANDARA (Zimbabwe) said that public information and education for health was 
one of the cornerstones of her country's health programmes. Zimbabwe would appreciate 
any additional help in developing the communication skills of health workers. She 
expressed her appreciation to the Director-General for the assistance given and hoped 
that more would be forthcoming. 

Professor GIRARD (France) said that public information and education for health was 
a necessary, though not a sufficient precondition for any true health policy. Efforts 
must be made to coordinate communications from the point of view of methodology, 
feasibility and evaluation among the various specialized agencies of the United Nations 
if confusion was to be avoided. Concerning training, while it was necessary to ensure 
leadership training, it was also important to place proper emphasis on the identification 
and training of field personnel, especially as they included a very broad range of social 
and professional categories, often from outside the health field. He also emphasized the 
importance of regional cooperation in the exchange of information in order to establish 
sound data bases and thus take advantage of the economy of effort that they made 
possible. He drew attention to the need for careful coordination in such a sensitive 
area as that of information exchange between the focal points of the Organization and 
national governmental bodies. finally, as other speakers had mentioned, failure to 
respect cultural differences would place major obstacles in the way of success. 

Professor MENCHACA (Cuba) drew attention to the draft resolution - the text of which 
had been approved by the meeting of ministers of health of the non-aligned and other 
concerned developing countries - on encouragement of technical cooperation among 
developing countries (TCDC) through the promotion of national centres for research and 
the training of specialists which had been introduced at the previous meeting. 

The lack of appropriate mechanisms, both in countries and in WHO, for promoting TCDC 
had undoubtedly adversely affected the implementation of programmes. The non-aligned 
movement had repeatedly emphasized the importance of TCDC in dealing with the serious 
health problems facing the developing countries； it was an essential form of cooperation 
in a decade of vital importance for the achievement of health for all. While a 
considerable number of resolutions had already been approved by the Health Assembly in 
support of TCDC, the ministers of health of the non-aligned countries had considered that 
the objectives laid down in them had been insufficient. Referring to the relevant parts 
of resolutions WHA31.41, WHA32.27, WHA38.23 and WHA40.30, he drew attention to the 
special efforts being undertaken by the developing countries to seek new ways of 
promoting TCDC through the identification of health sector capacities and needs, 
particularly through the promotion of national centres for such cooperation. 

Miss KHAPARDE (India) said that the programme rightly laid emphasis on evolving a 
healthy and useful relationship with the media to promote health programmes and, more 
particularly, to promote health education. With increasing literacy, technological 
developments and improved living standards, the mass media had begun to play an 
increasingly important role even in the developing countries. In India, radio and 



television now covered the entire subcontinent, while newspapers and journals could be 
counted in hundreds and their circulation in hundreds of thousands. More and more time 
was being given to health messages on national television, particularly on aspects of 
mother and child welfare. Newspapers, however, were rather a different matter; it was .. 
difficult to persuade a free press not to emphasize the negative and instead to stress 
the positive aspects of health programmes. There was doubtless often a lack of 
understanding between the media and health programme managers. Press releases and 
briefings often tended to be regarded as publicity and as a result the positive side of 
health programmes tended to be neglected. The fault lay not only with the media but also 
with health ministries and professionals, who lacked an understanding of the functioning, 
role and importance of the media. Therefore, in strengthening links with the media, 
programme activities must include frequent workshops and seminars with the full 
participation of representatives of the media as well as the strengthening of publicity 
and, where possible, the involvement of working journalists and communications experts in 
health ministries. In India, steps had been taken in that direction and a senior 
journalist had been appointed as adviser on the media in the family-welfare programme. 

Referring to school health education programmes, she drew attention to two main 
aspects, namely the medical examination of school children and the provision of health 
education for children and, through them, their families. In rural areas, the former 
could be integrated into the primary health care infrastructure. In health education, 
however, very close intersectoral coordination with the education sector was essential. 
The student must be reached through the teacher, who must therefore become an active 
partner of the health worker. A major educational project aimed at promoting such close 
interaction was under way in India in over 100 districts. 

In conclusion, the programme must be based on close intersectoral coordination 
between ministries of health and ministries of information and broadcasting, on the one 
hand, and between ministries of health and ministries of education, on the other. Its 
success depended on how effective and how close such relationships might become. 

Dr HAJAR (Yemen), referring to the role of health education in improving health 
conditions at village level in his country, said that there had been community 
participation in measures to ensure proper waste disposal and safe drinking-water. 
Health education had also played a major role in child immunization, with the result that 
coverage had increased from 12% to over 35% in one year. Television and radio had 
contributed towards a better understanding by families of health problems and towards a 
return to breast-feeding. Efforts were being made to support and consolidate health 
education activities and to increase their effect ivene s s within the framework of health 
programmes, with assistance from WHO and UNICEF which it was hoped would continue and be 
strengthened. Interaction between the Ministries of Education and Information had 
increased on the basis of the Government's commitment to pay greater attention to health 
information and education for health. In conclusion, he also agreed that indicators 
should be established to increase the efficiency of health education within specific 
communities. 

Mrs MATANDA (Zambia) said that her delegation fully endorsed the statements made by 
previous speakers. At the same time, it would welcome any support which the 
Director-General might be able to offer Zambia in evaluating the impact of country-level 
activities for the well-being of the Zambian people. It would also appreciate 
opportunities to equip suitably qualified personnel with communications skills and 
applied research methodology. 

Dr OKWARE (Uganda) said that, although health education and information was 
certainly the most important component of primary health care, it seemed to have received 
only token support in the past. In many developing countries, infrastructure in support 
of health education had been limited, partly because health education had always come 
second to other, more visible priorities as its results were comparatively indirect and 
undramatic. At the same time, behavioural change had been impeded by a number of 
socioeconomic obstacles. 



His delegation, while supporting the proposed programme activities for 1990-1991, 
believed that greater attention should be paid to the strengthening of health education 
and information at all levels, and especially at country level, particularly with regard 
to AIDS. Health education and information must take local conditions into account. 
While international and national seminars on health education would be welcome, emphasis 
should be placed on how to disseminate correct messages at community level. The 
difficulty of disseminating such messages at local level, particularly in the context of 
poor infrastructure and comparatively high levels of illiteracy must be appreciated and 
he therefore called for innovative and unconventional approaches to transmitting messages 
quickly and appropriately to the people by means of mass social mobilization. Such new 
approaches might be further examined with the assistance of the respective regional 
offices, particularly in the African Region, in order to map out a strategy for such 
mobilization. 

