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NINTH MEETING 

Wednesday. 17 May 1989. at 9hl5 

Chairman: Dr J. P. OKI AS (Gabon) 

1. 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 and 
EB83/1989/REC/1, Part I, resolutions EB83.R2, EB83.R10, EB83.R13, EB83.R14 and 
Annex 8, EB83.R15, EB83.R20 and EB83.R21 and Annex 9; Part II, Chapter II; and 
document A42/INF.DOC./1) (continued) 

Health science and technology: health promotion and care (Appropriation Section 3; 
Documents PB/90-91, pages 138 to 264, A42/9 and A42/10) (continued) 

Promotion of environmental health (programme 11) (Documents PB/90-91 pages 
211-238 and A42/9) (continued) 

Dr VAN ETTEN (Netherlands) welcomed document A42/9, and in particular the emphasis 
placed on the importance of WHO'S programme on the promotion of environmental health, and 
the priority given to community water supply and sanitation. 

His delegation supported the continuation of the International Drinking Water Supply 
and Sanitation Decade up to the year 2000. Considerable progress had been made since the 
beginning of the Decade, but it did not appear possible to reach the targets set by the 
year 1990. Increased coordination between international organizations, such as UNDP, 
UNICEF, the World Bank and WHO was encouraging, and his delegation supported WHO's 
leadership role. External support agencies could play a crucial role in the improvement 
of information exchange, coordination and cooperation; in that connection, he drew 
attention to the International Reference Centre for Community Water Supply and 
Sanitation, which played a leading role in the exchange of information, and was based in 
and financed by the Netherlands. 

His delegation supported the draft resolutions recommended in resolutions EB83.R14 
and EB8S.R15. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to the report of the 
Director-General on sustainable development (document A42/9), pointed out the close 
relationship between health and social and economic development, also emphasized in the 
discussions and resolutions of the Executive Board and the Health Assembly. WHO carried 
out an extremely varied range of activities at regional and international levels, aimed 
at protecting and strengthening the health of present and future populations. Evaluation 
of progress in implementing the health-for-all strategy showed that it was not uniform. 
The potential of humanity could not be realized and the rational use of resources was not 
possible unless economic and social backwardness throughout the world was overcome, and 
it would be necessary to mobilize both internal and external resources in the future 
which could be made available only if expenditure on armaments was reduced. Such 
expenditure was the most important obstacle to world development. There was an 
opportunity today to resolve global problems, the most important of which was the 
preservation of civilization and the prevention of the threat to humanity. 

WHO, like other institutions, must take advantage of the positive trends that had 
developed in international relations in recent years. Speaking in the plenary, the head 
of the Soviet delegation had made concrete proposals regarding the debts of the 
developing and less developed countries, and the reduction of military expenditure, which 
could improve the economic situation of many countries and open up broad possibilities 
for economic and technical cooperation on a mutually beneficial basis. 



His delegation wished to make a number of additions to the draft resolution 
contained in resolution EB83.R15 which would not change the substance of that resolution, 
as follows: At the end of the fifth preambular paragraph, the words "and to a 
considerable extent contribute to the solution of ecological problems；H should be added. 

In preambular paragraph 6, after the word "health", the words "of present and future 
generations;" should be added, so that it would read: "the threat to the health of 
present and future generations and the stability of the development process itself;H. 

In operative paragraph 3, a new paragraph 3(4) should be added, as follows: "to 
elaborate the necessary legislation which would regulate anthropogenic influences on 
ecological systems;". 

In operative paragraph 5, a new paragraph 5(6) should be inserted as follows: "to 
submit a report on the progress of the work to the Forty-fifth World Health Assembly". 

With regard to programmes 11.1 to 11.4, scientific and technical progress had 
transformed many environmental problems which had, until recently, been of concern at the 
national or regional level, into international problems. The action to be taken, the 
present situation, and the knowledge and technology available had been adequately 
presented in the programme statement. 

While he endorsed the main points of programme 11.1 (Community water supply and 
sanitation), he felt that the scientific aspects should be strengthened by drawing up a 
list of the most dangerous chemical pollutants of water; working out a system of 
hygienic requirements for the quality of water used for recreational purposes, and hot 
water used for central heating; preparing guidelines on the protection of bodies of 
water, including central water supply systems, against pollution by industrial, 
agricultural and domestic wastes； preparing reviews of the most up-to-date methods for 
the removal, use and treatment of wastes, both industrial and domestic, including 
information on experience of their use in practice. 

Programme 11.2 (Environmental health in rural and urban development and housing) was 
becoming increasingly important. Improving housing and eliminating the adverse effects 
of the environment on towns and rural areas should be considered not only from the 
political but also from the human point of view. From an analysis of the situation in a 
number of regions, it could be seen that some very poor living conditions existed, 
particularly for the poorer sections of the population; they could have harmful effects 
on health, e.g., as a result of excessive exposure to synthetic materials. 

The programme activities were not correctly allocated to the various countries and 
regions. In addition to what had been planned for the European Region, he would suggest 
a unified set of recommendations on the hygiene of housing, which could then be adapted 
to the different regions and the level of development of the various countries, together 
with methodological approaches to the assessment of the effect of the quality of the 
housing environment on the health status of the population. The assessment of the 
internal environment of dwellings in terms of biological, chemical and physical 
pollutants could also be supplemented by the introduction of an integrated quality 
indicator, and by the assessment of the environment of the inhabited area as a whole. 

There could be no doubt as to the importance of the objectives and tasks of 
programme 11.3 (Health risk assessment of potentially toxic chemicals). It could be 
supplemented by a number of measures, such as the holding of a seminar on methods of 
predicting the toxicity and hazards of chemicals, and the preparation of appropriate 
guidelines, the development of methods of determining the causes and sources of acute and 
subacute intoxication of uncertain etiology among various population groups possibly 
linked to chemical pollution of the environment, recommendations on simple and rapid 
methods for the assessment of the toxicity of chemicals in the environment, e.g., in 
water, air, the soil and food, and the development and unification of methods for the 
assessment of the biodegradabi1ity, biotransformation and bioaccummulation of chemicals. 
In addition, brief manuals might be prepared, based on the Environmental Health Criteria 
series already available. 



His delegation also attached great importance to programme 11.4 (Control of 
environmental health hazards) • The large number of chemicals used and the rapid 
development of new techniques and technologies required the elaboration of appropriate 
methods of control and effective international cooperation. While in general approving 
the programme for 1990-1991, he felt that the assessment of the hazards of long-term 
low-intensity pollution, and especially of the combined effects of different adverse 
environmental factors, required consideration. The scientific reliability of estimates 
of the risks associated with the combined effect of different environmental factors at 
any given time was limited and such estimates needed to be systematically corrected in 
the light of the most recent advances in fundamental research, together with any 
supplementary information available. 

It would also be desirable to convene meetings of experts on the advantages and 
disadvantages to human health of the use of chemical plant protection products, and on 
the protection of human health against the effects of environmental carcinogens, so as to 
work out a clear position on such compounds, particularly in industry. 

Because of financial considerations, those proposals could not be fully included in 
the programme budget for 1990-1991, but he felt that it would be useful to mention them 
so that they could be taken into consideration in the future. 

Miss KHAPARDE (India) emphasized the close connection between the environment and 
health. The process of economic development must take into account the effects of 
industrialization, transport systems and the disposal of toxic wastes on the environment, 
and therefore on health and the quality of life. The difficulty for developing countries 
was that, because of a shortage of resources, the funds required were not available, nor, 
sometimes, was the necessary technical knowledge. 

An important element of environmental health was the provision of a safe and 
adequate water supply. The targets laid down for the International Drinking Water Supply 
and Sanitation Decade were not likely to be fully achieved, even though progress had been 
substantial. Rapid urbanization had meant that a large number of people in urban areas 
remained unprovided. Financial limitations had also meant that targets had had to be 
scaled down. Even the proposed programme budget for 1990-1991 envisaged a reduction in 
the allocations at regional and intercountry levels, as well as a net real decrease in 
those for the programme as a whole. There was therefore a greater need for technological 
innovations, better managerial capabilities, and greater community involvement in the 
programme. WHO should lay more emphasis on those aspects in its collaborative 
programmes. 

With regard to programme 11.3 (Health risk assessment of potentially toxic 
chemicals) the use of many chemicals in articles in daily use in developing countries 
meant that their toxic effects should be studied, so that with appropriate legislation, 
regulation and health education, the adverse effects of such chemicals could be prevented 
without delay. 

