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PREFACE 

The Forty-third World Health Assembly was held at the Palais des Nations, Geneva, 
from 7 to 17 May 1990, in accordance with the decision of the Executive Board at its 
eighty-fourth session. Its proceedings are published in three volumes, containing, in 
addition to other relevant material: 

Resolutions and decisions1 - document WHA43/1990/REC/1 

Verbatim records of plenary meetings, committee reports, and list of participants -
document WHA43/1990/REC/2 

Summary records of committees - document WHA43/1990/REC/3 

1 The resolutions, which are reproduced in the order in which they were adopted, 
have been cross-referenced to the relevant sections of the WHO Handbook of Resolutions 
and Decisions. and are grouped in the table of contents under the appropriate subject 
headings. This is to ensure continuity with Handbook volumes I, II and III (second 
edition), which contain most of the resolutions adopted by the Health Assembly and the 
Executive Board between 1948 and 1989. A list of the dates of sessions, indicating 
resolution symbols and the volumes in which the resolutions and decisions were first 
published, is given in Volume III (second edition) of the Handbook (page XIII)• 
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RESOLUTIONS 

WHA43•1 Request of Palestine for admission as a Member of the World Health Organization 

The Forty-third World Health Assembly, 

Mindful of the basic principle established in the WHO Constitution, which affirms 
that the health of all peoples is fundamental to the attainment of peace and security and 
is dependent upon the fullest cooperation of individuals and States； 

Noting that, according to Article 3 of the WHO Constitution, membership in the 
Organization shall be open to all States； 

Taking into consideration the consultations conducted by the Director-General, in 
accordance with resolution WHA42.1, on the preliminary information on the application of 
Palestine for membership in WHO, and the proposals contained in document A43/25； 

Aware of the resolutions of the Council of Arab Ministers of Health, adopted at its 
fifteenth session held in Cairo from 12 to 14 March 1990, and appreciative of the 
constructive efforts made by the Council in order to find, in cooperation with WHO, a 
harmonious solution to current questions facing the Organization; 

Fully supporting the development of the peace process in the Middle East and hoping 
that current initiatives will soon be conducive to sustainable peace in the Middle East; 

Recalling resolution WHA42.14 and commending the Organization's efforts to prepare 
and implement the special technical assistance to improve the health conditions of the 
Palestinian people in the occupied territories； 

1. REAFFIRMS resolution WHA42.1； 

2. REQUESTS the Director-General: 

(1) to continue his studies on the application of Palestine contained in the note 
verbale of 14 April 1989, in consultation with all appropriate organizations and 
bodies, and to report to the Health Assembly at the appropriate time, taking into 
consideration any relevant developments； 

(2) to pursue the implementation of special technical assistance to improve the 
health conditions of the Palestinian people in the occupied territories in 
cooperation with all Members of WHO, and intergovernmental and nongovernmental 
organizations, in the light of relevant Health Assembly resolutions. 

Hbk Res., Vol. Ill (2nd éd.), 5.2.1 (Eighth plenary meeting, 10 May 1990) 

WHA43•2 Prevention and control of iodine deficiency disorders 

The Forty-third World Health Assembly, 

Having considered the report of the Director-General on infant and young child 
nutrition, in particular regarding the progress achieved in preventing and controlling 
iodine deficiency disorders； 



Recalling resolution WHA39.31 on the prevention and control of iodine deficiency 
disorders； 

1. COMMENDS governments, intergovernmental and bilateral agencies, and nongovernmental 
organizations, in particular the International Council for Control of Iodine Deficiency 
Disorders : 

(1) on their efforts to prevent and control iodine deficiency disorders and to 
support related national, regional and global initiatives； 

(2) on the encouraging progress achieved since 1986, through joint activities in 
many countries, towards the elimination of iodine deficiency disorders as a major 
public health problem throughout the world; 

2. DECIDES that, in view of the progress already achieved arid the promising potential 
of current and planned national prevention and control programmes, WHO shall aim at 
eliminating iodine deficiency disorders as a major public health problem in all countries 
by the year 2000; 

3. URGES Member States to continue to give priority to the prevention and control of 
iodine deficiency disorders through appropriate nutrition programmes as part of primary 
health care； 

4. REQUESTS that the Joint FAO/WHO Expert Committee on Food Additives verify the 
effectiveness and safety of the long-term use of potassium iodide and potassium iodate to 
fortify salt for the prevention and control of iodine deficiency disorders； 

5. REQUESTS the Director-General: 

(1) to continue to monitor the incidence and prevalence of iodine deficiency 
disorders； 

(2) to reinforce the technical support provided to Member States, on request, for 
assessing the most appropriate approaches to preventing and controlling iodine 
deficiency disorders； 

(3) to mobilize additional technical and financial resources to permit those Member 
States in which iodine deficiency disorders are still a significant problem to 
develop or expand their programmes for the prevention and control of these 
disorders； 

(4) to report to the Health Assembly by 1996 on progress achieved in preventing and 
controlling iodine deficiency disorders. 

Hbk Res., Vol. Ill (2nd ed.), 1.11.1 (Twelfth plenary meeting, 14 May 1990 -
Committee A, first report) 

WHA43•3 Protecting, promoting and supporting breast-feeding 

The Forty-third World Health Assembly, 

Recalling resolutions WHA33.32, WHA34.22, WHA35.26, WHA37.30, WHA39.28 and WHA41.11 
on infant and young child feeding and nutrition; 

Having considered the report of the Director-General on infant and young child 
nutrition; 



Reaffirming the unique biological properties of breast milk in protecting against 
infections, in stimulating the development of the infant's own immune system, and in 
limiting the development of some allergies； 

Recalling the positive impact of breast-feeding on the physical and emotional health 
of the mother, including its important contribution to child-spacing; 

Convinced of the importance of protecting breast-feeding among groups and 
populations where it remains the infant-feeding norm, and promoting it where it is not, 
through appropriate information and support, as well as recognizing the special needs of 
working women； 

Recognizing the key role in protecting and promoting breast-feeding played by health 
workers, particularly nurses, midwives and those in maternal and child health/family 
planning programmes, and the significance of the counselling and support provided by 
mothers‘ groups； 

Recognizing that, in spite of resolution WHA39.28, free or low-cost supplies of 
infant formula continue to be available to hospitals and maternities, with adverse 
consequences for breast-feeding; 

Reiterating its concern over the decreasing prevalence and duration of 
breast-feeding in many countries； 

1. THANKS the Director-General for his report; 

2. URGES Member States: 

(1) to protect and promote breast-feeding, as an essential component of their 
overall food and nutrition policies and programmes on behalf of women and children, 
so as to enable all infants to be exclusively breast-fed during the first four to 
six months of life； 

(2) to promote breast-feeding, with due attention to the nutritional and emotional 
needs of mothers； 

(3) to continue monitoring breast-feeding patterns, including traditional attitudes 
and practices in this regard; 

(4) to enforce existing, or adopt new, maternity protection legislation or other 
suitable measures that will promote and facilitate breast-feeding among working 
women； 

(5) to draw the attention of all who are concerned with planning and providing 
maternity services to the universal principles affirmed in the joint WHO/UNICEF 
statement"^ on breast-feeding and maternity services that was issued in 1989； 

(6) to ensure that the principles and aim of the International Code of Marketing of 
Breast-milk Substitutes and the recommendations contained in resolution WHA39.28 are 
given full expression in national health and nutrition policy and action, in 
cooperation with professional associations, women's organizations, consumer and 
other nongovernmental groups, and the food industry; 

(7) to ensure that families make the most appropriate choice with regard to infant 
feeding, and that the health system provides the necessary support; 

1 Protecting, promoting and supporting breast-feeding: the special role of 
maternity services. A joint WHO/UNICEF statement. Geneva, World Health Organization, 
1989. 



3. REQUESTS the Director-General, in collaboration with UNICEF and other international 
and bilateral agencies concerned: 

(1) to urge Member States to take effective measures to implement the 
recommendations included in resolution WHA39.28； 

(2) to continue to review regional and global trends in breast-feeding patterns, 
including the relationship between breast-feeding and child-spacing； 

(3) to support Member States, on request, in adopting measures to improve infant 
and young child nutrition, inter alia by collecting and disseminating information on 
relevant national action of interest to all Member States； and to mobilize 
technical and financial resources to this end. 

Hbk Res., Vol. Ill (2nd ed.), 1.12.1 (Twelfth plenary meeting, 14 May 1990 -
Committee A, first report) 

WHA43.4 Financial report and audited financial statements for the financial period 
1 January 1988 - 31 December 1989. and report of the External Auditor to the 
Health Assembly 

The Forty-third World Health Assembly, 

Having examined the financial report and audited financial statements for the 
financial period 1 January 1988 - 31 December 1989 and the report of the External Auditor 
to the Health Assembly; 

Having noted the report of the Committee of the Executive Board to Consider Certain 
Financial Matters prior to the Forty-third World Health Assembly; 

1. ACCEPTS the Director-General‘s financial report and audited financial statements for 
the financial period 1 January 1988 - 31 December 1989 and the report of the External 
Auditor to the Health Assembly; 

2. REQUESTS the Director-General to report to the eighty-seventh session of the 
Executive Board and to the Forty-fourth World Health Assembly on progress made in 
implementing the recommendations of the External Auditor. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.10 (Thirteenth plenary meeting, 16 May 1990 -
Committee В, first report) 

WHA43•5 Status of collection of assessed contributions and of advances to the 
Working Capital Fund 

The Forty-third World Health Assembly, 

Noting with concern that, as at 31 December 1989 : 

(a) the rate of collection in 1989 of current year assessed contributions to the 
effective working budget amounted to 70.22%, the lowest rate since 1950； 

(b) only 94 Members had paid their current year assessed contributions to the 
effective working budget in full, and 52 Members had made no payment towards their 
current year contributions； 

1 Document A43/11 and Corr.1. 
2 Document A43/27. 



rom the Real Estate Fund of the expenditures summarized in 
at the estimated cost of US$ 4 768 750: 

1. AUTHORIZES the financing 
the Director-General‘s report, 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US$ 4 716 750. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.7 (Thirteenth plenary meeting, 16 May 1990 -
Committee В, first report) 

WHA43.7 Salaries and allowances for ungraded posts and the Director-General 

The Forty-third World Health Assembly, 

Noting the recommendations of the Executive Board with regard to remuneration of 
staff in the ungraded posts and of the Director-General； 

1. ESTABLISHES 
Directors at US$ 
salary of US$ 67 

the salary for the posts of Assistant Directors-General and Regional 
110 000 per annum before staff assessment, resulting in a modified net 
000 (dependency rate) or US$ 60 485 (single rate)； 

See Annex 
2 

2 . 

2 (paragraph 2.6 and Appendix 1 / part IV). 
See document EB85/1990/REC/1, resolution EB85.R10 and Annex 4. 
See Annex 

3 

1. EXPRESSES concern at the alarming deterioration in the payment of contributions, 
which has had a deleterious effect on the financial situation during the financial period 
1988-1989; 

2. CALLS THE ATTENTION of all Members to Financial Regulation 5.6, which provides that 
instalments of contributions and advances shall be considered as due and payable in full 
by the first day of the year to which they relate, and to the importance of paying 
contributions as early as possible to enable the Director-General to implement the 
programme budget in an orderly manner； 

3. RECALLS that, as a result of the adoption by resolution WHA41.12 of an incentive 
scheme to promote the timely payment of assessed contributions, Members paying their 
assessed contributions for 1990 early in the year will have their contributions payable 
for the 1992-1993 programme budget reduced appreciably, while Members paying later will 
see their contributions payable for the 1992-1993 programme budget reduced only 
marginally or not at all； 

4. URGES Members which are regularly late in the payment of their contributions to take 
urgently all steps necessary to ensure prompt and regular payment； 

5. REQUESTS the Director-General to draw the contents of this resolution to the 
attention of all Members. 

Hbk Res., Vol. Ill (2nd ed.), 6.1.2.4 (Thirteenth plenary meeting, 16 May 1990 -
Committee B, first report) 

WHA43.6 Real Estate Fund1 

The Forty-third World Health Assembly, 

Having considered resolution EB85.R16 and the report of the Director-General on the 
status of projects financed from the Real Estate Fund and the estimated requirements of 
the Fund for the period 1 June 1990 to 31 May 1991; 

Recognizing that certain estimates must necessarily remain provisional because of 
the fluctuation of exchange rates； 



2. ESTABLISHES the salary for the post of Deputy Director-General at US$ 123 350 per 
annum before staff assessment, resulting in a modified net salary of US$ 73 942 
(dependency rate) or US$ 65 370 (single rate)； 

3. ESTABLISHES the salary for the Director-General at US$ 151 233 per annum before 
staff assessment, resulting in a modified net salary of US$ 88 441 (dependency rate) or 
US$ 77 391 (single rate)； 

4. DECIDES that these adjustments in remuneration shall be effective from 1 July 1990. 

Hbk Res., Vol. Ill (2nd ed.), 6.2.4.3 (Thirteenth plenary meeting, 16 May 1990 -
Committee В, first report) 

WHA43•8 Andean Cooperation in Health 

The Forty-third World Health Assembly, 

Informed of the initiative of the Governments of the Andean countries in the field 
of cooperation in health; 

Aware of the long tradition in that subregion regarding the improvement of the 
standard of living and health of its inhabitants through coordinated and intercountry 
measures； 

Noting the desire of the countries of that subregion to work closely together on 
selected priority health problems in a true spirit of technical cooperation; 

Recognizing that such initiatives are being undertaken successfully in other 
subregions of the Americas； 

1. CONGRATULATES the countries of the subregion on their continuing efforts to solve 
common health problems through cooperation; 

2. URGES Member States and international and nongovernmental organizations to support 
the Andean Cooperation in Health initiative； 

3. REQUESTS the Director-General to support the WHO Regional Office for the Americas 
and the Governments of the Andean countries in identifying ways of promoting, 
strengthening and facilitating Andean Cooperation in Health. 

Hbk Res., Vol. Ill (2nd ed.), 1.2.2.1 (Thirteenth plenary meeting, 16 May 1990 -
Committee A, second report) 

WHA43•9 Improving technical cooperation among developing countries through 
implementation of the Medium-term Programme on TCDC for Health for All. 
1990-1995 

The Forty-third World Health Assembly, 

Bearing in mind the resolutions of the United Nations General Assembly encouraging 
technical cooperation among developing countries (TCDC), and its endorsement of the 
Declaration and the Plan of Action of the United Nations Conference on Technical 
Cooperation among Developing Countries, held in Buenos Aires in 1978； and recalling 
Health Assembly resolutions reaffirming WHO's commitment to TCDC as an indispensable 
instrument for health development and for the implementation of strategies for health for 
all; 

Recognizing the need for continued improvement of technical cooperation among 
developing countries as an indispensable mechanism for attaining their self-reliance in 
national health development； 



Aware of the worldwide concern at the known management deficiency in national health 
systems confirmed by monitoring and evaluation of national strategies for health for all 
in 1985 and 1988, indicating that inadequate management capacities constitute one of the 
key obstacles to fulfilling health-for-all and primary health care policies； 

Recognizing that, to provide technical support to the ministries of health, as well 
as necessary linkages between policy and technical levels, national networks of 
institutions for health development and TCDC or equivalent bodies are required; 

Aware of the need for developing countries themselves to provide financial resources 
for strengthening national management capacities to facilitate effective and timely 
identification of their national needs and priorities for health development and TCDC； 

Further recognizing that sustained efforts should be made, nationally and 
internationally, for the mobilization of additional resources in support of 
implementation of health-for-all strategies and primary health care, and their allocation 
to priorities determined in national plans of action for health for all； 

Recognizing with appreciation WHO support for the implementation of the first 
Medium-term Programme on TCDC for Health for All, for the period 1984-1989, which was a 
clear expression of developing countries' commitment to the implementation of the WHO 
Seventh General Programme of Work; 

Noting with satisfaction the Declaration of the Ninth Conference of Heads of State 
or Government of Non-aligned Countries, held in Belgrade in 1989, as well as the adoption 
by the ministers of health of non-aligned and other developing countries of the second 
Medium-term Programme on TCDC for Health for All, for the period 1990-1995, an Initial 
Plan of Action on TCDC for Health for All (1990-1991), and the Declaration on Health as a 
Foundation for Development, as a contribution by developing countries towards health for 
all through primary health care； 

1. COMMENDS the Director-General for the action taken to intensify international 
technical cooperation for accelerated implementation of primary health care in the least 
developed and other developing countries facing serious economic difficulties and debt 
problems； 

2. CALLS UPON all Member States to provide every possible support to the Medium-term 
Programme on TCDC for Health for All for the period 1990-1995, and the Initial Plan of 
Action for 1990-1991, and to any other relevant programmes and activities based on TCDC； 
and especially upon developing countries to make optimal use of WHO resources, 
particularly for carrying out TCDC activities； 

3. URGES developing countries : 

(1) to mobilize effectively their human and financial resources for the development 
and operation of the networks of national institutions for health development and 
TCDC; 

(2) to encourage relevant national institutions to strengthen their TCDC function 
and capacities and to act as clearing houses for information on national needs and 
priorities with respect to the development and implementation of national strategies 
for health for all, particularly those needs that are amenable to TCDC, and provide 
them with the financial resources required; 

(3) to facilitate the identification of suitable institutions for health 
development and TCDC, in close collaboration with WHO, for intensified technical 
cooperation at the intercountry or regional levels leading to the initiation of 
international resource network development for carrying out specific technical 
cooperation in support of the implementation of the Medium-term Programme on TCDC 
for Health for All for the period 1990-1995, by, in the first instance, formulating 
and implementing concrete TCDC activities for the period 1990-1991 along the lines 
of the Initial Plan of Action; 



(4) to request, as feasible and appropriate, the existing institutions for health 
development and TCDC to assist the initiation and strengthening of similar 
institutions at the national, subregional, regional and international levels； 

(5) to explore and identify possibilities available in United Nations bodies (in 
particular UNDP) and other international agencies for providing financial and other 
support for the implementation of TCDC activities； 

4. CALLS UPON the developed countries to intensify their support to the developing 
countries, particularly the least developed among them, for accelerated implementation of 
strategies for health for all through primary health care, by providing financial 
resources through bilateral and multilateral channels, including WHO, for effective 
implementation of health development programmes, and expresses the hope that the 
forthcoming conference on the least developed countries will enable greater priority to 
be given to the health sector in the context of development aid; 

5. REQUESTS the Director-General: 

(1) to give priority to the implementation of the resolutions of the Health 
Assembly concerning TCDC and to organize effective coordination of WHO's programmes 
and activities in support of TCDC for Health for All； 

(2) to establish and/or strengthen focal points for TCDC in the regional offices 
and headquarters at the appropriate levels, to enable them to coordinate effectively 
WHO's support to TCDC activities; 

(3) to identify from among already existing institutions in each region and/or 
subregion those to be entrusted with the function of regional and/or subregional 
collaborating centre for health development and TCDC； 

(4) to mobilize WHO's technical and financial resources to support developing 
countries, individually and collectively, to develop new approaches for enhancing 
international technical cooperation among themselves, with developed countries and 
with WHO and other United Nations, international and bilateral agencies for more 
effective implementation of primary health care； 

(5) to support implementation of the Medium-term Programme on TCDC for Health for 
All, 1990-1995, the Initial Plan of Action, and other TCDC programmes and activities 
by providing necessary financial resources from the 1990-1991 programme budget, and 
by making provision in the 1992-1993 programme budget allocation in all regions, and 
to provide catalytic support to the establishment and operation of subregional, 
regional and global collaborating institutions for health development and TCDC; 

(6) to promote, coordinate and catalyse interagency support to institutions 
implementing TCDC for health-for-all activities at the subregional, regional and 
global levels； 

6. FURTHER REQUESTS the Regional Directors to report to the regional committees in 
odd-numbered years, and the Director-General to report to the Executive Board and Health 
Assembly in the following even-numbered years, on progress made in the implementation of 
this resolution. 
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WHA43.10 Women, children and AIDS 

The Forty-third World Health Assembly, 

Recalling resolutions WHA40.26 and WHA42.33 on the Global AIDS Strategy and 
resolution WHA41.24 on avoidance of discrimination against HIV-infected people and people 
with AIDS; 



Recognizing the importance of an integrated approach to the health of women and the 
crucial role of women in development, as emphasized especially in resolution WHA42.42； 

Considering the extensive medical, scientific and psychosocial implications 
presented by HIV infection and AIDS for women, children and families, and bearing in mind 
the need to consider the problem of AIDS in mothers and children in the light of a broad 
approach to the health of mothers, children and families and the goal of health for all 
by the year 2000; 

Acknowledging the leading role of WHO in the guidance and coordination of AIDS 
control, particularly with regard to education, prevention, care and research; 

Considering that the prevention and control of HIV infection and AIDS for women and 
children call for the strengthening and improvement of the primary health care system and 
for educational and other psychological and social support programmes for women, children 
and families； 

Stressing the importance of the Paris Declaration on Women, Children arid AIDS ; 1 

1. URGES Member States: 

(1) to establish and evaluate policies for the control of HIV infection and AIDS 
incorporating the promotion of behaviour likely to prevent the dissemination of HIV 
infection and AIDS, prevention and care for women and children, and the necessary 
support for families affected by the infection; 

(2) to ensure that programmes for the control of HIV infection and AIDS are 
coordinated or integrated with other programmes for women, children and families, 
particularly maternal and child health, family planning, and sexually transmitted 
disease control programmes； 

(3) to evolve strategies to provide counselling and psychosocial supportf with due 
respect for confidentiality, to people at risk of AIDS - particularly women and 
children - including, if they wish and after appropriate counselling, access to 
confidential HIV testing; 

(4) to promote safe motherhood for all women and ensure that HIV-infected women 
receive appropriate information and have access to health services, including family 
planning, counselling and other psychosocial support, so that they can personally 
make informed decisions about childbearing； 

(5) to mobilize health and social services to respond to emerging needs, especially 
those of families that suffer discrimination and are not able to provide child care, 
and those of children who are abandoned or orphaned; 

(6) to continue to promote, develop and support programmes for breast-feeding as a 
basic component of a sound health and nutrition policy; 

(7) to recognize the close link between HIV infection and the use of drugs for 
non-medical purposes, which increases the risk of mother-to-fetus transmission; 

(8) to ensure that appropriate priorities and resources are devoted to research on 
HIV infection and AIDS, so that joint programmes may be set up to develop innovative 
solutions to issues affecting the health and social conditions of women and 
children; 

(9) to recognize, generally in the Global AIDS Strategy and specifically in 
national programmes, the crucial role of women, and of women's and nongovernmental 
organizations, in the prevention of HIV transmission and the care of people with 
AIDS-related diseases； 



(10) to strengthen the involvement of women by including in national AIDS 
committees a representative of women's organizations and by enhancing women's 
social, economic and legal status, inter alia through income-generating activities, 
so that they may participate fully in AIDS control programmes at all levels； 

2. REQUESTS the Director-General: 

(1) to continue to strengthen WHO's crucial role in promoting the health of women 
and children with appropriate attention to the control of HIV infection and AIDS in 
conformity with the Global AIDS Strategy; 

(2) to take steps to mobilize the necessary resources, both human arid financial, to 
develop activities and transfer technology for the prevention and care of HIV 
infection and AIDS in women and children; 

(3) to devote special attention to those countries that are most affected and whose 
precarious economic situation calls for an intensification of international 
solidarity, and to monitor evolving needs and responses to these needs. 
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WHA43.11 Reduction of demand for illicit drugs 

The Forty-third World Health Assembly, 

Recalling previous resolutions of the Health Assembly and in particular 
resolution WHA42.20 on prevention and control of drug and alcohol abuse； 

Noting with satisfaction the WHO plan of action to reduce drug abuse formulated by 
the Director-General in response to resolution WHA39.26； 

Recalling the Organization's continuing obligations under the international drug 
control conventions； 

Deeply concerned at the scale of the international problem of illicit drugs 
production, trafficking and abuse, and alarmed by the threat this poses to the health of 
the world population and to the political, economic and social fabric of States； 

Recognizing that international cooperation is essential to combat drug abuse and 
illicit trafficking; 

Noting, in that respect, that the United Nations General Assembly held a Special 
Session on Drugs in February 1990 which adopted a Political Declaration and a Global 
Programme of Action on Drugs； 

Noting also that the Special Session proclaimed 1991-2000 to be the United Nations 
Decade against Drug Abuse, during which the Global Programme of Action on Drugs will be 
implemented; 

Welcoming the Declaration of the World Ministerial Summit to Reduce the Demand for 
Drugs and to Combat the Cocaine Threat, held in London in April 1990, and the emphasis 
given in it to health issues； 

1. URGES Member States: 

(1) to work toward the implementation of the measures in the United Nations Global 
Programme of Action and the London Declaration adopted by the World Ministerial 
Summit; 



(2) to devote appropriate resources to the development of national programmes of 
action, paying particular attention to the reduction of demand for illicit drugs and 
to the promotion of effective treatment for drug-dependent persons, including: 

(a) regular monitoring of trends in drug abuse with special attention 
to changes in patterns of use； 

(b) the development of comprehensive programmes of prevention, utilizing the 
principles of health promotion and involving full participation of the 
community and nongovernmental organizations, and intersectoral cooperation; 

(c) facilitating access to drug treatment and rehabilitation programmes and 
strengthening the capacity of primary health care to respond to drug-related 
health problems； 

(d) recognizing the relationship between health programmes dealing with drug 
abuse and those in related areas； 

2. REQUESTS the Director-General: 

(1) to intensify WHO'S action to reduce drug abuse in line with the objectives 
identified by him in his statement to the World Ministerial Summit, namely: 

(a) preventing the spread of drug abuse in individuals, families, communities, 
and countries； 

(b) developing effective approaches to the treatment of drug dependence and 
associated diseases； 

(c) collaborating in controlling the supply of licit psychoactive substances； 

(2) to promote fundamental and operational research on drug abuse, bringing 
together relevant disciplines, including all branches of medicine, as well as social 
epidemiology and cultural anthropology; 

(3) to encourage the development of national programmes of action on drug abuse 
consistent with the economic and health priorities of countries； 

(4) to ensure coherence in WHO's action to reduce drug abuse and its action in 
related areas such as the control of alcohol abuse and of the spread of AIDS； 

(5) to continue to draw attention to WHO's role in the reduction of demand for 
illicit drugs, and to attract additional support for the programme； 

(6) to continue to work closely with the United Nations Division of Narcotic Drugs, 
the International Narcotics Control Board and the United Nations Fund for Drug Abuse 
Control, together with other regional and international bodies involved, to ensure 
the fullest possible coordination and compatibility of programmes and optimum use of 
available resources. 
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WHA43.12 Health and medical assistance to Lebanon 

The Forty-third World Health Assembly, 

Recalling previous resolutions of the Health Assembly on health and medical 
assistance to Lebanon, particularly resolution WHA42.22； 



Taking note of United Nations General Assembly resolutions on international 
assistance for the reconstruction and development of Lebanon, calling on the specialized 
agencies, organs and other bodies of the United Nations to expand and intensify 
programmes of assistance within the framework of the needs of Lebanon, the latest being 
resolution 44/180 of 19 December 1989; 

Having examined the Director-General‘s report̂ " on the action taken by WHO, in 
cooperation with other international bodies, for emergency health and medical assistance 
to Lebanon in 1989 and the first quarter of 1990; 

Aware that the situation arising from the increase in the numbers of wounded, 
handicapped and displaced persons and the paralysis of economic activities requires 
urgent health and medical assistance； 

Dismayed by the grave and accumulating damage that has been caused by the current 
hostilities to the life and health of the civilian population, including the ill, the 
children and the aged, and which is reflected in the destruction of hospitals and other 
health institutions and in the interruption and severe shortages of necessary medical 
supplies； 

Aware that the increased financial burden upon the State, coinciding with the 
alarming drop in budgetary revenue, requires assistance to the health services that are 
the responsibility of the State； 

Noting the health and medical assistance provided by the Organization to Lebanon 
during 1989-1990; 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts to 
mobilize health and medical assistance to Lebanon; 

2. EXPRESSES also its appreciation to all the specialized agencies, organs and bodies 
of the United Nations, and to all governmental and nongovernmental organizations, for 
their cooperation with WHO in this regard; 

3. CONSIDERS that the growing health and medical problems in Lebanon, which have 
recently reached a critical level, constitute a source of great concern and necessitate 
thereby a continuation and substantial expansion of programmes of health and medical 
assistance to Lebanon; 

4. APPEALS to all concerned to halt the fighting, which brings death and injury to 
human beings and dismantles and destroys the health and medical infrastructure； 

5. REQUESTS the Director-General to continue and expand substantially the 
Organization's programmes of health, medical and relief assistance to Lebanon and to 
allocate for this purpose, as far as possible, funds from the regular budget and other 
financial resources； 

6. CALLS UPON the specialized agencies, organs and bodies of the United Nations, and 
all governmental and nongovernmental organizations, to intensify their cooperation with 
WHO in this field, and in particular to put into operation the recommendations of the 
report on the reconstruction of the health services of Lebanon; 

7. CALLS UPON Member States to increase their technical and financial support for 
relief operations and the reconstruction of the health services of Lebanon in 
consultation with the Ministry of Health in Lebanon; 

8. CALLS UPON donors to direct their assistance in cash or in kind to the Ministry of 
Health, which has responsibility for the hospitals, dispensaries and public health 
services, or to the Trust Fund for Lebanon established by the Director-General on the 
request of the Government of Lebanon； 
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9. REQUESTS the Director-General to report to the Forty-fourth World Health Assembly on 
the implementation of this resolution. 
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WHA43.13 Health assistance to refugees and displaced persons in Cyprus 

The Forty-third World Health Assembly, 

Mindful of the principle that the health of all peoples is fundamental to the 
attainment of peace and security; 

Recalling resolutions WHA28.47, WHA29.44, WHA30.26, WHA31.25, WHA32.18, WHA33.22, 
WHA34.20, WHA35.18, WHA36.22, WHA37.24, WHA38.25, WHA39.11, WHA40.22, WHA41.22 and 
WHA42.23; 

Noting all relevant United Nations General Assembly and Security Council resolutions 
on Cyprus； 

Considering that the continuing health problems of the refugees and displaced 
persons in Cyprus call for further assistance； 

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

2. EXPRESSES its appreciation for all the efforts of the Coordinator of United Nations 
Humanitarian Assistance in Cyprus to obtain the funds necessary for the Organization's 
action to meet the health needs of the population of Cyprus； 

3. REQUESTS the Director-General to continue and intensify health assistance to 
refugees and displaced persons in Cyprus, in addition to any assistance made available 
within the framework of the efforts of the 
Assistance in Cyprus, and to report to the 
assistance. 
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WHA43•14 Liberation struggle in southern Africa: assistance to the front-line States, 
Lesotho and Swaziland 

The Forty-third World Health Assembly, 

Considering that the front-line States suffer directly or indirectly from the 
consequences of military, political and economic destabilization by South Africa which 
hamper their economic and social development； 

Considering that the front-line States have to accept enormous sacrifices to 
rehabilitate and develop their health infrastructure which has suffered as a result of 
destabilization by South Africa; 

Considering also resolutions AFR/RC31/R12 and AFR/RC32/R9 of the Regional Committee 
for Africa, which call for a special programme for health cooperation with the People's 
Republic of Angola; 



Recalling resolutions WHA39.24, WHA40.23 and WHA41.23 adopted at the Thirty-ninth, 
Fortieth and Forty-first World Health Assemblies respectively; 

Bearing in mind that the consequences of these destabilization activities still 
force the countries concerned to divert large amounts of financial and technical 
resources from their national health programmes to defence and reconstruction; 

Noting that Namibia has now attained its independence； 

1. THANKS the Director-General for his report;1 

2. RESOLVES that WHO shall: 

(1) continue to take appropriate and timely measures to help the front-line States, 
Lesotho and Swaziland solve the acute health problems of the South African and other 
refugees； 

(2) continue to provide countries which have been targets of destabilization by-
South Afr.ica with technical cooperation in the health field, for the rehabilitation 
of their damaged health infrastructures； 

3. CALLS UPON the Member States, according to their capabilities, to continue to 
provide adequate health assistance to the African National Congress and the Pan African 
Congress of Azania and to the front-line States (Angola, Botswana, Mozambique, Namibia, 
United Republic of Tanzania, Zambia and Zimbabwe) and Lesotho and Swaziland; 

4. REQUESTS the Director-General: 

(1) to intensify humanitarian assistance to the African National Congress and the 
Pan African Congress of Azania; 

(2) to make use, when necessary, of funds from the Director-General‘s and Regional 
Directors' Development Programme and to mobilize extrabudgetary resources to assist 
the countries concerned to overcome the problems arising both from the presence of 
the South African refugees and displaced persons and from destabilization 
activities, as well as for the rehabilitation of their damaged health 
infrastructures； 

(3) to continue to provide support to Namibia in developing its health system; 

(4) to report to the Forty-fourth World Health Assembly on the progress made in the 
implementation of this resolution. 
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WHA43•15 Reconstruction and development of the health sector in Namibia 

The Forty-third World Health Assembly, 

Welcoming the independence of Namibia; 

Recalling previous resolutions of the Health Assembly on assistance to Namibia, 
particularly resolution WHA42.18； 

Appreciating the positive role already played by WHO in offering health assistance 
to Namibia; 
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Recognizing that the people and Government of Namibia will have to make vigorous 
efforts to develop an appropriate and adequate health care system to ensure health for 
all Namibians； 

Bearing in mind the serious negative effects of the South African colonial 
occupation of Namibia on all its inhabitants, and the time necessary to remedy them; 

Taking into account the pressing need to reconstruct the damaged and neglected 
health infrastructure and to establish new health centres, clinics and health posts to 
accelerate the implementation of primary health care programmes； 

Emphasizing the urgent need to mobilize international support for this endeavour, 
and the importance of the role of WHO in this regard; 

1. CONGRATULATES the people of Namibia on their independence； 

2. WELCOMES the admission of Namibia to WHO; 

3. THANKS the Director-General for all the assistance already offered to Namibia; 

4. REQUESTS the Director-General to provide intensified technical cooperation and the 
necessary support to deliver programmes of health assistance to Namibia, taking into 
consideration the requirements identified by the Government of Namibia, and to report to 
the Forty-fourth World Health Assembly on the action taken； 

5. CALLS UPON Member States, donors, United Nations specialized agencies, and 
intergovernmental and nongovernmental agencies and organizations to provide the necessary 
moral, material and financial support and cooperation for this endeavour. 
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WHA43•16 Tobacco or health 

The Forty-third World Health Assembly, 

Recalling the strong statement on the issue of smoking and health made by the 
President in opening the Forty-third World Health Assembly; 

Recalling resolutions WHA33.35, WHA39.14, WHA41.25 and WHA42.19 on the health 
hazards of tobacco smoking and the WHO programme on tobacco or health; 

Recalling the requirement contained in resolution WHA42.19 concerning a review of 
crop substitution and the health and economic aspects of tobacco production and 
consumption; 

Recalling further that resolution WHA39.14 urged Member States to implement a 
comprehensive nine-point smoking control strategy; 

Encouraged by: 

(a) the significant progress made by many Member States in the implementation of 
this strategy; 

(b) the continuing decline in tobacco consumption in Member States that have 
adopted comprehensive smoking control policies； 



(c) recent information demonstrating the effectiveness of tobacco control 
strategies, and in particular : 

-legislation or other measures to provide protection from involuntary exposure 
to tobacco smoke in workplaces, public places and public transport; 

-policies to achieve progressive increases in the real price of tobacco； 

-comprehensive bans and other legislative restrictive measures to control 
effectively direct and indirect advertising, promotion and sponsorship 
concerning tobacco； 

Deeply concerned by increasing evidence of the dangers to health of passive smoking 
and by a new WHO estimate that, unless current smoking rates decrease, there will be 
3 million tobacco-related deaths per year during the 1990s, and that this figure will 
rise sharply to 10 million deaths per year by the 2020s； 

Believing that millions of future premature deaths can be avoided if current smoking 
rates are quickly and substantially reduced; 

1. URGES all Member States: 

(1) to implement multisectoral comprehensive tobacco control strategies which, at a 
minimum, contain the nine elements outlined in resolution WHA39.14； 

(2) to consider including in their tobacco control strategies plans for legislation 
or other effective measures at the appropriate government level providing for: 

(a) effective protection from involuntary exposure to tobacco smoke in indoor 
workplaces, enclosed public places and public transport, with special attention 
to risk groups such as pregnant women and children; 

(b) progressive financial measures aimed at discouraging the use of tobacco； 

(c) progressive restrictions and concerted action to eliminate eventually all 
direct and indirect advertising, promotion and sponsorship concerning tobacco； 

2. NOTES that, in countries where more than one level of government exists, national 
authorities may not have complete jurisdiction over these issues； 

3. REQUESTS the Director-General: 

(1) to intensify support for the 1988-1995 plan of action for the WHO programme on 
tobacco or health; 

(2) to ensure the provision of sufficient budgetary resources to assist Member 
States in implementing comprehensive tobacco control programmes； 

(3) to ensure that the report requested in resolution WHA42.19 is presented to the 
Forty-fourth World Health Assembly; 

(4) to monitor and report biennially to the Health Assembly on the progress and 
effectiveness of Member States' comprehensive tobacco control programmes； 

(5) to report to the Forty-fourth World Health Assembly on the progress made in 
assistance to countries that depend on tobacco production as a major source of 
financial resources for health and development, with emphasis on measurement of 
efficacy of such assistance. 
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WHA43.17 Strengthening technical and economic support to countries facing serious 
economic constraints 

The Forty-third World Health Assembly, 

Noting the report of the Director-General on the strengthening of technical and 
economic support to countries facing serious economic constraints； 

Aware of the effects of the structural adjustment programmes of these countries on 
their social sectors, particularly health; 

Recalling resolutions WHA42.3 and WHA42.4; 

Conscious of the need to support the efforts of these countries to attain the 
objectives of the Global Strategy for Health for All by the Year 2000, as adopted by WHO, 
and to adapt the structures of their health systems to that end, in a manner consistent 
with the social, cultural and economic context of the country； 

Emphasizing that financing of the health sector should be considered as an 
investment in the future productive potential of countries, and that national and 
international resources should be used optimally for maximum impact on the health of 
populations； 

1. URGES Member States that have not done so: 

(1) to appraise their health structures - both governmental and nongovernmental -
and the way they are financed, and to identify realistic options for the most 
efficient and equitable deployment of available resources within the context of 
national development priorities； 

(2) to develop their capabilities for analysing the links between the various 
sectors related to health, and their influence on the health sector, so as to be 
able to recommend appropriate strategies in the face of rapid changes； 

(3) to strengthen their capabilities for analysing, planning and implementing 
structural adjustments in the health sector, where necessary, bearing in mind the 
availability of internal and external resources and taking into account national 
priorities； 

(4) to strengthen appropriate training activities in order to increase the national 
capabilities mentioned above； 

2. CALLS ON the international community: 

(1) to intensify support to countries and people in greatest need; 

(2) to support, using all means available, countries' efforts to achieve 
sustainable development of their national health systems based on primary health 
care in the context of their overall national economic adjustment policies； 

3. REQUESTS the Director-General: 

(1) to support Member States in strengthening and further developing their health 
systems, and in identifying new resources and approaches； 

(2) to ensure that WHO takes the lead, particularly within the United Nations 
system, in the coordination of cooperative activities in the field of health, as 
defined in the WHO Constitution, with all countries, but particularly with countries 
and population groups in greatest need; 



(3) to develop within WHO, using the available resources, a capacity to monitor the 
effects of external economic conditions and of national structural adjustment 
programmes on the health sector at country level, with a view to assisting these 
countries to overcome any adverse consequences of external economic conditions and 
adjustment； 

(4) to pursue methods of sensitizing the international community to the possibility 
of achieving agreement on health and economic priorities, using all possible 
approaches, including the involvement of leaders at the highest political level； 

(5) to mobilize commitment and extrabudgetary support for these purposes； 

(6) to determine effective ways and the appropriate frequency of reporting on the 
state of the world's health and the progress achieved in implementing this 
resolution. 
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WHA43.18 Tropical disease research 

The Forty-third World Health Assembly, 

Recalling resolutions WHA30.42, EB71.R10 and EB77.R4; 

Noting the report of the Director-General on the UNDP/World Bank/WHO Special 
Programme for Research and Training in Tropical Diseases; 

Appreciating the accomplishments of the Special Programme to date in the development 
and testing of a number of important new disease control tools, many of which are already 
in operational use, as well as the innovative and pioneering approaches taken in 
strengthening research capability in developing countries where tropical diseases are 
endemic； 

Recognizing, however, that the target diseases of the Special Programme (malaria, 
schistosomiasis, filariasis (including onchocerciasis), African trypanosomiasis, Chagas 
disease, leishmaniasis and leprosy) continue to be major public health problems in many 
tropical countries, especially in the least developed countries, not only in rural areas 
but also, increasingly, in urban areas； 

Aware that in some of these countries, notwithstanding the efforts that have been 
made, tropical diseases and especially malaria have continued to escalate, to the extent 
that malaria is once again one of the leading causes of morbidity; 

Aware that during the next decade further challenges need to be addressed with 
respect to: 

(a) translating current advances in basic biomedical research into practical 
disease control tools, such as recombinant and synthetic vaccines； 

(b) increasing the commitment of the pharmaceutical industry to the development of 
new drugs and vaccines for tropical diseases； 

(c) identifying strategies for preventing the most serious consequences of these 
diseases, such as childhood mortality from malaria; 

(d) promoting applied research in economics and social sciences to identify the 
most cost-effective methods of utilizing new tools； 



strengthening field and operational research in the least developed countries 
sustainable manner ; 

1. ENDORSES the thrusts and priorities of the Special Programme as adopted by the Joint 
Coordinating Board, which focus on: intensified strategies for the development of 
products in selected areas, such as new drugs for malaria, vaccines for leishmaniasis, 
malaria and schistosomiasis, and a macrofilaricide for filariasis； the implementation of 
new vector control methods for Chagas disease; operational research aimed at optimizing 
multidrug therapy for leprosy; and the use of specific projects and research results as 
a basis for research capability strengthening； 

2. THANKS the international community, multilateral and bilateral agencies, 
nongovernmental organizations, foundations and companies for their support to the Special 
Programme, and in particular UNDP and the World Bank, the со-sponsors of the Programme, 
and the research institutions and scientists throughout the world who contribute their 
talents and skills for the achievement of the Programme's objectives; 

3. APPEALS to the pharmaceutical indus try to increase research and development in 
tropical diseases and to intensify its collaboration with the Special Programme in the 
development of new and more effective tropical disease control tools and in ensuring that 
these tools are accessible and affordable for the populations affected; 

4. REQUESTS multilateral and bilateral agencies to place greater emphasis on the 
provision of assistance both for research and for control of tropical diseases in endemic 
countries； 