Health education alone, however, was not enough. There must be corresponding 
structures providing good sanitation and water and sufficient food for effective 
nutrition. It made no sense to offer advice on a balanced diet where the basic food for 
even a single meal a day was lacking, or to advocate good hygiene where there was no soap 
or water, as was often the case in Africa. Consequently, effective health education and 
behavioural change could take place only if linked to improvements in socioeconomic 
sectors such as agriculture, industry and commerce. Health education programmes must be 
accompanied by material support if they were to be easily adapted and accepted. 

Dr ADIBO (Ghana) said that his delegation attached great importance to the programme 
because it had seen how effective it could be when properly implemented. Ministries of 
health in developing countries had in the past neglected it, while seeking elsewhere the 
reasons for the ineffectiveness of health programmes in general. Over the past 18 months 
health education and communication strategies had been introduced into programmes in his 
country and there had been a great change for the better. Consequently, in-service 
training was being provided to impart communications skills to field staff and special 
workshops had been organized for mass media practitioners. The latter had become less 
critical and more informative and educative in their approach to health issues as a 
consequence. Several nurses and technical officers involved in disease control had also 
been trained as journalists. However, there was still a need to train a greater number 
of personnel at both national and local levels while in-service education had to be 
continued in order to train all health staff in the field. The process was neither easy 
nor cheap, particularly as the subject had to be introduced into the curricula of all 
health training institutions so as to ensure that all health workers became health 
educators. Considerable resources were required and his delegation was concerned at the 
modest budgetary allocation for activities at the country level. He would therefore 
recommend that additional, extrabudgetary resources should be sought for the programme. 
The reduction of materials for non-literate or functionally literate education was 
difficult, expensive and time-consuming but when successfully carried out could be most 
rewarding. The programme was crucial to community mobilization for, and participation in 
primary health care and his delegation therefore fully supported all headquarters 
initiatives to strengthen it. 

Dr MILLAN (Mexico), while stressing the importance of WHO assistance to countries 
under the programme said that the responsibility of countries was even greater in view of 
the various measures which had to be taken within each country in respect of both health 
education and public information on health. Generally speaking, the cultural 
characteristics of the local population to whom the information was directed must be 
taken into account. In Mexico, for example, the cooperation of journalists, 
illustrators, cartoonists, radio and television, and medical associations had been 
invaluable in the successful organization of no-tobacco days and AIDS days. It was most 
important that health programmes should involve all national groupings, and not only 
doctors, so that information might be better received generally. 

Dr JARDEL (Assistant Director-General), responding to delegates' comments and 
questions and noting that several delegates had expressed concern at the level of 
allocations for the programme, expressed his own concern that WHO was not in a position 



to increase budgetary resources for the programme at either the global or regional level, 
and said that the necessary efforts would be made to obtain extrabudgetary funding. 
While WHO could hardly be compared to a commercial undertaking, it was worth noting that 
such enterprises tended to allocate approximately 10% of their budgets to promotion and 
advertising activities. WHO was very far from that level. Referring to resources at 
country level, he reminded delegates that the Organization's budget was drawn up 
following discussions with national authorities and that it was consequently important 
for those authorities to decide what part of the budget should go towards essential 
information and educational activities. 

There had also been a number of requests for greater integration of activities into 
major programmes and for increased coordination. He was in full agreement with comments 
which recommended that greater use should be made of the experiences of other programmes, 
and in particular, of the Global Programme on AIDS. Indeed, some steps had already been 
taken in that direction. 

The intersectoral aspect of the programme was extremely important, as was the number 
of participants involved from outside the health field. A wealth of support was to be 
had from journalists in particular, and on several occasions he had noted that, if their 
interest could be turned to health matters, they responded very well and provided good 
coverage. 

Referring to the question by the delegate of Tunisia concerning the evaluation of 
global activities in that area and bearing in mind that most effective activity in 
education and information could only be undertaken at country level and that it was very 
closely related to the cultural context, the validity of global efforts might well be 
questioned. Without going into the details of the activities described in the proposed 
programme budget, he agreed that there should perhaps be a more precise evaluation of 
headquarters activity in that area arid would give attention to the matter when 
introducing his contribution to the next report of the Director-General. 

Another important element was the role of WHO and, in particular, of WHO 
headquarters in research into communications and behaviour. In that connection, he 
pointed out that efforts had been made to introduce into the proposed programme budget 
for 1990-1991 resources for research in that area, to be considered as a sort of catalyst 
by which to implement activities in national institutions. Naturally, results of 
programmes as important as that on healthy cities, being undertaken by the Regional 
Office for Europe, should be taken into account in order to assist in defining the needs 
of the most deprived sectors of the population. 

The question of coordination of communication activities in the United Nations 
system, raised by the delegate of France, was also important and discussions on that 
matter had been started in recent months. WHO was following the efforts being made by 
the relevant United Nations division to bring the positions of the different information 
divisions closer together. However, such common efforts were not always easy as 
objectives were different in many cases. 

In response to the comments by the delegate of Cuba, he confirmed that technical 
cooperation among developing countries was considered an essential element in the field 
of health information and education, particularly in relation to exchange of experiences, 
expertise and educational material. 

He would take note of the comments concerning current activities in different 
countries and pointed out that such details in themselves constituted an example of 
information of interest for exchange among countries. Concerning the comments by the 
delegate of Uganda, it was evident that education and information alone could achieve 
very little； they could provide knowledge but not means and it was therefore essential 
for governments to make available to their peoples the means by which would give them the 
possibility of making the right choices among those offered to them by education and 
information. 