Her delegation supported the resolutions contained in resolutions EB83.R14 and 
EB83.R15. It should, however, be pointed out that sustainable development must not be 
the responsibility of the developing countries alone. The developed countries had 
contributed greatly to environmental pollution, and continued to do so. Sustainable 
development, therefore, was more relevant to the developed countries than to the 
developing ones. 

Dr ESKOLA (Finland) said that the International Drinking Water Supply and Sanitation 
Decade had major achievements to its credit, including an increase in the number of 
households provided with clean water and sanitation. Nevertheless, in the light of all 
the problems faced by many countries in satisfying the needs of rapidly increasing 
populations, they were insufficient. Additional resources were therefore urgently 
needed, as the next Decade would probably be more difficult than the last. 

His delegation shared the view of other delegations that new programmes should be 
developed for the next Decade, and that they should be closely linked with WHO'S 
health-for-all programme, so that they would be sustainable and have a proper 
infrastructure. It was of paramount importance, however, that the experience gained 
during the previous Decade should first be carefully analysed and evaluated. His 
delegation supported the resolution contained in resolution EB83.R14, but wished to 
propose the following amendment to it. 



In operative paragraph 5(4), following the words "in its resolution WHA39.20H, the 
following should be added: "including a critical evaluation of the progress and results 
of the Decade, and on that basis ...и. Without proper evaluation of the progress made, 
it would be difficult to accept the request made in the next operative paragraph to 
extend the formal framework of the Decade until the year 2000. 

Mr WENNSTROM (Sweden) speaking on behalf of the delegations of the Nordic countries 
(Denmark, Finland, Iceland, Norway and Sweden) expressed appreciation of the dedicated 
efforts made to strengthen WHO's environmental health activities. He welcomed the report 
of the Director-General (document A42/9), and shared the opinion expressed therein on the 
necessity of both national and international policies and strategies to deal with the 
interdependence of development, environment and health. 

The Nordic countries felt that the time had now come to establish stronger links 
between a better environment and the improvement of health and the quality of life. 
Environmental health issues should be given increased attention because the 
health-for-all strategy would not succeed unless a healthy environment was ensured. This 
had also been clearly set out in the report of the World Commission on Environment and 
Development (the Brundtland report), entitled Our common future. United Nations General 
Assembly resolutions 42/187 on that report and 42/186 on the environmental perspective to 
the year 2000 and beyond, strongly supported the need for immediate action. The 
traditional public health approach covered the utilization of resources to combat poverty 
and under- and malnutrition, community water supply and sanitation and local waste 
disposal, and conditions of work, e.g., dangerous work and children's work. At the 
present time, however, new public health problems had arisen, calling for a broad 
environmental approach, including the unequal distribution of resources, faulty 
nutrition, acid rain, heavy-metal pollution, pollution of the sea as a result of the 
dumping of hazardous wastes, bad housing, segregation in residential areas and urban 
slums, lack of influence at work, and the global threat to the ozone layer. 

At the first WHO Conference on Health Promotion, held in 1986, which adopted the 
Ottawa Charter, the question of supportive environments for health was singled out as 
being of great importance. Strategies for promoting health must, under the Chartèr, be 
based on the protection of the natural, as well as of the social and cultural 
environment. WHO had a vital role to play in linking environmental questions and the 
health of populations, both of which had high priority. For those professionally 
involved in those activities, coordination was essential, so that concrete results could 
be obtained as rapidly as possible. 

The Nordic countries had convened, in collaboration with WHO, a third international 
conference on health promotion, devoted to health and supportive environments； it would 
be held in Sweden in 1991, and would, it was hoped, provide guidance with regard to 
further activities in the overlapping fields of health and environment. The intention 
was to bring together people from different parts of the world working in public health 
together with those concerned with environmental questions in practice. 

The Nordic delegations supported the resolution contained in resolution EB83.R15. 
It was important that WHO should give prominence to the interdependence of environment 
and health in its future programmes. The resolution should include a reference to 
resolution WHA41.15, adopted by the Forty-first World Health Assembly. 

He emphasized that the control of contaminants in the Arctic was also of global 
importance, and would require international cooperation. The same applied to the problem 
of the discharge of hazardous wastes and toxic sewage into the sea. 

Ms DENNEHY (United Kingdom of Great Britain and Northern Ireland), referring to 
programme 11.2 (Environmental health in rural and urban development and housing), said 
that information generated during the International Year of Shelter for the Homeless had 
revealed that more than one billion people lived in grossly inadequate accommodation and 
that one hundred million had no accommodation whatsoever. Rapid population growth in 
urban centres throughout the world was creating one of the major problems of current 
times. 

The impressive and substantial accomplishments of the International Drinking Water 
and Sanitation Decade had been offset by the growth of urban populations. As a result, 



the proportion of urban populations with access to clean water supplies had changed very 
little from that prevailing at the beginning of the Decade. Her delegation therefore 
supported the draft resolution recommended by the Executive Board in resolution EB83.R14. 

There was a dearth of satisfactory epidemiological studies, data collection and 
assessment, and monitoring of environmental conditions and related health indicators 
pertaining to urban living conditions. There was an urgent need to develop systems to 
generate and disseminate valid epidemiological information about the health effects of 
urban environmental conditions on a global basis. 

Concerned by the health implications of continuing rapid urbanization, her 
delegation, while fully supporting the aims, objectives and direction of the programme, 
suggested that the Executive Board might consider selecting that topic for future 
Technical Discussions at the Health Assembly. The Brundtland Report had identified urban 
development as one of the major issues confronting mankind. The suggested Technical 
Discussions would reinforce and provide momentum for the large array of policies and 
activities in Member States and initiated by the secretariat in that area. 

Her delegation endorsed the emphasis on the interdependence of health and effective 
economic development highlighted in the report on WHO's contribution to the international 
efforts towards sustainable development (document A42/9) and the report of the World 
Commission on Environment and Development. The increasing recognition that all 
activities, including health programmes, should respect long-term resource constraints if 
they were to be effective was encouraging. The response to the call for sustainable 
development should be an emphasis on selected points where the balance between the 
attainment of health objectives and the use of resources could be changed to good 
advantage. The report's acceptance of the overriding importance of easing population 
pressure on resources was therefore welcome. 

There was a case for prudence in the face of imperfect knowledge, particularly where 
the result of erroneous assessment might be catastrophic. Her delegation therefore 
endorsed the importance given in the report to the vigorous assessment of possible 
hazards of new technologies and the need for adequate safety margins when estimating the 
likelihood of technical failure, as well as in quantitative standard setting. Her 
delegation therefore supported the draft resolution recommended in resolution EB83.R15. 

The United Kingdom endorsed the objectives of programme 11.5 (Food safety), and the 
excellent and accurate situation analysis presented in the programme statement. 

Dr.BART (United States of America) said that, in the interests of time, he would 
restrict his comments to programme 11.1 (Community water supply and sanitation). Clean 
water and proper sanitation were among the most cost-effective of preventive tools in 
public health. Water supply and sanitation programmes had an impact on waterborne and 
water-mediated bacterial, viral and parasitic diseases, and should be considered, 
together with immunization, as primary preventive tools of high priority. 

The Director-General had reported to the eighty-third session of the Executive Board 
on eight years of progress in the International Drinking Water Supply and Sanitation 
Decade (document EB83/3). Substantial progress had been made so far, and unprecedented 
resources had been mobilized in support of water supply and sanitation programmes. Large 
numbers of people, in both rural and urban areas, now had access to clean water and 
adequate sanitation. However, the achievements had been less than expected. Because of 
rapid population growth, the proportion of both rural and urban populations with adequate 
water and sanitary facilities had in fact decreased - a smaller proportion had such 
facilities now than at the beginning of the Decade. With the end of the Decade in sight, 
and the increasing pressure of rapid urban growth, it was important to carry forward the 
momentum of the Decade by extending its activities into the 1990s as recommended by the 
Executive Board. 

Major problems continued in establishing water supply and sanitation programmes, 
including the lack of an effective management infrastructure in many countries, and the 
large capital investments needed for water supply and sanitation systems for growing 
cities. For the most part, health ministries were not responsible for the provision of 
those utilities. However, the importance for health and the environment, and the 
requirements of peoples suffering from the increasing pressures of urban stress where a 
challenge to WHO and health ministries to respond effectively in terms of providing 
sustainable, cost-effective programmes, and developing and retaining the relevant trained 
manpower. 