5. ENCOURAGES biomedical and social science research institutions to devote greater 
attention to tropical diseases and to establish appropriate links among themselves and 
with tropical disease control programmes in endemic countries； 

6. WELCOMES the Director-General‘s decision to integrate WHO's various programmes for 
the control of tropical diseases； 

7. URGES those Member States in which tropical diseases are endemic to intensify their 
efforts to control them by making full use of newly-developed technology and developing 
targeted national control strategies, especially for the diseases for which affordable 
and effective tools are now available； 

8. REQUESTS the Director-General to ensure the continuation of the Special Programme's 
global leadership role in tropical disease research by: 

(1) strengthening collaborative efforts in academic and industrial research and in 
disease control activities； 

(2) fostering further the commitment of endemic countries to research; 

(3) mobilizing additional contributions to the Special Programme, in collaboration 
with UNDP and the World Bank, the со-sponsoring agencies, to enable the Programme to 
achieve its objectives more rapidly. 
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WHA43•19 The role of health research 

The Forty-third World Health Assembly, 

Noting the conclusions of the Technical Discussions on the role of health research 
in the strategy for health for all by the year 2000, in particular the recommendations 
dealing with health systems research, nutrition research, research capability 
strengthening and recent advances in biological and physical sciences and their 
implications for health care； 
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Noting that all national health policies should be based on valid scientific 
evidence, and that such evidence requires health research; 

Recognizing the significant potential of research in promoting health and its vital 
role in improving health through the application of solutions that are already available 
and the generation of knowledge for the development of new solutions； 

Noting the worldwide mismatch between the burden of illness, which is overwhelmingly 
in the Third World, and investment in health research, which is largely focused on the 
health problems of industrialized countries, and the fact that many developing countries 
lack the scientific and institutional capability to address their particular problems, 
especially in the critical fields of epidemiology, health policy, social sciences, 
nursing and management research; 

1. CALLS ON all Member States to undertake essential health research appropriate to 
national needs in order to: 

(1) identify and understand their own priority health problems ； 

(2) improve the use of limited resources； 

(3) improve health policy and management； 

(4) foster innovation and experimentation； 

(5) contribute to new knowledge； 

2. URGES Member States, particularly developing countries : 

(1) to define national health research policies, and strategies for their 
implementation； 

(2) to build and strengthen national research capabilities by investing resources 
in national institutions, by providing appropriate career opportunities to attract 
and retain their own scientists, and by creating environments that will foster 
scholarship and creativity; 

(3) to create, or strengthen, mechanisms that facilitate consideration of research 
results at the policy-making level, as well as their translation into health systems 
operation; 

(4) to collaborate with other countries through international partnerships in 
developing research and training capabilities, particularly in relation to their 
high priority health and organizational problems, thereby also contributing to 
national development efforts； 

3. URGES bilateral and multilateral development agencies, nongovernmental 
organizations, foundations and appropriate regional organizations : 

(1) to increase their support for essential health research and for research 
capability building; 

(2) to support and strengthen, in the health and related science and technology 
sectors, national coordinating mechanisms to promote research, policy-making, 
planning and management； 

(3) to support the development of international partnerships to strengthen national 
scientific and research infrastructures and countries' capabilities to absorb 
technology and solve problems； 



4. INVITES the research community: 

(1) to increase its commitment to the development of essential health research 
appropriate to national needs and its participation in research on global health 
problems； 

(2) to intensify its efforts in communicating research findings and in developing 
technology to support decision-making and resource allocation processes； 

(3) to mobilize its human and material resources with a view to strengthening 
international scientific networks oriented to health development; 

5. REQUESTS the Director-General: 

(1) to ensure the wide distribution of the report of the Technical Discussions on 
the role of health research in the strategy for health for all by the year 2000 
among ministries of health and other relevant ministries, universities, research 
centres and institutions dealing with science and technology; 

(2) to use appropriate mechanisms, in close collaboration with the global and 
regional Advisory Committees on Health Research, to: (a) assess new and emerging 
areas of science and technology; (b) investigate evolving problems of critical 
significance to health; (c) identify appropriate methodologies for trend assessment 
and forecasting, including epidemiology to improve health; 

(3) to develop further a clearly enunciated health research strategy for WHO in 
order to translate the research goals, priorities and programmes into coherent and 
coordinated action in support of health for all； 

(4) to promote the harmonization of science and research policies in health between 
WHO, the United Nations system and other international agencies and organizations； 

(5) to develop more effective institutional arrangements for strengthening the 
research capabilities of Member States, with special emphasis on disciplines of 
critical relevance to public health; 

(6) to explore the possibility of making specific provision within WHO's total 
resources to support the strengthening of health-related research capabilities in 
Member States； 

(7) to report through the Executive Board to the Forty-fifth World Health Assembly 
on progress made in implementing this resolution. 
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WHA43•20 WHO Action Programme on Essential Drugs 

The Forty-third World Health Assembly, 

Reaffirming resolutions WHA37.32, WHA37.33, WHA39.27, WHA41.16, WHA41.17 and 
WHA41.18; 

Having reviewed the Director-General‘s progress report on the WHO Action Programme 
on Essential Drugs； 

Noting the growing recognition, in particular by the national authorities concerned, 
of the concept of essential drugs as a means of encouraging the rational use of drugs, 
facilitating access to essential drugs for all, and improving health care while 
containing health costs； 



Recognizing with satisfaction the increasing awareness of all parties concerned of 
their responsibilities, as mentioned in resolution WHA39.27, in the implementation of the 
revised drug strategy; 

Recognizing with satisfaction that essential drug lists for the different levels of 
health services exist in more than 100 countries and about 50 countries have formulated 
or are formulating national drug policies taking into account the essential drugs 
concept； 

Further recognizing the role of the Action Programme on Essential Drugs, assisting 
in the development and implementation by Member States of their drug policies, in the 
supply of essential drugs of good quality at the lowest possible cost, and in the 
development of training in the rational use of drugs； 

Stressing to all parties concerned the importance of having drug policies as an 
integral part of primary health care and the other components of health care systems, as 
appropriate to the needs identified by Member States, as well as the importance of 
interaction between the Action Programme and other WHO programmes, and between WHO and 
other agencies concerned; 

Acknowledging the activities of the Executive Board's Committee on Drug Policies and 
those of the Action Programme's Management Advisory Committee； 

1. ENCOURAGES all parties concerned to promote the implementation of the revised drug 
strategy; 

2. REAFFIRMS the need for the Action Programme on Essential Drugs to strengthen its 
activities, in conformity with the revised drug strategy; 

3. URGES Member States: 

(1) to support, or to continue to support, the Action Programme on Essential Drugs； 

(2) to cooperate in the exchange of information and experience concerning the 
formulation and implementation by Member States of their drug policies and essential 
drugs programmes as part of their health care strategies, particularly as regards 
primary health care； 

4. INVITES bilateral agencies, multilateral agencies inside and outside the United 
Nations system, and voluntary organizations, to support developing countries in setting 
up and carrying out programmes aimed at ensuring the rational use of drugs, particularly 
essential drugs programmes, and thanks those already doing so; 

5. REQUESTS the Director-General: 

(1) to strengthen his support for the promotion of the essential drugs concept as 
part of the revised drug strategy; 

(2) to ensure that adequate human and financial resources are provided for the 
Action Programme on Essential Drugs, and to seek extrabudgetary funds to supplement 
those in the regular budget; 

(3) to report to the Executive Board and the Forty-fifth World Health Assembly on 
the use of the ethical criteria for drug promotion endorsed by resolution WHA41.17, 
and on progress made and problems encountered in implementing the revised drug 
strategy, the report to cover drug supply, prescribing practices, development of 
human resources, training of relevant health personnel on the rational use of drugs, 
quality assurance and drug information. 
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WHA43.21 Members in arrears in the payment of their contributions to an extent which 
would justify invoking Article 7 of the Constitution 

Forty-third World Health Assembly, 

Recalling that, pursuant to operative paragraph 6(1) of resolution WHA41.20, the 
voting rights of Comoros, Dominican Republic and Sierra Leone were, as from the opening 
of the Forty-second World Health Assembly, suspended in accordance with Article 7 of the 
Constitution; 

Noting that, at the Forty-second and the present World Health Assembly, the voting 
privileges of Members in similar situations have not been suspended; 

1. DECIDES to restore, in accordance with Article 7 of the Constitution, the voting 
privileges of Comoros, Dominican Republic and Sierra Leone, with immediate effect； 

2. CALLS UPON the countries in arrears in the payment of their contributions to pay all 
or part of them before the start of the Forty-fourth World Health Assembly. 
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WHA43.22 Assessment of Namibia 

The Forty-third World Health Assembly, 

Noting that Namibia, previously an Associate Member of the World Health Organization 
and a Member of the United Nations, became a Member of the World Health Organization by 
depositing with the Secretary-General of the United Nations a formal instrument of 
acceptance of the WHO Constitution on 23 April 1990； 

Noting that the United Nations General Assembly has not yet established the 
assessment of Namibia but that the United Nations Secretariat proposes provisionally to 
assess Namibia at the rate of 0.01%； 

Recalling the principle established in resolution WHA8.5, and confirmed in 
resolution WHA24.12, that the latest available United Nations scale of assessments should 
be used as a basis for determining the scale of assessments to be used by WHO; 

Recalling further that the Twenty-sixth World Health Assembly, in resolution 
WHA26.21, affirmed its belief that the scale of assessments in WHO should follow as 
closely as possible that of the United Nations； 

DECIDES : 

(1) that Namibia shall be assessed at the provisional rate of 0.01% for 1990-1991 
and future financial periods until such time as a definitive assessment rate is 
established by the Health Assembly based upon the United Nations rate that is 
finally established by the United Nations General Assembly; 

(2) that the instalment of the 1990-1991 assessment which relates to the year 1990 
shall be reduced to one-third of 0.01%, the remaining portion being financed by 
appropriation from casual income in accordance with resolution WHA30.29. 
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WHA43.23 Amendment to the Statute of the International Agency for Research on Cancer 

The Forty-third World Health Assembly, 

Considering the amendment to paragraph 1 of Article VI of the Statute of the 
International Agency for Research on Cancer, adopted by the Governing Council at its 
thirty-first session; 

Considering the provisions of Article X of the Statute of the Agency； 

ACCEPTS the following amendment to the Statute of the Agency: 

Article VI 

1. The Scientific Council shall be composed of a maximum of twenty highly 
qualified scientists, selected on the basis of their technical competence in cancer 
research and allied fields. 
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WHA43.24 Report of the International Conference for the Tenth Revision of the 
International Classification of Diseases 

The Forty-third World Health Assembly, 

Having considered the report of the International Conference for the Tenth Revision 
of the International Classification of Diseases； 

1. ADOPTS the following, recommended by the Conference: 

(1) the detailed list of three-character categories and optional four-character 
subcategories with the Short Tabulation Lists for Mortality and Morbidity, 
constituting the Tenth Revision of the International Statistical Classification of 
Diseases and Related Health Problems, due to come into effect on 1 January 1993； 

(2) the definitions, standards and reporting requirements related to maternal, 
fetal, perinatal, neonatal and infant mortality; 

(3) the rules and instructions for underlying cause coding for mortality and main 
condition coding for morbidity; 

2. REQUESTS the Director-General to issue the Manual of the International Statistical 
Classification of Diseases and Related Health Problems : 

3. ENDORSES the recommendations of the Conference concerning: 

(1) the concept and implementation of the family of disease and health-related 
classifications, with the International Statistical Classification of Diseases and 
Related Health Problems as the core classification surrounded by a number of related 
and supplementary classifications and the International Nomenclature of Diseases; 

(2) the establishment of an updating process within the ten-year revision cycle. 
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WHA43.25 Hazardous wastes management 

The Forty-third World Health Assembly, 

Having examined the report of the Director-General on hazardous wastes : safe 
disposal and control of health risks； 

Aware of the resolution of the Regional Committee for the Eastern Mediterranean on 
hazardous wastes: control of health risks and safe disposal, and of that of the Regional 
Committee for Africa on the control of disposal of toxic and nuclear wastes for health 
protection in Africa; 

Aware that the unsafe handling and disposal of hazardous wastes may cause serious 
contamination of the environment, with potential serious health consequences； 

Concerned that, especially in developing countries, national capabilities for proper 
management of hazardous wastes are constrained by insufficient scientific expertise, 
human resources and appropriate regulations； 

Noting the steps which have been taken to control the transboundary movement of 
hazardous wastes through the adoption of the Basel Convention on the Control of 
Transboundary Movements of Hazardous Wastes and their Disposal, and through the Code of 
Practice for International Transboundary Movement of Radioactive Waste which is being 
developed by IAEA; 

1. COMMENDS the Director-General for establishing the WHO Commission on Health and 
Environment, which will examine, inter alia, the subject of hazardous wastes and their 
potential effects on human health; 

2. THANKS the Director-General for his report, and takes note of the recommendations 
contained therein; 

3. URGES Member States: 

(1) to establish or strengthen programmes for environmentally sound management of 
hazardous wastes in accordance with health-based standards； 

(2) to extend health surveillance systems, including epidemiological studies, to 
identify adverse effects on populations of exposure (actual or potential) to 
hazardous substances, and to encourage the international exchange of experts in this 
area; 

(3) to promote measures to restrict waste to a minimum, as the most effective means 
of reducing the environmental and health impact of hazardous substances； 

(4) to accede to and ratify, as soon as possible, the Basel Convention on the 
Control of Transboundary Movements of Hazardous Wastes and their Disposal； 

4. INVITES bilateral, multilateral and international agencies to support Member States 
in establishing infrastructure and programmes for safe management of hazardous wastes； 

5. REQUESTS the Director-General: 

(1) to ensure that WHO can collaborate with Member States in developing and 
carrying out their programmes on hazardous wastes management and, in particular, in: 

(a) assessing the health risks, many of which are still unknown at present, 
resulting from exposure to hazardous wastes； 



(b) identifying their priorities for controlling the various categories of 
chemical and infectious wastes, utilizing the internationally established 
definitions and priority listings； 

(c) identifying relevant and improved technologies for the handling and 
disposal of hazardous wastes； 

(2) to develop improved health-based criteria upon which regulations and standards 
can be established, and to contribute to the preparation of practical technical 
guidelines for safe handling and disposal of hazardous wastes； 

(3) to facilitate the dissemination of technical and scientific information dealing 
with various health aspects of hazardous wastes, and to promote its application; 

(4) to collaborate with the United Nations Environment Programme and other relevant 
international organizations in addressing intercountry aspects of hazardous wastes 
and their disposal, to ensure that health concerns are taken into account. 
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WHA43.26 Health conditions of the Arab population in the occupied Arab territories. 
including Palestine 

The Forty-third World Health Assembly, 

Mindful of the basic principle established in the WHO Constitution, which affirms 
that the health of all peoples is fundamental to the attainment of peace and security; 

Seriously concerned by violations of human rights in the occupied Arab territories, 
and recalling the need for the occupying power to observe strictly its obligations under 
the Fourth Geneva Convention of 1949, to which it has notably not conformed in such basic 
areas as health; 

Aware of its responsibility for ensuring proper health conditions for all people who 
are victims of exceptional situations, including settlements which are contrary to the 
Fourth Geneva Convention; 

Recognizing the need for increased support to, aid for and solidarity with the 
Palestinian people, as well as the Syrian Arab people in the Golan, under Israeli 
occupation; 

Expressing its deep concern at the negative effects of the practices of the Israeli 
occupation authorities against the Palestinian people during the intifada, in the field 
of health; 

Thanking the Special Committee of Experts set up to study the health conditions of 
the inhabitants of the occupied Arab territories for its report, and regretting the 
refusal of the Israeli authorities to allow the experts to visit the occupied Arab 
territories； 

Taking note of the relevant information provided, and having considered the report 
of the Director-General on health conditions of the Arab population in the occupied Arab 
territories； 

1. ASSERTS WHO'S responsibility to promote for the Palestinian people in the occupied 
Arab territories the enjoyment of the highest attainable standard of health as one of the 
fundamental rights of every human being; 

1 Document A43/23. 



2. EXPRESSES its preoccupation and concern at the deterioration in the health 
conditions of the Arab population in the occupied Arab territories； 

3. STRESSES that the policies of the Israeli authorities in the occupied Arab 
territories are not consistent with the main requirements for the development of a health 
system appropriate to the needs of the population in the occupied Arab territories； 

4. DEPLORES the continuous deterioration of the situation in the occupied Arab 
territories, which seriously affects the living conditions of the people, compromises in 
a lasting fashion the future of Palestinian society, and prevents the economic and social 
development of those territories； 

5. EXPRESSES its deep concern at the Israeli refusal to permit the Special Committee of 
Experts to visit the occupied Arab territories, and asks Israel to allow the Committee to 
fulfil its mission of investigating the health conditions of the populations in those 
territories； 

6. THANKS the Special Committee of Experts for its report and requests it to continue 
its mission and report on the health conditions of the Arab population in the occupied 
Arab territories to the Forty-fourth World Health Assembly; 

7. RECALLS resolution WHA42.14 and commends the Organization's efforts to prepare and 
implement the special technical assistance to improve the health conditions of the 
Palestinian people in the occupied Arab territories； 

8. REQUESTS the Director-General, in the light of relevant Health Assembly resolutions: 

(1) to intensify implementation of the special technical assistance programme, 
emphasizing the primary health care approach in coordination with all Member States, 
and all other organizations involved in the health and humanitarian activities； 

(2) to coordinate health activities, in particular in priority areas, such as 
maternal and child health, an expanded programme on immunization, water supply and 
sanitation, and other specific activities to be determined according to needs； 

(3) to monitor and evaluate the health conditions of the Arab people in the 
occupied Arab territories； 

(4) to pursue the implementation of special technical assistance to improve the 
health conditions of the Palestinian people in the occupied Arab territories, in 
cooperation with all concerned WHO Members and observers referred to in Health 
Assembly resolutions related to this item, taking into consideration a comprehensive 
health plan for the Palestinian people； 

(5) to seek funds from extrabudgetary sources in support of the special technical 
assistance programme； 

(6) to report on the above to the Forty-fourth World Health Assembly; 

9. CALLS ON all Member States and intergovernmental and nongovernmental organizations 
to contribute to the special assistance programme to improve the health conditions of the 
Palestinian people in the occupied Arab territories. 
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DECISIONS 

(1) Composition of the Committee on Credentials 

The Forty-third World Health Assembly appointed a Committee on Credentials 
consisting of delegates of the following 12 Member States : Bangladesh; Belgium; 
Cameroon; German Democratic Republic； Kuwait； Malaysia; Mali； Qatar； Saint Vincent 
and the Grenadines； Sweden; Venezuela; and Zimbabwe. 

(First plenary meeting, 7 May 1990) 

(2) Composition of the Committee on Nominations 

The Forty-third World Health Assembly elected a Committee on Nominations consisting 
of delegates of the following 25 Member States : Argentina; Australia; Bahamas； 
Bahrain; Bhutan； Brazil； Burkina Faso； China; Democratic Yemen； France； Gambia; 
Iraq; Luxembourg； Mauritania; Mozambique； Nicaragua; Nigeria; Pakistan; Papua New 
Guinea; Peru; Senegal； Spain; Sri Lanka； Union of Soviet Socialist Republics； and 
United Kingdom of Great Britain and Northern Ireland. 

(First plenary meeting, 7 May 1990) 

(3) Election of officers of the Forty-third World Health Assembly 

The Forty-third World Health Assembly, after considering the recommendations of the 
Committee on Nominations, elected the following officers : 

President: Dr I 

Vice-Presidents : 

Naranjo (Ecuador) 

Dr M. Ruokola (Finland), Mr Jeung Soo Kim (Republic 
(Mongolia), Mr T. Bencheikh (Morocco), Dr 0. Gazéré 

of Korea), Dr 
(Niger) 

Nymadawa 

(Second plenary meeting, 7 May 1990) 

(4) Election of officers of the main committees 

The Forty-third World Health Assembly, after considering the recommendations of the 
Committee on Nominations, elected the following officers of the main committees : 

COMMITTEE A: Chairman. Professor J.-F. Girard (France) 
COMMITTEE B: Chairman. Dr H. M. Ntaba (Malawi) 

(Second plenary meeting, 7 May 1990) 



The main committees subsequently elected the following officers : 

COMMITTEE A: Vice-Chairmen. Mr F. A. Pérez Carvajal (Colombia) and 
Mr K. Al-Sakkaf (Yemen) 
Rapporteur. Dr С. L. Mead (Australia) 

COMMITTEE B: Vice-Chairmen. Dr К. Rai (Indonesia) and 
Dr T. Taitai (Kiribati) 
Rapporteur. Dr M. Sidhom (Tunisia) 

(First meetings of Committees A and В, 8 and 9 May 1990) 

(5) Establishment of the General Committee 

The Forty-third World Health Assembly, after considering the recommendations of the 
Committee on Nominations, elected the delegates of the following 17 countries as members 
of the General Committee : Angola; Chile； China; Cuba; Egypt； Guinea； Jamaica; 
Japan; Liberia; Nepal； Netherlands； Somalia; Syrian Arab Republic； Union of Soviet 
Socialist Republics； United Kingdom of Great Britain and Northern Ireland; United 
Republic of Tanzania; and United States of America. 

(Second plenary meeting, 7 May 1990) 

(6) Adoption of the agenda 

The Forty-third World Health Assembly adopted the provisional agenda prepared by the 
Executive Board at its eighty-fifth session with the addition of two items arid the 
deletion of two items. 

(Third plenary meeting, 8 May 1990) 

(7) Verification of credentials 

The Forty-third World Health Assembly recognized the validity of the credentials of 
the following delegations : Afghanistan; Albania; Algeria; Angola; Antigua and 
Barbuda； Argentina; Australia; Austria; Bahamas； Bahrain; Bangladesh; Barbados； 
Belgium; Benin; Bhutan； Bolivia; Botswana; Brazil； Brunei Darussalam; Bulgaria; 
Burkina Faso； Burundi； Cambodia; Cameroon; Canada； Cape Verde； Central African 
Republic； Chad; Chile； China; Colombia; Comoros； Congo； Cook Islands； Costa 
Rica; Côte d'Ivoire; Cuba; Cyprus； Czechoslovakia； Democratic People's Republic of 
Korea; Democratic Yemen； Denmark; Djibouti; Dominican Republic； Ecuador； Egypt; 
El Salvador; Equatorial Guinea; Ethiopia; Fiji; Finland; France； Gabon； Gambia; 
German Democratic Republic； Germany, Federal Republic of; Ghana； Greece； Guatemala; 
Guinea; Guinea-Bissau; Haiti； Honduras； Hungary； Iceland; India; Indonesia; Iran 
(Islamic Republic of)； Iraq； Ireland; Israel； Italy; Jamaica; Japan; Jordan; 
Kenya； Kiribati； Kuwait; Lao People's Democratic Republic； Lebanon; Lesotho； 
Liberia; Libyan Arab Jamahiriya; Luxembourg； Madagascar； Malawi； Malaysia; 
Maldives； Mali ; Malta; Mauritania; Mauritius； Mexico； Monaco； Mongolia; Morocco； 
Mozambique； Myanmar； Namibia; Nepal； Netherlands； New Zealand; Nicaragua; Niger； 
Nigeria; Norway; Oman; Pakistan; Panama； Papua New Guinea; Paraguay； Peru; 
Philippines； Poland; Portugal； Qatar; Republic of Korea; Romania； Rwanda； Saint 
Kitts and Nevis； Saint Lucia; Saint Vincent and the Grenadines； Samoa; San Marino； 
Sao Tome and Principe； Saudi Arabia; Senegal； Seychelles； Singapore； Somalia; 
Spain; Sri Lanka； Sudan； Suriname； Swaziland; Sweden; Switzerland; Syrian Arab 
Republic; Thailand; Togo; Tonga； Trinidad and Tobago； Tunisia; Turkey； Uganda； 



Union of Soviet Socialist Republics； United Arab Emirates； United Kingdom of Great 
Britain and Northern Ireland; United Republic of Tanzania; United States of America; 
Uruguay； Vanuatu； Venezuela; Viet Nam; Yemen； Yugoslavia; Zaire； Zambia； and 
Zimbabwe. 

(Seventh and twelfth plenary meetings, 10 and 14 May 1990) 

(8) Report of the Director-General on the work of WHO in 1988-1989 

The Forty-third World Health Assembly, after reviewing the Director-General‘s report 
on the work of the Organization in 1988-1989, noted with satisfaction the manner in 
which the Organization's programme for this biennium had been implemented. 

(Eleventh plenary meeting, 12 May 1990) 

(9) Election of Members entitled to designate a person to serve on the Executive Board 

The Forty-third World Health Assembly, after considering the recommendations of the 
General Committee, elected the following as Members entitled to designate a person to 
serve on the Executive Board: China； France； Iraq； Myanmar； Rwanda； Sao Tome and 
Principe； Senegal； Seychelles； Union of Soviet Socialist Republics； and United States 
of America. 

(Twelfth plenary meeting, 14 May 1990) 

(10) Annual report of the United Nations Joint Staff Pension Board for 1988 

The Forty-third World Health Assembly noted the status of the operations of the 
Joint Staff Pension Fund, as indicated by the annual report of the United Nations Joint 
Staff Pension Board for the year 1988 and as reported by the Director-General. 

(Fourteenth plenary meeting, 17 May 1990) 

(11) Appointment of representatives to the WHO Staff Pension Committee 

The Forty-third World Health Assembly appointed the member of the Executive Board 
designated by the Government of Papua New Guinea as member of the WHO Staff Pension 
Committee, and the member of the Board designated by the Government of Nigeria as 
alternate member of the Committee. 

(Fourteenth plenary meeting, 17 May 1990) 

1 The Work of WHO. 1988-1989: Biennial report of the Director-General. Geneva, 
World Health Organization, 1990. 

2 For report of the General Committee, see document WHA43/1990/REC/2. 
3 Document A43/21. 



(12) Reports of the Executive Board on its eighty-fourth and eighty-fifth sessions 

The Forty-third World Health Assembly, after reviewing the Executive Board's reports 
on its eighty-fourth and eighty-fifth sessions, approved the reports； commended 
the Board on the work it had performed; and expressed its appreciation of the dedication 
with which the Board had carried out the tasks entrusted to it. It requested the 
President to convey the thanks of the Health Assembly in particular to those members of 
the Board who would be completing their terms of office immediately after the closure of 
the Assembly. 

(Fourteenth plenary meeting, 17 May 1990) 

(13) Selection of the country in which the Forty-fourth World Health Assembly 
will be held 

The Forty-third World Health Assembly, in accordance with Article 14 of the 
Constitution, decided that the Forty-fourth World Health Assembly would be held in 
Switzerland. 

(Fourteenth plenary meeting, 17 May 1990) 

1 Document EB84/1989/REC/1. 
2 Documents EB85/1990/REC/1 and EB85/1990/REC/2. 
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ANNEX 1 

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； 
AND STATUS OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF 

MARKETING OF BREAST-MILK SUBSTITUTES)1 

Report by the Director-General 

[A43/4 - 1 March 1990] 

At its eighty-fifth session, the Executive Board considered the Director-General‘s 
progress and evaluation report on infant and young child nutrition, which is appended to 
this document. 
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INTRODUCTION 

1. There are essentially two types of malnutrition - related to lack or excess of 
certain dietary components (for example, calories, vitamins and nutrients). In both 
cases the body's demand for the raw materials needed to sustain life is compromised by an 

1 See resolutions WHA43.2 and WHA43.3. 



inappropriate supply. However, nutritional status is considerably more than a question 
of the quantity and quality of dietary intake； it is the result of a complex interaction 
between overall health status, diet, and the physical, social and economic environment. 

2. Thus children's growth and adult body mass and composition also reflect the body's 
capacity to transform food into nutrients that can be used to ensure maintenance, growth 
and functioning. Food availability is obviously a major factor in promoting an 
appropriate diet, but an equally important element is the individual's ability to obtain 
full benefit from whatever food is consumed. A major obstacle to nutrient absorption and 
use is the presence of infection. Consequently, the health sector's overriding concern 
with regard to nutrition is to prevent infection or control it when it occurs. 

3. Monitoring child growth and changes in adult body weight is an effective means of 
detecting imbalance between the supply of energy and nutrients and the body's demand for 
them. For the detection of deficiencies in iodine, vitamin A, and iron, which are both 
widespread and serious, clinical or biochemical assessment is required. Current 
information on the prevalence of underweight among children - a reliable indicator of the 
health and nutritional status of the population in general - demonstrates a distinct 
improvement in many developing countries in Africa, the Americas and Asia. Similarly, 
many developed countries in the Americas, Europe and the Western Pacific have made 
significant progress in dealing with problems related to dietary excess. 

4. Significant improvements in food availability over the last three decades, coupled 
with global advances in sanitation, education, national income and communicable disease 
control, have led to corresponding improvements in nutritional status. For example, 
whereas in 1960 one-third of the world's population had a daily intake of less than 1900 
calories, by 1970 only 5% were below that level. Unfortunately this improvement has not 
been maintained in some developing countries, so that in 1985, 130 million people were 
still below the 1900 calorie level. 

5. During the 1960s an average of 24% of children had weights which were less than the 
value corresponding to 2.5 standard deviations below the median for their height, which 
signifies wasting, or thinness. Today, only 14% are below this level, with less than 10% 
below the cut-off point for most of the Region of the Americas and the European, Eastern 
Mediterranean and Western Pacific Regions. These same regions have a rate of less than 
10% for low birth weight (< 2500 g). Of 20 selected countries in Africa, the Americas, 
Asia and Oceania for which trends have been followed, 17 showed a decrease in the 
incidence of low birth weight, two showed no change, and only one Central American 
country showed an increase. Stunting, or low height-for-age, has decreased in some 
countries with very large populations, although it remains widespread. On the other 
hand, the factors mentioned above as contributing to improved nutrition have led to 
excess weight and a variety of related ills in both developed and developing countries. 

6. In the light of this positive, if still uneven, global evolution in nutritional 
status, Part I of this report focuses on selected aspects of human nutrition that are not 
only of particular importance for the health of infants and young children but also have 
direct implications for the health and well-being of their mothers and other members of 
the family: the prevalence and duration of breast-feeding, breast-feeding and 
child-spacing, and the prevention and control of iodine deficiency disorders. Part II 
highlights some of the practical steps taken by WHO and its Member States, in particular 
since 1988, to develop policies and implement action programmes for dealing with the 
multiple factors affecting nutrition, especially of infants and young children. 

1 See inter alia information on selected global and regional nutritional status 
trends featured in progress reports presented to the Health Assembly in 1988 (document 
EB81/1988/REC/1, Annex 10) and 1984 (document WHA37/1984/REC/1, Annex 5). 

о 
Agriculture : toward 2000. Rome, Food and Agriculture Organization of the 

United Nations 1987 (document C87/27). 



Part I 

RECENT TRENDS IN SELECTED ASPECTS OF HUMAN NUTRITION OF PARTICULAR 
IMPORTANCE FOR THE HEALTH OF INFANTS AND YOUNG CHILDREN 

PREVALENCE AND DURATION OF BREAST-FEEDING: UPDATED INFORMATION, 1980-19891 

7. There has been a noticeable improvement in the prevalence and duration of 
breast-feeding in a number of developed countries where a combination of public 
education, social support and greater awareness on the part of health workers has made 
breast-feeding both more attractive and more feasible. In many developing countries, on 
the other hand, there are indications that the situation is deteriorating in terms both 
of the proportion of mothers who breast-feed and of the duration of breast-feeding. The 
stabilization or even reverse of the previous decline in breast-feeding in a few 
countries is probably due to active promotion and support activities. 

8. In 1981 WHO published the results of the first of a two-phase collaborative study on 
breast-feeding in nine countries. This was followed in 1982 by a critical review 
of available evidence on breast-feeding prevalence in Africa, Asia, Oceania, Latin and 
North America, and Europe； and brief reports to the Thirty-ninth (1986) and 
Forty-first (1988)5 World Health Assemblies. In 1986 WHO established an international 
data bank on breast-feeding,^ which now contains data from more than 1000 surveys or 
studies (covering national and local situations as well as trends) from more than 140 
countries and territories. 

9. Despite differences in breast-feeding prevalence and duration between and within 
countries, data suggest that patterns of breast-feeding and duration can be defined along 
regional lines. Table 1 summarizes information on the prevalence and duration of 
breast-feeding, by WHO region, for the period 1980-1989. 

African Region 

10. Available data (from 23 countries of the Region - 52%) indicate that the national 
average of infants still breast-fed at 12 months ranges between 55% and 85%, with 
internal differences according to the degree of urbanization and socioeconomic position. 
In Nigeria, for example, the percentage of fully breast-fed infants at one month varies 
between 68% in one village to less than 1% among the urban elite of Ibadan city. 

11. In general the proportion of breast-fed infants is higher in rural areas and among 
low-income groups in urban areas than among high- and middle-income groups in urban 
areas. In Ethiopia, for example, the percentage of breast-fed infants at six months is 
99% for rural areas, as compared with 94% and 83% respectively for low-income and 
high-income groups in urban areas. 

1 Adapted from information appearing in the Weekly Epidemiological Record. 64: 
321-324 and 331-335 (1989). 

о 
Contemporary patterns of breast-feeding. Geneva, World Health Organization, 

1981. The countries were Chile, Ethiopia, Guatemala, Hungary, India, Nigeria, the 
Philippines, Sweden and Zaire. 

3 
The prevalence and duration of breast-feeding: a critical review of available 

information. World Health Statistics Quarterly. 35: 92-116 (1982). 
4 Document WHA39/1986/REC/1, pp. 103-104. 
5 Document EB81/1988/REC/1, pp. 139-142. 
6 The data bank is managed by the Nutrition Unit, WHO, 1211 Geneva 27, 

Switzerland. Contributions and inquiries are welcome； references are available on 
request. 



TABLE 1. SUMMARY OF MAIN CHARACTERISTICS OF BREAST-FEEDING PREVALENCE AND DURATION^ 
BY WHO REGION, 1980-1989 

The South-East Eastern Western Africa Europe Americas Asia Mediterranean Pacific 

Number of countries 34 

Percentage^ of countries reporting data 70% 9A% 

Percentage of countries for which data are 

available for period 1980-1989 52X 68% 

Percentage" of infants breast-fed 

Ever 92-98% 
At 3 months 79-98% 
At 6 months 59-97% 
At 12 months 53-86X 

Range of duration" of breast-feeding in months 

Average 1A-24 
Median 5-21 

Urban population as percentage of total 29% 71% 

8 1 -

56-
42-
1 6 -

93X 
701 
59% 
A6X 

-19 
-14 

11 

82% 

55Z 

73-
73-
56-
35-

94Z 
93Z 
83X 
76X 

-25 
-24 

2AX 

65X 

35-
9-

1 2 -

61Z 

37X 
2AZ 

23 

70X 

20 

95% 

8A-97Z 63 
27-93% 72 
29-83% A6-
31-66% 52 

6-19 10. 
2-20 1. 

A1Z 2! 

•66Z 

•14 
•18 

~ Only surveys based on the observation of 100 infants or more are included. 

“Number of countries reporting data to total number of countries included in the respective WHO region. 

“Range of average values obtained from breast-feeding data for each region and population group. 

“Range of figures reported by countries irrespective of the population group. 

12. Supplementation generally starts between three and six months of age, and earlier 
still in urban areas. In Lagos, for example, 87% of the urban group starts supplementary 
feeding by the end of the first month, and only 2% of infants in this group are 
exclusively breast-fed for three months. On the other hand, breast-feeding often 
continues until 15 months of age and over, especially in rural settings and among 
low-income groups in urban areas. 

13. While breast-feeding practices are more or less homogeneous throughout the Region, 
there are a few countries in which prevalence and duration differ widely from the 
regional average； in Mauritius and Nigeria, for example, the percentage of infants 
breast-fed at six and 12 months is much lower and the duration of breast-feeding is 
shorter, especially in urban areas. 

Region of the Americas 

14. Differences in breast-feeding practice are clearly apparent from available data (68% 
of countries in the Region). Initial prevalence of breast-feeding is generally high, 
with great variations in duration. Urban infants are breast-fed for shorter periods than 
are rural infants, but the proportion of infants breast-fed declines rapidly during the 
first three months in both cases, irrespective of the population group studied. At 12 
months of age nearly 50% of infants are still breast-fed in rural areas, while in urban 
areas the proportion is only 16%. Supplementary feeding begins early: at three months 
only 4% of infants were being exclusively breast-fed in Grande Recife (Brazil) in 1981, 
although 31% of all infants were still receiving some breast milk. 



15. The countries fall into two main groups : 

-Those with a more or less extensive breast-feeding practice, where a certain decline in 
prevalence has been observed for some time (i.e. almost all countries of Latin America). 
Breast-feeding duration rarely exceeds one year - the exceptions being the rural arid more 
traditional population groups of Guatemala, Honduras and Peru, where it can be 18 months 
or more. 

-Those with a previously low level of breast-feeding, but where the practice has 
increased since the mid-1970s (e.g. Canada and the USA). The upward trend in the USA 
peaked in 1984, with 63% of mothers breast-feeding when leaving hospital. Since then, 
the percentage has dropped by about 1 point or more a year, and in 1987 it was 57%. In 
the same year, only 22% of mothers were still breast-feeding their infants at six 
months. Clear regional differences can be seen, with rates higher on the west coast and 
lower in the south-east. In general, breast-feeding is increasing more rapidly among 
whites than among Latin, Asian or black populations. 

South-East Asia Region 

16. Available data (from 55% of countries in the Region) show that breast milk remains 
an important source of food for infants. Although many national studies claim that 
breast-feeding is universal, more recent local studies from Bangladesh and India indicate 
that bottle-feeding is increasing and exclusive breast-feeding decreasing. This is 
occurring in both urban and rural areas, but more so in the former. A 1984 study in 
India showed that the proportion of fully breast-fed infants declined at the end of the 
fourth month to 66% in Bombay, 45% in Madras and 35% in Calcutta. In Bangladesh 98% of 
mothers breast-feed their infants at three months, but mixed feeding is common even in 
rural areas. 

17. In most countries the percentage of breast-fed infants appears similar (average 
rates) during the first six months of age, after which there is a decline, especially in 
urban population groups, In Thailand, although the percentage of infants breast-fed is 
high in both urban and rural areas, exclusive breast-feeding declines rapidly after the 
first month； only 22% of infants are fully breast-fed in Bangkok at three months (1984). 

18. Although the duration of breast-feeding may be as much as 20 months or more in rural 
settings, in urban areas it may be as low as four months (e.g. in Bangkok). The 
situation appears to be stable in some countries (e.g. Indonesia, Myanmar and Sri Lanka). 

European Region 

19. Data from 65% of countries in the Region show an overall trend towards an increase 
in breast-feeding, rural infants being more commonly breast-fed than urban infants. The 
prevalence varies greatly: the percentage of infants ever breast-fed ranges from 95% in 
Scandinavia to 35% in Ireland. 

20. However, the percentages fall rapidly: by three months of age, on average no more 
than half of the infants initially breast-fed are still being fed this way. The 
proportion is lower still for the six- to twelve-month age group. On the other hand, 90% 
of infants in Portugal and 87% of those in Hungary are still breast-fed at three to four 
months. Variations between countries in the duration of breast-feeding are pronounced. 
Some infants are apparently being breast-fed for nine months, but the more frequent 
figure reported is closer to four months. There are also large variations within 
countries (e.g. in France, Ireland, Italy and the Netherlands). 

Eastern Mediterranean Region 

21. Breast-feeding prevalence is similar to that reported for the African Region. In 
the 16 countries (or 70% of the Region) for which data are available, more than 91% of 
newborns are breast-fed. During the first three months of life there is a decline in 
prevalence and a marked shift from exclusive to partial breast-feeding and early 
supplementation. The percentage of mothers practising exclusive breast-feeding is low, 
especially in Jordan, Pakistan and Yemen: only 10% of urban infants are fully breast-fed 
at three months in Yemen, and in Jordan 25% of infants receive supplementary foods by 



three months. In Pakistan there has been a marked decrease in the percentage of infants 
ever breast-fed (from 95% in 1975 to 86% in 1986), and in the proportion of infants 
exclusively breast-fed at four months, especially in urban areas. 

22. While differences in breast-feeding practice between population groups and 
socioeconomic levels are slight as regards newborns, they become more marked at three, 
six and 12 months of age. A study in Pakistan shows that by three months 58% of mothers 
with low socioeconomic status and 40% of those with high socioeconomic status are 
breast-feeding; by 12 months the percentage was 34% among the former and nil among the 
latter. 

23. The regional average duration of breast-feeding is close to 15 months. However, 
durations as short as six months are reported among high-income groups in Cairo, and as 
long as 19 months among rural traditional groups in Upper and Lower Egypt. A duration of 
seven months is also reported in middle- and low-income groups in Aden, and two months in 
high-income groups in Kuwait. 

Western Pacific Region 

24. Available data (from 85% of countries in the Region) indicate that the proportion of 
mothers breast-feeding newborn infants is usually high, but a more or less rapid decline 
occurs during the first year, depending on the population group. Among low-income 
mothers surveyed in Manila, nearly all started breast-feeding; however, the drop-off 
rate was approximately 10% by the end of the first month, and over 30% by three months. 
The patterns are very varied within Malaysia, the Philippines and the Republic of Korea. 
In general, the prevalence of breast-feeding is high in rural areas but alarmingly low in 
some urban areas. 

25. In Japan and Singapore, following a decline in the mid-1970s, data show a clear 
increase in breast-feeding, especially among the upper classes, which is in line with the 
trends in other developed countries in Western Europe and North America. The rates in 
Australia and New Zealand are also rising; in the former a 1984-1985 survey showed that 
88% of mothers were breast-feeding on discharge from clinic or hospital, and 55% three 
months later. 

26. Information on partial or supplemented breast-feeding is scarce； available data 
suggest that supplements are generally introduced around three months of age, but that 
there are intra-regional variations. In China only 20% of infants were fully breast-fed 
at three months of age in Shanghai (1982), while in Beijing (1984) the figure was 17% at 
four months. 

27. Available data show great variations, especially between urban and rural areas. 
Infants are seldom breast-fed for more than 11 months, while at the other extreme a 1986 
survey in Macao indicated one month as the median duration of breast-feeding. 

女 * * * * 

28. The relatively limited information summarized above indicates that the prevalence of 
breast-feeding, especially after three months of age, is highest in Africa and Asia, and 
lowest in Europe and the Americas. In developed countries extended breast-feeding is 
more common among educated, economically advantaged mothers, whereas in developing 
countries both the prevalence and the duration of breast-feeding are greatest among the 
rural poor. 

29. Inevitably there are exceptions to these two broad tendencies in both groups, and 
geographical variations within individual countries. There are large disparities between 
regions, countries and population groups within countries. In general, rural populations 
tend to breast-feed more than do urban populations, so that the overall prevalence of 
breast-feeding tends to be much lower in the Region of the Americas, where the majority 
of the population resides in cities, than in the African Region, where the majority of 
the population is rural. 