Dr M0NEK0SS0 (Regional Director for Africa) said that the question of how best to 
disseminate information to villagers, which had been raised by the delegate of Uganda, 
was of particular importance in Africa, where the vast majority of people, especially 
women, were illiterate and were quite unfamiliar with modern health concepts. In the 
context of AIDS, for example, such people would not understand what a virus was; their 
concepts of life, death and disease might be quite unhelpful in efforts to combat the 



epidemic. The Regional Office for Africa had therefore been collaborating with a number 
of Member countries in developing ways of presenting health information in terms closer 
to local conceptions of the reasons for health and disease, such as personifying a virus 
as an evil spirit in sketches or cartoons. Acting out in a sketch the mode of operation 
and possible effects of the AIDS virus, brought the facts vividly alive for peoples in 
Africa, who were much given to acting out situations for their own entertainment, and 
helped to influence or change their behaviour. In addition to an effective AIDS sketch, 
which had been recorded on video tape and shown at the last Regional Conference on AIDS, 
the method had been used to illustrate the different components of primary health care. 
Such sketches had been produced for dissemination in the main official languages of the 
region and also in its sublanguages. Those efforts were aimed at community involvement; 
health committees were being encouraged to deal with health topics in series running from 
week to week; such topics would include the very urgent one of AIDS control. With the 
cooperation of Member countries, the Regional Office had been able to place a health 
information and education officer in each WHO office in the Region, who was given access 
to newspaper space and radio and television time for getting health messages across. 
Such officers were recruited under special service agreements since there were no posts 
available for them; the Regional Office acknowledged the cooperation of the headquarters 
information group in assisting with the continuing education of such staff. 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriate Section 3) 

Research promotion and development. including research on health-promoting behaviour 
(programme 7) 

Dr QUIJANO NAREZO (representative of the Executive Board) said that the importance 
of the programme was such that it needed no stressing. The Board had therefore been 
extremely concerned by the reduction in resources allocated to it. 

Professor BORGOÑO (Chile) said that he agreed that the programme was an important 
one. The time had come for a radical review of it¿ for consideration during the next 
programme period, in view of the very large annual sum, largely extrabudgetary, now going 
to research under the special programmes on AIDS, human reproduction, tropical diseases 
and aging. Such reassessment was vital in order to ensure coordination and avoid 
duplication of effort; the programme could then concentrate on aspects that required 
greater support rather than on those already adequately funded. Similarly, the advisory 
committees on medical research should have a more balanced membership, including fewer 
biomedical researchers and more epidemiologists and health workers. 

Dr KOSENKO (Union of Soviet Socialist Republics) said that the programme was one 
whose priorities were not in doubt. Virtually no-one denied that the sound scientific 
basis of the programme activities and decisions was a reliable guarantee of their 
effectiveness and the cost-effectiveness of the money spent on them. However, the 
resources allocated to research promotion and development in 1990-1992 had fallen by 12% 
in real terms, entailing reduced activity in that important field. The situation was 
aggravated by the fact that the scientific component of other programmes as also being 
reduced, as shown by the summary on pages 566-567 of document PB/90-91. Furthermore, 
expenditure had been cut in such important areas as cardiovascular and other 
none ommun i с ab1e diseases, where research was needed to ensure prevention and control. 
When the programme budget was being drawn up, priority should be given to stimulating and 
developing research on the prevention and control of the most common and most severe 
diseases. That could perhaps be accomplished by redistributing resources within the 
proposed programme budget, and more particularly, by drawing on the Director-General's 
and the Regional Directors' development funds. Extrabudgetary funds, for their part, 
were an insufficiently dependable resource to be relied on in funding such an important 
activity as research. 

Dr VAN ETTEN (Netherlands) said that, within the framework of health for all, 
ministries of health undoubtedly bore special responsibility for taking the lead in 
coordinating health research activities at the national level. Ministries of health 



should therefore formulate national research policies and stress the need for 
strengthening research capabilities to implement national health-for-all strategies, 
particularly in the field of epidemiology and research on health-promoting behaviour. He 
drew attention to a document entitled "Policy on health research" , available in English,., 
which the Netherlands' Government had published in 1988 to strengthen research in support 
of the implementation of its national health policy. Emphasizing the importance of the 
programme, he asked that it be given appropriate support. 

Mrs KADANDARA (Zimbabwe) said that she shared the concern that had been expressed 
about the programme. Zimbabwe was trying, within its limitations, to promote and conduct 
applied research in the health field; it was particularly concerned that, although the 
opportunities for research were great, its capabilities in that field were limited. The 
Organization's assistance would be greatly appreciated in providing training in basic 
research methods, especially for nurses, to enable them to conduct applied research in 
their own arid other areas of expertise to identify causative factors that would hinder or 
encourage health-promoting behaviour. 

The plans to unify the nursing force in the southern region, now being finalized by 
the Regional Commonwealth Secretariat, would bring nurse training institutions, nursing 
associations and nursing leadership together. The draft constitution of the Eastern, 
Central and Southern African College of Nursing had been accepted by many Member States. 
When that College became a reality, nurses would be able both to collaborate more 
effectively and to review the health needs of the region in order to assess their impact 
on nursing training and practice there. 

Nursing task forces were also being set up by the Regional Office for Africa. It 
was hoped that support would be forthcoming for them, so that they could begin their work 
of analysing the problems in the areas allocated to each task force. The lack of 
representatives of the nursing profession at Headquarters and in the regional offices was 
a major handicap in advancing nursing and in coordinating the development of relevant 
scientific activities in the areas both of nursing itself and of health in general. 

Dr FREIJ (Sweden) said that scientific research was an essential component in health 
development activities. Sweden supported health research on the problems of developing 
countries, mainly through the Swedish Agency for Research Cooperation with Developing 
Countries (SAREC) and to some extent also through the Swedish International Development 
Authority (SIDA). A substantial proportion of that support went to WHO as extrabudgetary 
contributions. In the early 1970s Sweden had actively promoted the establishment of the 
Special Programme on Research, Development and Research Training in Human Reproduction 
(HRP) as well as the Special Programme on Research and Training in Tropical Diseases 
(TDR)• It was still, through SAREC, a major donor to those programmes. Over the last 
ten years, Sweden had also given considerable support to the Organization, in the form of 
joint annual grants from SAREC and SIDA, to a number of research-cum-action programmes of 
relevance to the development of primary health care. Recently, Sweden, through SIDA, had 
emerged as the major donor to the Global Programme on AIDS, which was also building up an 
important research component. One motive for Swedish support to those programmes had 
been that they often combined result-oriented research, aimed at developing new and 
improved tools and modules for the control of major health problems, with direct support 
to developing countries in promoting self-reliance in health research and management. 
The Swedish attitude had been that those programmes needed to maintain their own identity 
and integrity to fulfill those aims without, of course, hampering their coordination with 
other regular WHO programmes, particularly at country level. 