The potential impact of water supplies and sanitation on health was well known, and 
he therefore joined with the delegate of India in expressing concern at the real and 
substantial decrease of 13% in the proposed programme budget allocation for the 
programme, as indicated on page 219 of document PB/90-91. The Executive Board had also 
expressed concern at that decrease. The Secretariat should indicate how it intended to 
meet those concerns and to proceed with post-Decade activities, given the decrease. His 
delegation supported the draft resolution recommended in resolution EB83.R14. 

The underlying theme of his intervention, and of others by his delegation, was 
population pressure. The sheer numbers of people needing services were outstripping 
available resources. In his address at the last meeting of the РАНО Directing Council 
and at the eighty-third session of the Executive Board, the Director-General had endorsed 
an increased role of WHO in family planning, and specifically in child-spacing, through 
primary health care programmes and in collaboration with UNFPA. The Secretariat had not 
yet reported on the Director-General‘s plans in that area. 

Mrs BURAAS (Industry Council for Development) speaking at the invitation of the 
Chairman, said that, at its eighty-third session, the Executive Board had decided to 
establish official relations with ICD. It was an honour and pleasure to participate for 
the first time as a nongovernmental organization in the Forty-second World Health 
Assembly. 

The Declaration of Alma-Ata stipulated that the attainment of the goals of primary 
health care would require the coordinated efforts of many sectors - governmental and 
nongovernmental - including industry. ICD task was to promote practical cooperation 
between governments of developing countries, industry and aid organizations, in a common 
effort to help attain national economic and social goals. ICD was supported by business 
corporations worldwide, which contributed their managerial and technological expertise 
and other resources to action-oriented projects in developing countries, in partnership 
with governments and development organizations. The concept of partnership, introduced 
the Alma-Ata Conference, was particularly vital in the area of combating foodborne 
disease, the focal point of ICD's present cooperation with WHO. 

In 1983, a Joint FAO/WHO Expert Committee on Food Safety had stated that the 
diseases caused by contaminated food were perhaps the most widespread health problem in 
the contemporary world, and an important cause of reduced economic activity. The 
Committee had also stressed the need for partnership efforts involving governments, 
industry and consumers, particularly for health education in food safety - an approach 
reinforced by the results of the 1987 WHO Consultation on Health Education in Food 
Safety, which had recommended that the concept of cooperation between governments, WHO, 
industry and consumers be translated into action at both the national and international 
levels. Through ICD, international and national industry, and particularly the food 
industry, had responded enthusiastically to that call for action. Pilot cooperative 
projects in health education in food safety were under way in the Dominican Republic and 
Pakistan, involving national task forces representing the partners concerned. The 
Deutsche Gesellschaft für Technische Zusammernabeitung. the Federal German agency for 
technical cooperation, had agreed to fund aspects of those projects. 

Other industry organizations had also joined ICD in the programme, including the 
International Chamber of Commerce, the International Advertising Association, and the 
Grocery Manufacturers of America. Their resources were complementing those if ICD in the 
projects in the Dominican Republic and Pakistan, which it was hoped would provide models 
of cooperative activities to promote food safety that might be reproduced in many 
developing countries. 

The concept of a partnership between government, industry and consumers and shared 
responsibility were particularly relevant in efforts to counteract foodborne diseases. 
It would require the combined and coordinated impact of the regulatory and other 
programmes of government, together with the quality-assurance and control activities of 
industry, and consumer education to halt and hopefully reverse the present trend towards 
increasing foodborne illnesses in both developing and developed countries. 

As a new member of WHO's nongovernmental organization community, ICD was pleased to 
hear the Director-General‘s call for greater priority to be given to environmental 
health, and his view that WHO should take a more active role in channelling the energies 
and resources of external partners. Within that context, ICD hoped that the regular 



budget resources allocated for practical partnership programmes, such as that for food 
safety, could be maximized, thereby sending a signal and a challenge to WHO's external 
partners to renew and increase the resources they could bring to cooperative efforts. 

She assured the Committee that ICD would do its utmost to mobilize industry 
resources for partnership. 

Mr DEBRUS (Federal Republic of Germany) said that his delegation supported WHO's 
activities under programme 11 (Promotion of environmental health), and especially the 
development of multi-sectoral environmental policies, the healthy city project, 
environmental databases, the publication of risk assessments in the Environmental Health 
Criteria series, and the first European Conference on Environment and Health, to be held 
in Frankfurt in December 1989. The Federal Ministers of the Environment and Health had 
issued personal invitations to their respective colleagues in the WHO European Region to 
take part in the Conference. 

His delegation support the draft resolutions recommended by the Executive Board in 
resolutions EB83.R14 and EB83.R15. With reference to the former, he said that operative 
paragraph 3(1) urged external support agencies to increase their funding. However, in 
the Federal Republic of Germany, most of those external agencies were wholly financed by 
the Government. Surely the operative paragraph should not be interpreted to mean that 
the increased funds provided by his Government to WHO for the programme would have to be 
increased yet again, for the financing of the external agencies. Presumably, any 
proposal to extend the International Drinking Water Supply and Sanitation Decade would be 
developed along international lines, taking account of the guidelines for international 
decades. He supported the amendments proposed by the delegate of Finland to the draft 
resolution recommended by the Executive Board in resolution EB83.R14. 

Mrs MANDEVÜ (Botswana) supported programme 11.3 (Health risk assessment of 
potentially toxic chemicals). For developing countries embarking on industrialization 
and technological development, it should provide the opportunity to start essential 
monitoring and preventive activities related to toxic chemicals• 

Botswana had no legislation on the handling, transport, storage or use of 
potentially toxic chemicals. Work had started on the development of such legislation and 
the Health Legislation unit at headquarters had been most helpful, mainly in supplying 
examples of legislation in force in other countries. 

It was hardly surprising that no Member State of the African Region had requested 
cooperation under the programme. That did not imply any lack of interest, in it but many 
countries were not aware of the programme's existence and the regular budget allocations 
were so small that it was difficult to cover the many different programmes. There was 
also a glaring lack of expertise in that field in the Region. 

Paragraph 9 of the programme statement stated that one of the primary aims of the 
programme in the African Region would be the mobilization of extrabudgetary resources for 
the programme development and implementation. Was there a responsible officer at the 
Regional Office in Brazzaville or should the matter be followed up at headquarters? 

Professor BORGONO (Chile) said he had no doubt as to the vigour with which 
programme 11 (Promotion of environmental health), which concerned not only health but 
also social and economic development, was being implemented. In recent months, the 
international community had expressed grave concern about environmental problems through 
a large number of meetings, for example, those in London and the Hague on the ozone 
layer. His delegation therefore supported the draft resolution recommended by the 
Executive Board in resolution EB83.R15. 

He agreed with the delegate of the Netherlands that the International Drinking Water 
Supply and Sanitation Decade should be extended to the year 2000. Insufficient progress 
had been made so far, and further efforts were needed if the goal of health for all 
through the strategy of primary health care was to be attained. 

With respect to programme 11.3 (Health risk assessment of potentially toxic 
chemicals), he stressed the importance of the International Programme on Chemical 
Safety. There was a need increase the decentralization of the programme to the regions. 
What was planned for the Region of the Americas was a good example of what could be 
achieved through such decentralization. In his view, FAO should also collaborate in that 
programme, together with UNEP and IL0. 



The presentation of programmes 11.3 and 11.4 was somewhat confusing owing to the 
fact that some activities overlapped; that tended to detract from their importance. 
Greater efforts should be made to clarify the situation. 

Programme 11.5 (Food safety), was of great importance for nutrition arid health in 
general. New problems were appearing which were having a direct or indirect effect on 
health. The recent contamination of grapes in Chile, of baby food in the United Kingdom 
and of oranges from Israel were a form of economic terrorism, but were of concern not 
only because of their economic repercussions but also because of their potential effects 
on health, WHO should be concerned with such issues. The question of hormones in beef 
and of disagreements between the European Community and the United States of America on 
that question, was a similar issue, which was obviously of interest to GATT and other 
institutions of the United Nations system, but also had repercussions in the health field 
and was thus of concern to WHO. 

His delegation supported the draft resolution recommended by the Executive Board in 
resolution EB83.R14. 