30. Although breast-feeding prevalence is still higher in developing than in developed 
countries, it has been rising steadily over the past 30 years in developed countries and 
falling among the disadvantaged in the developing world. In the developing world, the 
population is becoming increasingly urbanized, traditional family structures are breaking 
down, and more women are entering the labour force. All these circumstances appear to be 
contributing to a decline in breast-feeding similar to that observed earlier in developed 
countries. Should this trend continue in the developing countries, the already high 
rates of infection, retarded growth and development, and mortality and morbidity in 
infancy and early childhood are likely to increase. 

31. Many national programmes, both governmental and nongovernmental, have been 
established over the last decade with the aim of protecting breast-feeding where it is 
the norm and reversing a decline where it has already occurred. Information on these and 
related developments, together with details of international support provided by WHO and 
UNICEF, is given in regular progress reports by the Director-General on infant and young 
child feeding (see Part II of this report). 

32. Continued efforts are required on the part of WHO and its Member States to ensure 
that families make the most appropriate choice with regard to infant feeding, and that 
society, and in particular the health system, supports this decision in every way: 
mothers need to be adequately informed about matters relating to infant feeding, to 
receive appropriate family and community support to facilitate and encourage 
breast-feeding, and to be protected from influences that inhibit it. 

BREAST-FEEDING AND CHILD-SPACING 

33. In cultures where frequent and prolonged breast-feeding is common, the resultant 
postpartum amenorrhoea and suppressed ovulation are often the main means of ensuring 
adequately spaced pregnancies. Indeed, in most developing countries more births are 
still averted in this way than by any other single family planning method. Thus WHO'S 
international data bank on breast-feeding includes, wherever possible, an assessment of 
the effects of breast-feeding prevalence and duration on child-spacing. 

34. Although lactational amenorrhoea is not a completely reliable means of protecting 
the individual mother against pregnancy, the effectiveness of breast-feeding as a 
birth-spacing mechanism has important implications for health policy worldwide. A better 
understanding of the factors controlling lactational infertility and of the reasons for 
the wide variations in this respect between communities should facilitate the development 
of guidelines for use by health planners and administrators in order to maximize the 

FIGURE 1. RELATIONSHIP BETWEEN LACTATIONAL 
AMENORRHOEA AND BIRTH INTERVAL 

Median duration (months) 

Jordan Mexico Zaire Philippines India 

Birth Interval Amenorrhoea 



contraceptive effect of breast-feeding. There is an urgent need for practical guidance 
as to when mothers should adopt other contraceptive methods, and how to prevent adverse 
effects of some hormonal contraceptives on lactation. 

35. Numerous studies indicate that breast-feeding lengthens the interval between 
pregnancies and thus decreases natural fertility (Figure 1). Longer intervals between 
births, in turn, significantly enhance infant survival and reduce maternal morbidity and 
mortality, especially in developing countries. Where breast-feeding is both frequent and 
prolonged, intervals between births are increased by an estimated 15%-32%. 

36. The duration of lactational amenorrhoea - which has the greatest impact on 
differences in birth intervals, since it varies from two to 20 months - is another method 
used to assess lactational infertility. According to a number of studies that have 
attempted to establish the relationship between lactation and postpartum amenorrhoea 
(Table 2), the median duration of amenorrhoea following childbirth is about seven to 10 
weeks in the absence of lactation. In contrast, the average duration of amenorrhoea can 
be up to two years among lactating women. 

TABLE 2. MEDIAN DURATION OF BREAST-FEEDING AND POSTPARTUM 
AMENORRHOEA (IN MONTHS) BY COUNTRY 

Country Year Sample Median duration Median duration 
size breast-feeding postpartum 

amenorrhoea 

Mexico 1985- 1986 1131 5 0 3.0 
Colombia 1988 702 8 0 3.0 
Jordan 1978 769 13 0 3.0 
Zaire 1987- 1988 1102 9 0 4.0 
Fiji 1981- 1984 2660 9 0 5.0 
Thailand 1984 18 0 6.0 
Yemen 1981- 1984 2216 11 0 7.0 
Syrian Arab 
Republic 1981- 1984 4025 11 0 7.0 

Turkey 1975 515 13 0 7.0 
Tunisia 1981- 1984 3021 14 0 7.0 
Botswana 1984 3064 19 5 7.3 
Philippines 1981- 1984 6667 13 0 8.0 
Sri Lanka 1986- 1987 1350 23 0 8.0 
Mauritania 1981- 1984 2447 16 0 9.0 
Egypt 1981- 1984 5667 16 0 9.0 
Kenya 1981- 1984 5679 17 0 10.0 
Côte d'Ivoire 1981- 1984 3804 18 0 10.0 
Lesotho 1981 1984 2348 19 0 10.0 
Indonesia 1982 1254 24 4 10.0 
Sudan 1981 1984 2242 16 0 11.0 
India 1982 428 20 0 11.0 
Haiti 1981 •1984 1489 15 0 12.0 
Pakistan 1986 1098 17 0 12.0 
Ghana 1981 -1984 3335 18 0 12.0 
Cameroon 1981 -1984 4650 18 0 12.0 
Benin 1981 -1984 2803 19 0 12.0 
Republic of Korea 1973 746 25 2 13.6 
Bangladesh 1981 -1984 3836 27 0 15.0 
Nepal 1976 5954 25 0 18.0 

37. Studies show that the return of menstruation and fertility occurs much more rapidly 
among women in developed countries than among women from the poorer segments of 
developing countries. This is attributable to differences in breast-feeding practices, 
full, on-demand breast-feeding being more closely associated with longer periods of 



lactational amenorrhoea and infertility than are supplemented and scheduled 
breast-feeding. Fertility is substantially reduced during the period of lactational 
amenorrhoea, which tends to be longer in older and multiparous, than in younger and 
primiparous, women； only between 2% and 10% of breast-feeding mothers conceive before 
resuming menstruation postpartum. In general, after the sixth month postpartum, there is 
an increased likelihood that fertility precedes the first vaginal bleeding and initiation 
of complementary feeding. It is at this point that the protection against another 
pregnancy provided by lactational infertility falls below that afforded by other 
contraceptive methods. (See the consensus statement on lactational infertility, 
paragraph 85.) 

Health policy implications of lactational infertility for developing countries^ 

38. Any reduction in the present relatively high prevalence, frequency and duration of 
breast-feeding in developing countries is likely to increase fertility, especially if 
there is no corresponding increase in the use of artificial contraceptive methods. In 
Bangladesh, for example, it was estimated in 1982 that an already high fertility rate 
would rise significantly if breast-feeding patterns were to become similar to those 
typical of developed countries； just to maintain the fertility levels would have 
required a more than fivefold increase in contraceptive use (from 9% to about 52%). 

39. It is necessary to consider the interplay between lactational infertility and 
contraceptive practice before their combined effect on fertility can be determined. The 
effect of breast-feeding on fertility control and child-spacing has in turn to be 
considered in the context of all other factors relevant to a particular population. It 
is not enough to demonstrate a direct relationship between breast-feeding and lactational 
infertility and thus child-spacing; it is also important to determine when other methods 
of contraception should be introduced, and how to minimize "double coverage" provided by 
these and lactational amenorrhoea. At the same time, if other methods are introduced too 
late, there is an increased risk of unwanted pregnancy and the associated negative 
implications for the health and nutritional status of mothers and children alike. 

40. Breast-feeding has an important contribution to make to natural family planning 
because of its effect on child-spacing. This is particularly true for mothers who lack 
access to family planning services or who are dissatisfied with the inconvenience or 
potential side-effects of some contraceptive methods. Guidelines are needed on the most 
appropriate timing for the introduction of family-planning methods in specific 
environments, based on prevailing breast-feeding patterns and the duration of lactational 
amenorrhoea. 

PREVENTION AND CONTROL OF IODINE DEFICIENCY DISORDERS: RECENT PROGRESS 

41. WHO has striven, since its inception, to support Member States in their efforts to 
prevent and control iodine deficiency disorders (IDD). In 1986, in its resolution 
WHA39.31, the Thirty-ninth World Health Assembly requested the Director-General inter 
alia to give all possible support to Member States in assessing the most appropriate 
approaches to preventing and controlling IDD, to collaborate with them in monitoring the 
incidence and prevalence of IDD, and to report to the Health Assembly on progress 
achieved. In recent years the regional committees for Africa, the Americas, and 
South-East Asia have also called for more action in this area. 

42. Following the adoption of resolution WHA39.31, WHO prepared a strategy and proposal 
for a multi-agency 10-year programme of support to countries. As a result of a historic 
joint WHO/UNICEF meeting held in 1985 at WHO'S South-East Asia Regional Office the 
International Council for Control of Iodine Deficiency Disorders (ICCIDD), was 

1 For more details, see Saadeh, R. & Benbouzid, D. Breast-feeding and 
child-spacing: from information collection to public health policy. Bulletin of the 
World Health Organization. 68(5) (in press). 

2 ICCIDD is supported by WHO, UNICEF, the Australian International Development 
Assistance Bureau, and the Government of Italy. 



conceived, and it was formally inaugurated in Kathmandu the following year. It helps to 
develop and strengthen national IDD control programmes through its six regional 
coordinators and a global, multidisciplinary network of nearly 300 scientists, 
economists, technicians, health professionals and national IDD programme managers. The 
reduction of IDD to a level below public health significance in all regions was among the 
nutrition programme targets adopted for the Eighth General Programme of Work 
(1990-1995). Finally, the elimination of IDD (no new cases of goitre, IDD-handicap or 
cretinism) was included in the WHO/UNICEF strategy for improved nutrition of mothers 
and children in the developing world that was presented to the twenty-seventh session 
(January 1989) of the UNICEF/WHO Joint Committee on Health Policy. 

43. IDD has been eliminated in a number of countries, following effective implementation 
of national control programmes and as a result of overall social and economic 
development. The time is right for a major global thrust to eliminate IDD finally in all 
remaining affected countries. Scientific knowledge, combined with inexpensive and 
effective technology and accumulated practical experience in its application, is bringing 
this objective within reach, provided sustained national and international action can be 
maintained on an appropriate scale. Much has already been accomplished since 1986, and 
this portion of the report discusses the current global prevalence of IDD in the light of 
the national and international action being taken. It also outlines a global action plan 
for eliminating IDD by the year 2000, which is a goal that some Member States have 
already set for themselves. 

Nature and extent of the problem 

44. Iodine deficiency is a major risk factor for the physical and mental growth and 
development of at least 1000 million people (Table 3 and Figure 2) who live in 
iodine-deficient environments around the world. Iodine is an essential trace element 
that was present in abundance during the primordial phase of the earth's development； it 
has since been leached from topsoil by glaciation, snow, rain and flooding. The most 
severely iodine-deficient areas are the vast mountainous regions of the Himalayas, the 
Andes and the European Alps, and parts of China (see Figure 2). 

45. The biological importance of iodine is due to the fact that it is essential for 
thyroid hormone production; the tragedy of its deficiency lies in the easily 
preventable, but largely irreversible, brain damage that occurs during fetal growth and 
infant development. Endemic goitre is the most visible manifestation of environmental 
iodine deficiency; other, more severe, effects include retarded fetal brain development, 
spontaneous abortion, stillbirths and infant deaths. A deficiency of iodine later in 
infancy and childhood causes mental retardation, delayed motor development, growth 
failure and stunting, lethargy, neuromuscular disorders (including squint and paralysis), 
and speech and hearing defects. 

46. Awareness of both the significance of IDD and the need to act to eliminate it has 
increased strikingly - nationally and internationally - in the past five years. IDD 
surveillance activities - assessment, monitoring and evaluation - have been intensified 
in all WHO regions, leading to a much clearer picture of global prevalence and trends. 
Estimates of the magnitude of the problem are reasonably sound for South-East Asia and 
Latin America, at least in terms of goitre rates. Estimates for the African, European 
and Eastern Mediterranean Regions, however, are still only approximate. Vital 
information relating to the broad spectrum of mental subnormality, and to handicap and 
reduced educability, which are estimated to affect at least 20 million people worldwide, 
is unfortunately rarely available, or only very scantily reported, in most regions. 

1 Document JC27/UNICEF-WHO/89.4. 



FIGURE 2. AREAS OF GEOLOGICAL IODINE DEFICIENCY, INCLUDING THOSE 
WHERE IODINE DEFICIENCY DISORDERS HAVE BEEN ELIMINATED 
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TABLE 3. ESTIMATED PREVALENCE OF IODINE DEFICIENCY DISORDERS IN 
DEVELOPING COUNTRIES, BY REGION, AND NUMBERS OF PERSONS AT RISK 

(in millions) 

At risk Goitre Overt cretinism 

Africa 227 39 0.5 
Latin America 60 30 0.3 
South-East Asia 280 100 4.0 
Asia (other countries including China) 400 30 0.9 
Eastern Mediterranean 33 12 -

Total 1 000 211 5.7 

47. IDD has been virtually eliminated in North America, most of northern Europe, and 
Australia and New Zealand, mainly through salt iodization, assisted by the increased 
dietary intake of iodine that is associated with social and economic development. 

48. In the African Region the Regional Committee has recently adopted a series of 
resolutions on IDD prevention and control: in 1987 it urged an acceleration of 
control measures； in 1988 it pressed for universal salt iodization in countries 
concerned; and in 1989 it called for elimination of IDD as a significant public 
health problem in the Region by the year 2000. 

49. A significant outcome of a major regional workshop organized by WHO, UNICEF and 
ICCIDD in Yaoundé in 1987 was the establishment of the Regional IDD Task Force for 
Africa, which monitors the implementation of a regional strategy for IDD control that 
supports Member States in developing or strengthening their national programmes. The 
task force has met on three occasions. 

50. Data on the nature and magnitude of IDD have been assembled for 36 countries, 14 of 
which have carried out surveys since 1987. National IDD control programmes, using 
iodized salt or iodized oil, are successfully under way in Algeria, Congo, Ethiopia, 
Kenya, Malawi, Mali, the United Republic of Tanzania, and Zaire. National IDD control 
programmes have been formulated in two other countries, and are being drawn up in eight 
more. National seminars have been conducted in 10 countries, and a regional seminar has 
been held on salt iodization and information. 

51. Salt iodization presents an unusual opportunity for the Region because so many 
countries have to import salt from the relatively few that export it (mainly Ethiopia, 
Ghana, Kenya, Namibia, Senegal and the United Republic of Tanzania). The Regional IDD 
Task Force has raised this issue with the Regional Directors of WHO and UNICEF, who have 
referred it to the Organization of African Unity. Much of the salt in East Africa is 
already iodized. The major producer for West Africa, in Senegal, has agreed to negotiate 
terms for iodization. Cameroon has recently agreed to iodize the salt it produces, and 
Ghana, Nigeria and Zaire plan to conduct feasibility studies for this purpose. A 
laboratory for urinary iodine analysis has been established in Zimbabwe. 

1 Resolution AFR/RC37/R8. 
2 Resolution AFR/RC38/R4. 
3 Resolution AFR/RC39/R4. 



52. In the Region of the Americas IDD has been eliminated from a number of countries 
(Canada and the USA, for example) by using iodized salt as part of nationwide 
food-fortification efforts. It has persisted in countries of the Andean Region, 
primarily in rural areas where iodized salt is not available. Recently the Joint 
WHO/UNICEF Nutrition Support Programme (see paragraphs 70-71), using the principles of 
social mobilization (i.e. public education and community participation), began to 
intensify salt iodization programmes in Bolivia and Peru, complemented by iodized oil 
(administered orally and by injection) in isolated areas where the distribution of 
iodized salt is difficult or where there is a high prevalence of endemic cretinism. In 
Ecuador an effective national control programme that includes the distribution of iodized 
salt by a single private company has been successful. 

53. More up-to-date reviews of IDD status are required in a number of countries, 
including Argentina, Brazil, Chile, Colombia, Mexico, Uruguay and Venezuela. Quick 
assessments have already been undertaken in Paraguay and the Central American countries 
(Costa Rica, El Salvador, Guatemala, Honduras, Nicaragua and Panama). The Organization 
is supporting the development of a regional epidemiological surveillance initiative, in 
keeping with the goal that Member States of the Region have set for themselves - the 
elimination of IDD as a significant public health problem by the year 2000. 

54. The fortieth session of the Regional Committee for the Americas/XXXIII meeting of 
the Directing Council of РАНО (September 1988) approved the Organization's food and 
nutrition policies, which include IDD prevention and control. On this basis an expanded 
programme for the control of IDD in Latin America was launched through joint action 
supported by PAHO/WHO, UNICEF and ICCIDD. 

55. In the South-East Asia Region remarkable progress in IDD control has been achieved 
in the last decade. This is particularly gratifying, since the largest global 
concentration of populations affected by IDD is in this Region. It is estimated that 
more than 100 million people have goitre, over 4 million suffer from cretinism, and some 
13 million are affected by significant mental or motor handicaps attributable to iodine 
deficiency. Nevertheless, decreases in IDD are now being recorded in Bhutan, Indonesia, 
Nepal and Thailand following the implementation of programmes using iodized oil and salt. 

56. In 1981 the Regional Committee for South-East Asia urged Member States to reduce the 
prevalence of endemic goitre to below 10% by the year 2000. Since then WHO, in 
collaboration with UNICEF, has provided technical and financial support to IDD-affected 
countries for national surveillance efforts, the establishment of iodized salt and oil 
programmes, training and education, iodine laboratories and operational research. An 
important outcome of a joint WHO/UNICEF/ICCIDD meeting held in New Delhi in 1989 was the 
strengthening of the regional IDD control programme, backed by a newly established 
regional IDD working group. 

57. Following a WHO-supported national IDD survey in Bangladesh, an intensive programme 
of iodized oil distribution, combined with compulsory salt iodization, has begun. In 
India a reappraisal of salt iodization has led to new legislation, making it compulsory 
by 1992. Greater delegation of responsibility to the state level and the holding of 
educational seminars have contributed to a more effective programme, and the initiative 
is being closely monitored, particularly in the north; meanwhile the use of iodized oil 
is under consideration for dealing with the severe IDD found in the Ganges valley. A 
seminar in Indonesia in 1989 reviewed the progress of the national IDD control programme, 
which began in 1974 using both iodized salt and oil. More than 10 million injections of 
iodized oil have been given, successfully preventing cretinism. A working group composed 
of representatives of the Government of Indonesia, health training and research 
institutions, WHO, UNICEF and ICCIDD has been established to guide the national 
programme• 

1 Resolution XVI. 
2 Resolution SEA/RC34/R1. 



58. WHO, UNICEF and ICCIDD are also continuing their support of vigorous national 
control programmes in Bhutan, Myanmar and Nepal, the final IDD elimination efforts in 
Thailand, and new national control initiatives in the Democratic People's Republic of 
Korea and Sri Lanka. 

59. Moderate to severe IDD still affects population groups in many areas of the 
European Region.丄 Careful analysis of data on neonatal thyroid hormone, the iodine 
content of food intakes, and iodine excretion indicates that iodine deficiency is a 
significant public health problem in parts of some Member States, occurs in lesser 
degrees in others, and has been eliminated in a third group (see Table 4). In Finland, 
Norway and the United Kingdom, as a result of iodized cattle feed, milk has become a 
more important source of iodine than iodized salt. In principle, iodized salt is 
available in most countries where it is needed; however, its quality and market share 
are often unsatisfactory. In some cases iodine levels have been set too low owing to an 
overestimation of salt consumption and insufficient allowance for losses that occur 
during cooking. 

60. In the Eastern Mediterranean Region IDD is a major public health problem in 13 
countries, and it is estimated that at least 12 million people are affected. Until 
recently there has been little public awareness of the widespread nature of the problem, 
except for Pakistan. However, the holding of a WHO regional meeting in 1987 was 
instrumental in changing this situation. Guidelines for developing national IDD 
programmes were published, and a regional IDD working group was established in 1989. 
National plans are being developed in Egypt, the Islamic Republic of Iran, Iraq, the 
Libyan Arab Jamahiriya, and the Sudan. 

61. In the Western Pacific Region China, which has an estimated 370 million people at 
risk, has declared its intention of eliminating IDD by 1995. Iodized salt and oil 
(10 million doses) have been used on a vast scale, with substantial success. The 
Ministry of Public Health, in conjunction with WHO, UNICEF and ICCIDD, has established 
an international working group for IDD control. 

62. National control programmes are under way in Papua New Guinea, the Philippines and 
Viet Nam, all of which have areas with severe IDD. Cambodia and the Lao People's 
Democratic Republic also have areas with severe iodine deficiency, and detailed 
assessment and programme development are required. 

63. The current status of IDD prevention and control, by region and country, is shown 
in Table 4. 

A global action plan for eliminating IDD by the year 2000 

64. In view of the nature of the problem and the recent progress achieved in many 
countries, the goal of eliminating IDD by the end of the century would seem to be 
realistic provided that political will and adequate human and financial resources can be 
mobilized. In June 1989, therefore, WHO, in collaboration with ICCIDD and UNICEF, 
developed a draft global action plan for eliminating IDD by continuing and reinforcing 
the national and international initiatives described above. The plan sets out 
implementation objectives and the strategies to be followed, and specifies the resources 
required at regional and global levels to develop and strengthen national IDD control 
programmes. 

1 Delange, F. & Bürgi, H 
World Health Organization. 67 

2 

Iodine deficiency disorders in Europe. 
317-325 (1989). 

Bulletin of the 

See paragraph 42 for a definition of "elimination". 



65. Experience shows that the successful control of IDD depends on considerably more 
than appropriate technology; it also requires accurate problem assessment and active 
public information, followed by a dynamic process of programme planning, implementation, 
and monitoring and evaluation. Current global and regional support to countries includes 
the organization of consultancies on salt iodization and the establishment of iodine 
laboratories to assist in assessing IDD status and maintaining the quality of national 
programmes； pharmacological research on oral iodized oil； technical consultations and 
publications； and the development of a global system for monitoring the prevalence of 
IDD. It is estimated that, in order to ensure that all of these aspects are sustained on 
an appropriate scale, the relatively modest sum of US$ 2 million will be required for 
each of the next 10 years. 

66. The Thirty-ninth World Health Assembly called on the Director-General to coordinate, 
with other intergovernmental and nongovernmental agencies, the launching and management 
of international action to combat iodine deficiency disorders. The Executive Board may 
wish to recommend to the Forty-third World Health Assembly that it reaffirm WHO'S 
commitment in this regard; declare, in the light of progress made since 1986, that the 
Organization's goal shall be to eliminate IDD by the year 2000； urge all Member States 
concerned to develop or enhance their national IDD control efforts, through appropriate 
nutrition programmes as part of primary health care； and request the Director-General to 
mobilize new technical and financial resources to support national IDD control programmes 
in the manner described above. 

1 Resolution EB85.R6 to 
Board. 



TABLE A. STATUS OF THE PREVENTION AND CONTROL OF IODINE DEFICIENCY DISORDERS, BY COUNTRY兰 
(excluding countries where IDD has never been a significant public health problem) 

Region Category A Category В Category С Category D Category E 

AFRICAN 
REGION 

United Republic of 
Tanzania 

Algeria 
Congo 
Ethiopia 
Kenya 
Malawi 
Zaire 

Botswana 
Burkina Faso 
Burundi 
Cameroon 
Central African 
Republic 

Ghana 
Guinea 
Guinea-Bissau 
Lesotho 
Liberia 
Madagasca 
Mali 
Mozambique 
Niger 
Nigeria 
Rwanda 
Togo 
Zambia 
Zimbabwe 

Chad 
Comoros 
Côte d'Ivoire 
Gabon 
Gambia 
Namibia 
Sierra Leone 
Swaziland 
Uganda 

REGION 
OF THE 
AMERICAS 

Canada 
Costa Rica 
Mexico 
Panama 
USA 

Bolivia 
Ecuador 
El Salvador 
Guatemala 
Peru 

Paraguay 

SOUTH-EAST Thailand Bangladesh Democratic People's Mongolia 
ASIA Bhutan Republic of 
REGION India Korea 

Indonesia Myanmar 
Nepal Sri Lanka 

EUROPEAN 
REGION 

Belgium 
Bulgaria 
Denmark 
Finland 
Iceland 
Ireland 
Netherlands 
Norway 
Sweden 
Switzerland 
United Kingdom 

Austria 
Czechoslovakia 
France 
German Democratic 
Republic 

Hungary 
Poland 
Romania 
Yugoslavia 

Germany, Federal 
Republic of 

Greece 
Italy 
Portugal 
Spain 
Turkey 
USSR 

Albania 

EASTERN 
MEDITERRA-
NEAN 
REGION 

Pakistan Iran (Islamic 
Republic of) 

Iraq 
Libyan Arab 
Jamahiriya 

Sudan 

Afghanistan 
Democratic Yemen 
Djibouti 
Egypt 
Lebanon 
Morocco 
Somalia 
Syrian Arab Republic 
Tunisia 

WESTERN Australia Malaysia China 
PACIFIC New Zealand Papua New Guinea 
REGION Philippines 

Viet Nam Republic 

A. Countries where IDD is completely, or virtually completely, eliminated. 
B. Countries with well-established national IDD prevention and control programmes, but where IDD continues to be a 

significant public health problem in some areas. 
C. Countries where problem assessment indicates that IDD is a significant public health problem, and where national 

prevention and control programmes are under way with evidence of progress. 
D. Countries where problem assessment is complete or partially undertaken, and where national prevention and control 

programmes are not yet under way, although some control activities have begun. 
E. Countries where problem assessment has not yet been undertaken, but where there is a high probability that IDD is a 

significant public health problem. 

No recent data are available from Israel or Luxembourg. 



Part II 

INFANT AND YOUNG CHILD FEEDING 

67. This is the sixth in a series of progress reports prepared in accordance with 
resolution WHA33.32, which requested the Director-General to submit to the Health 
Assembly in even years a report on the steps taken by WHO to promote breast-feeding and 
to improve infant and young child feeding. 

68. The five-theme framework of past progress reports serves as the basic outline. 
These five themes are : 

-the encouragement and support of breast-feeding; 

-the promotion and support of appropriate and timely complementary feeding (weaning) 
practices with the use of local food resources； 

-the strengthening of education, training and information on infant and young child 
feeding; 

-the development of support for improved health and social status of women in relation 
to infant and young child feeding; 

-the appropriate marketing and distribution of breast-milk substitutes. 

69. Information with respect to the fifth theme, above, is presented in accordance with 
Article 11, paragraph 7, of the International Code of Marketing of Breast-milk 
Substitutes, which provides for a report to the Health Assembly in even years on the 
status of its implementation. Member States have begun to use these five themes 
routinely in providing information on national action, and many have also adopted them as 
a policy and programme framework. 

70. Since 1982 the Joint WHO/UNICEF Nutrition Support Programme (JNSP), funded by the 
Government of Italy, has been the most tangible embodiment of an approach to promoting 
healthy nutrition that takes into account the impact of the entire environment. 1989 
marks the close of the global phase of this programme, under which support has been 
provided to 16 Member States in four regions in protecting and improving the 
nutritional status of young children and women of child-bearing age. This prototype 
programme - the largest ever supported by the two agencies - has consistently validated 
primary health care principles for improving nutritional status. For WHO, the 
originality of the approach lies in health being defined as much a beneficiary as an 
agent of progress achieved. 

71. Countries are now much clearer as to what constitutes a successful approach in 
addressing malnutrition and reducing associated morbidity and mortality. One of the 
JNSP's most consistent features has been a built-in flexibility that has enabled 
participating countries to apply the programme's general principles effectively to meet 
their specific nutrition needs. With regard to WHO and UNICEF, the JNSP has served as an 

1 African Region: Ethiopia, Mali, Mozambique, Niger, United Republic of 
Tanzania; Region of the Americas : Dominica, Haiti, Nicaragua, Peru, Saint Vincent and 
the Grenadines and - in the prevention and control of endemic goitre and cretinism -
Bolivia, Ecuador and Peru; South-East Asia Region: Myanmar and Nepal； Eastern 
Mediterannean Region: Somalia and Sudan. 



indispensable testing ground for refining support to countries that are seeking to 
safeguard, in particular, the health of their most vulnerable population groups. It has 
continually challenged both agencies in new ways； difficulties born of differences in 
management style and organizational structure have not always been overcome or resolved 
swiftly. On balance, however, all parties concur that the JNSP's achievements go far 
beyond the time-limited experiences of the 16 participating countries and encompass 
invaluable lessons for application by everyone concerned. 

ENCOURAGEMENT AND SUPPORT OF BREAST-FEEDING 

Examples of national and regional action, including collaboration with nongovernmental 
organizations 

72. In Ethiopia the Family Health Department of the Ministry of Health organizes a 
breast-feeding information group that is responsible for increasing public awareness, 
producing educational materials, monitoring trends in breast-feeding prevalence, and 
maintaining close relations with such nongovernmental groups as the International Baby 
Food Action Network (IBFAN) (see paragraph 201). The Government of Madagascar uses pre-
and postnatal consultations, the distribution of antimalarial drugs at specialized 
centres, and the involvement of women's groups as its principal avenues for 
breast-feeding promotion. The Ministry of Health and Social Affairs of Mauritania 
organized a two-day workshop during 1989 as part of the country's overall nutrition 
programme； health and nutrition education (particularly as regards breast-feeding 
promotion), appropriate weaning practices, and the nutritional needs of pregnant and 
lactating women, were among the themes discussed. 

73. The breast-feeding programme in Brazil is based on nine committees covering a 
variety of topics, including working women, milk banks and the mass media. The committee 
on working women has secured provision for extension of maternity leave from 84 to 120 
days； breast-feeding by women in prison; paternity leave； and mandatory day-care 
centres for children up to six years of age. In addition to the action carried out by 
six national associations through more than 80 institutions, Brazil is one of the 18 
countries forming an international network which has been established to promote and 
report on progress of breast-feeding programmes all over Latin America. Standards for 
the operation of human milk banks have been approved by the Ministry of Health, and 
rooming-in has been made compulsory in university hospitals and is actively encouraged in 
other maternity wards. 

74. In February 1988 the Government of Costa Rica promulgated regulations^ on the 
functioning of its National Commission on Breast-feeding, the objective of which is to 
promote breast-feeding by means of activities in the fields of health care, education, 
law, research, and information dissemination. In order to carry out its functions, the 
Commission may have recourse to the technical assistance and financial support of the 
Institute of Nutrition of Central America and Panama, РАНО, UNICEF, and the members of 
the Commission. Its functions are to coordinate the activities of public and private 
institutions for the promotion of breast-feeding, and to maintain contacts with 
corresponding bodies in other countries, as well as with international organizations and 
agencies undertaking activities in the field of maternal and child care. 

75. The health authorities in Nepal have translated WHO's still-popular breast-feeding 
brochure, which first appeared in 1980. It is now available in nine languages : 
Amharic, Arabic, Dari, English, French, Nepali, Portuguese, Pushtu and Urdu. 

1 International Digest of Health Legislation. 40(1): 115 (1989). 
2 Available from the Maternal and Child Health Unit, WHO, 1211 Geneva 27, 

Switzerland. 



76. An international congress was organized by La Leche League International (France) in 
June 1989, witb the support of WHO and UNICEF among others, to emphasize the advantages 
of breast-feeding in a western industrialized environment and to provide health 
professionals with the knowledge and means to facilitate breast-feeding with the aid, in 
particular, of such groups as La Leche League. La Leche League International (USA) held 
a similar meeting in California in July of the same year. Participants in a 
breast-feeding information day in Switzerland in November 1988 discussed the role of 
health workers in promoting breast-feeding, reviewed related scientific developments, and 
exchanged information on practical aspects of breast-feeding (for example, regarding 
multiple births and the return to employment outside the home). 

77. In Guam the Department of Public Health and Social Services has appointed a 
breast-feeding subcommittee in order to establish an island-wide coalition of 
breast-feeding mothers who are responsible for helping other mothers to breast-feed. A 
registry has been established to facilitate contact with those asking for support and 
counselling. Meanwhile, volunteers from the local La Leche League chapter visit 
obstetrical wards in government and private clinics to reinforce breast-feeding teaching 
and introduce mothers to available services for when they return home. Mothers' support 
groups are also active in El Salvador where the average duration of breast-feeding is 
reported to be 14 and 17 months in urban and rural areas respectively (1988). 

78. The main components of the breast-feeding strategy in Guatemala are training, 
evaluation and promotion. Nineteen human-milk banks are currently operating, education 
to reduce the use of breast-milk substitutes is being promoted, and a breast-feeding 
module has been designed for use in primary schools. Rooming-in, the encouragement of 
early breast-feeding and restriction of bottle-feeding, and the establishment of 
human-milk banks are among the main approaches to breast-feeding promotion in Ecuador and 
Honduras. The health authorities in Uruguay and Venezuela are holding workshops for 
paediatricians, educating the public through media campaigns, conducting national surveys 
on breast-feeding, including its relationship to diarrhoeal and respiratory infections, 
and using a new infants' health card that promotes breast-feeding. 

79. The Health Education Unit of the Family Health Services in Hong Kong is producing 
kits for distribution to maternal and child health centres for educating mothers on 
breast-feeding. In Papua New Guinea a women's organization has been active since the 
early 1980s advising both working and non-working mothers who may encounter problems in 
breast-feeding. 

Breast-feeding and health care practices 

80. In their reports on action taken to improve infant and young child nutrition, many 
governments have singled out the importance of the role of maternity services in 
initiating and establishing breast-feeding. For example, training curricula for health 
and family planning personnel in Bangladesh emphasize the importance of putting the 
newborn to the breast within 30 minutes of delivery to combat the traditional prohibition 
about feeding colostrum. In 1989 the Government began a campaign for the promotion of 
breast-feeding, with support from WHO and UNICEF; activities include regional workshops 
to increase knowledge and awareness about breast-feeding and infant and young child 
nutrition generally among health care providers, policy-makers, women's groups and other 
community organizations. One of the campaign's goals is to help women's groups to 
transfer their successful experiences and techniques to other groups. Two 
representatives of women's groups attended IBFAN's tenth-anniversary meeting in Manila 
(see paragraph 201) with a view to developing contacts with counterparts in other 
countries. Finally, the Bangladesh Paediatric Association has drafted a statement on 
breast-feeding, which is addressed to the Association's members and the national 
authorities concerned. 

81. The national health authorities in Indonesia collaborate with nongovernmental 
organizations in breast-feeding promotion - for example, through the Association of 
South-East Asian Nations (ASEAN) international symposium on breast-feeding and a national 
workshop on the promotion and use of breast milk, both held in March 1989. 



82. In the Philippines the Department of Health has drawn up a policy on rooming-in for 
application in both government and private hospitals, obstetrical services and maternity 
clinics. National and regional planning and advocacy seminars are being held to realign 
the national breast-feeding promotion campaign; staff are being trained in lactation 
management, and a national centre is being set up for this purpose； and various 
educational and information materials on appropriate infant feeding practices have been 
produced for use in news media campaigns and training courses. The national and 
university health authorities in Thailand, with WHO support, have reviewed the impact of 
maternity services on breast-feeding and developed evaluation instruments in preparation 
for the holding of national and regional training workshops for health personnel. 

83. WHO and UNICEF have issued a joint statement^" setting out the facts and lines of 
action that enable maternity services to achieve their full potential in support of 
breast-feeding. Against the broader background of community attitudes that variously 
sustain or restrain breast-feeding, the booklet translates the most up-to-date scientific 
knowledge and practical experience about lactation into precise recommendations on care 
for mothers before, during and after pregnancy and delivery. Information is addressed to 
health workers, particularly clinicians, midwives and nursing personnel, but also to 
policy-makers and managers of maternal and child health arid family planning facilities. 
Although focusing on maternity services, the statement also stresses the invaluable 
complementary role played in many countries by mothers' support groups. To enhance 
further the statement's value as a teaching tool, the end of each section is punctuated 
by a shaded box that summarizes the main points treated. It concludes with a 20-point 
synthesis in the form of a checklist that maternity wards and clinics can use to gauge 
how well they are protecting, promoting and supporting breast-feeding. 

84. The results of a WHO pilot study on infant feeding practices, conducted in 145 
maternity wards in 20 countries of the European Region, were reported in October 1987 to 
a meeting of health workers' organizations at the Regional Office for Europe. This 
initial analysis consisted only of adding up yes/no replies (to avoid ambiguity) to each 
of 20 questions, and the small number of institutions involved precludes the drawing of 
more than tentative conclusions. The replies are nevertheless indicative of tendencies 
and trends in the Region as a whole, and point the way to more elaborate investigations. 
The wards were selected by health workers' organizations； each had from 500 to 2000 
births per year. On the basis of replies received, it would appear that a number of 
"progressive" practices are common in many countries - for example, early initiation of 
breast-feeding, a person of confidence present at birth, and on-demand feeding. However, 
other less desirable practices - such as restricting the time the mother and infant are 
together, and unnecessary supplementary feeding of healthy infants - still appear to be 
common in many maternity wards. Apparently obstetricians and gynaecologists do not often 
use the prenatal period to convey information about breast-feeding to mothers. It seems 
that the distribution of samples of infant formula and feeding bottles is quite common, 
but that there are considerable differences between countries. Half of the wards 
investigated distribute pamphlets on infant feeding provided by infant-food 
manufacturers, and about half advise mothers who do not breast-feed to use a specific 
brand of infant formula. 

Breast-feeding and child-spacing 

85. The following consensus statement on lactational infertility was adopted at a 
conference organized with WHO support in August 1988 in Bellagio (Italy): "The maximum 
birth-spacing effect of breast-feeding is achieved when a mother 'fully' or nearly fully 
breast-feeds and remains amenorrhoeic (ignoring any bleeding before the 56th postpartum 
day). When these two conditions are fulfilled, breast-feeding provides more than 98% 

1 Protecting. promoting and supporting breast-feeding: the special role of 
maternity services. A joint WHO/UNICEF statement. Geneva, World Health Organization, 
1989 (available in Arabic, English, French, German and Spanish; Bahasa Indonesia, Dutch, 
Italian, Nepali, Portuguese, Swedish and Thai editions, in preparation). 



protection from pregnancy in the first six months." The rationale for the consensus was 
subsequently described in detail, and recommendations were made for continuing research 
to permit the refinement of guidelines, in an article reviewing data from 13 developed 
and developing countries. (See paragraphs 33-37 in this connection.) 

86. WHO is providing technical support and coordination for studies on the relationship 
between breast-feeding and fertility, using a simplified methodology for community-based 
calculation of the proportion of mothers at risk of conception, by breast-feeding 
status. The results of studies completed in Côte d'Ivoire, Madagascar, Nigeria, the 
United Republic of Tanzania, and Zaire were reviewed at a regional workshop (Kinshasa, 
November 1989) by participants from maternal and child health services and universities 
in 18 countries in West, Central and East Africa. The main objective is to explore the 
degree to which breast-feeding protects against conception in specific environments as a 
first step to developing appropriate health service guidelines. At the same time, useful 
information is generated on child-feeding practices in general, as part of national food 
and nutrition surveillance systems. Similar regional workshops are scheduled to take 
place in 1990 in the Eastern Mediterranean and Western Pacific Regions. 

87. The same simplified methodology is also being used in research centres in Australia, 
Chile, China, Guatemala, India, Nigeria and Sweden. The purpose is to generate a broad 
international appreciation of the importance of breast-feeding as a natural method of 
family planning. 

88. WHO has produced a brochure entitled "Breast-feeding and child-spacing: what health 
workers need to know" to provide both health workers and the public with essential 
information in a simple question-and-answer format. The brochure has proved to be 
popular and effective both as a training tool and as information for the general public 
and an advocacy guide. A recent publication in WHO's series of UNFPA-funded 
guidelines also has a section dealing with breast-feeding and child-spacing. 

89. Current research activities of the WHO Task Force on Methods for the Natural 
Regulation of Fertility include a study of the determinants and mechanisms controlling 
amenorrhoea, and consequent infertility, induced by lactation. 

WHO/UNICEF breast-feeding strategy for the 1990s 

90. Following discussions in 1987-1988, WHO, UNICEF and a number of bilateral 
development agencies, including the Swedish International Development Authority and the 
United States Agency for International Development, agreed to accelerate support to 
Member States‘ efforts to protect and promote breast-feeding. Some of the practical 
results of this decision are reported above. Others are related to the development of 
approaches to improving the breast-feeding component of health workers' training; 
policies, practices and procedures in the health care system that affect breast-feeding; 
and social support for women to enable them to breast-feed more and for longer periods. 

91. WHO and UNICEF, in collaboration with other multilateral and bilateral agencies, 
have decided to convene an international meeting in Florence (Italy) in July 1990 to 
develop a strategy for the 1990s for protecting and promoting breast-feeding. The 

1 Kennedy, К. I., Rivera, R. & McNeilly, A. S. Consensus statement on the use 
of breast-feeding as a family planning method. Contraception. 39 (5): 477-495 (1989) 

p 
Available in Arabic, Bahasa Indonesia, English, French and Spanish from the 

Maternal and Child Health Unit, WHO, 1211 Geneva 27, Switzerland; Chinese, Nepali and 
Portuguese editions in preparation. 

3 Natural family planning. A guide to provision of services. Geneva, World 
Health Organization, 1988. 



meeting will seek to contribute to the goal of ensuring that all women are able to 
breast-feed their children fully for the first four to six months of life, and to 
continue to breast-feed into the second year while providing appropriate complementary 
foods. 

PROMOTION AND SUPPORT OF APPROPRIATE AND TIMELY COMPLEMENTARY FEEDING (WEANING) PRACTICES 
WITH THE USE OF LOCAL FOOD RESOURCES 

92. A pilot studyl on advice available to parents about weaning in France, the Federal 
Republic of Germany, and the United Kingdom of Great Britain and Northern Ireland has 
been prepared in the Regional Office for Europe on the basis of material collected from 
parents. There is a certain lack of consistency as regards the advice given to parents 
in this respect, and existing recommended dietary intakes are not specific enough. The 
Regional Office plans to develop draft guidelines for adaptation and use in countries. 

93. During 1988 WHO and UNICEF collaborated in publishing a guide for health and 
community workers,^ with funding from the Joint WHO/UNIСEF Nutrition Support 
Programme. The book is a source of practical information on the best time to start 
weaning, the nutritional value of various food groups, the importance of hygienic food 
preparation and storage, and the safe and nutritional use of local staples and family 
food, taking into account the conditions, particularly in developing countries, that are 
known to increase infants‘ vulnerability to infections and malnutrition. 

Examples of national action 

94. Research conducted by the Ethiopian Nutrition Institute has led to the successful 
introduction of a commercially produced sorghum-based weaning food in areas of the 
country where this plant is common, and to the development of other weaning foods from 
local ingredients. In the United Republic of Tanzania an important aspect of the 
development of nutritionally balanced weaning recipes has been the introduction of 
germinated cereal flour - a simple way of reducing the dietary bulk of porridge without 
changing its energy and nutrient content. The activities in both countries are part of 
the Joint WHO/UNICEF Nutrition Support Programme. 