The AIDS epidemic had recently highlighted the need to strengthen national 
capacities for health research, particularly in the African countries. Much of the 
research needed was locally specific and had to be carried out by national scientists and 
institutions. There was also a need in those countries for scientists who could 
participate in international, basic research aimed at developing tools for the control of 
the disease. What emerged was the need to define and organize various forms of 
international research cooperation, which could be of assistance to developing countries 
in their efforts to become self-reliant in research in the field of AIDS as well as in 
health research in general. He therefore welcomed the proposal to devote the Technical 
Discussions during the next Health Assembly to the role of health research in the 
strategy for health for all by the year 2000. That was also timely in view of the fact 



that an independent International Commission on Health Research for Development was at 
present reviewing the global health research situation with special attention to the 
Third World and to what was termed national essential health research and health research 
capacity. The Commission, in which scientists from developing countries were in the 
majority, was expected to present its report early in 1990. 

The programme statement in document PB/90-91 should be used in the Technical 
Discussions for outlining research priorities and in laying the foundation for a 
comprehensive WHO health-for-all research policy. He suggested that the preparations for 
that important event should start at an early stage so that the background material could 
be made available well in advance of the 1990 Health Assembly. The issues involved 
needed to be studied in depth by health and research authorities in Member States as well 
as by the international and bilateral bodies concerned with supporting research, in 
preparation for the Technical Discussions. 

Dr BANKOWSKI (Council for International Organizations of Medical Science), speaking 
at the invitation of the CHAIRMAN, said that since its inception the Council had aimed at 
promoting biomedical and health research and had for the past 40 years been collaborating 
with WHO in the field. As made clear by the delegate of Sweden, the future of health 
depended largely on developments in biomedical sciences and biology and the extent to 
which that progress could be used to serve the best interests of mankind. The ethical 
questions arising from the extraordinary advances in those sciences and their application 
in health care delivery had hitherto been insufficiently discussed worldwide. They were 
a major concern of the Council, which endeavoured to consider them in terms of concrete 
problems associated with the latest developments in the medical and health sciences. 
Ethics and human values should be taken into account in health policy and research 
policies relevant to health. If they were not, the ethical implications would become the 
subject of the moral judgement of society. The Council therefore considered it important 
that the relation between human values, ethics and policy-making should be studied in 
their cultural context; it was convening a series of conferences in different cultural 
settings. 

Research in health resulted in new health technology, the application of which was 
immediate in developed countries. The transfer of such technology to developing 
countries was, however, a problem. Ethics and health policy were also involved. In 
November 1989, therefore, the Council was, jointly with WHO, holding a conference on 
health care technology transfer in order to determine who was engaged in that transfer 
and what was required to make it more appropriate to the needs of those receiving it, 
since it affected not only health care delivery but also research in countries which 
needed to build up their research capabilities. 

In July 1990, a conference would be held in Tokyo on ethical aspects of human genome 
mapping, screening and treatment. In 10 to 20 years' time molecular genetics was likely 
to open the door to the detection not only of genetically determined disease but also of 
genetic predispositions to certain diseases. Those possibilities could be very dangerous 
from the ethical and moral points of view, and such aspects, as well as the advantages, 
would be discussed at the conference. 

In 1988, the Council had convened a meeting in Bangkok, in collaboration with WHO's 
Division of Family Health and the Special Programme of Research, Development and Research 

and human values in family planning. The 
acceptability of different methods in different 

Training in Human Reproduction, on ethics 
discussions included consideration of the 
cultural settings. 

Those were a few examples of the way 
work in the research field and developing 

in which the Council was complementing WHO'S 
the ethical aspect of research promotion, which 

the Organization could not do because of budgetary restrictions. The council considered 
it an honour to be associated with WHO in that work and to contribute to the goal of 
health for all. 

Dr MILLAN (Mexico) said that in his country a national council for science and 
technology cooperated with WHO, covering various research projects such as those related 
to nutrition, one of which concerned the elimination of insects which destroyed 
foodstuffs and had a direct or indirect influence on nutrition. Other such projects 
related to AIDS, to malaria, which, having almost disappeared from his country, had been 



reintroduced by refugees. While agreeing with the representative of CIOMS, he stressed 
the difficulty of achieving universal agreement on ethical questions, so that research 
should be placed in the cultural context of its acceptability. He considered that 
developing countries should not become involved in costly pure research but should apply 
clinical research which was specific to each country. In that way, rational and orderly 
programming could be achieved. 

Dr SZCZERBAN (Office of Research Promotion and Development) welcomed the suggestions 
which had been made concerning review of the Programme on research promotion and 
development. 

The importance of research in advancing the cause of health could hardly be 
overemphasized. The relevant scope of activities ranged from laboratory investigations 
to field and operational research of benefit to large populations. Fundamental knowledge 
had considerably expanded the field of physical and biological sciences, leading to the 
development of new technology in engineering and medicine, in areas such as telematics, 
diagnostic imagery or biotechnology. 

It was widely recognized that WHO had a leading role to play in the design of 
policies, strategies and plans for health research and should provide a worldwide forum 
for the exchange of scientific and technological information. Its responsibilities 
included helping medical research councils or similar bodies in developing countries to 
become strong and efficiently functioning bodies rather than formal passive structures. 

From the conceptual point of view, WHO could provide guidance concerning the 
appropriate logical framework within which Member States could develop their own research 
strategies and plans, a task recently accomplished by the formulation of a global health 
research strategy. Methodologically, WHO could assist in outlining the most promising 
research approaches offered by recent scientific and technological advancement, in order 
to solve health development problems. Such contributions were to be found for example in 
methods of trend analysis, pattern analysis and "scenario" analysis and in related areas 
concerning qualitative indicators of development. 

From the organizational point of view, WHO could offer expert advice on ways and 
means of strengthening the scientific and technological infrastructure in Member States, 
particularly in respect of enhancing the research capability of health-related manpower. 
Promotion and development activities, though not of an operational nature, could be 
considered at several levels. At the policy analysis level, the Global Advisory 
Committee on Health Research, with its sub-committees and working groups, translated the 
policy guidance provided by the governing bodies into research strategies and plans for 
WHO's programme. This applied particularly to the likely impact on health of new 
developments in biological and physical sciences. Those studies should provide an 
objective background for approaching problems of technology transfer, technology 
assessment and technology forecasting. With regard to policy harmonzation, close links 
were being maintained with the United Nations Centre for Science and Technology 
Development, as well as with nongovernmental organizations such as the Council for 
International Organizations of Medical Sciences and the International Council of 
Scientific Unions. 