Mr BIRAUD (United Nations Development Programme) said that the results achieved so 
far during the International Drinking Water Supply and Sanitation Decade had been 
described recently by the Director-General as a qualified success, an expression that had 
both positive and negative implications, as was apparent from the latter's report on the 
subject (Annex 8 to document EB83/1989/REC/1). That document, which would not be 
considered by the Health Assembly, indicated that, if the goal of health for all by the 
year 2000 were to be achieved, far more intensive efforts would have to be made. The 
external support agencies concerned had agreed to collaborate closely to work out what 
activities would be required in the 1990s after the official end of the first Decade. 
Accordingly, at a meeting held in The Hague in November 1988 a "collaborative framework" 
had been established to coordinate the efforts of the bilateral and multilateral funding 
agencies and the nongovernmental organizations, in accordance with proposals made by 
those responsible for the UNDP/World Bank Drinking Water Supply and Sanitation Programme, 
in informal consultation with the funding agencies. Open to all the external support 
agencies and to observers from developing countries, the coordinating body would probably 
meet every two years to discuss the orientation and action plans of the participating 
bodies, review the progress of the current joint programme of work and reach agreement on 
the subsequent distribution of tasks. It would also provide a forum for exchanges of 
information on sectoral strategies and approaches. 

Such activities could not be considered merely in terms of health, as would appear 
to be the case in the Director-General‘s report (paragraphs 38 and 39 of Annex 8 to 
document EB83/1989/REC/1). They also involved areas such as agriculture, industry, 
housing, town-planning, the environment and tourism, and requirements would be better met 
if public officials and private sector leaders in those areas and their donor partners 
were properly mobilized and made aware of the health implications of their decisions. 

An interim committee, the "1990 Committee", consisting of 20 representatives or the 
coordinating body, had been set up to help the developing countries and the external 
funding agencies to prepare for a global consultation in 1990, to make arrangements for 
the "post-1990" period to ensure continued mobilization of the drinking-water supply and 
sanitation sector, to discuss the reports of any temporary working groups set up in 
connection with the activities of the coordinating body, and to submit recommendations to 
its members. 

The "1990 Committee" had met for the first time in December 1988 under the 
chairmanship of Mr Rotival, a senior UNDP official responsible for coordinating the 
UNDP/WHO project concerning the promotion of activities during the Decade. In order to 
ensure successful interaction with specialists and governments, the Committee recommended 
to the coordinating body that its own chairman be appointed Chairman of the coordinating 
body. Initial discussions concerned the national- and regional-level support to be given 
to countries in order to review the situation with regard to drinking-water supply and 
sanitation, and to learn from experience : UNDP resident representatives were asked to 
analyse requirements and current support activities, in their countries o£ residence, 
making use of the country external support information system (CESI), set up by WHO with 
financial backing from UNDP. The Chairman was asked to contact the regional development 
banks and the Kuwait Fund, which coordinated for the United Nations the Arab Fund, with a 



view to initiating in the near future discussions between governments and funding 
agencies in each region or, if possible, in each subregion, following the example of the 
very valuable meeting held in Harare in 1988 for subregion III of the African Region. 
Contacts already made had generally produced encouraging results. Furthermore, the 
Committee had given instructions to two "horizontal" temporary working groups, one of 
which would deal with the communication of information, the other with applied research. 
The results of their activities, which involved consultation by letter of all members of 
the coordinating body, would be considered by the Committee at the end of the current 
month. The coordinating body itself would meet in November. 

He expressed satisfaction with the close cooperation that had existed between UNDP 
and WHO since the beginning of the Decade. UNDP had provided and recently increased its 
financial backing and manpower, helping to assemble a highly qualified team to assist the 
Chairman of the coordinating body for two years. Some of the bilateral donors had also 
provided assistance in that respect. The relationship was strengthened by the fact a 
UNDP representative Chaired the interagency committee, while WHO provided the 
Secretariat, as it did in the case of the coordinating body. 

Dr ARSLAN (Mongolia) said that, because of its geography and climate, his country 
had limited and non-uniformly distributed water resources. At the same time, the rapid 
development of the economy accompanied by increased urbanization, and programmes aimed at 
improving the well-being of the population through planned economic development called 
for the rational use of those resources and the protection of the environment. The main 
thrust of Mongolian economic development in 1981-1990 had been to improve water supplies 
and sanitation and to protect the environment, in both of which the Government had 
invested large sums, especially in the construction of centralized water supply and 
sewerage systems and the expansion of existing systems. Investment had also gone into 
measures to protect the environment. An interdepartmental committee had been set up to 
implement the measures planned by the Government for dealing with the Decade programme. 

International cooperation to improve drinking-water supply and health had had the 
beneficial effect of stimulating arid accelerating national programmes in those areas. In 
its cooperation with WHO under the water supply and sanitation programme, Mongolia had 
received considerable support in connection with the organization of the laboratory 
control of water quality, staff training, the preparation of documentation on a model 
water supply and sewerage system, and sanitary equipment for sparsely populated areas. 
The successful solution of the problems which the programme addressed had unfortunately 
been retarded by lack of resources. 

The proportion of the population served by a water-supply system was 25% in the 
country as a whole, and as much as 52% in large towns; on the outskirts of towns and in 
rural areas, however, more than 60% of the population drew its water from hydrants and 
boreholes, while the nomads took water from sources intended for the watering of their 
flocks and other local sources. The great depth of frozen soil meant that work on 
underground pipes was extremely expensive. 

In view of the importance of improved water supply and sanitation in meeting the 
target of health for all by the year 2000, his delegation agreed on the need to extend 
the Decade and would support the draft resolutions proposed by the Executive Board in 
resolutions EB83.R14 and EB83.R15. 

Dr M0NEK0SS0 (Regional Director for Africa), replying to delegates who had commented 
on the budgetary reductions proposed under the environmental health programme, said that 
they were partly due to the merger in the African Region of the programmes for community 
water supply, environmental health hazards and urban development. There was no lack of 
interest in the environment in the African Region and some newly-industrialized countries 
were taking active steps to protect the environment. 

On the question of how to choose among competing programmes in a situation of 
limited regular budgetary resources, it had been generally agreed in the regional 
committees and subregional meetings concerned that certain basic areas such as disease 
control, maternal and child health and family planning, and community water supplies, 
including as far as possible related environmental health control measures, should 
receive major emphasis in the regular programme of work. The inclusion of water supply 



and environmental health in that list was important in view of the fact that the Decade 
was ending disappointingly in regard to rural areas, a situation which made it essential 
to extend it. 

Regarding channels of communication with WHO, the Regional Office for Africa had a 
responsible officer not only in the area of community water supplies but also in that of 
environmental health, as well as a small office responsible for extrabudgetary health 
resource mobilization. 

Dr JARDEL (Assistant Director-General) reaffirmed the Director-General‘s intention 
to reshape the environmental health programme with a view to meeting new global 
challenges and contributing effectively to international efforts towards sustainable 
development. Both primary health care and sustainable development required a healthy 
environment. The Organization must play a leading role in identifying, evaluating and 
controlling the health effects of new environmental problems, and at the same time pursue 
its efforts to meet the needs of developing countries, with particular emphasis on the 
continuation of the Decade activities beyond 1990. 

WHO was elaborating a new strategy which would involve consultation with experts, 
Member States, regional offices and other organizations. Delegates had expressed concern 
about the level of resources allocated to the Decade programme. Meeting the goal of the 
Decade would obviously require enormous resources at country level. It must be 
remembered, however, that the Organization's role in relation to the Decade was mainly 
that of a catalyst. The Director-General had decided to allocate additional resources to 
the water supply and sanitation programme from his 1990-1991 Development Programme, but 
external resources would have to be mobilized as the major source of funds. 

Dr KREISEL (Division of Environmental Health) said that the statements made by 
Canada and Sweden testified to the fact that pollution was a global problem. Pollutants 
generated in one country not only harmed people living there but were carried thousands 
of miles by water and air; introduced into the food chain, they affected populations in 
areas remote from their point of origin. Pollution must therefore be controlled at 
source. While that was the responsibility of individual governments, the fact that the 
impact of pollution was global meant that it must be dealt with at the international 
level as well, in a spirit of global solidarity. WHO played a key supportive role in 
that process through activities including its contribution to the Global Environmental 
Monitoring System for air, water and food, its assessment of the health effects of toxic 
chemicals, through the International Programme of Chemical Safety, its collaboration with 
FAO in the Codex Alimentarius Commission, and its participation in the work of the Group 
of Experts on Scientific Aspects of Marine Pollution. 