95. The health authorities in the Gambia are studying ways of improving the nutritional 
value of infant weaning paps by using traditional fermentation methods. One problem to 
be overcome is bacterial contamination, which is further complicated by the fact that 
these foods are usually prepared early, for feeding throughout the day. The pH produced 
by fermentation, which is a process known to mothers, is lower than that tolerated by 
many pathogens. The fermentation is also expected to have an effect on the viscosity of 
the pap, and therefore its digestibility. 

96. The National Nutrition Council in Bangladesh is operating a pilot project with a 
view to developing nutritious home-made weaning foods in rural areas, based on locally 
available foods. The health authorities in Bhutan are discouraging the use of expensive 
proprietary weaning foods, which is becoming a common practice despite the availability 
of good alternative local foodstuffs. A unit has been opened in a general hospital to 
teach parents how to prepare nutritious foods from local ingredients. 

97. The Directorate of Nutrition in Indonesia is implementing a supplementary feeding 
scheme in East Java and West Nusa Tenggara on a trial basis. It includes education and 
information for women with children up to two years of age (provided by traditional birth 
attendants, village leaders and women's organizations) and courses on breast-feeding and 
weaning foods and practices for health workers from maternity homes. 

1 Weaning food in the 1980s. Pilot analysis of information material for parents 
in three European countries (document ICP/NUT 102/s06). 

2 



STRENGTHENING OF EDUCATION, TRAINING AND INFORMATION ON INFANT AND YOUNG CHILD FEEDING 

98. Since the last progress report WHO has published several additional titles dealing 
with important aspects of infant and young child feeding and nutrition, including the 
third and final volume from a multinational study on breast-feeding. 

2 _ 
99. A manual for district programme managers published in collaboration with UNICEF 
with funding from the Joint WHO/UNICEF Nutrition Support Programme, advocates an approach 
to dietary management in cases of acute diarrhoea, based on both the latest scientific 
knowledge and local traditions, which may either support or impede successful 
management. Tables and charts are used to describe feeding practices according to age 
from birth to two years, the multimix principle for introducing weaning foods, foods that 
are rich in energy and nutrients, and dietary management of diarrhoea according to four 
stages (from diarrhoea without obvious dehydration to convalescence). 

3 
100. A companion volume to the above provides a guide for health workers to assess 
diarrhoea and dehydration in children, treat cases effectively, and convince the 
community to adopt preventive measures, including breast-feeding and improved weaning 
practices. Didactic in its approach, this book uses simple language, supported by 
abundant charts, tables, checklists and illustrations. 

101. Guidelines for the distribution of high-dose vitamin A supplements are now available 
in a booklet prepared by a WHO/UNICEF/IVACG (International Vitamin A Consultative 
Group) task force. Addressed to health administrators and programme managers, the 
booklet uses the best available scientific evidence to provide clear answers to the 
questions of how much vitamin A should be given, to which age and population groups, how 
often, and in what form. 

102. Work is complete on a review of the latest scientific information concerning the 
physiological basis for infant feeding.^ Intended for health professionals, including 
general practitioners, paediatricians, gynaecologists, nurses, and medical and nursing 
schools, the review covers the first 12 months of life. It should provide a basis for 
the preparation of appropriate guidelines for adaptation and use in individual countries. 

1 Minor and trace elements in breast milk. Geneva, World Health Organization, 
1989. Previous titles are Contemporary patterns of breast-feeding. Geneva, World Health 
Organization, 1981； and The quantity and quality of breast milk. Geneva, World Health 
Organization, 1985. 
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DEVELOPMENT OF SUPPORT FOR IMPROVED HEALTH AND SOCIAL STATUS OF WOMEN IN RELATION TO 
INFANT AND YOUNG CHILD FEEDING 

103. Women in the child-bearing years (15-44) are particularly vulnerable nutritionally, 
and 300 million of these live in abject poverty: half in Asia, one third in Africa, and 
the remainder in Latin America and the Eastern Mediterranean, with a 2:1 rural/urban 
ratio. These women generally suffer from poor health status characterized by shortened 
life expectancy, high incidence of maternal mortality (accounting for 25% of deaths of 
women of child-bearing age, compared with 1% in the USA), and high prevalence of 
nutritional anaemia (almost 50%). 

104. Weight gain during pregnancy is a good indicator of pregnancy outcome. On average, 
pregnant women in developed countries gain 10-12 kg, while the range in developing 
countries is 2-7 kg. Low weight gain during pregnancy is closely related to low birth 
weight. An estimated 20 million infants with low birth weight are born each year, the 
vast majority in the poorest developing countries. These infants, in turn, are five 
times more likely to die of infectious diseases, three times more likely to die from 
diarrhoea, and seven times more likely to die from respiratory infections. A high 
incidence of low birth weight is a direct indicator of poor maternal nutritional status 
and a reflection of overall social and economic underdevelopment. Only 58% of the 
population in Africa has access to health services, and a still smaller proportion of 
births (about 33%) are attended by trained health workers, compared with some 50% in 
Asia, more than 60% in Latin America, and 98% in developed countries generally. 

105. The Health Assembly has set policies and strategies for WHO's action regarding 
women, health and development, including its contribution to the United Nations Decade 
for Women, the world conference to review the Decade's achievements, and the Nairobi 
Forward-looking Strategies for the Advancement of Women. To facilitate the process of 
incorporating activities concerning women, health and development in the Eighth General 
Programme of Work (1990-1995), the managers of WHO's individual programmes have 
considered the extent to which they benefit women's health and enhance their role and 
participation. 

106. Recognizing the importance of an integrated approach to the health of women and the 
crucial role of women in development, the Forty-second World Health Assembly, in 
resolution WHA42.42, urged Member States which have not already done so to recognize the 
social significance and implications of women's health and the severity of the health 
risks incurred by women, particularly in connection with pregnancy and delivery, and to 
ensure that the health and social services necessary to sustain women's health are 
accessible to all, on a non-discriminatory basis. It also requested the Director-General 
to continue to assist Member States in their efforts to ensure adequate and equitable 
health care for women and to maintain and strengthen collaboration to this end with 
relevant governmental and nongovernmental agencies at all levels. 

107. WHO'S written contribution to the United Nations Expert Group Meeting on Social 
Support Measures for the Advancement of Women (Vienna, November 1988) emphasized the 
importance of a mix of formal and informal social support touching on such areas as 
health and family planning, education and nutrition. Family planning services, for 
example, have an important impact not only on an individual woman's total number of 
births, but also on her own health and nutritional status and the amount of time she has 
available to devote to food production, procurement and preparation for the benefit of 
the entire family. 

108. WHO also contributed background documentation and participated in a symposium on 
women and nutrition during the fifteenth session (New York, February-March 1989) of the 
ACC Subcommittee on Nutrition. Two closely related issues were considered: the role of 
women in determining nutrition of households and societies, and the nutritional status of 
women. The symposium recommended action for direct nutrition interventions for women as 
well as for the strengthening of their roles as an important avenue to improving 
nutrition for all. 



APPROPRIATE MARKETING AND DISTRIBUTION OF BREAST-MILK SUBSTITUTES 

109. The Health Assembly has drawn attention on a number of occasions to the importance 
of the appropriate marketing and distribution of breast-milk substitutes as a means of 
protecting healthy infant and young child feeding practices. The Thirty-fourth World 
Health Assembly (May 1981), through its resolution WHA34.22, adopted the International 
Code of Marketing of Breast-milk Substitutes in the form of a recommendation, and 
urged all Member States inter alia to translate it into national legislation, regulations 
or other suitable measures； to involve all concerned parties in its implementation； and 
to monitor compliance with it. 

110. The Code provides for regular reporting by Member States to the Director-General 
(Article 11, paragraph 6) and by the Director-General to the Health Assembly in even 
years (Article 11, paragraph 7) on the status of its implementation. In addition, the 
Thirty-fourth World Health Assembly requested the Director-General to report to the 
Health Assembly in May 1983 on the status of compliance with the Code at country, 
regional and global levels, and to make proposals for action, if necessary. Accordingly, 
the Director-General reported to the Thirty-fifth, Thirty-seventh, Thirty-ninth and 
Forty-first World Health Assemblies (in 1982, 1984, 1986 and 1988 respectively)2 on 
steps taken by Member States to give effect to the Code, and to the Thirty-sixth World 
Health Assembly (in 1983) on the status of compliance with it. The following is thus 
the sixth report on the subject, as well as the fifth consecutive biennial report, since 
the Code's adoption nearly nine years ago. 

111. As in previous reports, most of the following information has been provided by 
Member States themselves, whether in direct communications to the Director-General, via 
the regional offices and regional committees, or in statements made during the 
Forty-first World Health Assembly. Information presented in each report is 
cumulative； an overall picture may thus be obtained by referring to previous reports, 
which provide a detailed account of the steps taken by some 150 countries and 
territories - individually, and in some cases collectively, through regional and 
interregional forums. 

African Region 

112. The Ministry of Health in Botswana has issued a circular to all health and extension 
workers prohibiting the use of health facilities and health workers' services to promote 
breast-milk substitutes, with the result that promotional drives for such substitutes, 
coming from a neighbouring country, have ceased. Thus, certain aspects of the Code are 
already being implemented, although legislation relating to it has not yet been enacted. 
Apart from promotional material contained in publications that originate outside the 
country, there is no advertising of breast-milk substitutes in Botswana. However, there 
is still not enough trained staff to enable the breast-feeding programme to implement the 
Code rapidly. 

International Code of Marketing of Breast-milk Substitutes. Geneva, World Health 
Organization, 1981. 

2 Respectively, documents WHA35/1982/REC/1, Annex 5; WHA37/1984/REC/1, Annex 5, 
part II; WHA39/1986/REC/1, Annex 6, part 1; and EB81/1988/REC/1, Annex 10. 

3 Document A36/7. 
4 Document WHA41/1988/REC/3, pp. 18-34. 



113. In Cameroon legislation concerning the marketing of breast-milk substitutes has been 
drafted. 

114. During a national workshop on infant and young child nutrition held in the Congo in 
1988, one of the four working groups was responsible for drawing up a draft national code 
of marketing of breast-milk substitutes that is largely based on the International Code. 

115. In Côte Ivoire a four-day national workshop on breast-feeding organized in 1989 
with the support of UNICEF and the International Baby Food Action Network brought 
together 40 health professionals and decision-makers from various maternal and child 
health centres and ministries. Participants recommended rigorous enforcement of existing 
labour legislation and formal adoption of the International Code by government. They 
agreed to set up a task force to implement the Code, arid approved the creation of a 
national association for breast-feeding promotion. 

116. A report in Ethiopia highlighted the proliferation of brands of infant formula, most 
of which failed to respect the labelling provisions laid down in Article 9 of the 
International Code. The Ministry of Health subsequently ordered all concerned 
governmental and nongovernmental organizations to control more strictly the quantity and 
quality of imported products, with the result that the number of different brands 
imported has gradually decreased from 27 to 8. The donation, through health 
institutions, of samples or supplies of breast-milk substitutes to mothers has been 
stopped, unless a child or mother is malnourished or otherwise at high risk. 

117. A market survey of breast-milk substitutes in the Gambia, including home visits to 
learn about the extent of their use by lactating mothers, has been carried out by the 
Medical and Health Department's nutrition unit; results are now being analysed. The 
Department has established a working group on the marketing of breast-milk substitutes, 
but there has been no follow-up in regard to legislation. However, according to the 
Government, there is as yet no apparent breach of the International Code. 

118. In 1988 the Ghana Breast-feeding Promotion Association drew up a national plan for 
breast-feeding promotion, in collaboration with the Ministry of Health, WHO, UNICEF and 
other concerned organizations. A national code of marketing of breast-milk substitutes, 
which closely follows the International Code, was also drafted, although it has not yet 
been adopted as law. From time to time, alleged infringements of the International Code 
have been reported. 

119. A draft national code of marketing of breast-milk substitutes was reviewed in 
Madagascar at a meeting organized by the Ministry of Health in 1980, but no 
legislation has yet been prepared. Directives concerning nutrition education and an 
infant-feeding guide, which emphasize the importance of breast-feeding, have been 
prepared and distributed to all health workers concerned. Only health workers are 
permitted to advise on the use of breast-milk substitutes when they are required, and the 
distribution of milk - for example, that provided by the Red Cross - is carried out only 
under their supervision. 

120. The Government of Rwanda reports that every effort is being made to attain 
self-reliance by increasing the production and consumption of local foodstuffs. A poor 
country cannot afford a continuous supply of foreign products. Efforts are therefore 
being made to counteract the persuasive advertising of the infant-food industry, which 
tends to make mothers feel that expensive imported foods are necessary for the health of 
their children. 

121. In the United Republic of Tanzania the Tanzania Food and Nutrition Centre (TFNC), 
through its National Consultative Committee on Infant and Young Child Nutrition, has 
begun to educate health workers and instructors in training institutions on the need to 
monitor implementation of the International Code and to examine mechanisms for 
formulating a national code, adopting it as law and monitoring its implementation. The 



Committee's relevant task force is composed of representatives of women's organizations, 
various government ministries, the National Food Control Commission, and the TFNC. 
Currently only parts of the Code are being monitored - for example, quality aspects. A 
five-year plan on infant and young child nutrition includes sensitization on Code 
monitoring for all health workers. Radio programmes and other media are used to educate 
listeners about the importance of breast-feeding and the hazards of bottle-feeding and 
infant formulas. 

Region of the Americas 

122. In Antigua and Barbuda the International Code has been distributed to senior health 
professionals, but has not been otherwise adopted. No promotional activities for 
breast-milk substitutes are permitted in maternities, where rooming-in is the customary 
approach to promoting breast-feeding. 

123. The International Code is widely distributed in hospitals and welfare institutions 
in Argentina to ensure that health personnel and others concerned are fully aware of 
their responsibilities, arid that they supervise the distribution and use of breast-milk 
substitutes. Periodic evaluation of the consumption of breast-milk substitutes is 
undertaken by the fiscal authorities. Product labels are required to include unbiased 
health messages based on internationally accepted standards. 

124. The International Code has been distributed to health care institutions in Barbados• 
and part of it has been implemented. Hospitals do not allow the promotion of breast-milk 
substitutes, and rooming-in and limitations on the use of feeding bottles are part of the 
standard approach to breast-feeding promotion. A national survey in 1987 showed little, 
if any, change in breast-feeding patterns, which favour early cessation and introduction 
of solid foods. Among the activities in the national breast-feeding strategy is a 
seminar for health professionals. 

125. The International Code has been distributed to health professionals and educators in 
Belize. where promotion of breast-milk substitutes is not allowed in hospitals. There 
are no standards regulating the marketing of substitutes； the basis of the national 
breast-feeding promotion campaign, for which the Ministry of Health and the Breast is 
Best League are responsible, is to encourage mothers to breast-feed their babies fully 
from birth to six months. 

126. The Government of Bolivia reports that its national breast-feeding committee is 
working to introduce legislation to make implementation of the International Code more 
effective. A national code on this basis was adopted and distributed to concerned 
parties in 1984； the Government reports that promotion and distribution of breast-milk 
substitutes nevertheless frequently takes place in clinics and hospitals. Education 
through the mass media and health worker training are among the main initiatives taken 
recently by two national breast-feeding associations, in collaboration with the 
Government. 

127. As part of its action to give effect to the International Code, the Ministry of 
Health in Brazil. through the National Institute of Food and Nutrition, established a 
committee responsible for drawing up a national code of marketing of breast-milk 
substitutes. Representatives of paediatric and nutrition societies, consumers' 
associations, the food industry, and governmental and other nongovernmental groups took 
part, and by March 1988 publication and implementation were agreed among the interested 
parties. The national code was formally adopted by the National Council of Health in 
December 1988 as "Norms for the marketing of foods for the nursing child". 

128. The International Code has been distributed to health personnel in the British 
Virgin Islands. although it has not been adopted as law. A national breast-feeding 
promotion committee exists, but meets only infrequently. The promotion of breast-milk 
substitutes or distribution of samples of these products are not permitted in hospitals. 
Rooming-in, feeding on demand and limitations on bottle-feeding are the practices used to 



encourage breast-feeding. Education of health personnel and the general public, 
monitoring of the marketing of breast-milk substitutes and strengthening of health care 
practices are the basic components of the breast-feeding strategy being followed. 

129. Despite the stringent standards^" adopted in Colombia in 1980 to control the 
marketing of breast-milk substitutes, the promotion of these products is still carried 
out in almost all maternities, and free samples are requested and accepted in most 
hospitals and clinics. 

130. In Costa Rica a decree2 of 22 March 1988 laid down that "maternalized" milks and 
their substitutes must be duly registered with the Department of Medicaments, Control, 
and Registration of the Ministry of Health. Such products may be supplied only in 
pharmaceutical establishments duly registered with the Department and may not be sold in 
any other type of establishment. Directors of pharmaceutical establishments are required 
to ensure that such products are properly stored. The National Commission on 
Breast-feeding (see paragraph 74) is responsible inter alia for ensuring that the 
information disseminated by the various media on breast milk and breast-milk substitutes 
is not prejudicial to breast-feeding. 

131. The regulation of the marketing of breast-milk substitutes in Cuba is part of 
national health policy. The International Code has been adopted and distributed to the 
ministries dealing with public health and food, and to the National Committee on 
Standardization (Health Division). The promotion of breast-milk substitutes is not 
permitted in the country. The main activities to promote breast-feeding during the last 
two years, which are coordinated with the Ministry of Education and related institutions, 
include education through the mass media, introduction of a breast-feeding module in the 
curriculum of medical and nursing schools, label modification on the only breast-milk 
substitute sold in the country and regulation for its purchase with a medical 
prescription, and testing of a national survey of breast-feeding prevalence. The 
Federation of Cuban Women and La Leche League organize similar activities to promote 
breast-feeding. 

132. A survey conducted in 1988 in Dominica showed that, while 93% of infants are 
exclusively breast-fed at one month of age, the proportion at three months is only 25%. 
The International Code has been distributed to senior health personnel, although it has 
not been formally adopted. Promotion of breast-milk substitutes is not permitted in 
hospitals； bottle-feeding is discouraged while rooming-in, and feeding on demand are 
encouraged. 

133. Breast-feeding was established as a health programme in 1989 in the Dominican 
Republic. where the International Code has been adopted and distributed. The promotion 
of breast-milk substitutes nevertheless takes place if hospital directors give their 
approval； samples are still requested and accepted. In addition to existing paid 
maternity leave, a proposal was put forward in 1986 to allow working women one hour for 
breast-feeding. Breast-feeding promotion includes guidance, rooming-in, on-demand 
feeding, human milk-banking and postnatal follow-up. Breast-feeding workshops were held 
for 80% of community health workers, and courses are being planned for doctors. 

134. Regulations in El Salvador for the marketing of breast-milk substitutes follow the 
International Code, although they have not been adopted as legislation. Breast-milk 
substitutes are sold under medical prescription, and there is no promotion in this regard 
in hospitals. 

1 International Digest of Health Legislation. 32(3): 
о 

468-471 (1981). 



135. In Grenada a national breast-feeding promotion strategy was developed in 1989, 
including emphasis on institutionalizing rooming-in and discouraging bottle-feeding in 
maternities, and improving nurses' training. The International Code has been distributed 
to nurses, although there are no formal standards dealing with the marketing of 
breast-milk substitutes. Their promotion in maternities is in any case not permitted. 

136. The national code of marketing of breast-milk substitutes in Guatemala has been 
distributed to doctors, health personnel, all ministries, and members of the national 
committee for the promotion of breast-feeding. Breast-milk substitutes are not promoted 
in hospitals； however, samples are still distributed to doctors. 

137. The promotion of breast-milk substitutes continues in private clinics in Honduras. 
in contrast to government clinics where samples are not accepted. Recent data indicate 
that, while 99.7% of infants are breast-fed at birth, only 41% are receiving only breast 
milk at one month of age. 

138. In Mexico regulations"^" published in January 1988, for implementation of the 
General Law on Health, include chapters on milk, milk products and derivatives, and 
substitutes and imitations, and foods for infants and young children. Accordingly, the 
Secretariat for Health is required to establish appropriate measures for the promotion of 
breast-feeding, while medical care units in the health sector are required to refrain 
from promoting the use of breast-milk substitutes. The employment in such units of 
representatives of professional departments, maternity nurses, or similar staff paid by 
manufacturers of infant formula is prohibited. The regulations lay down detailed 
provisions on the content of infant formula as to vitamins, minerals, choline, proteins, 
fats, and linoleic acid, while microbiological specifications are to be set out in an 
appropriate standard. Provisions are also laid down on the labelling of formula (which 
apply in addition to those of the above-mentioned Law). These provisions include the 
following: the product is to be termed "infant formula" or "infant formula in powdered 
form", or referred to by other terms stating the true nature of the food; a legend must 
be carried stating the superiority of breast milk; and terms such as "humanized", 
"maternalized" or the like must not be used. However, the Government reports that the 
promotion of breast-milk substitutes continues in hospitals and clinics, and that samples 
are distributed directly by promoters. 

139. In Montserrat. there are no regulations concerning the marketing of breast-milk 
substitutes； rooming-in, discouragement of bottle-feeding and encouragement of 
breast-feeding in the maternity wards are among the main activities to promote 
breast-feeding. Promotion of breast-milk substitutes is restricted; infant-formula 
samples, however, are accepted. 

о 
140. The law regulating the marketing of breast-milk substitutes in Nicaragua has been 
adopted and distributed; it prohibits the promotion of artificial feeding. The 
reformulation and implementation of a plan to protect and promote breast-feeding began in 
1988, including the revival of a national committee, holding of workshops and design of 
an infant-feeding survey. 

141. The Government of Panama reports that the International Code has been distributed to 
health education personnel and that regulations concerning the marketing of breast-milk 
substitutes are under study. Promotion of artificial feeding is not permitted, nor may 
samples of infant formula be distributed. 

1 International Digest of Health Legislation. 40 (2): 361-362 (1989). 
2 International Digest of Health Legislation. 33(1): 41-42 (1982). 



142. Despite the regulations governing the marketing of breast-milk substitutes in 
Peru, the use of substitutes is promoted in hospitals and samples are distributed. 
Rooming-in and breast-feeding education - for example, as part of the diarrhoeal diseases 
control programme - are among the principal measures adopted to promote breast-feeding. 

143. While the aim of the International Code is not explicitly reflected in national 
health policy in Saint Kitts and Nevis. it is in fact demonstrated in health workers' 
practices. Advertising or other forms of promotion to the general public of products 
within the scope of the Code have been infrequent and are not encouraged. To protect and 
promote breast-feeding, the health authorities have convened workshops, conducted 
in-service training programmes and, with the help of РАНО's Caribbean Food and Nutrition 
Institute (CFNI), developed educational materials for use in health centres, hospitals, 
schools, doctors' offices and public places. Donations of infant formula are 
occasionally received for allergic infants, and their distribution is supervised by 
health workers. Relevant national legislation is under review. 

144. The breast-feeding strategy in Saint Lucia includes education, rooming-in and 
discouraging bottle-feeding in maternities, and monitbring of the marketing of 
breast-milk substitutes. The International Code has been distributed to senior health 
officers, but no regulations have been adopted in this regard. 

145. Information from a national sample survey in Saint Vincent and the Grenadines in 
1988 showed that only 41% of infants were still breast-fed after two months of age. The 
International Code has been distributed to senior health officials, although it has not 
been adopted or translated into legislation. The promotion of breast-milk substitutes is 
not permitted. A national committee, which supervises community education on 
breast-feeding, recently evaluated a breast-feeding manual. 

146. The Government of Trinidad and Tobago reports that application of the International 
Code is monitored in its territory by distributors, nongovernmental organizations and 
consumer groups. Measures for its implementation have also been taken independently by 
manufacturers and distributors. Alleged breaches of the Code, which are always 
investigated, are reported to the Ministry of Health and to the manufacturer or 
distributor concerned. The distribution of samples of breast-milk substitutes in health 
facilities is not permitted. There have been violations of this practice, but they are 
always promptly investigated and the distributor is advised about proper procedures. 
Donations of supplies of infant formula are made to the Central Stores and not to 
individual institutions, which then request what they need for infants who have to be fed 
on breast-milk substitutes. The CFNI has assisted in training health workers arid in 
producing relevant educational materials. 

147. The Government of the USA reports that the principles and aim of the International 
Code are supported by both public and private sectors. Some of the specific approaches 
to marketing practices for breast-milk substitutes set forth in the Code are in effect as 
a result of voluntary decisions by the three major infant-formula companies in the USA, 
each of which has its own code of marketing ethics. All three companies have said that 
they will adhere to the International Code in developing countries. The Government 
believes that action to enforce provisions of the Code is either unnecessary or 
inappropriate. It has no objection, however, to voluntary decisions by United States 
companies to adhere to provisions of the Code. 

148. The Government reports that, in keeping with a voluntary decision not to promote the 
use of infant formula directly to consumers, until recently none of the companies in 
question advertised infant formula in the mass media. Promotion of infant formula was 
done primarily in professional journals and by representatives of manufacturers dealing 
directly with physicians and other health care professionals. However, in mid-1989 one 



of the companies began to advertise its product directly to consumers. The American 
Academy of Pediatrics announced its opposition to such advertising and adopted a policy 
stating that the Academy would terminate the support it received from any company which 
promoted its product directly to the public. 

149. New infant formula labelling regulations, effective since January 1986, require the 
label declaration of all necessary nutrients, a "use by" date, a warning statement 
concerning improper preparation or use, a statement to the effect that infant formula 
should be used as directed by a physician, and directions for preparation and use, 
including pictograms and a symbol to indicate the need for dilution. An exception for 
certain labelling requirements is provided for individual containers in a ready-to-feed 
form in multi-unit packages. Although not required to do so, American manufacturers of 
infant formula have voluntarily included label statements asserting the superiority of 
breast-feeding. 

150. Amended infant formula nutrient requirements, also effective since January 1986, 
update the nutrient requirements of the Infant Formula Act of 1980. The regulations 
raise the minimum levels for calcium and phosphorus and set maximum levels for iron and 
iodine in addition to identifying the remaining nutrient levels required by the 1980 Act. 

151. The United States Food and Drug Administration (FDA) is proposing, as required by 
the Drug Enforcement, Education, and Control Act of 1986, to revise its infant formula 
regulations with respect to record retention, microbiological and nutrient testing, 
manufacturer's audits, and consumer complaints. The proposed revisions would result in 
new, more detailed record retention provisions for the infant-formula industry and would 
help ensure a safe, wholesome, and sanitary sole source of nutrition for infants. 

152. In addition, in accordance with the 1986 amendment to the Federal Food, Drug, and 
Cosmetic Act concerning infant formula, the FDA is amending its recall regulations for 
infant formulas. These amendments : (1) specify recall procedures to be used by 
manufacturers in removing from the marketplace adulterated or misbranded infant formula 
that the agency has determined may present a risk to human health; (2) require a 
manufacturer recalling an infant formula that presents a risk to human health to request 
that each retail establishment at which such infant formula is sold, or available for 
sale, post a notice of such recall； and (3) establish infant formula distribution 
records retention requirements. 

153. In Uruguay the International Code has been 
institutions, private industry and professional 
breast-milk substitutes, which are available by 
pharmacies. Substitutes may not be promoted in 
only by doctors. 

South-East Asia Region 

adopted and distributed to health 
associations. The marketing of 
medical prescription, is restricted to 
hospitals and samples may be accepted 

154. Although the Breast-milk Substitutes (Regulation of Marketing) Ordinance was 
adopted in Bangladesh in 1984, it has not yet come into force for lack of enforcement 
criteria; WHO and UNICEF have offered to assist in developing these criteria. According 
to a market survey, the problem lies less with bona fide breast-milk substitutes than 
with the cheaper tinned full- and half-cream powdered milks, given that the vast majority 
of people cannot afford the former. The International Centre for Diarrhoeal Disease 
Research (Bangladesh) is at present attempting to devise a standardized formula in order 
to improve the quality and safety of artificial feeds prepared from tinned milk powders. 

1 International Digest of Health Legislation. 32(1), 94-98 (1981). 
2 Federal Register. 26 January 1989, Vol. 54, No. 16, pp. 3783-3789. 
3 Federal Register. 27 January 1989, Vol. 54, No. 17, pp. 4006-4009. 
4 International Digest of Health Legislation. 36(2), 425-427 (1985). 



Preliminary results of a questionnaire sent to physicians in government and private 
hospitals indicate that manufacturers' representatives are engaged in aggressive 
promotion and visit doctors as often as once every two weeks. No information is as yet 
available about promotion to doctors in private practice. 

155. The Government of Bhutan reports üha.ü at least 98% of ùlie mothers in its essentially 
rural population breast-feed their infants for at least 12 months, and most of these 
continue for up to three years. There is nevertheless a small, but growing, minority 
among the wealthier and young women in towns who bottle-feed, usually while continuing to 
breast-feed. Although there is as yet no legislative control of the marketing of 
breast-milk substitutes, the Government states that it broadly agrees with the principles 
and aim of the International Code. It continues to promote breast-feeding and intends to 
strengthen efforts where dangerous or unacceptable practices are becoming apparent. 

156. To encourage breast-feeding, the Government of India has suspended advertisements of 
all baby foods on All India Radio and Doordarshan (television). The Minister of State 
for women and child development has informed the Lok Sabha (lower house of federal 
parliament) that the states and Union territories have been advised to issue instructions 
to government health institutions prohibiting the acceptance of free samples of baby 
foods arid feeding bottles from manufacturers or distributors. The Infant Milk Foods and 
Feeding Bottles (Regulation of Production, Supply and Distribution) Bill, 1986, which 
seeks to protect and promote breast-feeding, has been passed by the Rajya Sabha (upper 
house) and it is proposed to present it to the Lok Sabha in the 1989 session. 

157. The Ministry of Health and Welfare in Maldives notes that the use of breast-milk 
substitutes and bottles and teats has become a status symbol in some circles. It is 
strongly discouraging it through health education. Health workers and women's 
organizations are encouraging continued reliance on breast-feeding and home-made weaning 
foods for the healthy growth and development of children, and promoting the traditional 
feeding pattern embodied 丄 the slogan "From breast to cup and spoon". Infant formula 
used in the country tends to be over-diluted - not only for economic reasons, but also 
because there are no instructions in the Divehi language. 

158. The Sri Lanka code for the promotion of breast-feeding and marketing of breast-milk 
substitutes and related products, based on the International Code, was already accepted 
in principle by members of the Cabinet in September 1981. However, the code was only a 
recommendation until February 1987 when relevant sections pertaining to marketing, 
advertising and promotion of breast-milk substitutes and related products were included 
under the Consumer Protection Act to enable effective implementation. The code was 
published in English, Sinhala and Tamil by the Food and Nutrition Policy Planning 
Division, and distributed among relevant professional and technical personnel, 
infant-food and feeding-bottle manufacturers and marketing personnel, and the media. A 
unique feature, in the eyes of the Government, was the printing of 1500 copies of the 
code by one company. The intersectoral technical committee responsible for the overall 
implementation and monitoring of the national code has developed a mechanism for 
monitoring the issue of infant formula provided by distributors； it considers 
distributors‘ compliance in this regard a creditable achievement. Supplies of formula 
may be made available only to mothers whose infants need breast-milk substitutes, and 
distributed to them only by health workers. 

159. On the occasion of the annual meeting of the Sri Lanka Medical Association in 1989, 
a UNICEF/WHO supported one-day conference on the implementation of the International Code 
considered the relationship between health professionals and infant-food manufacturers. 
As a result a national scheme has been devised whereby any contributions from 
manufacturers on behalf of health workers for fellowships, study tours, research grants, 
attendance at professional conferences and the like are made directly to the Medical 
Association, which is responsible for disbursements as its sees fit. 



European Region 

160. Health education and other measures have been introduced in Bulgaria to restrict the 
use of breast-milk substitutes. The advertising of these products is prohibited, and 
their packaging and labelling are required to indicate that breast milk is the preferred 
food for young infants. 

161. Methods used in Czechoslovakia to promote breast-feeding include the provision of 
information for the general population, and mothers and health workers in particular； 

and intensification of the study of infant and young child nutrition, in cooperation with 
firms manufacturing foods for infants and young children, together with closer control of 
the products they manufacture. Breast-milk substitutes, which are not advertised, are 
available only on a doctor's recommendation to women whose own milk is insufficient. 

162. A January 1988 National Board of Health decree^ in Finland introduced amendments 
to a previous decree on the composition of infant foods and of breast-milk substitutes 
intended for children who, by reason of disease, require a special diet. The amendments 
set out maximum and minimum levels of minerals, vitamins, and choline per megajoule. 
They also apply to enrichment of breast-milk substitutes and standards of identity and 
purity, recommendations as to use and the age of the consumer, and directions for 
preparation. Special mention is to be made in the directions for use if the breast-milk 
substitute intended for children requiring a special diet meets only part of their 
nutritional requirements. 

о 
163. An order of 28 April 1988 in France defined the characteristics of dietetic milk 
and other dietary foods for infants that may be sold retail or otherwise supplied to the 
public exclusively through pharmacists. "Dietetic milk foods" are milk preparations that 
meet the nutritional needs of a normal infant (up to four months old) under conditions 
approaching as closely as possible those of breast-feeding, within the framework of an 
exclusively milk-based diet during the first months, and a diversified diet 
subsequently. An order issued in June 1988 lays down that the above provisions are to 
apply to milk foods (with hydrolyzed proteins) for infants up to four months old; and to 
dietary foods for infants up to four months old suffering from metabolic or nutritional 
disorders, in order to meet their special requirements. 

164. The German Democratic Republic reports that it strictly observes the International 
Code. The use of breast-milk substitutes is subject to paediatric control； they are 
regularly monitored by the national health service and can be marketed only with Ministry 
of Health approval. The manufacture of breast-milk substitutes and other baby foods is 
subject to very stringent requirements and complies with relevant Codex recommendations. 
The packaging of such products carries information on the advantages of mother's milk and 
breast-feeding. 

165. The Department of Health in Ireland refers to the second edition of the country's 
code of practices^ which was published in January 1988. Its preface states that it is 
a revised and improved text； that the changes in substance found to be necessary have 
strengthened it; and that the Committee established to monitor its implementation will 
exercise even closer control under the terms of the second edition. The Department 
explains that the code's purpose is to recognize the reality that a number of mothers may 
not be able to breast-feed or choose not to do so, but at the same time to control the 
supply of infant formula so as to ensure that breast-feeding is still seen as the best 
way for mothers to feed their babies. 

1 International Digest of Health Legislation. 40(3): 611-612 (1989). 
2 International Digest of Health Legislation. 40(1): 115-116 (1989). 
3 International Digest of Health Legislation. 40(1): 116 (1989). 
“ Code of practices for the marketing of infant formulas in the Republic of 

Ireland. Dublin, Confederation of Irish Industry, 1988. 



166. In Israel. where the Ministry of Health adopted WHO recommendations on labelling of 
breast-milk substitutes in 1983, the Government reports that both domestic and foreign 
suppliers of these products have responded favourably to the Ministry's request to label 
these foods accordingly. A legal regulation based on those recommendations, moreover, is 
in preparation. 

167. The Government of Italy, which considers the International Code to be a 
recommendation for action rather than a law to be enforced, believes that the Code has 
greatly increased awareness of the need to protect breast-feeding and has led to a number 
of practical steps being taken - for example, concerning the re-design of product 
labels. Data on nationwide breast-feeding trends have not been available for more than 
20 years. However, the stationary situation regarding sales of breast-milk substitutes 
over the past decade suggests that the overall breast-feeding situation is fairly 
constant. Recent studies conducted in various parts of the country show considerable 
variations in the frequency and duration of breast-feeding between regions and towns. 

168. The Government of Malta reported in October 1987 that a bill of law, giving full 
effect to the provisions of the International Code, was at an advanced stage of 
development. The Department of Health published a booklet on breast-feeding in 1984, and 
more are planned in collaboration with nongovernmental organizations. The Chief Medical 
Officer has said that product samples and other gifts, although not encouraged, are 
probably still given to health workers. The promotion of products within the scope of 
the Code is not permitted on Department of Health premises, even if some materials are 
provided by distributors to health workers. Samples and gifts are probably still 
distributed to mothers outside the premises, and the Department is considering what 
action to take to stop this practice. 

169. In July 1987 a decree on infant formula and follow-up milks was published in the 
Netherlands, thereby incorporating into national law Articles 9 and 10 of the 
International Code, on labelling and quality respectively. The private sector and the 
Chief Inspectorate of Health are monitoring application of the Code, especially as it 
relates to the health care system. The Government awaits a decision by the European 
Commission concerning the adoption of a unifying directive (see paragraph 175) on infant 
formula and follow-up milks. The European Parliament has called for adoption of the 
major provisions of the Code - a position strongly supported by the Government of the 
Netherlands. 

170. The International Code has been distributed in Poland to the relevant centres and 
institutions, and appropriate recommendations have been issued to ensure compliance with 
its principles. 

171. The Ministry of Health in Romania reports that, in 1983-1984, most of the provisions 
of the International Code, as well as relevant Codex standards, were integrated into the 
national food standards for which the ministries of health, agriculture, and food 
industries are responsible. The Ministry of Health, in collaboration with the Institute 
for Maternal and Child Health Protection and the Institute of Hygiene and Public Health, 
monitors the application of these standards, including the provisions regarding labelling 
and distribution. 

172. General recommendations No. 9 of 10 March 1986^" of the National Board of Health 
and Welfare in Sweden on regional and national reports concerning breast-feeding 
supplement earlier recommendations for health care and nursing personnel on the 
implementation of the International Code. The recommendations, which were formulated 
after consulting the Association of County Councils, concern the reintroduction of the 
submission by child-care services of regional statistics on breast-feeding (suspended in 
1975). 

1 International Digest of Health Legislation, 
о 

39(1): 
34 (4): 

104 (1988). 



173. In June 1988 the Department of Health of the United Kingdom of Great Britain and 
Northern Ireland announced a voluntary ban by infant- formula manufacturers of samples of 
breast-milk substitutes. In so doing, it referred both to the International Code 
(Article 5) and the report of the Chief Medical Officer's Committee on Medical Aspects of 
Food Policy (Present day practice in infant feeding: third report, published in January 
1988). Both recommended that samples of infant formula should not be given to mothers. 
At the Government's request the indus try has agreed that the time is right to discontinue 
manufacturers' provision to hospitals of samples and subsidized supplies of infant 
formula. This change, the announcement said, would be fully in conformity with 
resolution WHA39.28 adopted by the Health Assembly in 1986 concerning free or low-price 
supplies of breast-milk substitutes to maternity wards and hospitals. The change was 
expected to be fully implemented by the end of 1988. Meanwhile, manufacturers agreed to 
give financial help as their contribution to the new initiative to extend breast-feeding 
support. 

174. The Department of Health also indicated that the two instruments for securing within 
the United Kingdom the principles and aim of the International Code - Health Circular 
HC(83)13 and the Food Manufacturers‘ Code of Practice for the Marketing of Infant 
Formulae - should be revised and re-issued to take account of this change, and in the 
light of experience since they came into effect in 1983. A voluntary code for feeding 
bottles and teats, which are also within the scope of the Code (Article 2), is under 
discussion. 

European Economic Community 

175. The draft Council Directive on the approximation of the laws of Member States^" 
relating to infant formula and follow-up milks has not gone forward following the 
adoption of Council Directive 89/398/EEC of 3 May 1989 on the approximation of the 
laws of Member States relating to foodstuffs intended for particular nutritional uses. 
This latter framework directive in effect enables the Commission to deal with such 
products, including infant formula and follow-up milks, via a Commission rather than a 
Council directive. It is hoped that a directive relating to infant formula and follow-up 
milks will be adopted by 1 January 1991. 

Eastern Mediterranean Region 

176. In Egypt information to discourage mothers from giving newborn infants any fluids 
except breast milk, especially during the first few days of life, is widely 
disseminated. No processed breast-milk substitutes are distributed in hospitals in order 
to restrict their promotion, nor is advertising permitted in this regard. Subsidies are 
paid for breast-milk substitutes used by mothers unable to breast-feed their children, so 
that prices remain within reach of all families, but they are available only through 
government outlets in an effort to prevent their promotion from discouraging 
breast-feeding. 

177. A number of measures have been taken in Qatar to implement the International Code. 
Several studies have been prepared on infant and young child nutrition, with the 
participation of nongovernmental organizations, with a view to raising awareness of the 
importance of breast-feeding among the general public, and mothers in particular. 
Seminars for doctors and nurses have been held in which breast-feeding and child 
nutrition were prominent subjects. Aware of the importance of training and education, 
the national authorities are setting up centres to teach mothers to prepare infant 
foods. Such centres have been instructed to recommend breast-feeding and not to provide 
breast-milk substitutes except under doctors' orders. 

1 Belgium, Denmark, France, Federal Republic of Germany, Greece, Ireland, Italy, 
Luxembourg, Netherlands, Portugal, Spain and the United Kingdom of Great Britain and 
Northern Ireland. 

2 Official Journal of the European Communities. No. L 186, 30 June 1989, pp. 
27-31.“ 



178. The United Arab Emirates has prepared a draft code for infant and child food. At 
the request of the Ministry of Health, WHO has commented in detail on its contents, 
recalling the earlier technical support it provided for a meeting that the Secretariat 
General of the Council of Health Ministers of Arab Countries of the Gulf Area convened in 
1983 in Riyadh to consider implementation of the International Code. The meeting had 
reviewed the Code's provisions in detail arid made a number of suggestions for amending it 
to suit the particular needs of member countries. WHO drew attention in particular to 
the common draft law drawn up subsequently by a committee established by the 
Secretariat General and approved by the ministers of health during their sixteenth 
meeting, in January 1984. 

Western Pacific Region 

179. In compliance with resolution WPR/RC33.R16, the fortieth session of the Regional 
Committee for the Western Pacific, in September 1989, had before it a report on infant 
and young child nutrition and implementation of the International Code. Relevant 
information from the national reports received for this purpose is summarized below. In 
some cases it has been complemented by other information provided by Member States. 

180. The Government of Australia reports that there is growing concern that previously 
achieved goals of restraining inappropriate marketing and distribution practices for 
breast-milk substitutes may have been recently lost. The Commonwealth Department of 
Community Services and Health says that, although generally speaking there is no direct 
advertising of infant formula to the general public, there is unfortunately still 
indirect promotion, contrary to the spirit of the Code, in the form of sampling and 
supplies, and provision to mothers through the health care system of booklets which 
contain product names and information. Where state maternal and child services are 
strong and well coordinated these activities have been restrained. The industry code of 
practice is under review by the Trade Practices Commission; however, not all companies 
manufacturing or marketing infant formula in Australia are signatories. 