At the methodological level, collaborative work was carried out with universities 
and with the United Nations Research Institute for Social Development, to improve the 
measurement and analysis of qualitative indicators of development, including 
health-related variables. Particularly relevant were techniques of modelling for 
clarifying the understanding of intersectoral relationships and improving the resource 
allocation process. 

At the service level, two aspects of the programme should be stressed: the research 
information system covered all WHO collaborating centres (over a thousand) as well as 
projects carried out through contractual agreements. Such activities were documented 
every two years in a compendium of research activities. And with regard to the 
strengthening of research capability, a service was provided for managing research 
training and visiting scientists' grants. Many major research projects had been financed 
from extrabudgetary funds and were closely related to the special programmes such as the 
Global Programme on AIDS, the health systems research and development programme and the 
Special Programme for Research and Training in Tropical Diseases. All WHO programmes had 
a strong research component, which called for considerable coordination in order to avoid 
overlapping. There was a definite need for improving exchange of information and 



interaction between programmes and integration of regional activities into a coherent 
whole. Further effort would be required to strengthen research promotion and development 
throughout the Organization. 

The DEPUTY DIRECTOR-GENERAL, commenting further on the structural aspects of 
research organization within WHO, and on science policy, said that as the Executive Board 
had rightly emphasized, great vigilance was called for in order to prevent any relaxation 
in the attention in this area or reduction in the resources allocated to research. The 
programme budget under consideration was not fundamentally different from previous 
programme budgets but followed the same science policies, including massive 
decentralization of research in terms of organizational structure and the inclusion of 
research as an integral part of each of WHO's programmes. From that point of view 
nothing had substantially changed. How then were the decreases appearing in the budget 
to be interpreted? First, in comparison with the overall figures relating to research 
expenditure by research institutions in the developed and developing countries, the 
figures for research within WHO were relatively low. On the other hand, the allocation 
at regional level was greater for programme 7 in comparison with allocations for 
headquarters. The figures reflected the results of a number of fluctuations which did 
not point to a general policy change in this area but rather to changing economic 
conditions. A decrease of over US$ 900 000 could be noted for the South-East Asia 
Region, which in fact allocated relatively more funds to research than the other 
regions； the resources had been redeployed from country level to regional and 
inter-country level, where there was an increase of some US$ 425 000 for that Region. 
Those were fluctuations due to adjustments which did not correspond to any substantial 
reorientation. 

Referring more directly to the question raised by Professor Borgoño and Dr Kosekno, 
he said that an in-depth review might be made of WHO's attitude concerning the allocation 
of resources in the field of research. For some years a sub-committee of the global 
Advisory Committee on Health Research had been studying that question at worldwide and 
regional levels and had made a number of proposals. Parallel to that, an independent 
international commission had been meeting, referred to by Dr Freij of the Swedish 
delegation, to review the global health research situation within the context of the 
strategy for health for all by the year 2000. He stressed the importance which WHO had 
attached to global, regional and national research policies, as emphasized by the 
delegate of the Netherlands. He confirmed that WHO was open to dialogue with the 
independent commission and had offered the commission the possibility of taking part in 
the Technical Discussions, to be held in connection with the Forty-third World Health 
Assembly on the contribution of research to the health-for-all strategy. WHO shared the 
Committee's concern that research should continue to receive the attention it deserved as 
well as greater human and financial resources. The form which that would take remained 
to be defined as current restructuring within the Organization affected research, because 
almost all WHO's programmes contained a research component. A comprehensive review of 
the whole problem was envisaged. 

General health protection and promotion (programme 8) 

The CHAIRMAN invited the Committee to consider Major Programme 8, which contained 
the following programmes : 

8.1 Nutrition; 
8.2 Oral health; 
8.3 Accident prevention; 
8.4 Tobacco or health. 

The relevant documentation was to be found on pages 143-164 of the proposed 
programme and budget, in paragraphs 34-37 of the report of the Executive Board (document 
EB83/1989/REC/1, Part II), and in document A42/7 on the WHO programme on "tobacco or 
health", on which subject the Committee would also be invited to consider a draft 
resolution recommended for adoption by the Health Assembly in resolution EB83.R13, to 
which a number of amendments had already been proposed in document A42/А/Conf.Paper No.7. 



Dr NTABA (representative of the Executive Board) said that the Board had rioted that 
following the initial development of activities by the Regional Office for Europe, the 
global and interregional components of programmes 8.3 (Accident prevention) and 9.5 
(Health of the elderly) would in future be managed by headquarters and that the related .. 
human and financial resources were being transferred. 

With regard to programme 8.4 (Tobacco or health), the Board had endorsed the plan of 
action for 1988 to 1995 proposed for the new programme, contained in the report by the 
Programme Committee (document A42/7). The Board was aware that tobacco-growing was the 
only source of income for a significant number of families, and the main source of income 
of certain developing countries. The Board was also aware that crop substitution could 
initially have negative economic implications. It therefore acknowledged that active 
efforts were required in order to resolve the economic problems involved in reducing 
tobacco production. 

Nevertheless the Board had reaffirmed the role of WHO as the "health conscience of 
the world" and the need to maintain its traditional, ethical stance with regard to the 
use of tobacco and it had adopted resolution EB83.R13 on "Tobacco or health"• The Board 
had further noted the increase in the regular budget provision made by the 
Director-General to that programme area in response to the Programme Committee's 
recommendations, and the addition of a technical officer's post. Successful 
implementation of the proposed activities would call for effective working links with 
other programmes. The Board emphasized the importance of close cooperation between WHO, 
other agencies and voluntary organizations active in that area. 

Dr WILLIAMS (Nigeria) said that his country fully supported the proposals contained 
in document A42/7. The health hazards associated with tobacco consumption had been well 
documented and the epidemiological evidence could not be faulted. Ministries of health 
in the industrialized countries had therefore launched campaigns of information on the 
health risks associated with tobacco consumption, encouraging the abandonment of tobacco 
use in normal social behaviour. Despite the massive financial resources controlled by 
the tobacco industry, significant progress had been made in the developed countries 
towards eliminating the smoking habit, which he described as a legalized form of suicide. 