Enormous global efforts were needed to provide decision-makers with reliable 
scientific information on environmental degradation and its health effects. The 
high-level technical expert commission on health and environment proposed by the 
Director-General would be able to inventory the knowledge which existed on the subject 
and the areas in which gaps must be filled by further research, a point alluded to by a 
number of delegates. The findings of the commission should form part of a new global 
strategy for environmental health. The Division of Environmental Health had already 
identified the basic elements of that strategy, which would have to be developed in close 
collaboration with ministries of health and other government departments concerned. In 
his opinion, health authorities in many countries had not fully assumed the role they had 
to play in fostering action to protect the environment and, as a consequence, the health 
of their populations. The first step in the development of the new strategy would be the 
convening of a working group meeting with regional officers in order to prepare a policy 
framework for the strategy. It was planned to submit that framework to the Executive 
Board in 1990. 

Mention had been made of the problems of population pressure and urbanization. The 
Division of Environmental Health would convene an expert committee meeting in April 1990 
which would assess environmental health problems in urban development as a guide to WHO 
in its activities in that field in the 1990s. The Organization would play a major part 
in the international activities outlined by the representative of UNDP leading to 
strategies for the period which would follow the Decade. The decision to extend the 
framework of the Decade would probably have to be taken at the forty-fifth session of the 



United Nations General Assembly, and WHO was preparing a review with other United Nations 
partners, of the Decade for that purpose. The Organization would also review its 
regional programmes on community water supply and sanitation to update its own strategy. 
As far as new problems were concerned, the Director-General had allocated resources for 
the study of subjects such as the health impact of ozone layer depletion and global 
climatic warming. 

2. SECOND REPORT OF COMMITTEE A (Document A42/38) 

The CHAIRMAN invited the Committee to consider the draft of its second report. 

The report was adopted. 

3. 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) (resumed) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Documents PB/90-91 and 
EB83/1989/REC/1, Part 1, resolutions EB83.R2, EB83.R10, EB83.R13, EB83.R14 and 
Annex 8, EB83.R15, EB83.R20 and EB83.R21 and Annex 9; Part II, Chapter II; and 
document A42/INF.DOC./1) (resumed). 

Health science and technology: health promotion and care (Appropriate Section 3； 
Documents PB/90-91, pages 138 to 264, A42/9 and A42/10) (resumed) 

Promotion of environmental health (programme 11) (Documents PB/90-91, 
pages 211-288 and A42/9) (resumed) 

The CHAIRMAN invited the Committee to consider the draft resolution on the 
International Drinking Water Supply and Sanitation Decade proposed by the Executive Board 
in resolution EB83.R14, with the amendment suggested by the delegate of Finland earlier 
in the meeting. 

The resolution, as amended. was approved. 

The CHAIRMAN drew the attention of the Committee to the draft resolution recommended 
by the Executive Board for adoption by the Health Assembly in resolution EB83.R15 and to 
the amendments proposed by the delegate of the Soviet Union earlier in the meeting. 

The resolution, as amended, was approved. 

The CHAIRMAN invited the Committee to consider a draft resolution on strengthening 
nursing and midwifery in support of strategies for health for all proposed by the 
delegations of Australia, Canada} Chile, France, Italy, Kenya, Lesotho, Liberia, Malawi, 
Netherlands, New Zealand, Norway, Pakistan, Poland, Sweden, Union of Soviet Socialist 
Republics, United Kingdom of Great Britain and Northern Ireland, United States of 
America, Zambia and Zimbabwe, which read as follows: 

The Forty-second World Health Assembly, 
Recalling resolution WHA36.11 on the role of nursing and midwifery personnel in 

the strategy for health for all; 
Recalling the discussions at the seventy-fifth session of the Executive Board, 

when the urgent need for an increase in the number of training programmes for 
teachers and managers of nursing/midwifery services was emphasized, together with 
the need to develop leaders to motivate and stimulate the necessary changes required 
to reorient nursing/midwifery education and practice; 

Recalling the discussions at the Thirty-ninth World Health Assembly on the role 
of nursing/midwifery personnel in strategies for health for all and the conclusions 



that it was not possible to implement national strategies effectively without the 
participation of nursing/midwifery personnel； that there was an urgent need to 
strengthen nursing/midwifery education and practice in primary health care; that 
there vas a need to increase the organization's nursing/midwifery activities at all 
levels and to ensure the involvement of nursing/midwifery personnel in the 
development of health-for-all strategies； 

Concerned at the present decline in numbers of nursing/midwifery personnel and 
recruits in many countries and the implications for the future； 

Bearing in mind the fact that the demand for nursing care will increase in view 
of the aging population and life-extending technology, the expansion of activities 
in health promotion and disease prevention, including safe motherhood initiatives, 
and the effects of the AIDS pandemic； 

Recognizing also that scarce nursing/midwifery skills must be used more 
cost-effectively； 

Aware that little research on nursing/midwifery is being undertaken, and that 
there are few suitably qualified personnel available to carry out or supervise such 
research; that on the other hand, information and management systems need to be 
developed so that adequate and reliable information about nursing/midwifery is more 
readily available； 

Having considered the report of the Director-General on the role of 
nursing/midwifery personnel in the strategy for health for all, and the comments of 
the Executive Board thereon; 

1. URGES Member States: 

(1) to review their national nursing/midwifery needs and resources and to 
devise measures to avert shortfalls in the future； 
(2) to take the necessary action in developing strategies to recruit, educate, 
reorientate and retrain nursing/midwifery personnel in order to meet national 
needs； 
(3) to encourage and support the appointment of nursing/midwifery personnel in 
senior leadership and management positions and to facilitate their 
participation in planning and implementing the country's health activities； 
(4) to encourage and support the development of research on more efficient and 
effective methods of employment of nursing/midwifery resources, including 
training in research methodology; 
(5) to support the reorientation to primary health care of all educational 
programmes for nursing/midwifery personnel； 
(6) to adopt or, where necessary, amend regulations and legislation to 
facilitate the involvement of nursing/midwifery personnel in all aspects of 
primary health care； 

2. REQUESTS the Director-General: 

(1) to increase support to Member States to strengthen the planning, 
implementation and evaluation of the nursing/midwifery components of national 
health programmes, in particular the development and utilization of 
nursing/midwifery personnel； 
(2) to strengthen the nursing/midwifery components of all WHO programmest 
increasing within available resources the number of nurses and midwives in 
senior positions at global and regional levels； 
(3) to intensify support for the global network of WHO collaborating centres 
for nursing development and, through these centres, promote the involvement of 
other institutions and agencies in extending WHO's work; 
(4) to promote and support the training of nursing/midwifery personnel in 
research methodology in order to facilitate their participation in health 
research programmes, including the development of information systems on 
nursing/midwifery； 
(5) to develop tools for monitoring progress in this field and to report to 
the Forty-fifth World Health Assembly on the progress made in the 
implementation of this resolution. 



Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), Rapporteur, said 
that operative paragraph 1(2) of the draft resolution should read "to take the necessary 
action in developing strategies to recruit and retain, educate and reorientate 
nursing/midwifery personnel in order to meet national needs;". 

Dr CORNAZ (Switzerland) said that the role of nursing and obstetrical personnel 
could be vital for achieving health for all, in both industrialized and developing 
countries. Although nursing personnel had a particularly important role to play in 
developing countries, their training was often inadequate to prepare them for providing 
primary health care, and their abilities were often not used to the full. The 
contribution of nursing to prevention should be increased and its practices somewhat 
modified. Her delegation therefore supported the resolution but wished to propose 
amendments that would emphasize: (i) the participation of nursing personnel in the 
implementation of strategies for health for all； (ii) the need to ensure adequate 
follow-up of their activities and to give them the support without which they would have 
difficulty in performing their functions； and (iii) the importance of training existing 
personnel to enable them to perform their functions more effectively, and of extending 
continuing education, something that was often overlooked. 

Her delegation therefore proposed that, in the penultimate line of the third 
preambular paragraph after "development", the words "and implementation" should be 
inserted; and, in the first line of the fifth preambular paragraph, after "Bearing in 
mind," that the words "on the one hand" and after "will increase", the words "and, on the 
other hand, that the care should be expanded and partially altered in character," should 
be inserted. It also proposed an amendment to operative paragraph 1(5) so as to make it 
read "(5) to support both the reorientation to primary health care of all educational 
programmes for nursing/midwifery personnel and the extension of the continuing education 
of personnel；H and the inclusion of a new operative paragraph 1(7), reading "(7) to 
ensure the necessary follow-up and support to personnel, especially those working on the 
periphery, to enable them to contribute effectively to the promotion and protection of 
health, particularly among groups at highest risk;". 