181. The Department explains that it has neither the authority nor the resources to 
investigate all companies in relation to violations of the International Code. Besides 
the "sampling" referred to above, which is reappearing in some clinics and nurseries 
under state jurisdiction along with poster displays, it is aware and concerned that 
"professional service representatives" employed by the infant-formula industry are 
visiting clinics, and that bottle-feeding is being demonstrated to all mothers in some 
institutions. Samples of products within the scope of the Code are being provided to 
health workers in some states and health workers in one state system are giving samples 
of infant formula to mothers on the grounds that they expect to receive them. The 
Department has advised all state and territory authorities of the provisions of the Code 
with respect to samples and supplies, and health departments have been requested to 
remind health workers again of their responsibilities. There are still some problems 
regarding the restriction of information in professional journals to scientific and 
factual matters. Such advertising does not always contain the information specified in 
paragraph 2 of the Code's Article 4. 

182. A working party comprising representatives of state and territory health 
authorities, the Australian College of Paediatrics, and the Australian College of 
Obstetricians and Gynaecologists has developed guidelines to promote breast-feeding and 
to give effect to the International Code. Copies have been recently reprinted and are 
distributed widely among health workers along with the International Code and the 
industry code of practice. All concerned groups and individuals, including professional 
organizations, consumer groups and other nongovernmental agencies, such as the Nursing 
Mothers' Association of Australia, have been requested to monitor promotional activities 
in the marketplace and practices in hospitals and clinics, and to report alleged 
violations. The Commonwealth Department of Community Services and Health no longer has 

1 Bahrain, Iraq, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates. 
2 International Digest of Health Legislation, 35(3): 700-701 (1984). 



among its functions monitoring for breaches of the Code. The mechanism through which 
industry self-regulation is to be achieved is under review by the Trade Practices 
Commission. 

183. Brunei Parussalam has implemented parts of the International Code, especially 
Articles 4, 6 and 7, which concern, respectively, information and education, health care 
systems and health workers. Health education through the media, health clinics and 
maternity wards has been widely used to promote breast-feeding among pregnant women and 
mothers of infants and young children. Health authorities are encouraging and protecting 
breast-feeding by providing appropriate information and advice to health workers. The 
promotion of infant feeding products is not permitted in health care facilities, nor are 
company marketing personnel permitted to have contact with mothers in the health care 
system. Supplies of infant feeding products in hospitals and health clinics are used or 
distributed only for infants who have to be fed on breast-milk substitutes. Despite 
these promotional efforts, however, the impression of all concerned is that fewer and 
fewer mothers are breast-feeding; formula feeding seems to have become the norm. The 
Government has concluded, therefore, that stronger measures in the form of national 
legislation and regulations will be needed, as well as involvement of such 
nongovernmental organizations as women's groups. It is now studying the best procedure 
to give effect to the remainder of the International Code. 

184. The health authorities in French Polynesia have chosen to combat the use of 
sweetened condensed milk as a first priority in promoting healthy infant and young child 
feeding, in view of the long-standing inappropriate use of this product that is peculiar 
to the territory. Progress appears to be steady, judging from the evolution in the 
importation of bona fide breast-milk substitutes (180 tonnes in 1984, 210 tonnes in 1985, 
and 278 tonnes in 1986), in addition to statistics collected during postpartum visits to 
health clinics. Emphasis is now being placed on promoting breast-feeding and reducing 
the use of breast-milk substitutes to cases of strict necessity. Publicity for these 
products is not permitted, nor is their free distribution except in special 
circumstances； only products bearing labels in conformity with the relevant provisions 
of the International Code may be imported. Meanwhile, health education is being 
introduced in schools, maternities and maternal and child health clinics. Ten weeks' 
maternity leave postpartum, as well as facilities at the work site for breast-feeding 
until 15 months of age, help to promote breast-feeding. 

185. The Women, Infants and Children (WIC) Program of the Department of Public Health and 
Social Services in Guam promotes breast-feeding during all prenatal classes and 
counselling, and printed information is regularly distributed. All displays of infant 
formula have been removed from the shelves of the WIC clinics, and samples of these 
products are no longer given to clients. Infant-formula companies wishing to provide 
samples may no longer deliver them to the clinics, but have been asked to divert them to 
the WIC central office. All WIC infants that are breast-fed receive "Mommy loves me -
I'm breast-fed" T-shirts, while six-month-old breast-fed infants receive a gift package 
containing a teether/rattle and weaning cup, donated by local infant-food distributors. 
WIC coordinates its activities with La Leche League, whose members provide new mothers 
with practical tips on breast-feeding. 

186. In Hong Kong the sale of foods for infant and young child feeding is controlled 
under Part V (Food and Drugs) of the Public Health and Municipal Services Ordinance 
(Chapter 132) and its subsidiary legislation. Importers of foods formulated specially 
for infant and young child feeding, in particular, are advised to ensure that any package 
used is labelled in accordance with the requirements of the International Code； and to 
obtain from the manufacturer and the competent health authority of the country of origin 
certification that the products in question were manufactured in accordance with the 
Codex Standards for Foods for Infants and Children, the Recommended International Code of 
Hygienic Practice for Foods for Infants and Children, and the Recommended Microbiological 
Limits for Foods for Infants and Children of the International Commission of 
Microbiological Specifications for Food. 



187. There is no legislation as yet in Kiribati on the sale of breast-milk substitutes, 
nor are there any promotional activities and advertising to the general public concerning 
their sale or use. It is anticipated that appropriate measures will be taken at a later 
date to implement the International Code. 

188. Because the great majority of women in the Lao People's Democratic Republic still 
breast-feed their infants, the national health authorities are placing emphasis on 
protecting breast-feeding through health education that stresses its many advantages over 
artificial feeding. The problem is rather to ensure that lactating women receive 
balanced diets and infants appropriate and timely weaning foods. Steps are thus being 
taken to improve nutrition education and to ensure the availability of crèches near 
worksites. 

189. Various changes in food labelling requirements^ were introduced in Malaysia in 
1985, including insertion of the words "not suitable for infants below six months of age" 
for full cream milk powder or dried full cream milk; "not suitable for infants except on 
medical advice" for skimmed milk powder, dried non-fat milk solids or separated milk 
powder； "not suitable for infants" for evaporated milk, sweetened and unsweetened 
condensed milk and full milk; "breast milk is the best food for infants" and "infant 
formula is not the only food for infants over six months of age" for infant formula 
products； and "not to be given to infants below four months of age" for canned foods and 
cereal-based foods for infants and children. Labels of infant formula may not display 
pictures of infants or babies (a graphic representation is permitted for purposes of 
identification) or make any claim of superiority to breast milk. 

190. Breast-feeding and infant-feeding problems were among the topics discussed in 1989 
at a food and nutrition seminar in the Federated States of Micronesia. Participants 
recommended that each state develop a specific programme to improve child feeding 
practices, including the discontinuation of importation of foods in favour of using local 
food resources and selling infant formula under prescription only. 

191. Restrictions on imports in New Zealand have recently been removed. This has 
resulted in some products becoming available which do not comply with the International 
Code in respect of advertising or packaging. Importers are being informed of their 
responsibilities in this regard. Most breaches of the Code appear to occur through 
ignorance, which the Government believes highlights the continuing educational role of a 
national monitoring committee that it established in 1983, and the need for voluntary 
compliance rather than legislation. The level of compliance has been such that by 1988 
the committee's workload had noticeably diminished. The committee's structure, methods 
of work and relationship with the Government are currently under review. 

192. Palau does not have a policy limiting the importation of breast-milk substitutes, 
which are currently available from Japan and the USA. Not all product labels are in 
English; the National Congress is thus drafting a resolution to prohibit importation of 
goods which do not bear instructions in English that are intelligible to the majority of 
the population. 

193. The Government of Papua New Guinea places no restrictions on the importation of 
infant formula. However, the 1977 Baby Feed Supplies (Control) Act still requires 
that baby feeding bottles, teats and dummies be sold at registered pharmacies and 
obtained only through medical prescription, which "cannot be given unless the authorized 
health worker is satisfied that it would be in the best interest of the baby or infant". 
In view of the very high breast-feeding rates in the country (100% in rural and 98% in 
urban areas), it is believed that most of the products are used.by the expatriate 
population. The Government reports that, on the whole, manufacturers and distributors of 
infant formula comply with the International Code. Possible breaches of the Code have 
been detected in a few retail outlets which have sought to dispose of out-dated stocks of 
infant foods at a reduced price. 

1 International Digest of Health Legislation. 39(1): 113-118 (1988). 
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194. During 1988 the Department of Health in the Philippines• in collaboration with the 
National Movement for the Promotion of Breast-feeding, began concentrating its efforts on 
changing hospital practices that influence breast-feeding (see paragraph 82) and 
reinforcing implementation and monitoring of the National Code of Marketing of 
Breast-milk Substitutes, Breast-milk Supplements and Related Products； "Guidelines 
for the implementation of the milk code" and "Rules and regulations governing 
advertisement of breast-milk substitutes and related products" have been formulated. The 
marketing of breast-milk substitutes is being regulated by a committee consisting of the 
Secretaries of Health, Social Welfare and Development, Justice, and Trade and Industry. 
The committee reviews and screens all forms of advertising, promotion or marketing of 
breast-milk substitutes (of the 53 reviewed to date, 32 have been approved), as well as 
requests to manufacturers and distributors of products within the scope of the code for 
donations, fellowships, continuing education and related activities. Of the 116 requests 
for sponsorship, 85 have been approved. 

195. The Department of Health has also created task forces at national and sub-national 
levels to monitor code enforcement through adherence to established guidelines and 
procedures. The National Milk Code Monitoring Task Force visited seven regions of the 
country in 1988, and the results of this exercise served as the basis for strengthening 
enforcement in 1989. Four types of major violations were detected: health facilities 
were used for promoting infant formula or other products within the scope of the code； 
health facilities, particularly private hospitals, still displayed posters and other 
materials from milk companies； various sampling ploys were used; and milk companies 
sponsored professional groups without referring to the regional health office. 

196. In the 10 years since the coming into force in Singapore of the Code of Ethics on 
the Sale of Infant Formula Products, the responsible national monitoring authority has 
vetted 530 individual items of promotional, educational and service materials, 403 of 
which have been approved. 

197. Breast-feeding of all infants and children up to the age of two to three years is 
being actively promoted in the Solomon Islands. and the use of breast-milk substitutes is 
actively discouraged via the information media, workshops, seminars and meetings, arid 
through the distribution of posters, pamphlets, calendars, etc. 

198. There is no legislation or regulation in Tonga concerning the marketing and 
distribution of breast-milk substitutes. The measures taken by the Ministry of Health 
are mainly educational in nature, and are intended to motivate voluntary public 
acceptance. There is non-restricted advertisement by the firms and agents of imported 
products, but there are no donations or gifts to promote the sale of breast-milk 
substitutes. In their contact with health workers, infant-food manufacturers and 
distributors do not promote the belief that bottle-feeding is equivalent, or superior, to 
breast-feeding. 

199. A 1984 survey in Vanuatu showed that feeding an infant for the first six months of 
life on breast-milk substitutes would cost an urban family 10% of its income. An attempt 
was made to regulate the sale of bottles and teats, but was not successful. It was felt 
that, since the country was already implementing some of the International Code's 
provisions, there was no need for legislation. Nevertheless, a separate chapter on 
breast-milk substitutes was created in the Vanuatu Overseas Trade Statistics Imports. 
From 1986-1987 there was a 38% decrease (from 36.3 to 22.4 tons) in the importation of 
infant formula and a 71% decrease in that of feeding bottles. It is not yet clear 
whether this decline, is related to increased tariffs applied in 1987, nutrition 
education, or inadequacies in the collection of statistics. On the other hand, a recent 
survey conducted in a periurban area showed a marked decline in breast-feeding since 
1983. 



200. The Government of Viet Nam fully supports the promotion of breast-feeding and 
nutrition education of pregnant and lactating mothers； at present there is no problem of 
breast-milk substitutes affecting breast-feeding practice. 

Cooperation with concerned parties in protecting and promoting appropriate infant and 
young child feeding 

201. As the directing and coordinating authority on international health work, WHO has a 
long history of close collaboration with many professional, consumer, commercial and 
other groups in an equally broad number of health-related fields. Regarding appropriate 
infant and young child feeding, WHO has been engaged for many years in dialogue and 
cooperation with organizations and bodies of the United Nations system; nongovernmental 
organizations, including professional and consumer groups (e.g., International 
Confederation of Midwives, International Council of Nurses, International Federation of 
Gynecology and Obstetrics, International Organization of Consumers Unions (IOCU), 
International Pediatric Association, International Union of Nutritional Sciences, and 
International Baby Food Action Network (IBFAN), of which IOCU is a founding member)； 
scientists in related disciplines； and the infant-food industry. Relations with this 
last group have been on an individual company basis, but also and especially, through the 
International Association of Infant Food Manufacturers (IFM), which is a member of 
ISDI.1 

202. IBFAN regularly informs WHO of the activities of its affiliates (more than 100 in 
some 60 countries in all regions) in support of appropriate infant and young child 
feeding practices, including research, social support for women, breast-feeding 
promotion, and implementation of the International Code. At IBFAN's tenth anniversary 
meeting in Manila, in October 1989 WHO conducted a workshop on breast-feeding and 
child-spacing； it also provided financial support for the travel of some participants. 
IBFAN and WHO are collaborating in the selection of pilot hospitals for implementing the 
joint WHO/UNICEF statement i breast-feeding and the special role of maternity services 
(see paragraph 83)； and in technical aspects of IBFAN's project for analysing and 
updating the breast-feeding and weaning content of medical textbooks, training manuals 
and teaching curricula. Finally, WHO has granted permission to IBFAN member 
Aktionsgruppe Babynahrung (AGB) E.v., Aachen (Federal Republic of Germany) to prepare a 
German edition of the j oint WHO/UNICEF statement, as part of AGB's breast-feeding 
promotion efforts in German-speaking countries. 

203. IOCU's promotional booklet, "Protecting infant health - a health workers' guide to 
the International Code of Marketing of Breast-milk Substitutes", is now available in 
Chinese and Bahasa Indonesia - making a total of eight languages. It is in its fifth 
English edition, and over 25 000 copies are circulating. IOCU also produced in 1988, and 
revised in 1989, two wall charts - one summarizing measures taken by governments to give 
effect to the International Code, and the other summarizing IOCU's monitoring of the 
steps taken by the manufacturers and distributors of products within the scope of the 
Code. 

204. With regard to infant-food manufacturers, WHO has on numerous occasions provided to 
individual companies its informal technical views on various questions relating to infant 
and young child feeding and nutrition, including the International Code. On a collective 
basis, IFM's 35 members in 15 countries have formally recognized the importance of 
breast-feeding for the healthy growth and development of infants and expressed their 
commitment to high ethical standards for the marketing of infant foods, including the 
principles and aim of the International Code. IFM has explained that this individual, 
voluntary commitment by its members is carried out by conforming to the Code in its 
entirety in developing countries, except where specific national measures are implemented 
by governments. In developed countries IFM's members are complying with national codes 
and regulations and/or voluntary industry codes that have been established in 
consultation with the relevant authorities. 

1 The International Society of Dietetic including all Infant and Young Children 
Food Industries, which was admitted into official relations with WHO in January 1987. 



205. Under its complaint procedure IFM issues a yearly summary of all complaints and 
their disposition. Simultaneously, it attempts to influence informally the marketing 
and distribution practices of non-member companies that are considered to be at variance 
with the International Code. 

206. In March 1989 the IFM General Assembly adopted a policy statement concerning 
donations of infant formula to hospitals and other institutions in developing countries 
for infants who have to be fed on breast-milk substitutes. The policy is said to be 
based on a system of monitoring, undertaken by each member company, of actual quantities 
of infant formula supplied, on written request from hospital personnel responsible for 
determining needs. 

207. The President of IFM has stated that it recognizes the problems that arise when 
there are differences of opinion over implementation of the International Code in 
countries with widely differing social and legislative frameworks, particularly where 
governments have taken no specific action or introduced only partial measures to 
implement the Code. These considerations have led to agreement by the General Assembly 
of IFM in October 1989 to refine and reinforce the procedure for investigating 
allegations of non-compliance with IFM commitments to the Code. An IFM working group was 
requested to define the objectives and terms of reference for an ombudsman to be 
appointed in order to provide an independent arbitration mechanism which will be used 
whenever cases cannot be resolved using existing procedures. The ombudsman's tasks are 
to define the differences of opinions requiring arbitration; to consult with the parties 
concerned (complainant and manufacturer) in an attempt to reach consensus； where 
consensus cannot be reached, to draw the matter to the attention of the health 
authorities of the country concerned, for decision; and to publish an annual report with 
details of all complaints submitted, which will be available to all concerned parties. 
The ombudsman will be free to consult with appropriate nongovernmental organizations and 
professional groups, among others, in carrying out this mission. 

208. Careful note has been taken of the various statements made by IFM about the 
positions adopted by its member companies in relation to the marketing and distribution 
of foods for infants and young children, including infant formula. IFM continues to 
distinguish between developing and developed countries, even though neither the 
International Code itself nor the Health Assembly has made such a distinction. 

209. Governments also frequently inform the Director-General about the role of 
manufacturers and distributors of products within the scope of the International Code in 
giving effect to the decisions that they have taken to implement the Code within their 
territories. It is clear that governments themselves are best placed to judge whether or 
not the declarations and actual marketing practices of manufacturers are in conformity 
with the provisions of the Code and the national legislation, regulations or other 
measures adopted to give effect to it. 

210. Data collected by IFM from its member companies have helped WHO to examine possible 
hazards of chemicals that could be ingested as a consequence of the use of infant-feeding 
bottles and teats. The information covered the classes of products that are of potential 
concern, and materials used in their manufacture； substances of potential concern that 
are likely to migrate into food or into the mouths of infants as a result of the use of 
these materials； and substances that have been identified as being of concern by 
national health authorities, and the standards that have been used by them. 

1 See document EB81/1988/REC/1, p. 161. Complaints alleging non-compliance with 
the Code or applicable national measures may be notified to: The Secretary General, 
International Association of Infant Food Manufacturers, 194 rue de Rivoli, 75001 Paris, 
France. 



211. On the basis of the information provided WHO has concluded that reputable 
manufacturers of feeding bottles, teats and related products are using materials that are 
unlikely to pose safety problems, assuming that they are using good manufacturing 
practices and are complying with relevant regulations in the countries in which they are 
marketing them. 

212. The one identifiable problem - volatile nitrosamines - requires vigilance, and WHO 
recommends that, if international standards are to be developed, a limit for their 
presence in elastomers should be included. It is undoubtedly true that some 
infant-feeding bottles and teats are made of inappropriate materials and are of 
inappropriate design. The development of an international standard along the lines of 
the standard being developed for teats by the British Standards Institute might thus 
be appropriate. 

Donations or low-price sales of infant formula 

213. In accordance with Article 6, paragraph 6, of the International Code, donations or 
low-price sales of infant formula may be made to institutions or organizations. However, 
such supplies should only be used or distributed for infants who have to be fed on 
breast-milk substitutes, and should not be used by manufacturers or distributors as a 
sales inducement. Furthermore, paragraph 7 of the same Article recalls that, where 
donated supplies of infant formula are distributed outside an institution or 
organization, it should take steps to ensure that they can be continued for as long as 
the infants concerned need them. Article 3 of the Code defines supplies as "quantities 
of a product provided for use over an extended period, free or at a low price, for social 
purposes, including those provided to families in need". 

214. On the other hand, the Code states that manufacturers and distributors should not 
provide, directly or indirectly, to pregnant women, mothers or members of their families, 
samples of products within its scope (Article 5, paragraph 2)； that there should be no 
giving of samples to induce sales directly to the consumer at the retail level 
(Article 5, paragraph 3); that samples of infant formula should not be provided to 
health workers except when necessary for the purpose of professional evaluation or 
research at the institutional level； and that health workers, in turn, should not give 
samples of infant formula to pregnant women, mothers of infants and young children, or 
members of their families (Article 7, paragraph 4). Article 3 of the Code defines 
samples as "single or small quantities of a product provided without cost". 

215. At the Thirty-eighth World Health Assembly, in May 1985, a number of delegates 
requested that the Director-General provide clarification regarding the phrase 11 infants 
who have to be fed on breast-milk substitutes" in Article 6, paragraph 6 of the Code. 
Accordingly, following a joint WHO/UNICEF consultation on the subject, guidelines were 
prepared concerning the main health and socioeconomic circumstances in which infants have 
to be fed on breast-milk substitutes； these were presented to the Thirty-ninth World 
Health Assembly in May 1986. Member States were invited to use these guidelines in 
determining for themselves, on the basis of their particular health and socioeconomic 
circumstances, how to protect infants and mothers against inappropriate feeding 
practices, which infants have to be fed on breast-milk substitutes, and how best to 
ensure that these infants receive an appropriate substitute for as long as they need it. 
The Health Assembly adopted resolution WHA39.28 urging Member States inter alia "to 
ensure that the small amounts of breast-milk substitutes needed for the minority of 
infants who require them in maternity wards and hospitals are made available through the 
normal procurement channels and not through free or subsidized supplies". This 
recommendation notwithstanding, the Director-General considers that the International 
Code has not been modified by this or any other resolution. 

1 Under the direction of the Furniture and Household Equipment Standards Policy 
Committee, British Standards Institute, 3 York Street, Manchester M2 2AT, United Kingdom. 

2 Document WHA39/1986/REC/1, pp. 29-30 and 122-135. 



216. Since 1981, 15 Member States and one territory have explicitly reported on the 
various approaches they are taking regarding donations or low-price sales of supplies of 
infant formula to institutions or organizations. Information is summarized above 
regarding Australia, Brunei Darussalam, Ethiopia, Guam, India, the Philippines, Saint 
Kitts and Nevis, Sri Lanka, Trinidad and Tobago and the United Kingdom of Great Britain 
and Northern Ireland. Relevant information has also been presented in previous progress 
reports concerning Fiji, Kuwait, Swaziland, and Vanuatu (1988), Nigeria (1986), and 
Tunisia (1984). 

Summary of trends in action taken giving effect to the International Code 

217. In the light of information summarized in this and past progress reports on action 
taken giving effect to the International Code in some 150 countries and territories, it 
can be said that the general trend during the years that have passed since the Code's 
adoption has been the tailoring of country-specific approaches to fit country-specific 
situations. The patterns may be summarized as follows : 

(1) The health authorities in many countries have issued, and updated and re-issued, 
memoranda of guidance to health personnel, often accompanied by copies of the 
International Code, to inform them of its provisions and to call attention to their 
responsibilities under it, in keeping with their national social and legislative 
frameworks. In some cases, copies of the Code have been sent directly to manufacturers 
of products within its scope, together with indications from the competent national 
authorities about how it should be applied. 

(2) Numerous intersectoral meetings have been held to consider what action should be 
taken to give effect to the International Code, and ad hoc and permanent committees 
responsible for its implementation and monitoring have been constituted to follow up 
accordingly. Such bodies have frequently included representatives of various government 
offices (health, agriculture, social affairs, education, trade and industry, etc.); 
health workers' associations； consumer (including particularly women's) groups； 
infant-food manufacturers； arid, in some cases, WHO and UNICEF. 

(3) Working groups have been established to examine existing legislation and relevant 
practices relating to the marketing and distribution of breast-milk substitutes, and to 
recommend amendments or new legislation to give effect to the International Code. 
Existing legislation has been updated, while much new legislation has been adopted, 
covering various provisions of the Code. 

(4) Governments have negotiated voluntary agreements with the infant-food industry and, 
occasionally, with health workers' organizations, to implement all or part of the 
International Code. National codes of ethics, or of marketing or advertising of products 
within the scope of the Code, have also been developed or revised, in consultation with 
interested parties. 

(5) Governments have reviewed, in the light of experience, the various national measures 
initially adopted to give effect to the principles and aim of the International Code. 
They have renegotiated with the infant-food industry earlier voluntary agreements in this 
regard, or modified existing legislation or administrative arrangements to take account 
of new developments. 

(6) Many countries, sometimes with support from WHO, have used their affiliation in 
regional and interregional intergovernmental organizations to consider what joint action 
should be taken to give effect to all or part of the International Code, and how to 

1 In one of the official languages of WHO (Arabic, Chinese, English, French, 
Russian and Spanish) or in non-official language translations, whether prepared by the 
national health authorities themselves, health workers' associations, consumer groups, or 
infant-food manufacturers. The latter include Dari and Pushtu (in Afghanistan), Danish, 
Dutch, Farsi, German, Italian, Japanese, Korean, Norwegian, Polish, Portuguese, Somali 
and Swedish. 



monitor it. Examples include the Commonwealth, the Caribbean Community, the Council of 
Health Ministers of Arab Countries of the Gulf Area, the Council of Europe, the European 
Economic Community, and the Nordic group of countries, as well as other United Nations 
forums including the relevant technical committees and regional groupings of the Joint 
FAO/WHO Food Standards Programme and its Codex Alimentarius Commission. 

(7) Countries have asked WHO to provide technical support - in the form of consultants 
on nutritional, legal or marketing issues； information on the implications for national 
action of various provisions of the International Code； regional office or headquarters 
staff participation in national committees established to promote breast-feeding and to 
consider the implementation and monitoring of the Code； and comments on draft texts of 
national instruments being developed in this respect. 

(8) A number of developed countries, where major manufacturers and worldwide exporters 
of infant formula are based, have investigated the implications of export trade in the 
light of the International Code, to ensure that manufacturers operating within their 
territories adhere to its provisions when marketing internationally. 

(9) In countries where breast-feeding remains the near-universal infant-feeding norm, 
where infant formula is expensive or not readily available and its use is infrequent and 
possibly incorrect, owing to lack of information or education, national authorities have 
reinforced the protection of breast-feeding through their health services and the 
information media, and continue to monitor the local manufacture or importation and 
marketing and use of breast-milk substitutes. 

(10) In some countries the manufacture or importation of breast-milk substitutes, and 
their distribution, are subject to direct state control based on central licensing and 
marketing arrangements. In a number of these, infant formula is subsidized or 
distributed free of charge by governments to mothers of infants who have to be fed on 
breast-milk substitutes. 

(11) National authorities in some countries have made the supply of breast-milk 
substitutes contingent upon the prior obtainment by the mother, or other family member, 
of the advice of a health worker as to the need for their use, and the proper method of 
use. A prescription is required for obtaining them at designated retail outlets. 

(12) Some countries permit manufacturers or distributors to make donations or low-price 
sales of supplies of infant formula direct to institutions or organizations (see 
paragraphs 213-216), but closely monitor the practice by requiring detailed reporting by 
the institutions or organizations and manufacturers concerned on the amount of supplies, 
the number of infants, and the duration for which the supplies are provided. Other 
countries welcome such supplies provided they are channelled to an official central 
distribution point and institutions or organizations have no direct contact with 
manufacturers, but request supplies only from the central point. Still other countries, 
sometimes following consultation with interested parties, including the infant-food 
industry, have entirely disallowed the practice of donations or low-price sales of 
supplies of infant formula. 

218. It is clear that Member States have gained considerable practical experience since 
1981 with the implementation and monitoring of the International Code. Through an 
inventive blend of approaches they are giving effect, in whole or in part, to their 
collective decisions, as expressed in the relevant resolutions of the Health Assembly 
concerning infant and young child nutrition, including the International Code. 
They are consistently doing this not in isolation, but as part of their wider efforts to 
address the health, nutritional problems, and related social status of women and 
families, in accordance with the Health Assembly's repeated recommendations. 

1 Inter alia resolutions WHA27.43, WHA31.47, WHA33.32, WHA37.30, WHA39.28 and 
WHA41.11. 

2 Resolutions WHA34.22 and WHA35.26. 



219. The wealth of information provided by Member States and summarized in reports to the 
Health Assembly represents a compilation of experiences for countries to draw on in 
assessing the efficiency of their own arrangements for giving effect to the Code. It 
covers the wide range of approaches that countries are using, in their health care 
systems and society as a whole, to come to grips with the practical problems associated 
with achieving safe and adequate nutrition for all infants. These examples, together 
with the guidelines presented to the Health Assembly in 1986 (paragraph 215), should 
facilitate action by the competent authorities in every country, in the light of its 
particular health and socioeconomic circumstances. 

CONCLUSION 

220. Malnutrition is not intractable. The impact on nutritional status of the 
occasionally severe economic dislocations that have occurred in the 1980s should not be 
underestimated, but it has not been uniform in all countries. Many governments are 
managing to control malnutrition by implementing appropriate policies, including measures 
to eliminate under-nutrition causing low body weight and stunted growth； to control 
specific deficiencies by fortifying suitable foods； and to reduce the prevalence of 
cardiovascular disease by encouraging balanced dietary intake. This relatively positive 
global picture does not alter the fact that there are still large population groups - in 
particular, children and their mothers - whose health and nutritional status is 
unacceptable. WHO is focusing on helping countries to identify those groups, and on 
supporting governments in meeting their particular needs. 

221. Implementation of WHO's nutrition policy depends on the success of a wide range of 
WHO programmes - including maternal and child health and family planning, food safety, 
diarrhoeal diseases, immunization, parasitic diseases, cancer, and cardiovascular 
diseases. In an effort to enhance the positive impact on nutritional status of WHO's 
entire general programme of work, the Director-General has established a global Nutrition 
Task Force, which is responsible for ensuring a coherent, fully coordinated response at 
all levels to WHO's nutrition policy obligations, particularly on behalf of the least 
developed countries. 

222. WHO is also cooperating in the development of nutrition goals, and strategies for 
their attainment, as part of its contribution to the Fourth United Nations Development 
Decade (1991-2000). Thus it is collaborating with UNICEF in refining practical 
approaches to meeting the health needs of mothers and children. Information which 
could dramatically improve the health and nutritional status of children, particularly in 
developing countries, has now been brought together in a booklet published by UNICEF, 
WHO and UNESCO in partnership with many of the world's leading medical and children's 
organizations. The decision has also been taken that in 1992 WHO will co-sponsor with 
FAO an international conference on nutrition, the primary objective of which will be to 
draw attention to the fact that sound nutritional status is essential for the development 
process as well as being one of the most important results of development. 

223. These global initiatives are themselves but an echo of the priorities and approaches 
adopted by the Member States of each of WHO's six regions. This is reflected, for 
example, in the decision to organize the First European Conference on Food and Nutrition 
Policy (Budapest, October 1990) to demonstrate how the planning of a population's food 
supply and nutritional behaviour can be made compatible with health goals； in the 
request made by the Regional Committee for Africa at its thirty-ninth session, in 1989, 
that the Regional Director organize, jointly with other United Nations agencies and the 

1 The relevant recommendations of the twenty-seventh session of the UNICEF/WHO 
Joint Committee on Health Policy in January 1989 were endorsed by decision EB84(2) of the 
eighty-fourth session of the Executive Board in May 1989 (document EB84/1989/REC/1, 
pp. 4 and 7-24. 

2 Facts for life: a communication challenge. Copies in English, French and 
Spanish available from UNICEF, 3 United Nations Plaza, New York, New York 10017, USA 



Organization of African Unity, an international decade on food and nutrition in the 
African Region (1990-2000)； in the formal adoption of regional food and nutrition 
policies in the Region of the Americas； and in the various regional committee 
resolutions that have been adopted on the control of iodine deficiency disorders in 
recent years (paragraphs 48, 54 and 56). 

224. There are unmistakable signs that Member States - both individually and 
collectively, through their regional and global forums - perceive this millennium's final 
decade as both a critical challenge and an exceptional opportunity to improve the 
nutritional status of their populations. If Member States and WHO fail to act now, the 
truly impressive results achieved thus far through primary health care will be 
compromised and even reversed. The impact of social and economic development policies on 
nutritional status is ultimately the most telling measure of their success or failure； 
at the same time, the effective implementation of these policies depends on sound 
nutritional status. It is therefore a matter of urgency that WHO should do everything in 
its power to ensure that healthy nutrition is a central focus of the Fourth United 
Nations Development Decade. 

1 Resolution AFR/RC39/R4. 



ANNEX 2 

REAL ESTATE FUND1 

Report by the Director-General 

[A43/13 - 9 May 1990] 
1. Regional Office for the Eastern Mediterranean 

1.1 The Executive Board, in its resolution EB85.R16, recommended to the Forty-third 
World Health Assembly that, subject to further study of the Eastern Mediterranean 
Regional Office accommodation situation, it adopt a resolution authorizing the financing 
of certain expenditures from the Real Estate Fund. 

1.2 The question of accommodation for the Regional Office for the Eastern Mediterranean, 
including a review of the implications of a possible transfer of the Office to Cairo, has 
been examined. As a result it has been decided that the alternative of moving the 
Regional Office from Alexandria to Cairo should not be pursued. 

1.3 Consequently, the Director-General has decided that it is essential to maintain the 
proposal for the construction of an annex to the Regional Office building in Alexandria 
as outlined in his report to the Executive Board (see Appendix 1). 

1.4 The Director-General has brought this situation to the attention of the Committee of 
the Executive Board to Consider Certain Financial Matters prior to the Forty-third World 
Health Assembly. (The Committee's report is reproduced in Appendix 2). 

2• Regional Office for Africa 

2.1 Upon independence, Namibia has sought the early implementation of WHO programme 
activities in the country, including the establishment of a WHO representative's office 
in the capital, Windhoek. 

2.2 The WHO representative will be assisted by four professional staff who will also be 
stationed in Windhoek and will be responsible for carrying out various WHO programme 
activities in Namibia. 

2.3 Office accommodation for the WHO representative and the other WHO staff will be 
arranged in conjunction with the Government and in collaboration with the other 
organizations of the United Nations system that are currently carrying out programme 
activities in Namibia. 

2.4 The question of residential accommodation for the five WHO professional staff 
members and their families has been examined in cooperation with the government 
authorities and with the other organizations. 

2.5 On the basis of the prevailing situation in Windhoek, 
UNICEF and WFP) have decided to purchase housing for their 
rented accommodation is extremely scarce and expensive and 
the new State of Namibia develops. 

the other organizations (UNDP, 
staff, principally because 
is rapidly becoming more so as 



2.6 After consultation with the Regional Director following the latter's recent 
discussions with the government authorities in Namibia, the Director-General is of the 
opinion that, in view of the rapidly evolving situation in that country, it would be in 
the best interests of the Organization to purchase five houses for the use of the WHO 
professional staff. The estimated cost of these houses would be US$ 75 000 each, or a 
total of US$ 375 000. The purchase cost would be recovered over a period of 
approximately ten years through rental charged to the staff occupants. 

2.7 This situation has arisen since the eighty-fifth session of the Executive Board. 
Because of this fact and because he considers it necessary to respond to the request from 
the Government of Namibia as soon as possible, the Director-General does not deem it 
feasible to postpone consideration of this matter until the eighty-seventh session of the 
Board in January 1991. The subject has, therefore, been brought to the attention of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Forty-third World Health Assembly (see Appendix 2). 

Appendix 1 

Report by the Director-General to the Executive Board 

[EB85/29 - 29 November 1989] 

INTRODUCTION 

This report is divided into four parts : 

Part I provides information on the status of current projects financed from the Real 
Estate Fund and undertaken prior to 31 May 1990； 

Part II lists the requirements for activities which it is proposed to finance from 
the Real Estate Fund for the period 1 June 1990 to 31 May 1991; 

Part III provides information on the status of the approved extension to the 
headquarters facilities； 

Part IV provides a summary of the estimated requirements of the Fund. 

Table 1 shows the estimated situation of the Fund as at 31 December 1989 and Table 2 
the obligations and expected obligations up to that date. 

I. STATUS OF CURRENT PROJECTS UNDERTAKEN PRIOR TO 31 MAY 1990 

1• Regional Office for Africa 

1.1 Replacement of the two older air-conditioning units in the Regional Office has now 
been completed. However, in the process it was found that the supporting electrical 
installations (panels, wiring and switching system) required renovation. This unexpected 
development resulted in a total expenditure of US$ 418 467 as against the estimated 
amount of US$ 320 000.1 



1.2 The installation of grilles on the first floor apartment windows has been 
completed. By using the Regional Office staff to install the grilles it was possible to 
carry out the project for the exact amount of US$ 22 000 previously estimated. 

1.3 Repairs to the three staff houses in Malabo, Equatorial Guinea, have been completed 
at a cost of US$ 44 995, as compared with the estimated amount of US$ 45 000. ’ 

1.4 The replacement of the electrical transformers, in order to match the Brazzaville 
electricity supply system, has been completed at a cost of US$ 46 782, as compared with 
the estimated amount of US$ 50 000. 

1.5 The replacement of the main lift in the Regional Office building has been completed 
at a cost of US$ 45 504, as compared with the previously estimated amount of 
US$ 35 000. The difference stems essentially from the exchange rate fluctuations 
between the US dollar and the CFA franc and an increase in the cost of materials between 
the time of estimation and that of receipt. 

1.6 Work is in progress on the replacement of the two septic tanks that serve the six 
apartment blocks (A to F) on the Djoué estate. The cost of the project is not expected 
to exceed the estimated amount of US$ 85 000. 

1.7 The request for the feasibility study on the telephone installation in the Regional 
Office has been provisionally suspended. The Regional Office is reviewing its total 
telecommunication needs, which involve more than just the telephone installation. 

1.8 Work on the construction of a boundary wall along the north-eastern limits of the 
Djoué estate is progressing satisfactorily. The cost of the project is expected to 
remain within the estimated amount of US$ 115 000. 

1.9 Bids for the repair of the roof of the main building and conference hall of the 
Regional Office have been received. Their examination shows that this project will cost 
US$ 245 000 instead of US$ 200 0005 which was based on an estimate obtained in 1987. 
Inflation between the time of original estimation and the obtention of firm offers 
accounts for this difference. 

2• Regional Office for the Americas/Pan American Sanitary Bureau 

2.1 The project for placing a cooling tower on the roof of the Regional Office building 
has been withdrawn, and WHO's financial participation in the estimated amount of 
US$ 16 250 is no longer required. 

3• Regional Office for South-East Asia 

3.1 The total cost of the waterproofing of the roof of the Regional Office and related 
works was US$ 101 478, as compared with the estimated cost of US$ 100 000. 

3.2 Bids for the equipment and installation of an automatic fire detection and alarm 
system have been requested. The cost is not expected to exceed the estimated amount of 
US$ 70 ООО.5 

Document EB81/1988/REC/1, p .33. 
Document EB83/1989/REC/1, p .45. 
Document EB81/1988/REC/1, p .34. 
Document EB81/1988/REC/1, p .35. 
Document EB83/1989/REC/1, p .47. 
Document EB79/1987/REC/1, p .108 



3.3 Bids for the additional generator for the Regional Office building have now been 
received. It is expected to be installed in early 1990 within the estimated amount of 
US$ 100 ООО.1 

4. Regional Office for the Eastern Mediterranean 

4.1 Repair of the masonry façade of the Regional Office building is progressing 
satisfactorily and is expected to be completed by the end of 1989 within the estimated 
amount of US$ 25 ООО.2 

4.2 The architectural and planning study for the extension of the Regional Office 
building in Alexandria has been completed and the resulting proposal is contained in 
part II of this document. The estimated amount of US$ 10 000 has been paid as a fee 
for this study. 

5• Headquarters 

5.1 The bids for the replacement of the headquarters telephone exchange have been 
received and examined, and the contract has been signed. The installation should be 
completed by July 1990 and the costs are not expected to exceed the Swiss franc 
equivalent of the estimated amount of US$ 2 215 000. 

II. ESTIMATED REQUIREMENTS FOR THE PERIOD 1 JUNE 1990 TO 31 MAY 1991 

6. Regional Office for the Americas 

6.1 The air handling units of the heating, ventilation and air-conditioning system in 
the Regional Office are 25 years old and in very poor condition. Further repair and 
renovation are neither feasible nor cost/effective. It is therefore necessary to replace 
11 of the 12 units. The cost of this project is estimated at US$ 293 000, of which the 
Real Estate Fund's share, at the rate of 25%, will amount to US$ 73 250. 

6.2 The fire, smoke and emergency systems, designed 25 years ago, are not in accordance 
with present minimum acceptable safety standards and need to be adapted or changed. 
There is also a need to install a back-up electrical and battery-powered emergency 
lighting and warning system. The estimated cost of this project is US$ 326 000, of which 
the Real Estate Fund's share, at the rate of 25%, will amount to US$ 81 500. 

7• Regional Office for South-East Asia 

7.1 The present telephone exchange in the Regional Office was installed in 1980 and the 
cabling that services it dates back to 1962. The exchange has 25 external lines and 250 
internal lines, and the capacity cannot be further increased. Additional needs have been 
met by installing direct lines (a total of 18 to date), which cannot be optimally used or 
controlled since they bypass the switchboard. 

In view of the escalating telephone costs it is increasingly important to strengthen 
the means of monitoring, particularly since the local telephone company does not provide 
itemized billing and the present exchange does not have the technology for 
record-keeping. Moreover, there is considerable difficulty in obtaining local 
connections； a great deal of staff time is spent in re-dialling, and outsiders have 
difficulties in getting through to the Regional Office. 

In order to remedy these problems it is proposed to purchase and install a digital 
telephone exchange. The cost of this project - which, if approved, would be operational 
only in 1992 - is estimated at US$ 230 000. 

1 Document EB83/1989/REC/1, p. 47. 
2 Document EB81/1988/REC/1, p. 35. 
3 Document EB81/1988/REC/1, p. 45. 



8• Regional Office for Europe 

8.1 The present telephone exchange in the Regional Office was installed in 1979. The 
factory stopped production of this particular exchange in 1983, with the result that 
maintenance and obtaining spare parts are becoming major problems. 

The present system has the capacity for 400 internal lines, whereas the current 
requirement is a minimum of 500 lines and probably 600 lines in the very near future as a 
result of the increased use of such lines for informatics purposes. This inadequacy has 
resulted in the addition of 60 external lines, with the consequent anomaly that a call to 
an internal extension is treated like a local call； this becomes costly in the long run. 

It is proposed to replace the present exchange with a digital system. This would 
vastly improve the Office's communications possibilities by allowing the same line to 
carry out various functions and services. It would also allow thorough cost control, 
including continuous monitoring and billing, and it would be able to function with one 
operator instead of the present two. The cost of the project is estimated at 
US$ 688 000. 

9• Regional Office for the Eastern Mediterranean 

9.1 The eighty-first session of the Executive Board was informed of the accommodation 
problems being faced by the Regional Office for the Eastern Mediterranean, and in 
accordance with the Board's recommendation the Forty-first World Health Assembly 
authorized the use of the Real Estate Fund to carry out a feasibility study for an 
eventual extension of the Regional Office building. This study has now been completed. 
Among the four alternatives proposed to the host authorities, the only solution 
acceptable to them is an extension that is partially underground. 

о 
This proposed annex to the Regional Office building, consisting of 1310 m of 

usable space, would provide 30 offices, library facilities and a conference room equipped 
and adequate for Regional Committee and other large meetings. In addition to relieving 
severe congestion in the present accommodation, it would permit the regrouping of certain 
services which have had to be relocated elsewhere in the city. The estimated cost of 
this extension, including two additional electrical generators, extension of the 
telephone system, and installation of interpretation equipment, is US$ 2 381 000. 