It was a matter of great regret, however, that the tobacco industry had shifted its 
promotion activities to the developing countries, where smoking, particularly among young 
people of both sexes, had assumed disturbing proportions. The Ministry of Health in 
Nigeria was about to introduce legislation restricting sales, advertising and promotion 
of tobacco in public places and public transport. All cigarette packets were now to 
carry health warnings and information on tar and nicotine content. In the consultations 
with the tobacco industry during the drafting of the impending legislation, attention had 
been drawn to the adverse effects which that legislation could have on the economy, 
particularly since tobacco production and sale was a major source of employment and 
government revenue. The industry had also raised the issue of unfair competition from 
smuggled cigarettes, which continued to be widely available in the Nigerian market. He 
asked whether low-tar and low-nicotine cigarettes could really be considered safe, as 
claimed by the industry. 

The new programme on "tobacco or health" took fully into account tobacco production 
and export as the major foreign exchange earners of many economies in the Third World; 
the proposal to intensify collaboration with FAO, ILO and the World Bank to promote 
studies on crop diversification and tobacco trop replacement was highly commendable and 
should be pursued. Unless an economically viable alternative that would provide farmers 
and governments with a similar level of income was available, the programme might not 
achieve the desired impact in many countries. 

He welcomed WHO'S undertaking to intensify collaboration with countries in 
developing sound smoking control programmes. Such collaboration should follow the 
example of the Global Programme on AIDS in providing countries with policy and strategy 
guidelines and support - an approach which was likely to be the most effective in 
controlling smoking in many developing countries now facing serious economic difficulties 
with declining resources. 

He also believed that a good example should be shown by all health workers including 
doctors, nurses, midwives, and health and hygiene workers, to encourage patients to give 
up smoking, and WHO should discuss with the film industry measures to stop tobacco use in 
films. 



He supported the programme on oral health but expressed disappointment at the 
reduced budgetary allocation at country, regional and interregional levels, as shown in 
the table on page 154 of the draft programme budget, particularly in view of the high 
prevalence of periodontal disease in may African countries. He agreed with the 
observation that the emphasis on "treatment first" and a specialist approach was 
inappropriate in view of the serious problems of dental health in many developing 
countries, and that greater attention and more resources should be given to the 
preventive approach. 

Oral health still suffered from neglect and unjustified discrimination in the 
implementation of primary health care programmes. He was convinced that the situation 
regarding oral health in the developing countries could not be improved without further 
financial and technical support from WHO and the richer countries. Many of the 
developing countries had not yet conducted nationwide epidemiological surveys to 
determine the scope of oral health problems, without which a viable plan of action could 
not be established. He hoped that the Director-General would mobilize extrabudgetary 
resources to enable the worsening oral health problems in developing countries to be 
tackled with greater vigour. 

Ms PHILIPSSON (Sweden) welcomed the plan of action for 1988-1995 on tobacco or 
health, contained in document A42/7, as well as the increase in resources allocated to 
the programme in the proposed budget for 1990-1991. She called for accelerated 
implementation of the plan of action, in view of the severe health consequences of 
tobacco use, in connection with which she quoted from the report by the Programme 
Committee of the Executive Board: "the prevalence of tobacco use among women and 
children continues to rise rapidly in many developing countries". 

In pursuance of the resolution recommended in resolution EB83.R13 on "tobacco or 
health", WHO should strengthen its support to national authorities on request, in areas 
such as dissemination of information on the health risks of tobacco, promotion of 
life-styles without tobacco, and measures against the factors in society which promote 
tobacco use. She evoked the special problems of developing countries which depended upon 
tobacco as a major source of income. In accordance with the spirit of the resolution, 
WHO must call for measures to reduce tobacco use and to strive for a smoke-free society. 

In pursuing health objectives account must also be taken of their impact on the 
economy of developing countries which depended heavily on tobacco production. The faster 
those countries were given assistance in developing alternative crops, the faster would 
be reduced the damage caused by tobacco to health - and to the environment, since 
deforestation occurred with the use of fuels for drying tobacco. Cooperation in the 
United Nations system, including FAO, the World Bank, UNIDO and other bodies was 
essential to support crop substitution. 

On behalf of the sponsors, she drew attention to the following proposed amendments 
(document A42/A/Conferenee Paper No.7) to the resolution recommended by the Executive 
Board for adoption by the Health Assembly in resolution EB83.R13: 

"(1) insert a new subparagraph 3 (2) to read: 
to support national authorities, at their request, in taking measures to 
disseminate information on health risks of tobacco, to promote life styles 
without tobacco, and to avoid th^ promotion of tobacco consumption; 

(2) renumber subparagraph 3 (2) to become 3 (3) 
(3) insert a new subparagraph 3 (4), to read: 

to review the impact of tobacco production on the economy, environment and 
health in developing countries which depend upon tobacco production as a major 
source of income, and to report on this issue to the Forty-third World Health 
Assembly; 

(4) replace subparagraph 3 (3) by a new subparagraph which will become 3 (5), to 
read: 
to collaborate actively with FAO and other relevant United Nations agencies 
with a view to developing agricultural projects that demonstrate to countries 
that depend heavily upon tobacco production how crop substitution programmes 
can be implemented in their own setting, and to secure their cooperation in 
crop substitution programmes in countries that request such assistance；H. 

She hoped that the amended text would be adopted by consensus. 



Dr SHIMAO (Japan) welcomed the efforts by the Director-General and the Secretariat 
to strengthen the "tobacco or health" programme, in particular the increase in the 
allocation for the programme and the designation of 31 May as World No-Tobacco Day. He 
expressed support for the resolution recommended for adoption in resolution EB83.R13, 
with the proposed amendments 

The speed and extent of implementation of the "tobacco or health" programme would be 
different in each country, since background and national structure differed. As a 
country with a large trade surplus, Japan had been making every possible effort to 
rationalize exports and imports. However, since the removal of import tax as a measure 
to correct the trade gap, sales of foreign cigarettes had increased significantly iii 
Japan with intensive advertising. His country was concerned that tobacco control efforts 
might be overwhelmed by sales promotion for foreign cigarettes. Cigarettes and other 
tobacco products should not be used by countries to solve balance-of-trade problems. 