Professor MATTHEIS (Federal Republic of Germany) said that her country was one of 
those that would be facing an increasing shortage of nurses in the future. That was due 
partly to demographic reasons but also to the fact that, at the present time, people 
remained in the profession for an average of only four to five years. It was therefore 
necessary to increase both the quantity and the quality of nursing personnel. Her 
delegation wished to cosponsor the resolution. 

Professor MENCHACA (Cuba), agreeing with the proposed amendment, said that his 
delegation would cosponsor the resolution if a further small change could be made so that 
the reference to qualifications that had been made in the preamble was repeated in the 
operative paragraphs. Thus, operative paragraph 1(2) would now read "(2) to take the 
necessary action in developing strategies to recruit and retain, educate, reorientate and 
improve the qualifications of nursing/midwifery personnel in order to meet national 
needs;" similarly operative paragraph 2(1) would read "(1) to increase support to Member 
States to strengthen the planning, implementation and evaluation of the nursing/midwifery 
components of national health programmes, in particular the development, utilization and 
improvement of the qualifications of nursing/midwifery personnel;". 

The CHAIRMAN asked the Committee whether it wished to approve the draft resolution, 
as amended by the delegations of Switzerland and Cuba. 

The draft resolution, as amended, was approved. 

The CHAIRMAN invited the Committee to consider a draft resolution on the Edinburgh 
Declaration on the reform of medical education proposed by the delegations of Botswana, 
Canada, India, Lesotho, Malawi, Malta and Nicaragua, which read as follows: 



The Forty-second World Health Assembly, 
Noting document EB83/1989/REC/1, Part II, paragraph 28, which draws 

to the Edinburgh Declaration on the reform of medical education; 
Acknowledging the continued need to improve the quality of training 

categories of health personnel and to reorient the contents of training programmes 
in accordance with the requirements of health-for-all strategies； 

Bearing in mind the proposed plan of action for implementing the 
recommendations of the Edinburgh Declaration; 

1. THANKS the World Federation for Medical Education for its report emphasizing 
the importance of reorientating medical education towards the goal of health 
for all; 

2. URGES Member States to give serious consideration and support to the 
recommendations and concepts embodied in the Edinburgh Declaration. 

Professor BORGOÑO (Chile) proposed two amendments. Firstly, in the second 
preambular paragraph, after "in accordance with", the words "the situation existing in 
Member States and" should be inserted, and secondly, operative paragraph 2 should be 
amended to read "2. URGES Member States to disseminate and to give serious consideration 
and support to the recommendations and concepts embodied in the Edinburgh Declaration.и 

Dr VARET (France) commented that the Committee was faced daily with a plethora of 
resolutions that were not always backed up by reports and which were presented by 
nongovernmental organizations or by the secretariat. It was very difficult to consider 
each such draft resolution properly, and that method of work would make future world 
health assemblies even more onerous. With regard to the draft resolution under 
discussion, resolutions were usually drafted to include references to the 
Director-General, to Member States or to nongovernmental organizations. She asked the 
secretariat to redraft the draft resolution and proposed two amendments. Operative 
paragraph 1 should simply read "1. Emphasizes the importance of reorientating medical 
education towards the goal of health for all;". With regard to operative paragraph 2, 
she understood that the Edinburgh Declaration had been made in the context of the World 
Conference on Medical Education, and it was that that should be mentioned. The 
Declaration had been submitted to the Executive Board only for information. 

Mrs ITHONGO (Kenya) said that her delegation supported the draft resolution. A 
concerted effort by the World Federation for Medical Education, WHO and other relevant 
organizations was needed to promote and accelerate changes in medical curricula. The 
Edinburgh Declaration was one of many steps in that direction. In order to broaden the 
scope of the draft resolution, she proposed that operative paragraph 1 should be amended 
to read "1. THANKS the World Federation for Medical Education for its efforts in 
promoting the reorientation of medical education towards the goal of health for all;". 

Mr DEBRUS (Federal Republic of Germany) concurred with the approach represented by 
the draft resolution, namely to review the concept of medical education and to modify it 
where necessary and possible. His delegation would therefore prefer that operative 
paragraph 2 begin with the words "CALLS UPON," instead of "URGES". The consequent 
weakening of that paragraph was necessary in the light of paragraph 10 in the Edinburgh 
Declaration, which read "10. ensure admission policies that match the numbers of 
students trained with national needs for doctors;". That proposal was in conflict with 
the Constitution of the Federal Republic of Germany, which guaranteed the free choice of 
profession. At present, admission of students to medical schools was limited only in 
order to maintain a higher standard of medical education. The first sentence of the last 
paragraph of the Edinburgh Declaration read "By this Declaration we pledge ourselves arid 
call on others to join us in an organized and sustained programme to alter the character 
of medical education so that it truly meets the defined needs of the society in which it 
is situated.и His delegation interpreted that part of the Declaration as allowing each 
country to decide the extent to which changes were necessary. It was always difficult to 
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transpose the results of one conference to another, especially in the present case, as no 
official representative of the Government of the Federal Republic of Germany had been 
present at the World Conference on Medical Education held in August 1988 in Edinburgh, 
since it had been a conference of nongovernmental organizations. The Declaration had 
been discussed at a conference in Lisbon, but not at the present Health Assembly. 

Dr ZOBRIST (Switzerland) supported the remarks of the delegate of the Federal 
Republic of Germany. The Edinburgh Declaration was an interesting document that merited 
detailed study by WHO and Member States. However, a declaration presented by a 
professional association should not necessarily be accepted as such by the Health 
Assembly but should serve as a basis for discussions at the regional level. Her 
delegation thanked the Government of Portugal for having organized a ministerial 
conference in Lisbon the previous autumn in collaboration with the Regional Office for 
Europe to discuss the reform of medical education and the Edinburgh Declaration. The 
Lisbon initiative, which had resulted from that conference, would be submitted to the 
Regional Committee for Europe at its next meeting. Although she welcomed the fact that 
the Health Assembly had been informed about the Edinburgh Declaration, her delegation 
considered that it was unnecessary that the Declaration be the subject of a resolution. 
Nevertheless, it did not oppose the adoption of the resolution as amended. 

Dr AMINO (Japan), referring to the draft resolution on the Edinburgh Declaration on 
the reform of medical education, supported the proposal made by the delegate of Kenya. 
The reorientation of medical education had long been a WHO objective, and the Regional 
Office for the Western Pacific had organized various conferences on that topic. For 
example, in 1985, a conference on future health and medical manpower needs had been 
convened in Tokyo by WHO, and the resultant declaration had already been endorsed by the 
Regional Committee for the Western Pacific and the Executive Board. He supported the 
draft resolution with the amendment that broadened its scope; WHO activities aimed at 
reorienting medical education should be further developed within the existing financial 
and structural framework of the Organization. 

Dr GREGORICH-SCHEGA (Austria) expressed a reservation concerning paragraph 10 of the 
Edinburgh Declaration, which was intended to ensure that admission policies matched the 
numbers of students trained to the national need for doctors. That was not in accordance 
with Austria's principle of free and unrestricted access to universities. The Austrian 
delegation nevertheless had no objection to the adoption of the draft resolution on the 
Edinburgh Declaration on the reform of medical education, with the amendment proposed by 
the delegate of the Federal Republic of Germany. 

The CHAIRMAN suggested that an informal drafting group, composed of the Rapporteur 
and the interested delegates should draw up a text to put before the Committee 
incorporating the many amendments proposed. 

It vas so agreed. 