10• Regional Office for the Western Pacific 

10.1 For several years now the Regional Office has suffered a constantly increasing 
shortage of space to accommodate the additional staff and equipment required for 
expanding extrabudgetary activities. Areas previously used for storage have had to be 
used to accommodate staff, albeit unsatisfactorily. The congestion of staff and 
equipment in offices has now reached an unacceptable level in relation to both health and 
safety. With the increase in information, library space and facilities have become 
inadequate. Contractual staff doing custodial work do not have the basic amenities and 
facilities. The original inadequacy of space for the medical service is now further 
aggravated by the increase in the number of staff members served. 

It is therefore proposed to construct an annex to the present Regional Office 
building that will provide 670 m^ of usable space. In addition to office accommodation 
for 30 to 35 persons, it will house the library, the medical service, the storeroom, an 
audio-visual centre, and a medium-sized meeting room. The project includes the 
installation of an elevator, an air-conditioning system and a supplementary generator, 
and the complete renovation of the water supply and waste disposal pipes (which, in their 
present condition, would not sustain the extra load resulting from the addition of an 
extension). The estimated cost of this project is US$ 940 000. 

1 Document EB81/1988/REC/1, pp. 41-46. 



III. HEADQUARTERS EXTENSION 

11. By resolution WHA42.11 the Forty-second World Health Assembly (May 1989) authorized 
the extension of headquarters facilities by the construction of an additional wing to the 
present "L" building. After initial unexpected delays the work on this extension started 
at the beginning of October 1989. The cost is expected to remain within the original 
estimate of Sw.fr. 18 100 000. ° 

IV. SUMMARY 

12. To summarize, on the basis of the foregoing considerations, the estimated 
requirements of the Real Estate Fund for the period 1 June 1990 to 31 May 1991 are as 
follows : 

US$ 

Air handling units of the heating, ventilation and air-conditioning 
system at the Regional Office for the Americas (paragraph 6.1) 73 250 

Renovation of the fire, smoke and emergency systems at the 
Regional Office for the Americas (paragraph 6.2) 81 500 

New telephone exchange at the Regional Office for South-East Asia 
(paragraph 7.1) 230 000 

New telephone exchange at the Regional Office for Europe 
(paragraph 8.1) 688 000 

Construction of an annex at the Regional Office for the Eastern 
Mediterranean (paragraph 9.1) 2 381 000 

Construction of an annex at the Regional Office for the Western 
Pacific (paragraph 10.1) 940 000 

Total estimated requirements 4 393 750 

Estimated unencumbered balance of the Real Estate Fund, 
including accrued interest, as at 31 December 1989 (see Table 1), 
rounded off at 107 000 

Shortfall which it is proposed to cover by appropriation 
by the Health Assembly 4 286 750 



TABLE 1. REAL ESTATE FUND 

ESTIMATED SITUATION AS AT 31 DECEMBER 1989 
(expressed in US dollars) 

1 January 1970- Total 
31 December 1985 1986-1987 1988-1989- (from inception) 

- 4 057 223 1 439 856 -

68 990 68 990 

14 612 436 14 612 436 
- 196 000 196 000 
- 2 307 000 2 307 000 

1 128 414 1 128 414 
4 127 519 782 647 720 000 5 630 166 
3 961 305 421 680 203 000 4 585 985 

1 567 1 567 

23 900 231 1 400 327 3 230 000 28 530 558 

23 900 231 5 457 550 4 669 856 • 

19 843 008 4 017 694 4 562 748 28 423 450 

4 057 223 1 439 856 107 108 107 108 

1. BALANCE AT 1 JANUARY 

2. INCOME 
Balance of Revolving Fund for Real Estate 

Operations (resolution WHA23.14) 
Casual income appropriated (resolutions WHA23.15, 

WHA24.23, WHA25.38, WHA28.26, WHA29.28, WHA33.15, 
WHA34.12, WHA35.12, WHA36.17, WHA37.19) 
WHA39.5 
WHA42.10 

Transfer from Part II of the Working Capital Fund 
(resolution WHA23.15) 
Rents collected 
Interest 

Other 

Total income 

Total funds available 

3. OBLIGATIONS AND EXPECTED OBLIGATIONS 
(see Table 2) 

BALANCE AT 31 DECEMBER 

-Estimated. 
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TABLE 2. REAL ESTATE FUND 

OBLIGATIONS AND EXPECTED OBLIGATIONS FROM INCEPTION (1 JANUARY 1970) TO 31 DECEMBER 1989 
(expressed in US dollars) 

Purpose 

Obligations 
authorization 
(resolution/ 
decision) 

1 January 1970 -
31 December 1985 1986-1987 -1989" Total 

and alterations to houses 
for staff 

WHA23.1A, 
para. 3(i) 

Regional Office for Africa 
Regional Office for the Eastern Mediterranean 

the 
Organization's existing buildings 

Headquarters : 
Current repairs 
Restoration of the structural safety of the 

eighth floor of the main building 
Renovation of the headquarters' roofing and 

the technical installations built thereon 
Remodelling of the headquarters' eighth floor 
Replacement of the telephone exchange 
onal Office for Africa 
onal Office for the Americas 
onal Office for South-East Asia 
onal Office for Europe 
onal Office for the Eastern Mediterranean 
onal Office for the Western Pacific 

WHA23.14, 
para. 3(ii) 

WHA35. 
WHA36. 

WHA39. 
WHA39. 
WHA42. 

12 and 
17 

2 315 A00 
98 237 

903 

32 

101 

434 

16 
415 
24 
558 

075 
194 

587 676 866 A60 
25 572 30 000 

28A 

105 
723 
316 

555 8AA 

33 
12 
109 
33A 

4A3 
859 
268 
876 

A7 
444 

2 215 
354 
88 

238 

362 
127 
000 
682 
780 
035 

769 536 
153 809 

2 A13 637 613 2A8 89f 3 A60 3 923 345 

903 101 

332 
1 5A9 
2 215 
1 707 

88 
287 
428 
160 

892 

085 
AA3 
000 
749 
780 
553 
053 
616 
922 

2 746 873 2 767 088 3 414 534 Í i 928 495 

Acquisition of 
buildings 

construction/extension of WHA23.1A 
para. 3(iii) 

Headquarters 
Main building: 
Transfer to Headquarters Building Fund for 
part settlement of litigation with 
Compagnie française d'Entreprise WHA23.18 

Acquisition of land WHA23.17 
Second prefabricated building WHA2A.22 
Third prefabricated building WHA28.26 
Architectural studies for proposed extension WHA24.22 and 

of main building WHA25.38 
Alterations to "V" building WHA33.15 
Additional car park WHA33.15 
Construction of a building to house the 
kitchen and restaurant WHA36.17 

Regional Office for Africa 
Construction of additional staff housing WHA23.16 
First extension of Regional Office building .. WHA23.16 
Second extension of Regional Office building • WHA28.26 
Acquisition of land for additional staff 
housing WHA2A.24 

Conversion of staff housing WHA3A.12 
Construction of small office building and staff 
housing in Malabo, Equatorial Guinea WHA34.12 

Third extension of Regional Office building .. WHA37.19 

655 
000 
689 
799 

243 
102 
104 

140 
095 
791 
575 

832 
658 
56A 

728 844 

936 
751 
930 

13 
292 

599 
17 

937 
585 

517 
955 

287 
061 

655 
000 
689 
799 

243 
102 
104 

140 
095 
791 
575 

832 
658 
56A 

2 728 8AA 

615 202 2A1 754 

936 
751 
930 

13 
292 

599 
874 

937 
585 

517 
955 

287 
017 



Relevant Obligations 
authorization Purpose (resolution/ 1 January 1970 - a 1986-1987 1988-1989" Total decision) 31 December 1985 

Regional Office for the Americas 
Construction of Zone Office, Brasilia (WHO'S 
contribution) WHA25.39 100 000 

Construction of a building for the Caribbean 
Food and Nutrition Institute (WHO'S 
contribution) WHA35.12 300 000 

Regional Office for South-East Asia 
Extension of Regional Office building WHA24.25 137 331 
Fire-fighting equipment and emergency generator WHA28.26 63 172 
Installation of new telephone exchange EB63(8) 120 557 
Extension of Regional Office building, 

including new air-conditioning plant 
and electrical substation WHA3A.12 651 341 

Additional stand-by generator WHA35.12 84 791 

Regional Office for Europe 
Renovation of additional premises : WHA27.15 and 

39 Strandpromenaden WHA29.28 93 213 
33 Strandpromenaden EB63(8) 91 546 

Installation of new telephone exchange WHA29.28 190 000 
Preliminary architectural study for extension 
of Regional Office building WHA3A.12 63 707 

Lift and toilet facilities for disabled persons 
in the Regional Office WHA3A.12 38 102 

Regional Office for the Eastern Mediterranean 
Extension of Regional Office building WHA25.A0 39 63A 
Additional extension of Regional Office 
building WHA38.9 190 000 

Architectural study for extension of 
Regional Office building WHAA1.13 -

Regional Office for the Western Pacific 
Installation of fire detection and control 
equipment WHA27.16 25 097 

Extension of Regional Office building WHA29.28 537 437 
Additional extension of Regional Office 
building WHA33.15 1 090 1A1 

10 000 

100 000 

300 000 

137 331 
63 172 
120 557 

673 497 
84 791 

93 213 
91 5A6 
190 000 

63 707 

38 102 

39 634 

190 000 

10 000 

25 097 
537 437 

090 141 

Total - Acquisition of land, 
extension of buildings 

construction/ 

TOTAL OBLIGATIONS AND EXPECTED OBLIGATIONS 

14 6Í 32 498 637 358 251 75A 15 571 610 

19 ‘3 008 4 017 694 U 562 748 28 A23 450 

Estimated. 



Appendix 2 

Third report of the Committee of the Executive Board-
to Consider Certain Financial Matters prior to 

the Forty-third World Health Assembly 

[A43/28 - 10 May 1990] 

1. At its eighty-fifth session (January 1990), in resolution EB85.R17, the Executive 
Board established a Committee consisting of Dr G. Bertolaso, Dr J. С. Mohith, Dr H. Oweis 
and Dr S. Tapa to meet on the first day of the Forty-third World Health Assembly to act on 
behalf of the Board in carrying out the provisions of Financial Regulation 12.9 in respect 
of the Director-General‘s final financial report for the financial period 1988-1989 and 
the report of the External Auditor for 1988-1989, and to consider the question of Members 
in arrears in the payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution. In addition, the Committee was requested by the 
Director-General to consider two developments in the field of real estate that had arisen 
after the closure of the eighty-fifth session of the Executive Board. 

2. In view of the importance and nature of these two real estate items the Committee 
agreed to place them on its agenda and give its advice thereon to the Forty-third World 
Health Assembly. 

3. The Director-General‘s report of 9 May 1990 on the Real Estate Fund indicated that 
the Eastern Mediterranean Regional Office accommodation situation had been further 
reviewed, as requested by the Executive Board at its eighty-fifth session in January 1990. 

4. The Committee noted “ it the result of this review was a recommendation to abandon 
the proposal to move the Regional Office to Cairo and to proceed with the proposal to 
extend the present premises in Alexandria, as presented to the Executive Board in January 
1990. The Committee found this proposal reasonable, and supported it. 

5. Item 2 of the Director-General's report described the recent developments in Namibia 
leading to the requirement for WHO to commence programme activities in that country. 

6. The Committee noted that difficulties in finding suitable rented accommodation for 
programme staff in Windhoek would be an impediment to the implementation of WHO 
activities. It further noted that the solution being adopted by other organizations, and 
proposed by the Director-General, was to purchase adequate housing for staff. Noting the 
Director-General's expectation that the housing situation was likely to become more 
difficult, and his plan to recover the purchase cost of the houses through rental to WHO 
staff, the Committee supported the proposal as a realistic and prudent measure for 
consideration by the Forty-third World Health Assembly. 



ANNEX 3 

Paris Declaration on Women, Children and the 
Acquired Immunodeficiency Syndrome (AIDS)1 

The International Conference on the Implications of AIDS for Mothers and Children was 
held in Paris from 27 to 30 November 1989, to hear scientific presentations and to 
discuss the policy implications of human immunodeficiency virus (HIV) infection for these 
important population groups. Based on the discussions and findings from the Conference, 
the assembled Ministers of Health and their representatives declare: 

Considering the extensive scientific and psychosocial implications presented by HIV 
infection/AIDS in women, children and families, and bearing in mind the need to 
consider the problems of AIDS in mothers and children in the light of a broad 
approach to the health of women, children and families and the goal of Health for All 
by the Year 2000; 

Recognizing that the AIDS pandemic 一 closely associated with problems of drug abuse -
has a particularly adverse effect on women and children, and that they are both 
increasingly exposed to the risk of HIV infection and also suffer extensively from the 
social and economic impact of HIV infection/ AIDS; 

Recognizing that the deterioration of the economic situation in many countries adversely 
affects the health and social status of populations, and in particular, that of women 
and children; 

Recalling the recent adoption of the Convention on the Rights of the Child, the 
resolutions of the United Nations General Assembly, the World Health Assembly, and 
the London Declaration of January 1988 on AIDS prevention and, in particular, the 
need to respect the human rights and dignity of people infected with HIV, their 
families and those with whom Üiey live; 

Acknowledging the leading role of the World Health Organization in the guidance and 
coordination of AIDS education, prevention, control and research and noting with 
appreciation the efforts of the World Health Organization/United Nations 
Development Programme Alliance, United Nations Population Fund, United Nations 
Children's Fund, United Nations Educational, Scientific and Cultural Organization 
and other intergovernmental organizations in contributing to the implementation of 
the Global AIDS Strategy; 

Emphasizing the efforts of national AIDS programmes and the role of governments, 
nongovernmental and voluntary organizations, and the public and private sectors in 
implementing the Global AIDS Strategy at all levels; 

Considering that the prevention and control of HIV/AIDS for women and children 
requires strengthening and improving the primary health care system, education, and 
other psychological and social support programmes for women, children and families; 

Therefore, given the urgent need to promote and protect the health of women, children 
and families, we appeal to all governments, the United Nations system, within which 
the World Health Organization has the responsibility of directing and coordinating 
the global fight against AIDS, intergovernmental and nongovernmental organizations, 
the scientific community, health and social professionals and the public at large: 

1. To assume leadership and to mobilize the necessary resources, both human and 
financial, to actively support the prevention and care of HIV infection/AIDS in 
women and children, particularly in those countries that are most affected and with 
the greatest economic need, and in conformity with the Global AIDS Strategy. 



Z To enhance the role of and the social economic and legal status of women and 
children; to ensure full participation of women in AIDS programmes at all levels; and 
to respect the human rights and dignity of women and children, including those who 
are HIV-infected. 

3. To further develop and implement innovative, multi-faceted health education 
programmes for prevention of HIV infection/AIDS. Information and education 
programmes for and by young people, including adolescents, should emphasize their 
responsibilities to prevent the spread of infection to themselves and in their role as 
future parents. 

4. To emphasize the need to prevent stigmatization and discrimination against people 
with HIV infection/AIDS and those at risk, in all areas of life and for all services, 
including school. 

5. To ensure adequate recognition of the problem of AIDS and HIV infection for all 
affected populations by developing and maintaining effective national 
epidemiological surveillance and case reporting systems. 

6. To ensure that the HIV/AIDS prevention and control programmes be coordinated or 
integrated with all other programmes for women, children and families, particularly 
maternal and child health, family planning and sexually transmitted disease control 
programmes and to review and strengthen the policies and management of the health 
and other social services with due consideration to women's perspectives. 

7. To ensure that HIV testing is offered to women and children as an integral but 
voluntary part of health programmes, including counselling and other psychosocial 
support, with due respect to confidentiality. 

8. To promote safe motherhood for all women and ensure that HIV-infected women 
receive appropriate information and have access to health services, including family 
planning, counselling and other psychosocial support so that they can personally 
make informed decisions about childbearing. 

9. To ensure that HIV/AIDS prevention and control programmes provide necessary 
support for families affected by HIV/AIDS by mobilizing health and social services to 
respond to emerging needs, including for families that suffer discrimination, that are 
not able to provide child care, or for those children who are abandoned or orphaned. 

10. To emphasize availability of and access to necessary health care, including treatment, 
and to other social and support services for HIV-infected women and children, 
including recommended immimizations. 

11. To continue to promote, develop and support programmes for breast-feeding as a 
basic component of a sound health and nutrition policy. 

1Z To ensure adequate and safe blood collection and transfusion services, including use 
of appropriate screening tests and indications for transfusion. 

13. To recognize the close link between HIV infection/AIDS and drug abuse, which 
increases the risk of HIV transmission, and to assure availability of comprehensive 
health care, including drug abuse treatment and prevention programmes to minimize 
the risk of HIV infection of men, women and unborn children by this route. 

14. To ensure that appropriate priorities and resources are devoted to research on HIV 
infection/AIDS in women, children and families, and develop joint research 
programmes, including programmes on prevention, diagnosis, treatment, medical 
care and the broader related issues affecting health and social conditions of women 
and children. The research should also focus on the alternative approaches to 
providing health and other social services for HIV affected women, children and 
families. 

15. To recognize the crucial role of women in the Global AIDS Strategy and to accelerate 
the process of empowerment of women against AIDS. 



ANNEX 4 

STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT 
TO COUNTRIES FACING SERIOUS ECONOMIC CONSTRAINTS1 

Report by the Executive Board 

[A43/5 - 22 March 1990] 

The Executive Board examined two reports submitted by the Director-General, one 
dealing with the new strategic initiative aimed at strengthening support to countries in 
greatest need, and the other concentrating on the rationalization of the financing of 
health care. The two reports, describing interconnected components of the strategy for 
intensified support to countries, are appended. 

Appendix 1 

INTENSIFIED COLLABORATION WITH COUNTRIES 

Report by the Director-General 

[EB85/19 Rev.l - 7 December 1989] 

CONTENTS 
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III. WHO'S RESPONSE: INTENSIFIED COLLABORATION WITH COUNTRIES AND PEOPLES 
IN GREATEST NEED 

1. Policy and strategy 96 
2. The process and different approaches 97 
3. Initial action and perspectives 98 

I. INTRODUCTION 

1. The Forty-second World Health Assembly, in resolution WHA42.3 (May 1989), requested 
the Director-General to initiate and promote mechanisms in order to coordinate WHO 
resources and programmes at all levels and mobilize the international community for 
country-specific support, focusing on countries most in need and giving emphasis to the 
political commitment and extrabudgetary support required. This report outlines his 
response. 



2. In accordance with the above-mentioned resolution, together with resolution WHA41.34 
(May 1988) and with the conclusions of the report on monitoring of the global strategy 
for health for all (1985-1988), the Director-General, in close liaison with the 
Regional Directors, has initiated mechanisms for intensifying WHO's cooperation with 
Member States in order to overcome the obstacles to the effective implementation of 
primary health care that have hitherto resisted solution. 

3. The initiative should increase the effectiveness and efficiency of WHO and other 
international resources made available through coordinated country-centred approaches, 
with special initial emphasis on countries and peoples in greatest need. Weaknesses in 
health systems organization and management, particularly the lack of rationalization of 
the financing of health care, have been recognized as the most common obstacle to the 
general achievement of effective primary health care coverage : special attention is 
therefore clearly required to increase national capabilities in this area. Achieving a 
fair allocation of resources for health in the developing countries, while ensuring their 
efficient utilization, requires increased capabilities for macro- and micro-economic 
analysis for use in advocacy for health in those countries, as well as the strengthening 
of the relevant WHO support, a matter that is dealt with in detail in the 
Director-General‘s report on support to countries in rationalizing the financing of 
health care (Appendix 2). 

II. THE CHALLENGE 

1• Situation in the countries concerned 

4. More effective implementation of primary health care is the key concern of Member 
States and WHO, as throughout the world people's basic health needs have not yet been 
met. 

5. While improvement of health status is evident in many countries, the absolute number 
of people living in poverty and poor conditions of health and nutrition has grown since 
the International Conference on Primary Health Care was held in Alma-Ata (USSR) in 1978. 
Although these people belong to very heterogeneous populations, they share a number of 
common characteristics, leading to their being caught in the vicious circle of poverty 
and poor health that stems from the inequitable and inefficient allocation of essential 
resources. 

6. The group of countries defined as being in greatest need have fared poorly in terms 
of socioeconomic and health status indicators. They include a great majority of those 
that have been listed by the United Nations as "least developed countries" (LDCs). In 
addition, concern for the well-being of all peoples justifies the intensification of WHO 
cooperation with countries whose situation may be better in terms of aggregated health 
indicators but within which additional support should be targeted to the large numbers of 
people still living in conditions of extreme poverty and undernutrition, with high 
mortality and morbidity. 

7. Most of the countries in greatest need have had poor economic performance, as a 
consequence of socio-political problems, natural disasters, and adverse international 
conditions. When, despite these difficulties, a delicate and precarious balance is 
achieved between scarce resources and national need, such countries remain extremely 
vulnerable to shocks of internal or external origin. In addition, as a result of 
inadequate infrastructure, the capacity to absorb and utilize additional funds provided 
by external sources is very limited. The statistics of the LDCs may be used as an 
illustration of the gravity of the needs that the World Health Assembly referred to in 
its resolution WHA42.3. 



8. Recent figures show that demographic growth in the LDCs exceeds their economic 
growth, being 2.7% compared with 1.7% for the world and 2.1% for all developing 
countries. The crude birth rate of the LDCs averages 44 per 1000 population, ranging 
from about 50 per 1000 in Afghanistan, Benin, Malawi, Mali, Niger, Rwanda, Somalia, 
Uganda and the United Republic of Tanzania to 30 per 1000 in Myanmar. 

9. The infant mortality rates in the LDCs average 125 per 1000 live births, as compared 
with 15 per 1000 in developed countries. Life expectancy at birth in the LDCs is about 
49 years as compared with 74 for developed countries. Data on the leading causes of 
ill-health are lacking, but it is known that infant and early childhood diseases account 
for at least one-half of all deaths. Most of these are due to respiratory and diarrhoeal 
diseases, malaria and the vaccine-preventable diseases, particularly measles. 

10. Access to basic health services in the LDCs is still very limited, and this can be 
attributed not only to economic and managerial constraints but also to social and 
cultural circumstances. Urban coverage with safe water is around 54%, while in rural 
areas the coverage is only 39%. The weighted proportion of people with access to local 
health care is 47% and the proportion of deliveries attended by qualified personnel is 
2 1 % . 

2• International flow of funds and aid for health 

(1) Official development assistance 

11. Official development assistance (ODA), coming mainly from member countries of the 
OECD Development Assistance Committee (DAC), reached a total of US$ 41 426 million in 
1987. This sum represents 80% of the overall assistance. Out of this, the low-income 
countries (LICs), including the 42 LDCs as well as China and India, received 
US$ 23 334 million. 

12. The net disbursements from DAC countries to LICs amount to 0.20% of the latter's 
accumulated GNP. Grants to the LDCs are equivalent to 0.08% of OECD countries' GNP. 

13. In measuring real aid flows, it must be remembered that, because of inflation and 
changes in exchange rates, nominal values overestimate the amount of resources 
transferred. 

14. Considering the 1981-1987 period, the health sector benefited from 10.83% of the 
total ODA commitments flowing through bilateral channels and from 6.50% of the total 
Official Development Financing (ODF) provided to the LDCs through multilateral channels. 

15. As regards the United Nations system of organizations, 60% of financial aid reaches 
the countries through UNDP； and about 10% of this amount is for health projects. UNDP‘s 
support to WHO programmes for the period 1990-1991 is provisionally set at around 
US$ 23.6 million. 

16. The United Nations Conference on the Least Developed Countries, which will be held 
in Paris in 1990 and open the second decade of the Substantial New Programme of Action 
for the Least Developed Countries, will provide an important opportunity to highlight the 
health problems of such countries, and the interdependence between the health and related 
sectors, and to recommend appropriate action to improve the situation. Accordingly, WHO 
will participate as an advocate for the intensification of ODA oriented to the social 
needs of these populations. 

(2) Does aid help development? 

17. Does aid contribute to development; does it contribute to growth； does it reach 
the poor; is it not a substitute for activities that would have been carried out 
anyway? In this broad sense, studies have shown that aid does work. The World Bank has 
reported that 80% of International Development Association projects achieve a rate of 
return of 10% or more. In general, evidence has shown that poverty-oriented projects do 



have a high rate of return. The relief of poverty, however, depends both on aid and on 
the wicjer policies of all countries involved in development cooperation. Not all aid, 
however, achieves its development goals. The reasons for failure include, for both 
development agencies and developing countries, an excessive intrusion of their own 
political or commercial interests, a failure to profit from past experience, 
inappropriate incentive systems for aid officials and government employees, an overall 
inadequate policy environment, use of inappropriate technology, lack of definition of 
objectives, inadequate training and participation of the local population, and poor 
management and decision-making capabilities. 

(3) WHO support: some figures 

18. For the financial period 1990-1991, the WHO regular budget amounts to more than 
US$ 650 million, while extrabudgetary funds are expected to be in the order of 
US$ 760 million. The 11 zero-growth" of the regular budget has been maintained since the 
1982-1983 biennium. For the 1988-1989 biennium, 62% of extrabudgetary resources were 
directed to technical cooperation. 

III. WHO'S RESPONSE： INTENSIFIED COLLABORATION WITH COUNTRIES AND PEOPLES IN GREATEST 
NEED 

1• Policy and strategy 

19. The Director-General has resolved to increase the coordination of all available 
resources, with the objective of supporting concerted and pragmatic country-centred 
strategies aimed at overcoming the obstacles to the accelerated implementation of primary 
health care. The approach will raise the visibility of countries vis-à-vis the donor 
community in general, as the main actors in need of international cooperation in health. 
While the major role rests with countries, WHO must aim to reach a balance that will, at 
all levels of the Organization, harmonize the division of its work by programmes and 
ensure better coordination and integration of its technical activities around national 
health systems and their priorities. 

20. First priority will be given to the countries in greatest need in each WHO region. 
Action will take place country by country, on the basis of each country's individual 
characteristics and needs. 

21. As indicated in the Introduction, weaknesses in health systems organization and 
management have been recognized as the most common obstacle to the general achievement of 
effective primary health care coverage； and this is compounded by insufficient national 
capacities to analyse the economic issues involved. The evaluation of country resource 
utilization studies has provided valuable lessons which will be relevant to the new 
initiative. 

22. Under its Constitution WHO is a decentralized body, with responsibilities assigned 
to various levels, and so it happens that many lines of activity are at times conducted 
separately by the different echelons of the Organization. If WHO is to assist the 
countries in greatest need in overcoming the obstacles to effective implementation of 
primary health care, it must ensure that scarce resources - whether regular budget or 
extrabudgetary - are utilized in the most effective way, through better integration and 
coordination of the Organization's programmes within each country and between all levels 
of the Organization itself. In addition, all WHO in-country activities must be in line 
with national priority needs in health and emphasize the managerial and financial 
aspects. On request, WHO should cooperate with Member States in defining these priority 
needs and drawing up realistic plans of action to implement national health plans, taking 
into account all existing resources, both national and external. Any additional external 
assistance required would then be identified and inputs utilized in an integrated manner. 

23. A better integration of WHO programmes at the country level should improve their 
impact and also lead to more productive cooperation with other agencies. The 



concentration of WHO's activities in any one country on a smaller number of projects 
aligned to the major country priorities would in many cases be more productive and more 
likely to receive favourable reactions from development cooperation agencies. At the 
same time, WHO'S capacity to assist countries in coordinating inputs from such agencies -
whose priorities may not necessarily always be the same as those of the country 
concerned - would be enhanced. 

24. Bilateral and multilateral development cooperation agencies need to be involved as 
partners in the process at the earliest feasible stage； and such involvement should 
include global, regional and country levels. The timing would naturally vary depending 
upon each situation, but early active participation by the agencies should lead to a 
greater degree of commitment. WHO's past experience shows that it will be necessary to 
(1) improve the effectiveness of existing aid flows, including aid management and 
coordination, and (2) increase the volume of aid to countries and people in greatest 
need, in a massive and sustained mariner. However, past WHO experience has also taught 
that the basic need of the health sector in these countries is for technical - including 
managerial - inputs and manpower development, without which even the currently available 
funding cannot be adequately absorbed and utilized. 

2• The process and different approaches 

25. The process which is followed in any country depends on the particular 
circumstances. However, in every case, the Regional Directors advise the 
Director-General on the countries in their regions which would be most suited for 
priority action, on the basis of two main criteria: health needs, and the need and will 
to improve the capacity for implementation of accelerated primary health care 
development. The Regional Directors then obtain the agreement of the governments 
concerned to participate in so concentrated an effort. This involves a commitment by the 
national authorities to take a fresh and realistic look at their health priorities, 
activities and resources. The governments must be prepared to recast their national 
health plans, or to vary them, and to reallocate existing resources, if reappraisals show 
this to be necessary. 

26. Following inter-programme discussions within the Organization at the various levels, 
a joint WHO team visits the country concerned to assess the problems impeding the 
accelerated implementation of primary health care. Recommendations arising from this 
first mission form the basis for further action. This action may include the 
development or review of a strategic plan, followed by the reallocation of existing 
resources, technical support and the search for additional national or external resources 
to meet deficits in essential programmes. However, it must be realized that it is not 
only the availability and magnitude of such resources which is important. A further 
major consideration must be the capacity of the country to utilize such additional inputs 
effectively. 

27. The inclusion of a country in the initiative should provide an opportunity for 
discussing the obstacles to the expansion of primary health care coverage and the 
existing national health plan with the ministries of planning and finance, or equivalent 
bodies, so as to ensure that the health sector is examined in relation to the broader 
national socioeconomic situation and the potential for overall development. The 
strategic health plan, which should then be developed in collaboration with such 
ministries, should be used in approaching development cooperation agencies, 
representatives of which should have been involved in the background discussions or 
studies. The entire process should strengthen the capacity of the ministry of health for 
economic analysis of health issues and for coordinating external cooperation. WHO's role 
would be to provide any technical cooperation requested by the government. The 
cooperation would also become more effective than hitherto, on the basis of a long-term, 
consistent and coherent commitment to the national development process. 

28. In pursuing the new initiative, each of the WHO organizational levels (global, 
regional and country) has a vital and complementary role to play. A holistic view of 
WHO'S activities at country level needs to be maintained. While headquarters retains 



responsibility for overall policy, provides appropriate technical support together with 
the regional offices, and plays a major role in seeking and coordinating additional 
resources for the initiative, the regional offices are the crucial focus for the 
coordination and management of the ongoing activities of the initiative within the 
countries of their regions. The regional offices provide essential technical support 
continuously to WHO representatives and the countries in the programme areas in which 
they have technical expertise. Within each country, the role of the WHO representative, 
as coordinator on behalf of WHO of all in-country programmes, is of utmost importance. 

29. Further, WHO, in consultation with the governments concerned, must commit itself to 
a continuous and realistic re-examination of the pattern of allocation and the 
utilization of its resources, with a view to ensuring appropriate redeployment of such 
resources as required. 

30. Throughout this process the Organization will maintain, at all levels, a close 
working partnership with multilateral and bilateral development cooperation agencies. 

31. Inherent in the new approach is the recognition of the government as the national 
body responsible for the coordination of external cooperation in the health field and for 
the integration of such cooperation into a coherent national health plan. WHO will 
cooperate with ministries in strengthening their capacity in this respect. Emphasis 
should be placed on the definition of a framework for cooperation which would be based on 
the national health plan and would include an analysis of the conditions required by all 
partners involved, as well as an evaluation scheme. Governments should be supported in 
ensuring that all external partners then operate within that framework. The objective is 
to mobilize appropriate national and external resources to fill any identified resource 
gap and thus ensure that priority programmes and activities are financed. WHO should 
support governments in developing an analytical ability to forecast resource needs, to 
justify these needs, to predict resource availability, and to assess the impact and 
effectiveness of cooperate \ received. The Organization should also support governments 
in their efforts to mobilize resources and coordinate aid by such means as helping to 
develop a health cooperation strategy and participating in the relevant negotiations, and 
through the provision of technical and logistic support for meetings with the financing 
agencies. 

3• Initial action and perspectives 

(1) Organizational arrangements 

32. With regard to the countries that have been identified by the Regional Directors for 
initial action, responsibilities and lines of communication at all levels are currently 
being further clarified by the governments concerned and WHO. In WHO, at global level, 
the catalysing role devolves on the Office of International Cooperation at headquarters 
(ICO), under the Director, Planning, Coordination and Cooperation (PCO). An essential 
element of ICO's role is to ensure the active collaboration and coordination of all WHO 
programmes within a particular country. This integration is encouraged by such flexible 
mechanisms as inter-programme meetings and inter-programme missions to countriel, with 
combined headquarters and regional office participation. Ways of reorienting existing 
and potential resources towards direct country support are being jointly explored. 

(2) First contacts with countries 

33. The initiative of intensified cooperation with countries began in January 1989 in 
Guinea-Bissau, at the invitation of the Ministry of Health and the Ministry of Planning 
and with the agreement of the Director-General and the Regional Director for Africa. 

34. In April 1989 the initiative was launched in four countries of the Region of the 
Americas : Ecuador, Guatemala, Haiti and Jamaica. These were followed by Guinea and 
Nepal in June 1989. Agreement in principle was also reached with Bolivia, Chad, Djibouti 
and Sudan for activities to commence early in 1990. 



35. A number of other countries are under active consideration for participation in the 
initiative, and it is anticipated that some 15 will have been involved by the end of 
1990. If evaluation shows that this approach has had a positive impact on the planning 
process and on health status, some 32 countries will have been involved by the end of 
1994. 

(3) First findings: priorities for intensified complementary support 

36. Despite the great differences between the countries involved, it is clear that their 
health and health care problems are generally the result of the structural 
characteristics of underdevelopment. 

37. Not surprisingly, the one issue identified in all the countries so far is weak 
management, including lack of rationalization of the financing of health care. This is 
followed by problems of inadequate human resources for health and by inability to ensure 
appropriate economic support for the sector. Other areas of weakness relate to poor 
health system coordination and design, as well as to problems with models for the 
integrated delivery of primary health care, and to the lack of appropriate development of 
technical capabilities to prevent and treat priority health problems. 

38. Consequently, the areas of activity for which intensified support have been 
requested include health system and health care delivery design - with objectives such as 
decentralization and district health system organization and management； improvement of 
environmental health; coordination of external cooperation; health planning and 
manpower policy; control of specific health problems, such as malnutrition and tropical 
diseases； and raising of the capabilities of the health sector for technical dialogue 
with the ministries responsible for planning and economics. 

(4) Starting the activities for intensified cooperation 

39. The first visit to each country has achieved (1) an agreement on the specific 
approach and process to be followed; and (2) a definition of the initial cooperation 
activities, framed within a national plan of action focused on eliminating the obstacles 
that jeopardize or slow down the implementation of primary health care. The approach and 
process follow the principles described in paragraphs 25 to 31 above. They have, 
however, varied among countries, with a healthy measure of flexibility. In general, the 
cooperation is envisaged at two levels, namely: (a) a short-term or immediate group of 
strategic activities that complement the on-going WHO country programme and are based on 
a review of valid existing plans； and (b) medium-term support covering broader aspects 
of the national health plan and involving an important national technical and financial 
effort with full WHO and other international participation, as required. Examples of 
strategic activities that are being selected for immediate implementation include support 
in developing the national health action plan when this needs revision or updating; 
support to workshops needed for clarifying the country's health care delivery 
approaches； support to health plan feasibility studies and other basic health economics 
groundwork; guidance in the formulation of projects aimed at mobilizing and orienting 
resources to meet needs that are well defined in the national health plan of action; 
support in the organization of consultations with development cooperation agencies or in 
the establishment of coordination mechanisms with them at country level； and enhancement 
of current cooperation in technical programmes. Some countries have already used this 
cooperation to formulate medium-term health development packages and define the 
corresponding financial requirements. 

40. Important objective results that are beginning to appear consist of revised and 
updated plans and frameworks for action, e.g., in Ecuador, Guinea and Guinea-Bissau; 
improved definition of roles in the national health sector and improved coordination 
within the sector and with other sectors (e.g., in Nepal)； better information within the 
countries themselves in regard to the external support they receive for the health 
sector; greater awareness in countries of the importance of the economic aspects of the 
health sector; closer collaboration within WHO at global and regional levels in ensuring 



greater integration of WHO's programmes within countries； strengthening of WHO country 
representation vis-à-vis the government and other agencies concerned at country level； 
and improvement of mutual information and cooperation within the Organization around 
common country issues, such as strengthening of health care systems or improvement of 
water supply and sanitation. Obviously, some of these results are only just starting to 
show; but they do indicate that the strategy defined in paragraphs 19 to 24 above is a 
viable one, and they lay the basis for the medium-term programmes that will enable most 
of the countries in greatest need to implement their own primary health care objectives 
and WHO to become more effective in helping them to achieve these objectives. 

41. A country-centred information baseline is also being developed that will facilitate 
comprehensive and detailed monitoring of the outcomes of international collaboration in 
health in those countries where the global monitoring of the health-for-all strategy has 
been weakest. An attempt is being made always to include in this information an economic 
analysis of the sector. An increasing competence in this area should emerge from the 
programme of action undertaken in response to the concerns listed in the 
Director-General‘s report on support to countries in rationalizing the financing of 
health care (Appendix 2). 

42. In this respect the capacity of countries is being developed, both in micro-economic 
analysis - to make resource allocation and financing more efficient - and in 
macro-economic analysis - to achieve a better place for the health sector within the 
framework of macro-economic policies. It is intended that WHO competence to support 
countries in these areas be strengthened appropriately at all levels. 

(5) Improving WHCVs capacity in the service of countries 

43. If any proof is needed of the key role of the WHO representatives, this has again 
been provided at this early stage of the initiative. The offices of the WHO 
representatives and their technical staff need strengthening, particularly their capacity 
for : 

- supporting health planning, monitoring, evaluation, information and communication; 

- supporting the design and management of health care systems and the delivery of 
comprehensive health care, with cooperation provided for this at both national and 
district level； 

- supporting the economic aspects of the health sector； and 

- carrying out the coordinating function of WHO at country level. 

44. At headquarters and the regional offices, working relationships between the various 
programme areas are being enhanced, and a holistic view of WHO activities is being 
encouraged. At the same time, new and productive partnerships with development 
cooperation agencies are developing. This should result in cooperation in health matters 
being more effective, efficient and timely, and appropriate to the problems of each 
country. There is, at present, no other choice in the global endeavour to meet the 
challenge posed by the persistence of high mortality and preventable morbidity. Through 
a better integrated and more sharply focused approach, applied both by WHO and by the 
national authorities in order to eliminate the obstacles to the attainment of health for 
all, this initiative for intensified cooperation with countries should open the door to 
significant improvements in the health status of the peoples and countries in greatest 
need. 
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I. INTRODUCTION 

1. Economic and financial pressures characterize the health sector in countries at all 
levels of development. On the demand side, countries are confronted with a variety of 
problems. They are, for instance, coping with demographic change, such as rapid 
population growth or population aging; with new or resurgent health problems such as 
AIDS or malaria; and with rising public expectations of better care. On the supply 
side, there have been accompanying contractions, in most countries, and especially in the 
poorest, particularly in the real value of resources available through government health 
care agencies. The health care systems of very few countries achieve social justice and 
economic efficiency, and the making of choices in health care has everywhere become more 
controversial, more conspicuous, and more difficult. Rationalization means establishing 
a closer coincidence between countries' health-for-all objectives, including more 
equitable access and improved cost-effectiveness, and their patterns of financing and 
resource allocation. 



II. THE CHALLENGE 

1. What does the rationalization of financing mean? What should it achieve? 

2. In most countries, finance for health care comes from several different sources. 
Central or local government sources of finance are important in all of them. But direct 
payments by the consumers of care, or by their families, are often substantial - bigger, 
in many poor countries, than total government expenditure for health. In addition, in 
some countries nongovernmental organizations, voluntary agencies, such as missions, and 
foreign assistance are significant financial contributors to the funding of health 
services. 

3. Few countries have an accurate and up-to-date picture of the flows of funds from 
different sources for health care. As recent assessments in several have confirmed, 
coordination among various providing agencies, in countries at all levels of economic 
development, is weak as a rule, and often non-existent. Such fragmentation among sources 
of finance is not, of itself, problematic. Where clear policy guidelines exist to 
channel and coordinate financing, multiple financing may allow flexibility and 
resilience. For example, declining central government support may be compensated by 
increases in earnings-related financing, through social security schemes, for health 
care. 

4. A combination of multiple financing sources and weak overall coordination is, 
unfortunately, much more common. As a result, there is duplication in some areas of 
health care provision (typically for urban-based, curative services), and a relative or 
absolute lack of services in others. Better general coordination of financial, human and 
physical resources for health is a major area of emphasis of the intensified 
international collaboration initiative described in the Director-General‘s report on 
intensified collaboration with countries facing serious economic constraints 
(Appendix 1). 

5. Each source of finance for health care is likely to affect the type and location of 
services provided, and their accessibility to the population. Services financed from 
fees, paid directly by patients or their families, are likely to be located according to 
the geographical distribution of purchasing power. Experience shows that their 
orientation is also likely to be principally curative. Some preventive and promotive 
services, such as vector control by spraying, are unlikely to be undertaken at all 
without community or government initiatives. Yet other sources of finance, such as 
nongovernmental organizations, voluntary agencies and foreign assistance, may 
deliberately choose to support selected programmes in underserved areas. 

6. The financing and provision of health care may be undertaken through separate 
mechanisms. Public financing, in whole or in part (i.e. by subsidy), may support the 
private provision of health care, as in many industrialized countries. Or private 
payments may provide a partial financing mechanism for services which are provided by 
government, as occurs in an increasing number of countries at all economic levels. 

7. But the successful harmonization of multiple sources of finance for health care has 
several prerequisites : (a) that the potential and limitations of each source to 
contribute to the achievement of overall health objectives are understood; (b) that 
governments determine their own roles, given the special nature of health services as 
contributors to human welfare [1]； and (c) that health objectives are clearly defined 
and monitored in a continuous process of health planning. 

8. Rationalization means more than simply better coordination. It also means the 
progressive and sustained reordering of health expenditure priorities, away from areas of 
high cost and low health effect, and towards the most cost-effective actions within the 
primary health care approach. Rationalization thus entails planning for, and 
implementing, change. The pace and character of such financing shifts must be determined 
in the local context; but it is clear that, without coordinated restructuring, the 
health sector will find it increasingly difficult to sustain its present resource 



levels. This is true even for the industrialized countries of the European Region, where 
it is felt that health-for-all implementation should not be allowed to add to the total 
tax burden. At all levels of economic development, the health sector needs to 
demonstrate that additional resources can be found by more efficient management, new 
sources of finance, and more active promotion of health-conducive action in other sectors 
of the economy. 

2• How can health economics contribute to health for all? 