Dr KÓKENY (Hungary) fully approved the components of the programme on General health 
protection and promotion. His country expected to host a European regional conference on 
nutritional policies in October 1990 and hoped that policy-makers arid experts from 
different sectors would be able to specify the economic and political prerequisites of 
healthy nutrition and make practical recommendations. 

Hungary strongly supported the plan of action on "tobacco or health" for 1988-1995, 
and World No-Tobacco Day: its experience had confirmed that the dangers of smoking were 
not adequately recognized by the public and sometimes even by he这1th policy-niakers. 
Publication of the results of the Tobacco Conference in Madrid and promotion of the 
European Charter against Tobacco were a first priority. 

Hungary was a participant in the European Region's five-year action plan for a 
smoking-free Europe, and had taken steps towards a national tobacco control programme. 
It desired to be one of the three Member States with which WHO would collaborate in 
developing an in-depth national tobacco control demonstration project, and it supported 
the ideas of "advocacy" and public information and of a clearinghouse. Plans for a WHO 
collaborating centre for tobacco statistics and epidemiology were well advanced in 
Hungary. 

The plan of action did not seem to be sufficiently coordinated with other programmes 
against harmful habits, even though these were strongly related to smoking. Based on the 
logic of such programmes, equity in health should be given consideration, since the 
prevalence of smoking was highest among the deprived populations. 

Dr VAN ETTEN (Netherlands) welcomed the WHO programme on "tobacco or health" and the 
continuation and acceleration of the plan of action. That plan was highly relevant since 
the use of tobacco was associated with major diseases. His delegation therefore gave its 
full support to the programme and to the resolution recommencted in resolution 

Dr SALMOND (New Zealand) recalled that the Minister of Health of New Zealand had 
clearly stated to the plenary Health Assembly her Government's commitment to reducing and 
if possible eliminating smoking in New Zealand. Each year « his small cpuntry of 
3.2 million people, 4000 premature deaths were attributed to tobacco-related illness； 
the annual cost of treating such illness was estimated at well over US$ 100 million. 
New Zealand aimed to increase the proportion of non-smokers in its population from 68% in 
1981 to 75% by 1991, and it was "on course" to meet that target. Tobacco consumption was 
falling by about 1% a year. '；"'.. 

The national programme to prevent and reduce tobacco use included: an agreement 
with the tobacco industry to restrict the marketing of tobaccb products, including longer 
and stronger warnings on cigarette packets ; legislation to make the sale of tobacco to 
those under the age of 16 an offense; legislation to ban the import and sale of oral or 
"smokeless" tobacco；national mass- and multi-media campaigns aimed at reinforcing the 
non-smoking message to at-risk and vulnerable groups - young Maori people, and young 
women; sponsorship by the Ministry of Health of elite sporting teams wiïling to promote 
a non-smoking image. Legislation was being planned later in the year to control smoking 
in indoor environments and further restrict and possibly completely ban tobacco 
advertising. The task would also be tackled of reducing, with a view to eliminating, the 
tobacco sponsorship of elite sporting teams. 



There was a real determination in New Zealand to promote a smoke-free society. To 
that end, New Zealand would be delighted to play an active part in WHO's programme on 
tobacco or health. It was willing to collaborate with WHO in the Western Pacific Region 
in developing tobacco control demonstration projects. Its own programme promised to be 
effective and was developing the necessary expertise； it had the political and 
administrative commitment to effect the wide range of needed changes and its experience 
and developing expertise were at the disposal of neighbours in the South Pacific and 
other interested countries in the Region. 

Mr HARLOW (United Kingdom of Great Britain and Northern Ireland) recalled that at 
the Fortieth World Health Assembly his country's delegation had voted in favour of a 
resolution banning the provision by manufacturers of free or subsidized baby-milks to 
hospitals, but had made a formal reservation that the implementation in the United 
Kingdom could only be undertaken in the light of developments there. He was happy to 
report that his Government had managed to reach agreement with the manufacturers that 
free samples and subsidized supplies of baby-milks would no longer be permitted in the 
United Kingdom. 

The Director-General‘s report has clearly set out the health dangers of tobacco, and 
his delegation welcomed the approach of the global plan of action in supporting national 
tobacco control programmes. He also welcomed World No-Tobacco Day as an annual event； 
the 1989 theme "Women and tobacco" was particularly apposite in view of increasing 
evidence of smoking among women in younger age groups. 

In 1987 2.5 million smokers had participated in the United Kingdom's non-smoking day 
and an estimated 50 000 of them had given up smoking permanently as a result. The United 
Kingdom hoped to build on the record of reducing prevalence from 47% of adults to 33% 
between 1972 and 1986； but it would be quite difficult to reduce consumption by a 
further 10% by 1995. He expressed reserves about a too-dogmatic approach and the need 
for legislation in anti-tobacco measures. The United Kingdom had achieved very 
creditable results through health education and promotion; the validity of varying 
approaches in different countries should be recognized. He strongly supported the 
resolution recommended in resolution EB83.R13, together with the proposed amendments, but 
proposed three minor amendments to the wording, as follows: (1) in the new proposed 
sub-paragraph 3(2), the words "to avoid the promotion of tobacco consumption" should be 
amended to read "to control the promotion of tobacco consumption", since it was not 
always possible in every country to avoid any kind of promotion of a product allowed to 
circulate freely in that country； (2) in the new sub-paragraph 3(4), the words "of the 
populations" should be inserted after the words "economy, environment, and health"; 
(3) in the proposed new sub-paragraph 3(5), everything after the word "countries" should 
be deleted and replaced by и... how crop substitution programmes can be implemented in 
countries whose economies depend heavily on tobacco production and to encourage such 
countries to implement these programmes'1. 

Dr LU Rushan (China) supported all four programmes under General health protection 
and promotion, and endorsed the 1988-1995 plan of action formulated by the Committee on 
Tobacco or Health. As had been pointed out in paragraph 6 of the report by the Programme 
Committee of the Executive Board annexed to document A42/7, the place of the programme in 
WHO must be carefully determined in order that coordination should be strengthened. The 
Coordinating Committee on Tobacco or Health should coordinate with countries and actively 
promote programme activities. Smoking was a serious problem in China； and health 
education and legislation had been undertaken to combat it. In July 1987, the National 
Committee of the Patriotic Health Campaign and the Ministry of Public Health had jointly 
issued a circular to discourage smoking in premises frequented by children. In July 
1987, the Ministry of Public Health and the Ministry of Finance had issued another 
circular giving information on the harmful effects of smoking and on its control. In 
February 1988 the National Committee of the Patriotic Health Campaign and the Ministry of 
Public Health had issued still another circular on measures to discourage smoking on 
World No-Tobacco Day. Experts were being brought together to draft laws regulating the 
sale of tobacco； but since tobacco was linked to the financial income of the State and 
the behavioural patterns and habits of the people, much work still remained to be done. 
China hoped for closer collaboration with WHO and supported the resolution recommended in 
resolution EB83.R13. 