Diagnostic, therapeutic and rehabilitative technology (programme 12) document PB/90-91. 
pages 239-264) 

The CHAIRMAN drew attention to the draft resolution on disability prevention and 
rehabilitation submitted by the delegations of Australia, Belgium, Canada, Chile, 
Denmarky Finland, Gambia, Ghana, Iceland, India, Indonesia, Jordan, Nicaragua, Norway, 
Sri Lanka, Swaziland, Sweden, Switzerland, Thailand, Tonga, Uganda, Union of Soviet 
Socialist Republics, Viet Nam and Zimbabwe, which read as follows: 

The Forty-second World Health Assembly, 
Recalling resolutions WHA28.54, WHA37.18, WHA38.18 and WHA38.19; 
Noting the great medical, economic, social and psychological impact of 

disability in some 400 million people throughout the world?^Including some 
50 million suffering from visual impairment and an equal number with severe hearing 
impairment； 



Concerned that globally, only a minor proportion of those who could benefit 
from rehabilitation are actually receiving services； 

Recognizing the goal of full participation of and equal opportunities for 
people with disabilities； 

Noting that the report of the Secretary-General of the United Nations to the 
forty-third session of the General Assembly on the implementation of the World 
Programme of Action concerning Disabled Persons and the United Nations Decade of 
Disabled Persons calls for mobilization of additional resources and reinforced 
activities at national and international levels； 

Stressing the requirements of the Alma-Ata Declaration that primary health care 
address the main heath problems in the community, providing promotive, preventive, 
curative and rehabilitative services accordingly; 

Emphasizing the need to integrate within health-for-all strategies activities 
for the prevention of disability and rehabilitation of the disabled; 

1. CALLS ON Member States: 

(1) to remove physical, social or cultural barriers to the participation in 
society of disabled persons； 
(2) to ensure that relevant knowledge and technology for the prevention of 
disability and for rehabilitation are utilized fully within the available 
resources； 
(3) to ensure that programmes for the prevention of disability and for 
community-based rehabilitation are integrated within health-for-all strategies； 

2. REQUESTS the Director-General: 

(1) to intensify WHO's collaboration and coordination with other concerned 
agencies and voluntary bodies in programmes for the prevention of disability 
and rehabilitation of the disabled; 
(2) to give special attention to the provision of rehabilitative services for 
particular population groups such as children, the elderly, displaced persons 
and war victims； 
(3) to continue to support governments in expanding national programmes to 
combat disability, in particular through action for the prevention of visual 
and hearing impairments, and strengthening community-based rehabilitative 
services； 
(4) to strengthen further collaboration with governments and nongovernmental 
organizations in promoting new technological approaches, such as efforts to 
increase the availability of optical aids (local workshops and low vision 
centres), the provision of appropriate hearing aids} and the development of new 
manufacturing processes allowing decentralized services for orthopaedic 
appliances； 
(5) to ensure that all relevant WHO programmes emphasize the prevention of 
disability, paying particular attention to groups at risk; 
(6) to review the progress made during the United Nations Decade of Disabled 
Persons and to report on the situation regarding the prevention of disability 
and rehabilitation of the disabled to the Forth-fifth World Health Assembly. 

The CHAIRMAN drew attention to the following draft resolution on traditional 
medicine and modern health care submitted by the delegations of Angola, Botswana, China, 
Democratic People's Republic of Korea, India, Indonesia, Lesotho, Malawi, Mauritius, 
Mozambique, Nepal, Nigeria, Sri Lanka, Zambia and Zimbabwe: 

The Forty-second World Health Assembly, 
Recalling earlier resolutions of the Health Assembly concerning traditional 

medicine (WHA29.72, WHA30.49, WHA40.33) and medicinal plants (WHA31.33, WHA41.19); 
Noting that these resolutions together constitute a comprehensive approach to 

the subject; 



Aware that plants used in traditional medicine hold great but still largely 
unexplored potential for the development of new drugs against major diseases for 
which effective treatment is not yet available； 

Convinced that a substantial increase in national and international funding and 
support is needed if significant progress is to be made in this field; 

1. URGES Member States: 

(1) to make a comprehensive evaluation of their traditional systems of 
medicine； 
(2) to make a systematic inventory and assessment (pre-clinical and clinical) 
of the medicinal plants used by traditional practitioners and by the 
population; 
(3) to introduce measures for the regulation and control of medicinal plant 
products and for the establishment and maintenance of suitable standards; 
(4) to identify those medicinal plants, or remedies derived from them, which 
are safe and effective in treatment and should be included in the national 
formulary or pharmacopoeia； 
(5) to explore ways in which traditional practitioners may be used to extend 
the coverage of primary health care； 
(6) to encourage collaboration between universities, health services, training 
institutions and relevant international organizations in the scientific 
appraisal of traditional forms of medical treatment and their application, 
where indicated, in modern health care； 

2. REQUESTS the Director-General: 

(1) to assist Member States in giving full effect to this resolution and the 
related resolutions mentioned; 
(2) to provide technical guidance and support through consultations, 
intercountry meetings, workshops, seminars, training courses and other 
appropriate means； 
(3) to strengthen the traditional medicine programme to enable it to ensure 
the timely implementation of the activities required; 
(4) to report on the progress achieved to the Forty-fourth World Health 
Assembly. 

Dr NTABA (representative of the Executive Board) said that with regard to major 
programme 12 (Diagnostic, therapeutic and rehabilitative technology) the Board noted that 
the Director-General had established a new programme of health care technology comprising 
clinical, laboratory, radiological and other health care technology, including diagnostic 
procedures. The activities of the programme would emphasize the development, assessment 
and transfer of technology, as well as the maintenance of equipment. The Board further 
noted that the Director-General had created a new Division of Drug Management and 
Policies, bringing together the programmes on essential drugs, pharmaceuticals, 
biologicals (including blood products), traditional medicine, the drug-related aspects of 
health laboratory technology, and the assessment of psychotropic and narcotic drugs. 

The Board recognized that, particularly in developing countries, purchases of 
equipment and recurrent costs represented a large percentage of the overall expenditure 
on health care. It therefore welcomed the increased attention given to the provision of 
technical guidance and support to Member States on such issues under programme 12.1 
(Clinical, laboratory and radiological technology for health systems based on primary 
health care). The Board further suggested that collaboration between WHO, 
nongovernmental organizations and regional and national training institutions, 
particularly with regard to the maintenance and repair of equipment, should be further 
strengthened. 

The Board stressed the importance of ensuring that programme 12.2 (Essential drugs 
and vaccines) continued to function effectively and efficiently in order to attract 
substantial extrabudge tary funding. It was aware that between 1500 and 2000 million 
people throughout the world had only irregular access, or even no access at all, to 



essential drugs and vaccines. In supporting Member States in the development and 
implementation of essential drug policies within national health care systems based on 
primary health care, continuity with the revised drug strategy reaffirmed in resolution 
WHA41.16 must be maintained, as must an open dialogue between all the parties concerned. 

With regard to programme 12.3 (Drug and vaccine quality, safety and efficacy), the 
Board was aware of the importance of national health and drug regulatory authorities 
ensuring quality control and surveillance of locally manufactured or imported drugs and 
vaccines and of the need for related training and educational activities in that regard. 
With regard to programme 12.4 (Traditional medicine), the Board stressed the contribution 
made by traditional medicine practitioners, particularly in the rural areas of some 
countries, where they still offered the only accessible health care. 

Mr BAIL (Australia) said that the objective of the resolution on disability 
prevention and rehabilitation, of which his delegation was a sponsor, very much reflected 
Australia's priorities in that important area as they had developed over a number of 
decades. Australia was well advanced in the development and implementation of services 
and opportunities for the disabled. Its policies and legislation were designed to create 
increased opportunities for the disabled to achieve maximum independence and to feel and 
be part of the community to which they belonged. It aimed to provide them with choice 
and fair reward in employment, the right to choose where they lived and in what kind of 
accommodation and the opportunity to share the simple enjoyment of recreational 
activities and holidays. 

Experience confirmed that those goals could only be achieved if the services 
provided to people with disabilities were open, flexible and as diverse as the people 
whom they served. Australia had sought to develop services that were integrated within 
the community, exposing people with disabilities to the mainstream of life, rather than 
sheltering them from it. Work training reflected the circumstances and conditions of 
regular employment, tapping individual talent, providing challenges and opportunities for 
advancement. Residential services and living skills services operated in an environment 
which as closely as possible mirrored the mainstream of life in which people were 
constantly learning and adapting to new situations, making difficult personal decisions 
and exercising choice and independence with the assistance and advice of people that they 
trusted. 

A particular and long-standing initiative of the Australian Government was the 
development of the publicly-funded rehabilitation service known as the Commonwealth 
Rehabilitation Service, which provided social and vocational rehabilitation to eligible 
Australians with disabilities and aimed at reducing the personal, social and financial 
cost of disability to the individual and the community. The target group of the service 
included Australian citizens or permanent residents in the broad working-age group who 
had a disability that reduced their capacity to work or to live independently^ 
Rehabilitation programmes sought to achieve substantial improvement in those capacities 
to suit the needs of the individual at his or her current level of functioning; and to 
assist in achieving an agreed goal relating either to employment or to independent 
living. 

He urged strong support for the draft resolution. 