9. The intended outcomes of rationalization are several. In the first place, better 
coordination can help to eliminate waste and duplication, which in some countries 
accounts for 25% of health expenditure [2]. Secondly, more rational spending patterns 
can raise the productivity of individual health workers, and of the health sector as a 
whole. In this respect "productivity" does not mean simply the numbers of patients 
treated. Better productivity means more accessible services, a better match between the 
epidemiology of illness arid the focus of health care, higher quality, and greater 
effectiveness. Ultimately, it means higher levels of health for the whole population. 
And finally, rationalizing resource use in the health sector strengthens its case for 
better funding. 

10. Health economics can contribute to improved health sector productivity by 
documenting the cost and effectiveness of existing resource allocation patterns, and by 
appraising the likely cost and yield of a wide variety of organizational changes. Using 
skills and data from epidemiology and health sector management, health economics offers a 
particularly clear framework for the analysis of choices - past and present - confronting 
decision-makers at different levels in the health care system. 

11. But health economics has an additional, more general, and more fundamental 
contribution to make to the achievement of health objectives, by bringing about a wider 
familiarity with the ideas and language of "value for money". Wherever individual health 
managers have influence over the allocation of health resources, whether financial, human 
or physical, "value-for-money" questions should be asked. Decision-makers in the health 
sector have a long tradition of ignoring such considerations, and of mistakenly assuming 
that humanitarian considerations are incompatible with financial and economic concerns. 
Achieving health-for-all objectives, particularly in current economic circumstances, 
requires a much wider observation of a simple maxim: "Waste not!". Whether the source 
of funds is government or private, domestic or foreign, the health sector's long neglect 
of value-for-money considerations, and its conservatism in reviewing financing 
alternatives, has often weakened its case for sustained support. 

12. To achieve such reforms, actions on three fronts are needed. First, research and 
policy analysis dedicated to health system rationalization merits general expansion. The 
prospective and retrospective appraisal of financing and provision options strengthens 
health systems both by solving individual problems and by clarifying choices. Secondly, 
technical skills in applied economics should be strengthened at all levels of the health 
system; and, indeed, in agencies outside the health system, such as management 
consultancies, economics departments and business schools. Thirdly, recording, 
publishing and disseminating experiences of this type contribute to a wider learning 
which can be shared by national, regional or global audiences. WHO has a role in each of 
these areas. 

III. WHO RESPONSE 

13. WHO has supported actions to rationalize resource-use for health care for well over 
a decade. In 1973 an interregional seminar on health economics met and identified a 
programme of work. The reports of a 1976 study group on the financing of health 
services [3], and the publication in 1983 of a widely-distributed manual on health sector 
financing [4] show a recurring concern with the subject. Substantial technical support 
and advice has been provided to countries in reviewing the finances of their health care 
systems. The development of country resource utilization reviews was a step to promote 
better financial coordination in the health sector, principally among external sources of 



assistance. The Technical Discussions at the Fortieth World Health Assembly (1987) dealt 
with the question of economic support for national health-for-all strategies, and the 
report on them has been published [5]. Also in 1987 the Organization issued a major 
collection of case-based training materials [6]. WHO has also supported studies on the 
costs and cost-effectiveness of its programmes. It has produced detailed cost-analysis 
guidance for programme managers of the Expanded Programme on Immunization, the Diarrhoeal 
Diseases Control Programme and the Global Programme on AIDS, and supported its 
application in several countries. Training and microeconomic studies on fertility 
regulation have been supported through the Human Reproduction Research Programme. 
Financing workshops and a range of technical studies related to economic aspects of 
pharmaceuticals policy have been supported under the Action Programme on Essential 
Drugs. The costs, cost-effectiveness and economic performance of antimalaria activities 
have also been documented in WHO-supported actions under the Malaria Programme. As an 
evolutionary step in WHO's concern with manpower issues, the programme dealing with human 
resources policy analysis was initiated in 1988. Its activities include economic and 
financial analysis on the rational allocation of human resources for health. 

14. Through programmes such as the Special Programme for Research and Training in 
Tropical Diseases and through WHO study fellowships, training in health economics has 
been financed for over 20 postgraduate students from developing countries each year. WHO 
has also been instrumental in the development of postgraduate training in health 
economics at institutions in both developing and developed countries. 

15. Over a period of 15 years, however, these activities have not been of an adequate 
scale to provide countries with sustained leadership in health economics. Few 
institutions in developing countries yet have the capacity to organize and conduct 
training for health professionals in this subject; and experienced consultants in health 
economics continue to come preponderantly from Europe and North America. During this 
period, shifts in the world economy and in the climate of economic thinking have affected 
living standards and policy orientations in most countries. Progress towards health for 
all has been retarded in many countries as public expenditure reductions have constrained 
health programmes. WHO is receiving more and more requests from Member States for 
technical assistance in health economics and financing studies and is now firmly 
committed to maintaining, improving and expanding its support activities in this area. 
The following sections of this report outline, first, the profile of recent activity in 
this area, and secondly, the strategy for intensification of such support. 

16. The 1988 programme statement "Health economics - a programme for action" [7] 
identified three major areas for support to accelerate countries' progress towards 
self-sufficiency in economic skills for health policy analysis : (a) studies on economic 
and financing policy options； (b) differentiation of training needs； and 
(c) information support for countries. Current and future activities of WHO are reviewed 
in the light of this structure. 

1• Analysis of financing policy options 

(1) The health sector in its macroeconomic context 

17. Studies initiated in the Region of the Americas examined the consequences for the 
health sector of the economic crisis in five countries : Brazil, Ecuador, Honduras, 
Mexico and Uruguay. They concentrated on the effects of the crisis on health care 
spending, on the provision of services, and on the health of the population. A 
considerable range of responses to the crisis was observed, thus highlighting the 
importance of policy intermediation to protect health objectives at a time of structural 
adjustment. These studies will shortly be issued. A study on the effects of the 
economic crisis of the 1980s on health care spending in the Caribbean was also undertaken 
by the Institute of Social and Economic Research at the University of the West Indies, 
under contract with РАНО, and preliminary results were presented to the meeting of 
Commonwealth Caribbean Ministers of Health in 1989. An expansion of studies on the 
macroeconomic context of health care change is envisaged for the future. 



(2) Recurrent cost problems 

18. One of the major concerns of countries most affected by the economic downturn since 
1974 has been the financial sustainability of government commitments. Three 
country-based studies of problems with recurrent costs in the health sector were 
undertaken, with support from USAID, between 1987 and 1989, in Costa Rica, Jamaica and 
Mali [8]. Different options for rationalization, specific to the context of each 
country, were identified and support for implementation is continuing. 

19. Studies of health system financing were also carried out in Argentina, Brazil and 
Mexico under РАНО contracts with national institutions. These have examined sources of 
funding (public, private and semi-private sectors) and are being further developed to 
allow the modelling of the likely consequences of shifts in financing sources. 

20. Comprehensive financial planning and policy review support was also provided through 
WHO in the Western Pacific Region (Fiji, Papua New Guinea, Solomon Islands and Vanuatu) 
and in the Eastern Mediterranean Region (Saudi Arabia). 

(3) The effect of financing changes on utilization patterns 

21. The effects on the health status of populations of financing and administrative 
change are an empirical question, and they remain inadequately explored. Much of the 
policy advice which countries are being given rests on preconception, rather than 
demonstrated success. The implementation of the Bamako Initiative gives added urgency to 
the need to re-establish health status improvement in high-risk populations as the 
overall objective of such policies. Studies specifically on the financing of drugs 
supply have been undertaken under the Action Programme on Essential Drugs, on occasion in 
conjunction with the World Bank, in several countries. Several relevant publications and 
documents are available [9-14]. 

22. In the absence of carefully designed strategies to retain additional resources in 
the health sector and to deploy them cost-effectively, such financing changes may 
conflict with the objectives of improved access and quality of health care for the most 
vulnerable population groups. Particular forms of cost-recovery such as fee-for-service, 
cost-plus pricing for pharmaceuticals, or community-based prepayment schemes, are 
potential policy instruments to achieve health improvements, and not ends in themselves. 
"Success" in cost-recovery for health care should not be measured in terms of the 
percentage of expenditures recovered unless there is an accompanying improvement in 
access, utilization, measurable quality and, eventually, health outcomes. 

23. Much more empirical evaluation, documentation and exchange of countries' experiences 
with financing innovations is required. Support was provided in 1987 and 1988 for two 
retrospective studies in Ghana of the effects of fee increases in that country on 
utilization patterns [15]. Initial cost recovery targets were met but the revenue has 
not, in the main, been used for improvement in service quality and accessibility. 
Utilization of government health centres in rural areas fell after the fee increases and 
has not recovered after several years. The health effects of demand diversion to private 
sellers of drugs in the rural areas are unclear. 

24. The need for similar studies in over 20 other countries in the African Region has 
been identified in consultation with the Regional Director for Africa and his staff. 
Extrabudgetary support for such studies is being pursued. The preparation of studies for 
1990 on the relationship between financing patterns and health systems utilization is 
under way for three further countries in the Region of the Americas. 

(4) Health insurance 

25. Many countries have begun to explore the feasibility of expanding compulsory or 
voluntary health insurance as a mechanism for generating additional resources for health, 
and relieving governments of some of the financing burden. Studies related to the 
introduction of a national health insurance scheme in Trinidad and Tobago were undertaken 
with technical assistance from РАНО (1986-1989). Technical support for similar studies 



was also provided at regional level to Bulgaria, Turkey and Yugoslavia in the European 
Region (1988-1989), and is currently being supplied to the Republic of Korea in the 
Western Pacific Region. 

(5) District level financial management 

26. Investigations of flows of funds for health care at selected districts have been 
supported in five countries [16] and a review of financial management practices at 
district level has been undertaken in three. These small-scale studies, principally 
carried out by national investigators, have shown how widely financial structures and 
regulations differ among countries and how important locally-controlled sources of 
revenue for health may be. The studies also show that substantial amounts of financial 
data exist in most districts, but that these are not commonly used in management 
decision-making. 

(6) Other areas of policy analysis 

27. In addition to the above categories of action, WHO responds in a variety of contexts 
to individual country requests for support, which currently far exceed WHO's capacity. 
In 1987-1989 technical advisory assignments concerned with economic issues have been 
undertaken in over 20 countries. Their content has included such topics as review of the 
feasibility of health insurance arrangements for public sector employees； development of 
a national programme of work in health economics； review and briefing for policy-makers 
on financing options； assessment of the impact of national adjustment policy on the 
health sector; and review of inequity in national resource allocation patterns in 
health. 

2• Recent support for training in financial management and health economics 

28. The principal objective of WHO support in the area of health economics and financing 
is to increase the capacity of countries to undertake such activities independently. 
Policy studies, such as the above, have involved national counterparts or principal 
investigators and provide important opportunities for the development of health-oriented 
analytic skills. Formal training opportunities also exist on the economic context of 
health care for decision-makers of different types, both inside and outside the health 
sector. 

29. Training support in this area takes several forms. Study fellowships are provided 
through regional offices； workshops and seminars are supported at country, intercountry 
or interregional levels； training materials and tools are developed; and direct support 
is provided to training institutions. In 1987 and 1988 WHO study fellowships 
specifically in health economics totalled 22 each year. Workshops and seminars concerned 
with health economics have been supported under several global level programmes and by 
all WHO regions in 1988-1989. Training materials with an explicitly economic focus have 
been produced with WHO support at global level - on subjects relating to drugs 
management, immunization, diarrhoeal diseases control, strengthening of health services, 
malaria and environmental management - and at regional level, through the Regional Office 
for Europe. Direct support has been provided to training institutions in developing 
countries and, where international courses are held, in developed countries. 

(1) National level technical staff 

30. Planners and policy-makers concerned with the direction and performance of the 
health sector work in several different areas. Within the ministry of health itself, 
there is often a planning unit or a budget and finance unit, which is responsible for 
preparation of year-by-year and longer-term financial scenarios for the health sector. 
Few such staff, whether in health or related agencies, have been exposed to the 
approaches used in health economics, which derives its special focus from the 
unconventional characteristics of health care as an economic entity. In addition, the 
application of common economic tools for production and cost analysis has not penetrated 
very deeply into the thinking of health care professionals. 



31. For this type of audience, training in these issues is a priority. The 
macroeconomic environment, as it has developed in recent years and is expected to develop 
in the coming decade, has increased the importance of more widespread application of 
appropriate economic concepts and approaches within the health sector. 

32. WHO has supported the establishment of short courses to meet these needs. The 
earliest were held in the South-East Asia Region in 1980. More recently, in 1986, 
interregional courses were held in the United Kingdom of Great Britain and Northern 
Ireland and in France. These three-week courses have proved to fill a real need. In 
1987 a course was held in Mali using the French language, and in 1988 an English 
equivalent was held in Kenya. Close collaboration with bilateral agencies and with the 
Economic Development Institute of the World Bank contributed to the success of these 
courses. Preliminary arrangements were made for the holding of similar courses for the 
Portuguese-speaking countries of Africa. 

33. In the European Region, short training courses of one to five days for senior 
decision-makers have been held in the English, French, German, Russian and Spanish 
languages in 1988-1989. 

34. Similarly-focused regional or interregional workshops have been held, with РАНО 
support, in the Americas (Brazil, 1987, and Barbados, 1989)； with regional support, in 
the Eastern Mediterranean (Saudi Arabia, 1989), and with both regional and global inputs, 
in South-East Asia (Thailand and Indonesia, 1989) and the Western Pacific. National 
follow-on courses have also been organized in several countries in the Americas and the 
Eastern Mediterranean. 

35. The successful transplantation of such training requires the identification and 
support of appropriate institutions and individuals to continue such work. The Eastern 
and Southern African Management Institute (ESAMI) in the United Republic of Tanzania is 
one such institution, which already has a well-developed regional management training 
programme and a health economist on its staff. Counterpart institutions are needed in 
other parts of Africa, and in other WHO regions. Financial support for such courses must 
be assured on a regular basis, to make this institutional growth possible. 

36. Training materials to support such courses have been produced by РАНО in the 
Americas, and in the European Region [6], as well as by the World Bank and the Evaluation 
and Planning Centre of the London School of Hygiene and Tropical Medicine [17]. 

(2) Health programme managers 

37. To assist programme managers of all types in approaching the issue of 
cost-effectiveness, during 1987-1989 the Organization, in collaboration with UNICEF, 
DANIDA and the Aga Khan Foundation, supported at regional (Africa) and global levels the 
preparation and use, by a mixed group of managers, of a set of training modules on cost 
analysis for primary health care. The initial workshop, held at ESAMI in 1989, was 
structured to allow not only a critical review of these materials from the programme 
managers' perspective, but also to plan for their use in each participating country. 
This is now in progress. 

38. Training in financial management and health economics has been initiated in eight 
countries in the Western Pacific Region, with UNDP со-sponsorship. 

(3) District management teams 

39. Support for improved accounting, budgeting and planning at district level is being 
developed on a country-specific basis through the district health systems component of 
the programme. Previous WHO support for the incorporation of economic factors in 
district management has consisted of the development of an integrated course in 
epidemiology, management, and economics for district health teams in the United Republic 
of Tanzania [18]. These activities were supported by SIDA/SAREC and the DANIDA programme 
for strengthening ministries of health for primary health care. 



3• Information support activities 

40. The results of the policy studies described above have been made known through 
end-of-study review meetings, and by the issue of documents and publications. WHO also 
acts as an informal clearing-house for information on courses and training programmes in 
health economics. 

41. To promote better contact among individuals and institutions concerned with health 
economics, it has been agreed, in connection with the International Health Policy Program 
of the Pew Charitable Trusts/Carnegie Corporation of New York, to support the development 
of an African health economics network to be based at ESAMI. In the South-East Asia 
Region WHO has encouraged the foundation of the Indonesian Health Economics Association, 
which was inaugurated in 1989, and in the European Region it has supported the first 
meeting of the European Health Economics Association, which was held in Barcelona, Spain, 
in 1989. 

42. At global level WHO maintains a bibliographic database of recent published and 
unpublished material on health economics (case studies, research reports, policy 
appraisals, etc.). This has been supplied to the Regional Office for South-East Asia and 
to one subregional office in Africa, and has been used for numerous subject-specific 
searches for recent documentation made in response to requests. 

IV. LESSONS FROM EXPERIENCE 

43. Three principal lessons can be derived from the activities described above. Each of 
these colours the way in which future activities should be defined and developed. First, 
the actual support provided meets only a fraction of existing expressed demand. In turn, 
the level of expressed demand is itself only a fraction of the need which is not 
expressed. WHO's limited capacity notwithstanding, countries look to the Organization 
for technical support on economic and financing issues, because of the leadership WHO has 
provided on health for all. The sustainable expansion of WHO support in health economics 
thus necessitates a review of the organization of these services within the WHO system at 
all levels. This review process began in 1989. Capacities at regional and country 
levels need to be created or improved, and an increase in capacity at global level is 
needed in the short term to bring this about. 

44. The second, and related, lesson is that there continues to be a shortage of 
well-documented material which relates financing and economic change, inside and outside 
the health sector, to the provision, use and effect of health care. This shortage is 
particularly acute in the context of the countries in greatest need in each WHO region. 
Countries and WHO are therefore unable to provide themselves, and each other, with 
reliable accounts of what is happening in the economy at large, how it is affecting 
health care, and what alternative coping or implementation strategies are available. 
There is a particular dearth of studies documenting the likely cost and effectiveness of 
different policy options and choices. Policy is thus inevitably influenced by 
preconception and rhetoric, rather than by information and a planned response. WHO, as 
part of its intensified cooperation with countries, must therefore provide support for 
the identification of country-specific needs in economics and financing, and for further 
descriptive and analytical work on the entire range of economic and financing issues, and 
must also improve its own mechanisms for dissemination, publication and public discussion 
of the economics of health for all. 

45. Thirdly, WHO experience shows that a balanced programme of training activities can 
rapidly raise a country's autonomy in health economics and financing. A small number of 
low- and middle-income countries now have nuclei of skills and experience, inside and 
outside ministries of health, in health economics and financing. In addition to 
contributing to the domestic debate on health sector reform, these skills are also being 
used on a regional and intercountry basis. In collaboration with other agencies, WHO 
must develop a leadership role in health economics to accelerate countries' capacity to 
develop, assess and implement different options for health development. 



V. FUTURE PERSPECTIVES 

46. The concepts and practice of health economics will play a major role in the wider 
picture of WHO'S intensified collaboration with countries in greatest need, in which 
emphasis is placed on better integration and coordination of all WHO programmes at 
country level. An essential component of this initiative, described in the 
Director-General‘s report on intensified collaboration with countries facing serious 
economic constraints (Appendix 1), is to assist in developing national capacities to take 
the economic aspects of health into account when choosing among alternative health policy 
options. 

47. Priority concerns, in conjunction with the activities discussed in the preceding 
sections, may be more specifically grouped as follows : 

48. Under policy analysis. they would include : 

(1) further studies of country-specific experiences in financial restructuring, and 
their implications for the efficiency and equity of primary health care (together 
with other studies in progress, these will constitute the case material for the 
study group to be held during the 1990-1991 biennium)； 

(2) support for changes in financial management at district level in one or two 
countries where there are districts collaborating in the district health systems 
initiative, and for the regional or national adoption of complementary practices； 

(3) a joint PAHO/WHO workshop on drugs financing, to be held in early 1990 in 
Colombia； 

(4) support to the fullest extent possible in response to ad hoc requests from 
regions and countries for specific analysis and policy briefing on economic and 
financing issues other than the above； 

(5) a consultation on experiences of implementing primary health care, focusing on 
the current economic context in countries, to be held in Geneva during 1990； and 

(6) closer coordination within WHO among programmes supporting studies and training 
with a financing, cost or cost-effectiveness focus. 

For the period beyond 1991 WHO will develop its capability to support countries in 
assessing the economic implications of health policy options by publishing comparative 
country experiences in such areas as community financing, health insurance, and health 
sector resource allocation procedures. 

49. Under training, the concerns would include: 

(1) continued support for the regular provision of training in methods of economic 
appraisal for technical staff from health and related ministries (existing courses 
will be maintained, with appropriate modification in the light of evaluations, and 
support will be mobilized for regularly holding similar short courses in other WHO 
regions)； 

(2) the adaptation, promotion, translation and dissemination of simple, tested 
procedures for analysing the costs and performance of primary health care 
programmes, including the preparation of computer-based self-teaching materials, and 
the dissemination of case material based on these approaches； 

(3) the initiation of short-course training for professional economists in health 
economics together with basic elements of epidemiology and health policy, entailing 
the preparation of materials, the identification of relevant assignments in 
conjunction with ministries of health, and the identification of a suitable 
institutional base, facilitators and participants, with the training linked to 



pre-identified local assignments and designed to tap existing sources of expertise 
which have not hitherto been concerned with the health sector (preliminary 
discussions have already been held with potential со-sponsoring agencies for such 
training)； 

(4) continued support for development of locally-appropriate improved financial 
management at district level； and 

(5) the development of regular familiarization opportunities in health economics 
for WHO staff at all levels. 

In the words of the medium-term programme of work of the Programme on Organization of 
Health Systems based on Primary Health Care, beyond 1991 WHO envisages support to 
"strengthen national capacity in developing methods and skills in resource allocation, 
budgeting and accounting procedures, particularly at regional and district level, through 
seminars, workshops and training courses". WHO's enhanced role in training activities in 
health economics, in terms both of initiation and of coordination, will gradually give 
the Organization a more prominent profile. A special global effort will be directed to 
ensuring that the poorest countries have a nucleus of national skills in the analysis of 
choices for health care. 

50. In the field of information support. the concerns would include : 

(1) support for regular exchanges of information among resource institutions and 
individuals within and among WHO regions (variants of the African health economics 
network news-sheet will be considered as possible vehicles)； 

(2) initiative in promoting regular exchanges of information on current activities 
among major multilateral and bilateral agencies with active interests in health 
economics and financing matters (an initial interagency meeting will be held in 
Geneva during the 1990-1991 biennium)； 

(3) continued publication of results of studies in international and local 
j ourrials ； and 

(4) maintenance and development of bibliographic information services on health 
economics and financing, with special emphasis on less developed country material. 

VI. STRENGTHENING WHO'S CAPACITY TO INCREASE ITS SUPPORT 

51. WHO ' S own resources for the provision of technical support in the area of financial 
and economic rationalization, though growing, remain limited. However, increasing 
amounts of bilateral support are being mobilized for activities under WHO leadership in 
health economics and financing, and the absorptive capacity of the Organization has 
effectively been reached at global level. Additional posts are being established with 
extrabudgetary support in order to strengthen support to countries and to WHO programmes 
in health economics on the above lines. These will allow a perceptible increase in 
support to countries during 1990-1991. 

52. A global framework for action in health economics already exists, and regional 
agendas and strategies have been developed in two WHO regions. For the medium term, up 
to 1996, the need for intensified specialist support at regional level in WHO's six 
regions as well as harmonization and exchange among regions is becoming increasingly 
urgent. 

53. An informal consultation held in Geneva in October 1989 to identify the best mix of 
economic support activities, at global, regional and country levels, recommended adding 
skills in macroeconomics at global level, increasing capacity in health economics (both 
in macro and in micro analysis) and strengthening regional capacity. 
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1. OBJECTIVES AND STRUCTURE OF THE SPECIAL PROGRAMME 

In May 1974 the Twenty-seventh World Health Assembly adopted resolution WHA27.52, 
recognizing that parasitic diseases are one of the main obstacles to improving health and 
socioeconomic development in tropical countries, and requesting the Director-General 
inter alia to intensify WHO research activities on the major tropical diseases and to 
enlist extrabudgetary resources for this purpose on a wider scale than in the past. In 
response to this resolution, the Special Programme for Research and Training in Tropical 
Diseases (TDR) was established in 1975 with two interdependent objectives : 

- to develop new methods of preventing, diagnosing and treating selected tropical 
diseases - methods that would be applicable, acceptable and affordable by 
developing countries, require minimal skills or supervision and be readily 
integrated into the health services of the countries； 

- to strengthen - through training in biomedical and social sciences and through 
support to institutions - the capability of developing countries where tropical 
diseases are endemic to undertake the research required to develop the new 
control technologies. 

TDR's activities are targeted towards six disease groups: malaria, schistosomiasis, 
filariasis (both onchocerciasis, or river blindness, and lymphatic filariasis), the 
trypanosomiases (both African sleeping sickness and the American form - Chagas disease), 
the leishmaniases and leprosy. 

The Programme is со-sponsored by the United Nations Development Programme, the World 
Bank and the World Health Organization, with WHO as the executing agency. Under the 
terms of a memorandum of understanding among the three со-sponsoring agencies, TDR's 
administrative and technical structure includes the following scientific and 
administrative bodies : 

- the Joint Coordinating Board (JCB), TDR's senior management body, consisting of 
representatives of 30 governments and agencies, and responsible for reviewing 
the activities of the Programme, considering its long-term plans, deciding on 
its budget and evaluating its progress； 

- the Scientific and Technical Advisory Committee (STAC), comprising 15 to 
18 experts in a wide range of scientific disciplines, and responsible for 
reviewing TDR's scientific and technical activities and making recommendations 
on them to JCB and to the executing agency； 

- the Standing Committee, consisting of representatives of the three 
со-sponsoring agencies, and responsible for overseeing the management and 
finances of the Programme. 

The management of TDR's activities in research and development and in research 
capability strengthening involves scientists and other experts acting as technical 
advisers to the Programme. Scientific steering committees and the Research Strengthening 
Group (RSG) prepare scientific plans, make recommendations on proposals for funding, and 
review the progress of research and development and research capability strengthening 
activities that have already been funded. 

Coordination of TDR's activities with other WHO programmes responsible for 
cooperating with Member States in improving their disease control activities is 
reinforced through a matrix organization approach. The secretaries of the scientific 
steering committees concerned with research on specific diseases are TDR staff members 
who work directly with the Division of Control of Tropical Diseases (CTD) to ensure 
coordination of research with national and international disease control activities. 



Regular communication and cooperative efforts link TDR's research and development, 
research capability strengthening and training activities to WHO's other special and 
global programmes, especially the Diarrhoeal Diseases Control Programme (CDD), the 
Expanded Programme on Immunization (EPI), the Global Programme on AIDS (GPA), and the 
Special Programme of Research, Development and Research Training in Human Reproduction 
(HRP). 

2. SECOND EXTERNAL REVIEW AND EVALUATION 

In addition to ongoing reviews by STAC and the scientific steering committees, JCB 
requests external experts to carry out independent reviews of the Programme as a whole. 
The second external review and evaluation of TDR, carried out by a committee in 1986-1987 
and considered by the Board in 1988, focused on TDR's scientific achievements during its 
second five years of operation and considered the future development of the Programme. 

The main conclusions and recommendations of the second external review and 
evaluation are as follows : 

General 

-The Programme has made many valuable contributions to the development of control 
tools for tropical diseases, in addition to the impressive accumulation of 
scientific results from research it has supported. 

-The continued existence of TDR is compellingly justified. The Programme is 
clearly needed for at least another 10 years and the need for continuation should 
be reviewed at the end of that period. 

-For the present, there should be no change in the Programme's overall objectives 
or the diseases included in its mandate. 

-TDR's basic strategies are sound. 

Future scientific directions 

-Three main areas should be targeted for expansion: field research, especially 
relating to the testing of new disease control products； rational drug 
development, based on improved knowledge of the life cycles of the disease 
pathogens； and social and economic research, especially on the economic burden 
and development policy aspects of tropical diseases. 

-TDR's boundaries of responsibility should extend from basic research clearly 
relevant to its objectives and work plans to the development of new disease 
control tools to the point at which their utility in the intended settings of use 
has been demonstrated and the optimum initial approaches to their application have 
been identified. 

Programme management and finance 

- I n the next five years, TDR will need a 25%-30% increase in real terms over 
current budget levels to sustain the evolution of its activities. 

- T D R needs to be more active in communicating to a wide range of audiences, not 
only to scientists involved in relevant research, and should formulate a more 
clearly defined overall communications strategy. 

-TDR's global mandate necessitates a global perspective and continued centralized 
strategy-setting and administration. 



- W H O and the other со-sponsoring agencies (UNDP and the World Bank) should ensure 
that all participants in the progression from research and development to the 
application of new disease control tools have adequate resources to play their 
part. 

In its consideration of the report of the external review committee, JCB endorsed 
the general conclusions and recommendations of the committee. JCB agreed with the 
"boundaries of responsibility" recommended by the committee and added that in selected 
circumstances TDR might support operational research for ensuring the effective 
utilization of new disease control tools developed with its support. It stressed that 
plans of action for the transfer of technology must be individually tailored to the 
circumstances of particular products. 

3. RESEARCH AND DEVELOPMENT 

The Programme's research and development activities focus on new tools for disease 
control. They span the spectrum from basic research through preclinical and clinical 
trials to field research and operational research related to disease control. The 
transfer of technology to disease control programmes is illustrated in the Table 
following section 6 of this report. Twenty-four disease control tools which TDR has 
helped to develop were in use at the end of 1988, compared with 17 at the end of 1986. 
This movement of tools towards disease control requires increased emphasis on field 
research and, in selected cases, operational research. A characteristic feature of this 
evolution is the increased involvement of social sciences. 

Not all tools now in development will be applied. For example, only about one in 
ten new drugs reaching the stage of clinical testing will eventually be used in disease 
control. There is thus a continuous turnover as products already under development are 
replaced by newer and more promising ones. This is particularly significant in tropical 
disease research, where important criteria must be met with regard to the utility of 
disease control tools : they must be effective (do the job well), appropriate (simple and 
robust) and affordable (of low cost). Thus, the number of new tools submitted for 
clinical testing and field-testing by TDR between 1986 and 1988 has been offset by a 
similar number of drop-outs. 

The sections below provide brief descriptions of the major products developed or 
under development with TDR support. For some products, TDR has played a major role, 
while in others, other agencies or industry have been the key developers, with TDR 
involved primarily at critical stages, such as clinical and field trials. 

3.1 Malaria 

Malaria research within TDR has three components: Chemotherapy, Immunology, and 
Applied Field Research. 

Developing new antimalarial drugs, improving the use of existing drugs and 
developing new techniques for diagnosis are the main objectives of the Chemotherapy 
component. Clinical trials of mefloquine conducted by TDR have contributed to the 
operational introduction of this drug, either alone or in combination, in several 
countries since 1984. TDR-funded trials have shown mefloquine, in a single dose, to be 
effective and safe in clearing parasitaemia and symptoms in adults and children. TDR is 
continuing to investigate the efficacy and reported side-effects of mefloquine, 
particularly in special target groups. 

TDR has collaborated in the development of artemisinin (qinghaosu) for treatment of 
malaria and the development of more active and more soluble derivatives. Because of 
their fast action against multiresistant parasites, these drugs represent an important 
new class of chemicals for therapy, particularly in severe or complicated malaria. 
Formulation and toxicity studies of arteether, an ester derivative, are almost complete. 
Clinical testing by TDR of at least one drug of this class should start in 1990. 



Several calcium channel antagonists, as well as desiprimine and several other 
tricyclic antidepressant drugs, in combination with chloroquine, have been shown to be 
effective against chloroquine-resistant Plasmodium falciparum. The potential clinical 
application of this remarkable discovery has yet to be defined. 

Simple test kits have been developed for field evaluation of resistance to 
chloroquine, amodiaquine, quinine, mefloquine and the sulfadoxine/pyrimethamine 
combination. These kits and a companion portable incubator are being produced by the 
Malaria Eradication Programme of the Philippines. DNA probes for the non-microscopic 
diagnosis of malaria have been developed and successfully field-tested. Probes for drug 
resistance are currently at early stages of development. 

Malaria vaccine development is the main objective of the Immunology component. TDR 
supports malaria vaccine research and development and promotes international coordination 
in this area. Subunit vaccines, based on protective antigenic molecules of different 
life-cycle stages of plasmodia, are being developed. In clinical trials in the USA, 
peptide and recombinant vaccines based on part of the surface protein of P. falciparum 
sporozoites conferred partial protection against challenge infection. New sporozoite 
vaccine constructs are being evaluated and the first clinical trial of a recombinant 
P. vivax sporozoite vaccine is in progress. Liver stage-specific parasite antigens are 
now of interest as potential vaccine components, following the cloning of one such 
molecule in P. falciparum and the recognition of the importance in malaria immunity of 
cell-mediated immune mechanisms operating at the level of the liver. Research on the 
structure and function of asexual blood-stage parasite antigens and the responses they 
induce indicates that several antigens in this complex group play a role in protective 
immunity. A synthetic hybrid polymer based on several P. falciparum merozoite proteins 
tested in human volunteers in Colombia delayed or suppressed the development of 
parasitaemia following challenge inoculation with live sporozoites. 

Important advances have been made towards the development of transmission-blocking 
vaccines, based on antigens of the sexual and sporogonic stages. The genes encoding a 
zygote antigen of P. falciparum and a P. vivax gamete antigen have recently been cloned. 
It is therefore likely that prototype transmission-blocking vaccines will be prepared for 
preclinical and initial clinical evaluation in the near future. 

In the past decade, the Applied Field Research component has proved its importance 
for malaria control activities. As a complement to the basic sciences, applied field 
research has provided important information for the orientation of future basic research, 
such as characteristics of vaccines or drugs likely to be useful. It has helped to 
develop, evaluate and promote kits to test for drug sensitivity and for antimalarials in 
body fluids, as well as probes for use in parasite and vector species diagnosis. The 
focus of the applied field research is on the development and testing of new tools for 
malaria control within specific epidemiological settings. The development and field 
evaluation of new strategies to reduce mortality, morbidity and, where possible, 
transmission of malaria are principal objectives. 

The distribution of resistance to several drugs has been determined and monitored, 
and the value of drug regimens, even in the presence of some degree of resistance, has 
been assessed. Field research has not only demonstrated that P. falciparum manifests 
antigenic diversity in space and in time, but has also identified certain similarities 
relevant to vaccine development. Studies showing the ability of P. vivax to induce a 
degree of transmission-blocking immunity have contributed to a better understanding of 
the dynamics of epidemic phenomena. Malaria vectors have been studied with regard to 
their taxonomic relationships (vector species complexes), their ability to maintain 
transmission in a variety of situations and their response to control tools, particularly 
insecticide-impregnated mosquito nets. 

Emphasis on malaria as a disease rather than as an infection (which is often 
asymptomatic in endemic areas) has led to studies of man in his environment. Factors 
related to the development of control strategies, such as the distribution of drug 



resistance, evaluation of risk for severe and complicated malaria, the level of immune 
responses in large populations, and targeted utilization of drugs, are currently under 
investigation in the field. New technological tools are also being studied, such as DNA 
probes for larger malariometric surveys, immunological techniques for detection of 
sporozoites in mosquitos, and assays for antibodies to specific antigens in man. 

Another important aspect of applied field research is its role in the transfer of 
technology. New tools and methods are mainly transferred through validation and trial, 
and through a variety of training activities (workshops, courses). Technology is, for 
instance, being transferred in relation to the determination of drug sensitivity in 
P. falciparum (in vitro and in vivo), the detection of sporozoites in mosquitos by 
immunological techniques, and the determination of vector species by cytogenetic and 
biochemical methods. 

3.2 Schistosomiasis 

Considerable emphasis is placed on field research relating to schistosomiasis 
control. As a direct consequence of a successfully completed chemotherapy control 
programme, schistosomiasis is now included in a continuing training programme in 
Côte d'Ivoire. Another project carried out in Burundi has generated data supporting 
selective population treatment before targeted chemotherapy. Two projects on urban 
schistosomiasis, an important new development for epidemiological study of this 
infection, have recently been initiated in Brazil and Nigeria, while in China, two 
projects on control of schistosomiasis in endemic areas are at the beginning stage. 
Other projects on human behavioural attitudes towards schistosomiasis are under way. 

Studies on the use of ultrasonography, a rapidly evolving new technique for 
assessment of morbidity due to schistosomiasis, have been initiated. 

Identification, cloning and expression of several schistosome antigens have resulted 
in consistent levels of protection in experimental animals. In a parallel approach, the 
first tool for antibody detection, based on cloning of specific schistosome antigens, has 
been produced using Báculo virus as the expression vector, and preliminary field trials 
of this novel assay are proceeding in Sudan. A study on standardization of 
immunodiagnosis of the infection, involving seven institutions in China, is nearing 
completion. 

The blocking of pathological processes related to deposition of eggs in host 
tissues, through interference with schistosome egg production, has been attempted from 
two directions. The gene governing the production of a major precursor of an eggshell 
protein has been cloned, while, in another approach, a key enzyme of the metabolism of 
the isoprenoid egg developmental hormones has been identified and its kinetics clarified. 

Studies on Schistosoma mansoni have confirmed that calcium-channel blockers affect 
both the tegument and the muscles of the parasite and that praziquantel can act as a 
spacer between lipid molecules, which could explain the observed increased permeability 
to divalent cations. Furthermore, laboratory studies with hycanthone indicate that drug 
resistance in S. mansoni is due to induction of a genetic change rather than to selection 
of already tolerant parasites. 

3.3 Filariasis 

Ivermectin is a new, safe and highly effective microfilaricidal agent which has now 
been approved for human use in onchocerciasis； a single dose reduces the microfilarial 
load of Onchocerca volvulus in the skin by about 90%. TDR, in close cooperation with the 
Onchocerciasis Control Programme in West Africa, has supported large-scale community 
trials of ivermectin. In particular, it has supported trials in Cameroon, Guatemala, 
Liberia, Malawi and Nigeria to monitor the drug's adverse effects, safety and effect on 
disease transmission, and to assess its impact on manifestations in the eye and skin. 
Over 70 000 people have been treated in these trials. The basis for the mass use of the 



drug is good tolerability and efficacy in treated subjects and the absence of severe 
adverse reaction. The discoverer and manufacturer of ivermectin, Merck & Co., Inc., is 
providing the drug free of charge for use in public health programmes. 

Dosage schedules of diethylcarbamazine (DEC) are being tested in Fiji and India to 
improve its use in lymphatic filariasis. Studies include the determination of the 
chemoprophylac tic value of repeated and low-dose DEC regimens and their impact on disease 
transmission. A very large and important study in India showed that DEC had a 
prophylactic effect against Wuchereria bañerofti throughout 18 months of administration 
and for an additional 12 months after cessation of the prophylactic treatment. TDR has 
also initiated an investigation of the effect of ivermectin against lymphatic filariasis 
in clinical trials in seven countries. 

Basic research to develop better antigens and improved diagnostic tests has been 
undertaken or continued using hybridoma and recombinant DNA technology, with emphasis on 
detecting prepatent and active infection by the demonstration of circulating antigens in 
body fluids and the use of simple tests that could be carried out in the field. This 
research includes specific antibody probe development by means of modern monoclonal 
techniques, antigen purification and in vitro production, as well as epitope 
identification and molecular biological production of the most promising antigenic leads 
with diagnostic potential. 

Success has been achieved in the establishment of animal models of the principal 
clinical and pathological alterations of human lymphatic filariasis. Features of human 
lymphatic disease can be reproduced in animals such as thymus-less (nude) mice, selected 
dog strains, ferrets and leaf monkeys. These studies support the hypothesis that active 
immunological mediated mechanisms are necessary for clinical manifestations in lymphatic 
filariasis. 

3.4 African trypanosomiasis 

The Programme has placed considerable emphasis on the development of diagnostic 
tests for African trypanosomiasis suitable for field use. The Card Agglutination Test 
for Trypanosomiasis, which detects antibodies, underwent field evaluation with other 
tests under the auspices of TDR and in collaboration with national institutions. It was 
found to be the most suited for field use and is currently in active use for disease 
control by national health authorities in many countries. TDR is now collaborating in 
the field evaluation of the Antigen Detection Enzyme Immunoassay, a new diagnostic test 
for the detection of active infection. 

Another diagnostic tool, the Miniature Anion-Exchange Centrifugation Technique, 
which is the most sensitive parasitological test, is being produced commercially. 
However, the cost is relatively high and local production in an endemic country is being 
investigated. 

Eflornithine (DFMO) has been established through clinical trials as an effective 
treatment for Trypanosoma brucei gambiense sleeping sickness. The drug is awaiting 
registration. A combination of eflornithine and suramin is being clinically tested 
against T.b. rhodesiense. as eflornithine alone was found to be ineffective. 

The pyramidal trap for the control of tsetse flies (Laneien-Gouteux), developed and 
evaluated in the Congo with TDR support, is currently being used in sleeping sickness 
control in Uganda. A project supported by several bilateral donors and WHO has deployed 
8000 traps with the active participation of rural communities to control tsetse flies in 
the epidemic area of Busoga. The resulting reduction in the fly population density, in 
combination with medical surveillance, led to a 90% decrease in the the incidence of 
sleeping sickness within five months in villages where trapping was in progress. It has 
been shown that cattle are a major reservoir of sleeping sickness in the Busoga area - a 
finding that should help national health authorities to define an effective control 
strategy. 



3•5 Chagas disease 

Two novel approaches to control Chagas disease vectors have been developed with the 
close collaboration of the ministries of health in Argentina and Brazil. 

A canister that releases insecticidal fumes active against triatomines has been 
developed in Argentina. After small-scale field-testing in a highly endemic zone in 
northern Argentina in 1986-1987, the use of the fumigant canister for the surveillance 
phase of the national Chagas disease control programme, within a context of primary 
health care and community participation, was extended to twelve other provinces in 1988. 
The canister is produced by a local manufacturer and costs less than US$ 1.00. It is 
very well accepted by the population since it also has insecticidal activity against 
fleas, bedbugs and other domestic pests. 

Insecticidal paints or slow-release formulations developed by the University of 
Rio de Janeiro have been tested against the triatomine vectors in 4800 houses in a rural 
area of Brazil, in collaboration with the Brazilian control programme. After 24 months, 
the insecticidal paints still had a high efficacy as they kept more than 80% of the 
treated dwellings free of triatomines, which compares very favourably with the 
corresponding rate of 60% for traditional BHC insecticide. The paints are manufactured 
by a local company and the cost per treated house in the 24-month period was US$ 29.00 
for the paints and US$ 73.40 for the traditional insecticide. 

Advances in basic research have also been important during the period under review: 
the polymerase chain reaction (PCR) technique, which specifically amplifies the 
Trypanosoma cruzi k-DNA, has been applied in the parasitological diagnosis of Chagas 
disease. This is particularly useful in the chronic phase to replace xenodiagnosis, a 
cumbersome and expensive procedure. The Programme has supported development of an 
improved test for T. cruzi in transfusion blood, and it is in use in Brazil. 

3.6 Leishmaniases 

A simple diagnostic tool, the Direct Agglutination Test (DAT), has been developed 
and is being used in several countries for diagnosis of visceral leishmaniasis. 
Leishraanin, an antigen used in skin tests as an aid for diagnosis and in epidemiological 
surveys, is now being produced in an endemic country, and following the completion of 
ongoing tests it will become available at very low cost. The highly sensitive PCR has 
been applied to detection of Leishmania in experimental animals and human biopsies in 
Peru. 