Dr GAROFALO (Italy) stressed the active promotion by the Italian Government of 
measures to disseminate information on the health risks of tobacco. His delegation 
firmly believed that a life-style without tobacco was essential for the promotion and 
maintenance of health. Italy enthusiastically observed World No-Tobacco Day and a 
restrictive legislation would soon be submitted to the Italian Parliament. Italy had 
also pledged to WHO the sum of US$ 300 000 to implement the programme of WHO to promote 
tobacco-free life-styles. 

Mr S.S. KHAN (Pakistan) commended document A42/7. There was deep concern in 
Pakistan about the increasing use of tobacco in almost every segment of its society. The 
incidence among men was already high and continued to rise, in particular among the 
lower-income groups, who spent from their already inadequate incomes money that should 
pay for food, medical care, and other basic needs. The increasing tendency among young 
people to smoke also not infrequently led to drug dependence. Tobacco use among women so 
far had been low, but was rising; Pakistan therefore faced the prospect of lung cancer 
and cardiovascular diseases in epidemic form. 

Unfortunately, taxes on tobacco products formed a sizeable proportion of government 
revenues in developing countries, resulting in a permissive attitude towards smoking, 
although the economic loss due to morbidity from smoking far outweighed income from taxes 
on tobacco products. 

He expressed appreciation for WHO's forward-looking yet highly practical approach to 
the problem; in particular his country sought assistance from WHO: (1) in becoming one 
of the three States in the South-East Asia Region for demonstration of WHO's in-depth 
involvement in combating tobacco use； (2) in developing and disseminating educational 
material appropriate to its culture and languages； (3) in training health workers for 
its national programme； (4) in persuading the media to reduce if not eliminate 
advertising of tobacco products； (5) in persuading governments to abandon permissive 
attitudes to smoking and their dependence on revenue from tobacco products； (6) in 
persuading governments to enact legislation to ban smoking in educational institutions 
and hospitals, public transport including aircraft; offices, meetings and conferences； 
and in all public places； (7) strict enforcement of industrial and labour laws to 
protect workers in the tobacco industry from health hazards. 

He asked what programme was envisaged for the Eastern Mediterranean Region; there 
was no mention of any in the programme budget. Pakistan joined other delegations in 
supporting the resolution recommended in resolution EB83.R13 on tobacco and health, with 
the proposed amendments. 

Mrs MANDEVU (Botswana) welcomed WHO'S declaration of its intention to assist Member 
countries to deal with smoking and its associated problems more systematically, as 
outlined in the plan of action. Botswana recognized that where the problems brought 
about by smoking were not yet apparent, further delay in actively addressing them might 
result in smoking-related health problems reaching epidemic proportions. The Government 
was therefore ready and willing to start developing programmes that would systematically 
and aggressively address the problem. Although her country did not have a specific 
programme to discourage smoking, there were ad hoc activities by both governmental and 
nongovernmental organizations, including: "stop smoking" seminars by church 
organizations； prohibition of smoking in public transport vehicles； radio programmes on 
smoking and its associated hazards； lectures on smoking and health in various 
communities and health seminars. 

During the observation of No-Smoking Day on 7 April 1988, it had been encouraging to 
note that some shops and wholesalers had not sold tobacco and cigarettes on that day in 
response to the request from the Minister of Health over the radio the week before. 

The social climate in Botswana was conducive to the success of anti-smoking 
programmes, since smoking was still not socially accepted amongst certain groups such as 
women and young people. Botswana believed that if non-smokers were made aware of the 
hazards of passive smoking they could be used as effective pressure groups for measures 
to support anti-smoking programmes. 

Her delegation recognized the dilemma facing countries whose major source of revenue 
was tobacco in developing and promoting programmes aimed at discouraging tobacco use. 
Those countries needed assistance in developing alternative sources of revenue, as had 
been mentioned by the Swedish delegate. 



She expressed Botswana's willingness to be one of the three countries in the African 
Region for the in-depth national tobacco control demonstration projects mentioned in the 
plan of action. 

Dr MIRCHEVA (Bulgaria) expressed approval for the plan of action. The approach was 
realistic and the elements were relevant and exhaustive. 

Bulgaria still faced a very difficult situation. Smoking had become stabilized 
among men and had increased among women and young people. Additional measures had been 
taken to improve the sensitizing programme and the fight against smoking. They were 
aimed mainly at teenagers, who were particularly vulnerable in Bulgaria. Bulgaria was 
strengthening its work on control and new forms of mass information systems, and intended 
to set up an interministerial council to carry out multidisciplinary and multisectoral 
measures. Basic regulations would be strengthened. The involvement of the medical 
community in the fight against smoking and the linking of that activity with other 
programme activities on environment and improved living standards would have a great 
influence in Bulgaria. She supported the resolution recommended in resolution EB83.R13 
with the proposed amendments. 

Dr ASSELIN (Canada), thanking the Executive Board, its Programme Committee and all 
who had participated in drafting the plan of action on "tobacco or health", said that the 
harmful effects of tobacco were indisputable and had been very well explained in the plan 
of action. 

His delegation agreed with the elements of the programme and hoped that all the 
targets would be reached, indeed exceeded, in particular with regard to national 
programmes. To that end Canada would continue its technical cooperation with WHO. 

The execution of the plan of action would require adequate qualified staff both at 
technical and support level. He asked for an explanation of the data on page 534 of the 
programme budget document indicating that the staff of the "tobacco or health" programme 
would increase from five to seven, comprising all categories. His delegation supported 
the draft resolution recommended in resolution EB83.R13 on "tobacco or health" and the 
decision to celebrate World No-Tobacco Day on 31 May; he hoped that in the 
not-too-distant future all days of the year would be tobacco-free. 

The meeting rose at 17h45. 