Dr KÔKENY (Hungary) said that one of the most important objectives within the scope 
of activities of the essential drugs programme was quality assurance. The programme 
should further strengthen its efforts to promote and support the establishment of 
national quality control laboratories in the implementing countries to ensure proper 
quality and safe use of essential drugs and vaccines. Hungary was ready to support and 
actively participate in such activities, provide assistance in the field of training and 
receive staff of regulatory authorities from developing countries engaged in quality 
assurance. Details of assistance could be worked out through the National Institute of 
Pharmacy, Budapest, which was a WHO collaborating centre and was responsible for the 
coordination of such work. Hungary also offered assistance and cooperation in the 
development of basic tests for essential drugs, another important element in quality 
assurance. He fully supported the Director-General who, in his statement to the 
Forty-second World Health Assembly, had emphasized the importance of and necessity for 
the transfer and use of appropriate technology in assisting developing countries. 
Hungary offered its cooperation in the field of transfer of pharmaceutical technology. 



Miss KHAPARDE (India), referring to programme 12.4 on traditional medicine, noted 
that many developing countries possessed a strong base of traditional systems of 
medicine. Those systems enjoyed the confidence of the people and played a significant 
role in health care delivery. In India, a number of traditional systems of medicine, 
such as Ayurveda, Unani and Siddha, had evolved on the basis of fundamental principles, 
long experience and usage. Such systems had a long history. Ayurveda had been at its 
height in the ancient Takshila University of India which had functioned between the sixth 
century B.C. and the ninth century A.D. Similarly, the ancient University of Nalanda 
which had functioned up to the thirteenth century A.D. had also had a great name for 
medical teaching and treatment. The famous Ayurvedic hospital of that University, known 
as Arogya Vihar, meaning "Seat of Health", had had hundreds of beds. 

After independence, the Indian Government had made fresh efforts to strengthen 
traditional systems. Today, there were more than 400 000 registered practitioners of 
those systems in India, with 15 000 dispensaries and 2000 hospitals. The hospitals and 
dispensaries were manned by institutionally trained and qualified graduates and 
postgraduates. The role and importance of the practitioners could be seen from the fact 
that they outnumbered the allopathic doctors. Another important aspect was that, while 
practitioners of modern systems were reluctant to go to rural areas, the practitioners of 
traditional medicines had their roots there. A similar situation prevailed in many 
developing countries. 

Medicinal plants were the main source for medicines used by practitioners of 
traditional medicine. It was estimated that there were 250 000 species of plants in the 
world; out of those, only about 5000 were used in medicine, about 1500 of them in India, 
where the demand had been so great that some were becoming scarce. Efforts were required 
to ensure their survival and preservation. 

Traditional medicine was not quackery. There were systems of formal education in 
traditional medicine in many countries. Traditional systems of medicine had their own 
logical basis. They were, moreover, inexpensive and helped to combat the increasing cost 
of modern health services. 

The great efforts constantly being made in many countries to put the traditional 
system of medicine, both diagnostic and therapeutic, on a scientific basis must be 
strengthened substantially, particularly with respect to the preservation of medicinal 
plants in the changing world ecological conditions, identification of their 
effectiveness, standardization of substances and modern technology for production. 

In spite of its important role in the health systems of developing countries, the 
financial allocation for traditional medicine for 1990-1991 was only US$ 3 million out of 
a total programme budget of US$ 658 million. That amount was grossly inadequate. The 
Committee should request a greater budgetary allocation and efforts should be made to 
seek extrabudgetary resources for the programme 

She commended the draft resolution on traditional medicine and modern health care, 
cosponsored by her country, to the Committee for approval. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers' Associations) 
said that the Federation (IFPMA), which represented manufacturers of prescription 
medicines including virtually all the research-based sector, believed that it had a 
significant part to play in promoting better health throughout the world. In supporting 
the drive for health for all, the Federation and its constituents were working 
energetically for closer collaboration with WHO and developing countries on projects of 
direct benefit to the latter. In doing so, it had been greatly encouraged by the support 
given by the WHO Secretariat. Much of the work was done through the Division of Drug 
Management and Policies, but important work was also being done with other divisions and 
programmes - in the field of AIDS research and of tropical diseases, for example. 

The Federation was intensifying its efforts in the training of quality control 
personnel under the aegis of the WHO/IFPMA training scheme and had produced a new 
descriptive brochure which might be of interest to delegates. More than 60 candidates 
had thus far benefited from the scheme. The Federation believed that the assurance of 
drug quality, including the elimination of counterfeit and spurious drugs, was of 
paramount importance. Its Japanese member association had recently elaborated a 
wide-ranging plan for collaboration in such areas as training, improved drug supply, and 
information and therapeutic programmes, and had pledged substantial resources to that 
end. He expected to be able to report on that development in greater detail at the 



Forty-third World Health Assembly. Member associations, including those in the United 
States of America, Switzerland, the Federal Republic of Germany, France and the United 
Kingdom were working actively on projects in the fields of drug supply, distribution, 
training and disease control in many countries. 

The Federation had maintained its efforts, to good effect, in achieving respect for 
the IFPMA Code of Pharmaceutical Marketing Practices. The complaint procedure was judged 
to be working well and there was extensive evidence that companies were making strenuous 
efforts to ensure that their obligations under the Code were known throughout their 
staffs and were complied with. The Federation was very willing to deal with complaints 
of breaches from any source when made in good faith, and it attempted to disseminate the 
conclusions of the adjudication as widely as possible. In the coming days it would be 
distributing throughout the world a new edition of the Code booklet, which provided an 
interpretative commentary to clarify certain aspects. Given understanding and a suitable 
environment in terms of realistic drug and industrial policiés, which it was within the 
power of governments to provide, the pharmaceutical industry would make a very important 
contribution to the attainment of the goal of health for all. 

Dr RODRIGUES CABRAL (Mozambique) supported WHO activities under programme 12.1 
(Clinical, laboratory and radiological technology for health systems based on primary 
health care). In particular, he welcomed the preparation of information on 
standardization of equipment for rural hospitals, and of training materials for surgery 
and anaesthesia. The importance of referral levels within integrated health systems was 
well understood. WHO should provide information not only on equipment to be bought in 
large quantities for rural hospitals, but also on large pieces of equipment to be bought 
individually for referral hospitals. Developing countries sometimes found it difficult 
to decide on such large items, not only because of cost but also because of future 
maintenance problems. WHO should also stimulate bilateral cooperation to set up 
maintenance facilities in developing countries. 

Referring to programmes 12.2 (Essential drugs and vaccines) and 12.3 (Drug and 
vaccine quality, safety and efficacy), he supported the Director-General‘s proposal to 
regroup a number of related programmes. From the text of the proposed programme budget, 
it appeared that no artificial division had been made between the priority accorded, on 
one hand, to technical and financial assistance to developing countries, and, on the 
other hand, to the rational use of drugs, which concerned both developed and developing 
countries and encompassed all levels of health care delivery systems. 

WHO should continue to pursue its leading and coordinating role among multilateral 
and bilateral agencies both to support national drug policies and to stimulate 
extrabudgetary resources for supplies of essential drugs to the least developed 
countries. Support to national essential drug programmes in developing countries should 
include technical assistance to develop and sustain national drug policies for integrated 
health services covering all levels of health care. National capacities had to be 
developed in establishing national lists of drugs both for primary and for referral 
levels of health care, in improving procurement and logistics of drug distribution for 
the whole health care system, and in rational prescription by specialists and hospitals. 
Technical advisory committees should be established to maintain updated lists of drugs 
and to assist national authorities in matters of legislation. The teaching of 
pharmacology for health personnel should be improved at all levels. 

Drug quality, assurance and efficacy were important aspects of overall drug policy. 
WHO should support developing countries in improving the teaching in medical schools of 
pharmacology and economy in drug prescription. WHO should also stimulate surveys on 
quality of dispensing, compliance with prescription and patients‘ purchasing capacity, to 
discourage multiple prescriptions. The establishment of drug surveillance systems at 
country level should also be supported, according priority to countries that had 
quality-control laboratories for drugs. The drug surveillance systems would make such 
expensive laboratories more cost-effective and justify their high installation and 
running costs. 



He supported the draft resolution on disability prevention and rehabilitation, and 
suggested that operative paragraph 1(3) be amended to refer to both community- and 
institution-based rehabilitation, since surgical, orthopaedic, physiotherapy and other 
hospital-based techniques were needed in addition to community-based care. 

The meeting rose at 12h35. 