Allopurinol, the common drug used against gout, combined with antimonials, is 
undergoing clinical trial in a multi-centre collaborative study, with encouraging 
preliminary results. The parasites grown in cell-free media resembling amastigotes (the 
form found in humans) has been shown to be biochemically and genetically similar to true 
amastigotes. This should facilitate testing new drugs and studying their mode of action. 
In a limited clinical trial in Brazil, human recombinant interferon gamma together with 
antimonials has been shown to cure severe or refractory cases. 

Earlier TDR-supported research resulted in improved regimens of antimonial drugs, 
commonly used for treatment of leishmaniasis. Manufacturers and health authorities are 
being urged to adopt the new regimens recommended by the WHO Expert Committee on 
Leishmaniases.^ 

Development of a vaccine against cutaneous leishmaniasis is progressing well. In 
the New World, a first-generation vaccine - produced in Brazil under government licence, 
outside the framework of the Programme - will be tested by TDR. In the Old World, a 
similar vaccine has been produced in the Islamic Republic of Iran and is to be tested in 
a phase-one trial soon. Molecules with vaccination potential have been identified and 

1 WHO Technical Report Series, No. 701, 1984 (The leishmaniases: report of a WHO 
Expert Committee). 



are being produced and purified conventionally or by genetic engineering; they will be 
tested, in experimental animals including non-human primates. The experimental animal 
models have been developed in Kenya, Panama arid the USA and are being established in 
Guatemala and Brazil. 

3.7 Leprosy 

The Programme has provided extensive support for the testing of multidrug therapy 
(MDT) for the treatment of leprosy. Large-scale field studies of the WHO-recommended 
regimens have shown that they are highly effective. The regimens have a high 
acceptability rate and a very low level of toxic side-effects. When over 
2000 multibacillary patients were followed up for five years subsequent to completion of 
treatment, not a single relapse was documented. Similarly, follow-up of several hundred 
paucibacillary patients after release from treatment has shown the relapse rate to be 
quite low, under 1% per year. In another field study, the epidemiological impact of 
treating all the patients in a given community with MDT is being evaluated in terms of 
the incidence of new disease. Preliminary results suggest that MDT may be capable of 
reducing the incidence of leprosy. Field studies evaluating MDT of shorter duration (two 
years) for multibacillary patients are also in progress. 

In recent years, three classes of new drugs with high bactericidal activity, 
including fluorinated quinolones (ofloxacin and pefloxacin), tetracyclines (minocycline) 
and macrolides (clarithromycin), have emerged as promising anti-leprosy drugs. These 
drugs are currently under clinical trial. Initial results obtained with ofloxacin have 
shown it to be highly effective； its bactericidal activity is less than that of 
rifampicin, the most active drug against Mycobacterium leprae. but far superior to other 
currently used anti-leprosy drugs, such as dapsone, clofazimine or thioamides. 
Pefloxacin appears to be equally active, but at higher doses. Field trials are planned 
to test MDT regimens which include ofloxacin. 

In spite of the demonstrated effectiveness of MDT, its application in some countries 
has not reached the desired level. Many of the problems encountered appear to be 
operational in nature, and in addition there are those of resource constraints and 
inadequate political commitment. In collaboration with the WHO Leprosy Control unit, TDR 
plans to address such operational problems as part of a special emphasis being given to 
field research in leprosy over the next few years. 

Ongoing vaccine trials based on armadillo-derived, heat-killed M. leprae mixed with 
BCG have made steady progress. A trial initiated in Venezuela in 1984 involves almost 
30 000 contacts of leprosy patients, most of whom have had four years of follow-up 
subsequent to completion of the intake phase. The intake phase of a second vaccine trial 
involving over 125 000 residents of the Karonga district in northern Malawi was recently 
completed. Owing to low incidence rates for the disease, the follow-up phases for these 
trials is expected to last 7-10 years before definite conclusions can be drawn. A third 
large-scale trial in south India involving the concurrent comparison of several candidate 
vaccines, including armadillo-derived M. leprae plus BCG and two other cultivable 
mycobacteria-based vaccines developed in India, is to begin in 1990. This trial, carried 
out under the sponsorship of the Indian Council of Medical Research, with assistance from 
TDR, will cover a population of about 300 000. 

Considerable progress has been made towards the development of second-generation 
genetically engineered vaccines. The establishment of an M. leprae recombinant DNA 
expression library has led to the characterization of genes and proteins required for the 
development of subunit vaccines based on specific epitopes. In addition, the innovative 
development of molecular genetic tools for mycobacteria has resulted in the introduction 
of genes coding for M. leprae-specific antigens into BCG, with the aim of using BCG as a 
vaccine vehicle. 

The recent development of diagnostic technology based on DNA probes, such as the 
PCR, will certainly contribute to the development of a new generation of specific, 
sensitive diagnostic assays for infectious organisms, including M. leprae. It is now 



possible to foresee an immediate application of PCR-based assays in aspects of leprosy 
research and eventually control activities, including diagnosis of early disease, 
determination of endpoints of treatment, diagnosis of early relapse, and identification 
of drug resistance. 

3•8 Biological control of vectors 

The aim of the Biological Control of Vectors component of TDR is to develop new 
cost-effective and ecologically acceptable tools for control of tropical disease 
vectors. Research concentrates on identifying and testing natural biological regulators 
of vector populations, and on stimulating the development and production of those agents 
that are shown by efficacy and safety tests to be promising for inclusion in integrated 
vector control programmes. 

Of the more than 40 different agents that have been investigated to date, two have 
reached the stage of operational use. The greatest progress has been made with Bacillus 
thuringiensis H-14, which has proved highly effective in the field against the larvae of 
blackflies and is commercially available. В. thuringiensis H-14 is used extensively by 
the Onchocerciasis Control Programme in West Africa and in some countries for mosquito 
control. B. sphaericus has given very promising results against Culex mosquitos (vectors 
of filariasis) and extensive field trials have been initiated in several countries. The 
Programme actively supports the production and formulation of these bacterial 
insecticides in developing countries. 

Biotechnology and genetic engineering approaches are used for the development of 
more potent larvicidal bacterial agents. Current understanding of the mode of action and 
genetics of bacterial toxins is providing the basis for the development of bacterial 
strains with broader target host spectra, higher potency against selected target vectors 
(such as malaria vectors) and prolonged persistence at application sites. The protein 
components of В. thuringiensis H-14 and В. sphaericus associated with insecticidal 
activity have been determined and the genes of most components have been cloned and 
sequenced. Toxin-producing genes have been cloned and expressed in cyanobacteria and 
other organisms which are present in the feeding zone of target larvae. 

The Programme has also launched a search in tropical countries for potential new 
biological control agents. Several interesting microbial and fungal pathogens and 
parasites, well adapted to tropical climates, have been found and will undergo more 
detailed testing in regional laboratories in developing countries. With TDR support 
these laboratories have improved their expertise in vector biology and pathology. 

3.9 Social and economic research 

The Social and Economic Research component of TDR works towards successful 
adaptation and application of new and existing disease control tools to local 
circumstances, and determination of the impact of social, cultural, demographic and 
economic conditions on tropical disease transmission and control. Studies funded by the 
Programme have illuminated factors which facilitate and inhibit the effectiveness of 
disease control programmes and contributed to the development of practical materials to 
guide communities in better health procurement. These materials include brochures, 
manuals, videos and computer programmes, two examples of which are given below. 

Research findings concerning community participation in the control of Chagas 
disease were applied in a pilot project in Venezuela. A simple manual of safe housing 
construction to prohibit the entry of the triatomine bug, the Chagas disease vector, was 
developed and loans were provided both for new home construction and for housing 
improvement. As the project relied entirely on the use of local materials which were 
both economical and culturally acceptable, and incorporated instructions on house 
construction and improvement, the manual has been widely used in Venezuela and it is 
currently being tested in other Latin American countries. 



In Thailand, a study of the costs of malaria surveillance led to practical 
suggestions for the improvement of malaria operational units and field services. In 
addition, computer programmes were developed to enable the malaria division of the 
Ministry of Public Health to improve financial and administrative control and reporting, 
and better budgeting and performance analysis techniques were introduced in the division. 

The Programme is also supporting research on the economic implications of tropical 
diseases. A major review of work in this area was published in 1988, based on a 
conference held at the University of the Philippines School of Economics with TDR 
support. 

4. RESEARCH CAPABILITY STRENGTHENING 

TDR's second objective - to strengthen the research capabilities of countries where 
tropical diseases are endemic - is based on several premises : 

-The strengthening of research capabilities in endemic countries is a long-term 
process associated with a certain amount of risk. 

-Institutions and scientists in endemic countries should be concerned with diseases 
prevalent in those countries and not depend on scientists from other countries to 
do research on their national health problems. 

-Scientists in endemic countries should be able to apply the latest advances in 
basic medical science and biotechnology to the study of tropical diseases. 

-TDR should enlist the talents of scientists from endemic and non-endemic countries 
in an international endeavour to develop new disease control tools. 

-Scientists in the e. ’emic areas are needed to participate in careful "on the spot" 
testing of the new disease control tools and methods being developed. 

Activities to achieve this objective are undertaken within the context of 
institution strengthening and training of research workers. In 1988 a new component of 
Epidemiology and Field Research Support was created within TDR's research capability 
strengthening activities. 

4.1 Institution strengthening 

A total of 164 institution strengthening grants have been awarded by the Programme. 
The in-depth review of TDR's activities in research capability strengthening, carried out 
by STAC in 1987, and the continued evaluation by RSG of institutions completing their 
work undertaken with research strengthening grants, have identified the following factors 
associated with a successful outcome : 

-national and institutional commitment to tropical disease research, and the 
integration of the institution's programme into national health priorities； 

-leadership capability and the innovative imagination of the project leader； 

-reasonable career structures and salaries for research workers and adequate 
provision for running costs. 

Linkages with a strong research group in a developed country have greatly 
facilitated and accelerated the scientific maturing and transfer of skills to 
institutions in endemic countries. With this in view, TDR developed a joint funding 
venture with the Rockefeller Foundation of New York in 1988 and under this venture twelve 
partner grants were funded after a rigorous selection process involving over 
200 applications. 



The evaluations referred to above also indicated that the usual duration of 
institution strengthening grants is insufficient for the optimum development of 
institutional skills and facilities for research training and for the establishment of 
meaningful linkages with national control programmes and with other research groups. To 
help overcome these problems, new programme-based grants have been established and an 
initial fourteen were funded in 1989, including five for developing TDR-related 
biotechnological products. 

Research studies undertaken by institutions receiving research strengthening grants 
cover a wide range of topics and include the development of new laboratory techniques for 
better characterization of parasites and their vectors and for the performance of drug 
trials and epidemiologically oriented field research projects. 

4•2 Research training 

TDR has supported the training of researchers in endemic countries through the 
provision of 715 research training grants and 63 visiting scientist grants, and through 
the support of short-term group learning activities for technology transfer and of 15 
M.Sc. courses (seven in medical entomology, five in epidemiology, and one each in health 
economics, parasitology and biomedical engineering). 

Nearly half the scientists who received research training grants from TDR have 
completed their studies and returned to their home institutions. A study is currently 
under way to assess the impact of these grants on strengthening of national and 
institutional research capabilities. Preliminary findings indicate that most trainees 
have been successful in achieving the objectives set for their training abroad and, with 
few exceptions, the returned trainees are working in their field of study. They have 
also been instrumental in fostering collaboration with other scientists in their 
respective countries and abroad. Overall, the return rate of the trainees has been very 
high - over 95%. 

In order to encourage more scientists to undertake research on tropical diseases, 
and research training, visiting scientist and re-entry grants may now be awarded not only 
to staff members of institutions receiving research strengthening grants, but also to 
scientists from other institutions conducting research on any of the target diseases. 
Furthermore, with a view to providing training opportunities at the "cutting edge of 
science", every opportunity is being taken to use projects funded by other TDR components 
to train scientists from endemic countries. 

An in-depth evaluation of postgraduate courses supported by TDR in medical 
entomology and epidemiology was carried out during 1987-1988. The quality of training 
provided, the number of students graduating and the quantum of research being carried out 
by the staff varied considerably. The medical entomology course at the Vector Control 
Research Unit in Pondicherry, India, and the tropical diseases epidemiology course at the 
Faculty of Medicine, University del Valle, Cali, Colombia, were considered outstanding. 
It was found that a successful course was associated with a high degree of national 
commitment and an active research programme undertaken by the course staff. Sponsoring 
institutions of courses faring well had received additional support from TDR through 
long-term grants. It was therefore decided to strengthen the research capabilities of 
institutions desirous of organizing postgraduate courses related to TDR target diseases, 
rather than supporting the courses as such. 

It is anticipated that the programme-based grants and those funded under the joint 
TDR-Rockefeller Foundation venture will also, during the coming years, be able to provide 
first-rate opportunities for training "on the job". 

A new career development grant has been established. Its purpose is to provide 
support for the research activities of outstanding investigators who might, despite 
strong determination and motivation and excellent qualifications, be prevented from 
continuing their work by the difficult conditions prevailing in the research sector in 
many developing countries, including the lack of appropriate positions for full-time 
scientists. 



4•3 Epidemiology and field research support 

The final steps in the process of development and transfer of new products of 
research for improved tropical disease control involve the conduct of epidemiological 
studies and field trials in endemic communities. It is anticipated that over the next 
five years more than a hundred clinical and field trials of the recently developed 
diagnostic, therapeutic and preventive tools will have to be initiated. Such trials 
provide the critical link between biomedical research and the use of the product in 
disease control, and they are the principal means of transferring both the new products 
themselves and the skills required by disease control personnel to use these tools. 

The ivermectin field trials provide a good illustration of the key role of field 
research in the transfer of new technology for use in disease control, but they also 
demonstrate that the capacity for the conduct of trials is severely limited in many 
endemic countries. The lack of epidemiological researchers to plan the often complex 
trials of the new tools and the absence of field teams with requisite support structures 
to carry them out remain major bottlenecks in the transfer process. Most field research 
studies require multidisciplinary input and may require the participation of 
parasitologists, entomologists, clinicians, behavioural scientists and economists, as 
well as laboratory support. For each project, field teams must be recruited and trained, 
infrastructure developed, and epidemiological baseline data obtained. For the successful 
introduction of new or improved control tools, ministry of health staff must be involved 
from the beginning, in the planning and as fully as possible in the conduct of the 
studies. 

The new TDR FIELDLINCS (Field Links for Intervention and Control Studies) programme 
is designed to provide major support for field research investigators by the promotion of 
field research networks as mechanisms for (i) strengthening skills in project design, 
methodology and techniques, including those of standardization, quality control, analysis 
and interpretation, and (ii) developing project-to-project linkages to allow information 
exchange, comparison of results and a reduction of the isolation that is too often a 
feature of field research. FIELDLINCS will provide opportunities for hands-on field 
research training and facilitate establishment of the necessary linkages between ministry 
of health disease control programmes and academic researchers. 

The need for career structures for field researchers and adequate recognition for 
field research continues to be of fundamental importance. In the absence of role models 
in ongoing field research, it is difficult to attract young investigators to the field. 
Thus special attention must be given to incentives, awards and recognition for those who 
are undertaking field research. TDR's new career development grant may prove 
particularly useful for this purpose. 

5. FINANCE 

TDR is financed primarily by extrabudgetary contributions from governments, 
international institutions, foundations and nongovernmental organizations. Contributions 
to TDR amounted to US$ 57.7 million in the 1988-1989 biennium. Member States, mainly 
those of the industrialized world, account for the major part of the contributions, and 
the со-sponsoring agencies provide about one quarter of the resources. A number of 
Member States where tropical diseases are endemic also make financial contributions to 
the Programme, in addition to participating in TDR's scientific and technical 
activities. WHO contributes to TDR through provisions in the budget allocations for 
global and interregional programmes and for the WHO regions where tropical diseases are 
endemic. The total WHO budget provision for the Programme is US$ 3 067 900 in the 
1990-1991 biennium. 

The budget for the Programme is approved by JCB after consideration by STAC and the 
Standing Committee. Programme expenditures have increased considerably in recent years, 
in response to growing financial requirements to sustain Programme activities, to 



improved capacity to administer a larger Programme and to increased contributions. 
Expenditures (obligations) were approximately US$ 48 million in 1986-1987 and US$ 62 
million in 1988-1989. The programme budget approved by JCB in June 1989 for the 
1990-1991 biennium totals US$ 72.9 million. This will require an increase in 
contributions of some US$ 8 million over contributions received in 1988-1989. 

6. FUTURE DIRECTIONS AND PRIORITIES 

Fifteen years after the World Health Assembly first called on the Director-General 
of WHO to intensify research on major tropical diseases, some 65 "products" resulting 
from research supported by the Programme are being used in disease control or are 
undergoing clinical and field trials (see Table). However, much work remains to be done 
to develop an adequate array of new tools for preventing, diagnosing and treating 
tropical diseases. TDR-supported research has vastly increased knowledge of the 
parasites which cause tropical diseases, the disease vectors, and the epidemiology and 
socioeconomic environment of the diseases. From this improved knowledge are emerging 
many potential disease control tools and techniques. The emphasis now and in the coming 
years will be on "product development" - the process of transforming scientific 
discoveries into usable disease control tools - and this will be the Programme's major 
priority. 

Product development requires the Programme to closely monitor promising lines of 
research and to actively promote the development and testing of emerging products. 
Closer collaboration with industry and the deployment of persons experienced in 
commercial product development will facilitate this process. New and flexible mechanisms 
will take advantage of promising opportunities as they arise. This approach should 
facilitate and accelerate the development and delivery of new disease control tools. 

As more and more products are emerging from research supported by TDR, there is a 
vastly increased need for facilities to test the new products in actual field 
conditions. As recommended by the External Review Committee, field research is therefore 
a major Programme thrust, underscored by the establishment of a new component of 
Epidemiology and Field Research Support (see section 4.3). 

To complement these priorities, emphasis on research capability strengthening will 
be two-fold: enhancing capabilities in endemic countries for the field-testing and 
production of new disease control tools； and strengthening capabilities in those endemic 
countries where Programme activities have been minimal to date. A major effort will be 
made to develop appropriate linkages between tropical disease researchers and other 
relevant groups； between researchers and disease control authorities； between 
laboratory scientists and field researchers； and between scientists and institutions in 
developing countries and those in developed countries working in the same or related 
fields. 

These major thrusts and priorities should accelerate the development of new drugs, 
vaccines, diagnostic tools and vector control methods for major tropical diseases, and 
facilitate the realization of TDR's objectives and the high expectations placed in the 
Programme. 



126 FORTY-THIRD WORLD HEALTH ASSEMBLY 
TABLE.""“PRODUCTS OF RESEARCH IN WHICH THE SPECIAL PROGRAMME HAS PARTICIPATED1" 

Product l n clinical In field In disease 
trial trial control use 

Malar ia 
Drugs 

Mefloquine hydrochloride x x x 

Mefloquine/sulfadoxine/pyr imethamine combination 

Halofantrine 

Dapsone/chlorproguani l combination (x) (x)_ 

Diagnostic/surveillance tools 

Microtest kit for Plasmodium falciparum sensit ivity to antimalarial drugs x 一 

Portable, low-cost, banery-operated field incubator for use 

w i th microtesi kit ： x -

Field tests for measuring antimalarial drugs in biological fluids x -

DNA probes for detection of P. falciparum and P. vivax in blood 

Polymerase chain reaction for detecting P. falciparum in blood (x)-

studies on drug resistance -

Synthetic peptides and antigens for antibody detection in epidemiological 

studies x 

Vector control tools 

Diagnostic monoclonal antibody-based (Zavala) test for species-specific 

detection of sporozoites in mosquitos 

Cyiogenei ic methods for mosquito identification 

Isoenzyme analysis 

Cuticular hydrocarbon analysis -

Selective insecticide spraying -

Electrostaiic sprayer 

Impregnated bed nets — 

Sch is tosomias ts 

Diagnostic/surveillance tools 

Diagnostic urine fi ltration technique x _ 

31-32K diagnostic antigen ® ® 

Vector control tools 

Selective use of plant molluscicides x — 

Fi lar ias is 

Drugs 

Ivermectin for onchocerciasis x 

Ivermectin for lymphatic filariasis . x 

CGP 6140 for onchocerciasis x 

CGP 20376 for lymphatic filariasis x 

Diagnostic/surveillance tools 

A monoclonal ant ibody probe for Brugia ma I ay¡ infective larvae — — - x 

DNA probes for B. malayi infective larvae — x 

Preventive tools 

Guinea-worm wate r filter — x (x)-

A f r i can t r ypanosom iases 

Drugs 

Eflornithine (DL-a-difluoromethylornithine ； DFMO) x 

Diagnostic/surveillance tools 

Card agglutination test for trypanosomiasis (CATT) 

Miniature anion-exchange centrifugación Technique (MAECT) kit . 



TABLE. PRODUCTS OF RESEARCH IN WHICH THE SPECIAL PROGRAMME 
HAS PARTICIPATED1 (continued) 

Product  , n  c l i n' c a l  , n In disease 
trial trial control use 

Vector control tools 
Monoconical insecticide-impregnated (Vavoua) tsetse fly trap 

Pyramidal tsetse fly trap 

Insecticide-impregnated screens 

Chagas disease 

Diagnostic/surveillance tools 
Two serological tests (GP-25 and MAB-5) 

Monoclonal antibody-based antigen test 一 

Agglutination blood-screening test for Trypanosoma cruzi antibodies in 
transfusion blood 

DNA probes for T. cruzi detection x 

Synthetic/recombinant 丁. cruzi peptides for diagnosis (x) 

Vector control tools 
Insecticida! paints x (x) 

Insecticide fumigant canister x 

Triatomine detection box x 

The le ishmaniases 

Drugs 
Itraconazole and ketoconazole ® ： 

Allopurinol riboside x 

Allopurinol + antimony compounds x 一 

y-interferon + antinomy compounds -®z 

Paromomycin ointment x -

New regimens of antimony compounds x -

Diagnostic/surveillance tools 
Dot-ELISA (enzyme-lmked immunosorbent assay) test x -

Direct agglutination test ; — — x -

Standardized counting technique for quantifying parasite 
load in spleen biopsies 

Leprosy 

Drugs 
Multidrug therapy regimens 

Long-acting sulfone drug formulation • 

Pefloxacin 

Ofloxacin 

Minocycline (J)-

Diagnostic/surveillance tools 
Mycobacterium leprae-speciUc monoclonal antibodies 

• • Vaccines 
、、Heat-killed M. leprae vaccine 

Biological control of vectors 
Bacillus thuringiensis H-14 

B. spha ericus 

Larvivorous fish (several species) x x 

Social and economic research . r 

Adult education materials w i th information on tropical diseases ； ® 

Community-based health education materials on tropical diseases x 

Computer program for monitoring cost-performance 
of a malaria control programme @ 

Manual for low-cost housing construction to prevent triatomine infestation (x) 

® = Product added or position changed since Eighth Programme Report. 

1 Reproduced from Tropical diseases : progress in international research. 
1987-1988. Ninth programme report. World Health Organization, Geneva, 1989 (Table 1.1) 
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INTRODUCTION 
о 

1. In his report to the Forty-first World Health Assembly the Director-General 
provided information inter alia on activities of the Action Programme on Essential 
Drugs. The need to determine whether, ten years after its initiation, the approaches and 
strategies employed remained valid, and whether improvements might be introduced into the 
methods of implementation, was acknowledged. An internal review of the Programme within 

1 See resolution WHA43.20. 
о 



the new Division of Drug Management and Policies has been taking place since August 
1988. Concurrently, at the request and at the expense of some of the donors, an external 
evaluation has been undertaken by the London School of Hygiene and Tropical Medicine in 
the United Kingdom and the Royal Tropical Institute in the Netherlands. The evidence 
shows that the Programme's strategies have had a positive impact on the understanding, 
acceptance and implementation of the concept of essential drugs introduced by WHO, but 
that methods of implementation need to be improved. 

DEVELOPMENT OF THE PROGRAMME 

2. The need for the Action Programme was recognized by the World Health Assembly in the 
mid-1970s because essential drugs, vital to the prevention and treatment of diseases 
affecting millions of people in many regions of the world, were not available in 
sufficient quantities, were too expensive or were not effectively distributed and 
utilized. 

3. As a result, the Twenty-eighth World Health Assembly adopted resolution WHA28.66 
(1975) in which, "convinced of the necessity of developing drug policies linking drug 
research, production and distribution with the real health needs", it requested the 
Director-General inter alia 11 to develop means by which the Organization can be of greater 
direct assistance to Member States in advising on the selection and procurement, at 
reasonable cost, of essential drugs of established quality corresponding to their 
national health needs". 

4. The essential drugs concept, articulated in the introduction to the first Model List 
of Essential Drugs, published in 1977, defined the role of drugs in health care and 
identified the complementary policy, legislative, logistic and educational action 
necessary to ensure the regular supply and rational use of essential drugs. The WHO 
Expert Committee on the Selection of Essential Drugs established the initial list and 
proposed guidelines for its use "as a contribution to solving the problems of those 
Member States whose health needs far exceed their resources and which may find it 
difficult to initiate such an endeavour on their own". The guidelines also recognized 
that "the extent to which countries implement schemes or establish lists of essential 
drugs is a national policy decision of each country" and that "as far as the health 
services in developing countries are concerned, the organized procurement and use of 
essential drugs have many advantages in terms of economy and effectiveness", while noting 
that "the concept of ‘essential drug lists' must accommodate a variety of local 
situations if the lists are ever to meet the real health needs of the majority of the 
population". The Expert Committee emphasized that "a list of essential drugs does not 
imply that no other drugs are useful, but simply that in a given situation these drugs 
are the most needed for the health care of the majority of the population and, therefore, 
should be available at all times in adequate amounts in the proper dosage forms". 

5. The Thirty-first World Health Assembly, having considered the first report of the 
WHO Expert Committee on the Selection of Essential Drugs, adopted resolution WHA31.32 
(1978) which defines how Member States and the Secretariat could collaborate in the 
implementation of a proposed Action Programme on Essential Drugs. The Health Assembly 
urged Member States inter alia to "establish national drug lists or formularies by 
international nonproprietary (generic) names, including essential drugs selected on the 
basis of the health needs of countries and taking into account the criteria of the WHO 

1 "An evaluation of WHO's Action Programme on Essential Drugs", obtainable 
from: Evaluation Office, DANIDA, Asiatisk Plads 2, 1448 Copenhagen K, Denmark. 

2 WHO Technical Report Series, No. 615, 1977, pp. 20-23. 
3 WHO Technical Report Series, No. 615, 1977, p. 8. 



Expert Committee on the Selection of Essential Drugs" and requested the Director-General 
inter alia: 

"(1) to continue to identify the drugs and vaccines which, in the light of 
scientific knowledge, are indispensable for primary health care and control of 
diseases prevalent in the population, and to update periodically this aspect of the 
report of the WHO Expert Committee on the Selection of Essential Drugs； 

(2) to cooperate with Member States in formulating drug policies and management 
programmes that are relevant to the health needs of populations and are aimed at 
ensuring access of the whole population to essential drugs at a cost the country can 
afford". 

6. These needs were stressed during the International Conference on Primary Health Care 
at Alma-Ata (USSR) in 1978, which recognized access to essential drugs as a key component 
of primary health care and, indeed, an indicator of its implementation. The following 
year, the Thirty-second World Health Assembly adopted resolution WHA32.41 in which it 
specifically requested the Director-General "to establish a special programme on 
essential drugs, including its administrative structure, and to make provision for the 
initial financing from the Director-General‘s and/or Regional Directors' Development 
Programmes, if necessary". The operational structure for the implementation of the 
Programme was established in 1981. 

7. The Thirty-fifth World Health Assembly in resolution WHA35.27 (1982) urged "all 
regional committees to ensure that the programme is vigorously pursued in their region 
and that to this end regional plans of action are prepared and adequate resources are 
allocated to the programme in the regional programme budgets". It further requested the 
Director-General inter alia "to intensify WHO ' S technical cooperation with Member States 
that so desire in carrying out national programmes for ensuring essential drugs to all in 
need and, on the request of countries, in providing the support required from other 
organizational levels of WHO for the development of national supply systems for essential 
drugs, including production and control". 

8. The Thirty-seventh World Health Assembly adopted resolution WHA37.32 (1984) 
requesting the Director-General inter alia to 11 intensify WHO's technical cooperation with 
Member States that so desire in implementing national drug policies in conformity with 
the programme" and "to continue to ensure that adequate resources are provided to 
implement the programme and to attract extrabudgetary funds to the programmes of 
developing countries". 

9. In 1986 the Thirty-ninth World Health Assembly, having considered the report of the 
Director-General on the Conference of Experts on the Rational Use of Drugs held in 
Nairobi in November 1985, adopted resolution WHA39.27 and thereby endorsed WHO's revised 
drug strategy, which set out the complementary responsibilities of the Action 
Programme and the other drug-related programmes (see Appendix 1). 

10. In 1988 the Forty-first World Health Assembly adopted resolution WHA41.16 requesting 
the Director-General inter alia to implement the outstanding components of the revised 
drug strategy, resolution WHA41.17 on ethical criteria for medicinal drug promotion and 
resolution WHA41.18 on the revised WHO Certification Scheme on the Quality of 
Pharmaceutical Products Moving in International Commerce. In the same year the Action 
Programme was transferred from the Director-General's Office to the new Division of Drug 
Management and Policies, which was set up to facilitate the implementation of the revised 
drug strategy. As the Action Programme was well established and had demonstrated its 
success in promoting the essential drugs concept it no longer needed to be directly 
responsible to the Director-General's Office. 

1 Document WHA39/1986/REC/1, pp. 93-101. 



11. In May 1989 the (then Ad Hoc) Committee on Drug Policies of the Executive Board 
considered a report of the Director-General on Drug Management and Policies outlining 
the programme of the new Division. It expressed satisfaction with the decision to group 
all the activities primarily concerned with pharmaceutical and biological products within 
a single division. It noted, in particular, that - because the same basic considerations 
of quality, safety and efficacy apply to pharmaceuticals, including psychotropic and 
narcotic drugs, to biologicals and to traditional medicines - the linking of the 
respective programmes within the administrative structure should enhance their 
operational effectiveness. It also agreed that coordination and collaboration was 
particularly important between the Pharmaceuticals Programme and the Action Programme on 
Essential Drugs. The Committee noted that the integration of all drug-related programmes 
would provide a balance between the various elements of WHO's revised drug strategy (see 
Appendix 1) which, in turn, would emphasize the need for capability to be developed at 
all levels in the provision of a comprehensive health care system. Whereas the Committee 
accepted that primordial importance must everywhere be accorded to the development of a 
reliable infrastructure for primary health care, it stressed that national drug policies 
must take into account a complementary and vital need for referral facilities, for 
trained doctors, nurses and pharmacists, for administrative and support services, 
including a competent drug regulatory authority, and for promotion of the optimal use of 
drugs at all levels of the health care system. 

OBJECTIVE OF THE PROGRAMME 

12. The objective of the Action Programme on Essential Drugs is "to collaborate with 
countries in ensuring the regular supply at the lowest possible cost and the rational use 
of a selected number of safe and effective drugs and vaccines of acceptable quality".^ 

SITUATION ANALYSIS 

13. From a global perspective, access to essential drugs remains critical for reasons 
which include lack of resources, poor infrastructure, and shortage of trained technical 
and management national staff. Although progress in formulation of national drug 
policies and their implementation has been impressive, it must be recognized that a vast 
number of people - perhaps as many as 1500 million - still lack regular access to the 
most-needed essential drugs, either because these are not available or because their cost 
is beyond the reach of most of the rural and urban poor. Many countries have also failed 
to mobilize the necessary political will to make changes in their drug policies in favour 
of increased availability and use in primary health care. Mechanisms to rationalize 
approaches to drug procurement and use exist in far too few countries. 

14. The economic crises of the 1970s and 1980s had a dramatic effect in the health 
sector in developing countries. The reduction in health budgets, together with the 
limited availability of convertible currency, led to drug shortages for most countries. 
In general, owing to the disproportionate allocation of resources for urban hospitals, 
the shortages were most acute for primary services in rural areas. The supply of drugs 
to the primary services therefore became a major priority for the countries concerned. 

15. Many drug utilization studies or analyses of national morbidity and drug consumption 
patterns reveal discrepancies between disease incidence and the availability of drugs 
that actually cure illness or provide reasonable, long-term symptomatic relief. Many 
physicians and other prescribers, rather than ensuring a correct diagnosis, often 
prescribe several drugs where one might have been enough； and the many combination 
products on the market further contribute to irrational prescribing practices. In turn, 
the existence of effective drugs for many diseases has raised expectations, and 
medication is frequently demanded for other diseases or conditions for which no effective 
drug treatment exists, or for self-limiting diseases. 

1 Document DAP/EB/89.3 
2 Document EB84/4. 
3 Proposed programme budget for 1990-1991 (document PB/90-91, p. 247). 



16. Efforts are being made in many countries to stem grossly excessive use of drugs. 
Paradoxically, the ever-increasing demand for drugs is frequently associated with poor 
compliance in their use, often because patients are dissatisfied with the drug, do not 
understand how to take it, or are unable to pay for the full dose. In urban areas of 
many developing countries unrestricted over-the-counter sale of prescription drugs 
remains the rule rather than the exception, in sharp contrast to the lack of access to 
even a few life-saving drugs in slums and rural areas. 

17. The decision by a government on whether to rationalize drug supply partially or 
totally is often conditioned by factors outside the control of the ministry of health. 
WHO has demonstrated that rationalization based upon the essential drugs concept can make 
substantial foreign currency savings for the country and contribute to the objective of 
supplying the most necessary drugs to the majority of the population. 

18. Drug programmes have too often been implemented in a vertical fashion, establishing 
parallel supply, training and supervision systems which are inadequately integrated into 
the existing health services. Where multiple drug programmes are being implemented by 
various donors, coordination with and between donors has been difficult, sometimes 
resulting in the fragmentation of services and duplication of efforts. 

19. Experiences in some developing countries demonstrate that WHO can be wholly 
effective only when governments have the political will to develop and implement national 
policies. At the same time governments attempting to rationalize their drug systems face 
enormous political and economic pressure from various interests, national and 
international, and WHO's role as a specialized agency providing moral, political, 
technical and, to some extent, financial support to countries can be crucial. Evidence 
from some countries suggests that since the early 1980s general availability of essential 
drugs at primary care level has been increased through rational drug supply. Where 
availability of essential drugs has increased, there appears to have been a corresponding 
increase in the credibility of health services and the morale of health workers. This 
has facilitated preventive and promotive health activities, but there are many 
indications that problems still exist in the prescribing of drugs at all levels of the 
health system. 

20. Essential drugs lists for the different levels of health services exist in more than 
100 countries, and about 50 countries have formulated or are formulating national drug 
policies taking into account the essential drugs concept； in most of these countries the 
policies aim at ensuring the regular availability of essential drugs in the public 
sector, particularly for primary health care. 

21. The priorities and approaches differ according to each country's socioeconomic 
situation, but the conceptual basis is the same in all. WHO is a unique platform for a 
harmonized and collective search for suitable and feasible solutions to the problem of 
unavailability of the most essential drugs to vast segments of the world's population. 

APPROACHES 

22. Most of the Action Programme‘s resources are directed towards technical and 
managerial support, training and - when needed and if available - financial support to 
Member States which demonstrate the political will to improve the supply and rational use 
of drugs. The Programme, which is pragmatic and flexible, addresses all the complex 
issues involved in the development and implementation of national drug policies. Most 
major bilateral development agencies have also adopted the concept of essential drugs, 
and the support to developing countries has grown substantially over the last few years. 
WHO is often called upon to give technical support to bilateral programmes to ensure that 
the WHO principles and experience concerning essential drugs are taken into consideration 
in planning and programming. 

23. Drug regulatory agencies and ministries of health in, for example, Denmark, the 
Netherlands, Italy, Japan, Norway, Sweden, the United Kingdom and the United States of 
America are providing technical services to developing countries for the improvement of 
drug regulation, quality assurance, good manufacturing practices, and training. 



24. Coordination and collaboration within the United Nations system is now well 
established. UNICEF is an important partner in drug procurement and, in some countries, 
in distribution. The World Bank is becoming an increasingly important partner, often 
using WHO technical inputs. Collaboration has also continued with UNCTAD and UNIDO. 

25. WHO continues to exchange information and to consult with the International 
Organization of Consumers Unions (IOCU). A constructive dialogue with the pharmaceutical 
industry continues. The International Federation of Pharmaceutical Manufacturers 
Associations (IFPMA) has recently confirmed its willingness in a memorandum of intent "to 
cooperate with WHO in a spirit of partnership to improve access to health care for 
populations in need, particularly in the developing world." The memorandum sets out the 
basis on which the Federation wishes to work with WHO. Both IOCU and IFPMA are invited 
to appoint observers to WHO meetings on topics of mutual interest, including some expert 
committee meetings. 

26. The Model List of Essential Drugs is updated every two years, the sixth revision 
being produced by the WHO Expert Committee on the Use of Essential Drugs, which met in 
December 1989. 

27. As suggested at the 1985 Conference of Experts on the Rational Use of Drugs, WHO 
prepared a report on the world drug situation, providing a systematic description of 
the drug situation in both the public and the private sectors. 

28. In the context of WHO's revised drug strategy a group of experts met in 1987 to 
draft national drug policy guidelines, which were reviewed by the Executive Board's (then 
Ad Hoc) Committee on Drug Policies and published in 1988； they are addressed to 
policy-makers and administrators for adaptation in the light of local circumstances. 

29. At the country, regional and global levels, the Action Programme addresses the need 
for a change in resource allocation to ensure the regular supply of essential drugs to 
underserved populations； it is a comprehensive response by WHO to an economic and 
technological imbalance that has hitherto denied large segments of the world's population 
access to the most essential drugs and vaccines. Vigorous advocacy and promotion of the 
essential drugs concept - as a technically sound and realistic approach both to 
rationalizing drug supply systems and to making drugs accessible to the whole 
population - have been, and will continue to be, a very important component of the 
Programme. 

COUNTRY SUPPORT 

30. The approach most commonly used is a j oint situation analysis by nationals and WHO 
staff or consultants followed by a national seminar for all interested parties, where 
priorities are selected and constraints identified. Subsequently a country action plan 
is prepared with the help of WHO, with cost estimates, time schedules and assignment of 
specific responsibilities. This constitutes the project document that is submitted with 
the request for funding. When funding is assured, implementation starts. The government 
usually creates an essential drugs management unit with a programme coordinator and 
support staff. Staff from WHO regional offices and headquarters identify consultants for 
specific technical areas, give technical and administrative support, monitor progress, 
report to donors and initiate evaluation of the Programme. Because trained manpower is 
scarce, in many countries, particularly in smaller ones, the essential drugs programme is 
accommodated within the country's pharmaceutical and regulatory control services. In 
others, the essential drugs management unit is an operational unit which coordinates 
procurement, storage and distribution of the drugs in the public sector and undertakes 
training of health personnel in their management and use. 

1 The world drug situation. Geneva, World Health Organization, 1988. 
о 

Guidelines for developing national drug policies. Geneva, World Health 
Organization, 1988. 



31. In many countries technical support is being provided to streamline procedures for 
procurement, storage and distribution of essential drugs. In a few cases, technical 
support is provided to a Member State under a special tripartite agreement between the 
Member State, a development agency and WHO. Some external aid agencies request that 
management or steering committees be created to bring together all parties concerned in 
the implementation of the essential drugs programme at country level. 

32. In countries where a national programme does not exist, separate programmes may be 
implemented in various parts of the country, often by different donors. Coordination 
between agencies, donors and lending agencies is often difficult, so that services are 
fragmented and there is unnecessary duplication of efforts. 

DRUG SELECTION, PROCUREMENT AND DISTRIBUTION 

33. The availability of essential drugs in many developing countries is hampered by the 
lack of foreign exchange, the absence of a rational system of procurement directed to 
appropriate selection and quantification of needed drugs, and the difficulty in obtaining 
information on suppliers and on prices and the quality of finished goods and raw 
materials. However, a large number of countries have achieved some progress by taking 
advantage of the availability on the international market of generic drugs at low cost. 
Quality assurance is as important a consideration for generic as for branded products. 
Prices of generic products tend to increase because of their wider use in industrialized 
countries. Success in the years to come will depend on the capacity of health systems in 
a period of economic crisis to create efficient, flexible sources of finance ensuring the 
sustainability of essential drugs programmes. 

34. Few countries have centralized procurement systems； international tendering by 
generic name is usually limited to the public sector. External funding has sometimes 
been conditional on the purchase of "drug kits" from European donor agencies and often 
from UNICEF's Supply Divis^ n. The kit system was developed during the early 1980s for 
use in vertical operations as an emergency answer to acute shortage, and should not 
become a long-term strategy. 

35. Countries with a national essential drugs list may apply it to both the private and 
the public sector, in which case the process of procurement can be centralized; but in 
most countries procurement systems for the public and the private sector are distinct. 

36. Too often, purchasers pay far more than necessary for their drugs. Tendering 
mechanisms have their own drawbacks : the purpose is defeated if the best suppliers do 
not bid. Also, tendering procedures may require several months. Many developing 
countries issue regular tenders for their quarterly or annual drug purchases through 
national tender boards, but it is not unusual for higher prices to be paid than those 
prevailing in international competitive markets. Few developing countries have access to 
continuous market surveillance. UNICEF's indicative price list on essential drugs 
provides information to bargain for better prices. Many developing countries are not 
even coordinating procurement by the hospital sector, the military and other departments 
and thus miss the opportunity to ensure lower prices. 

37. Distribution in most countries tends to follow standard patterns for central, 
provincial and - if they exist - district stores and finally for health units. It is 
often affected by factors such as seasonal destruction of roads, inadequate transport, 
fuel shortages and the inaccessibility of large areas for supply. 

38. The Action Programme has entailed different sorts of collaboration between WHO and 
UNICEF, but the focus from the beginning has been on procurement of drugs and vaccines. 
Thus one of the main aims of joint action has been was to establish a group 
bulk-purchasing scheme. 

39. However, pool procurement by groups of countries has not been easy to implement 
because of the complexity of the process, difficulties in establishing the necessary 
international legal and commercial agreements and administrative and financial 
mechanisms. 



40. One possibility considered was to increase the capacity of the UNICEF Supply 
Division in Copenhagen, which was already buying large quantities of essential drugs on 
the world market, had long experience of shipping supplies to developing countries and 
had acquired a new warehouse which allowed the handling of increased volume. 

LOCAL PRODUCTION 

41. Pharmaceutical technology transfer has met with mixed results. Some larger 
developing countries have the capacity to produce some of the raw materials needed to 
produce pharmaceuticals and meet most of their own requirements for essential drugs. 
Some see such production as part of overall industrial development and have established a 
profitable pharmaceutical industry without paying much regard to the actual health needs 
of the population. Multinational drug companies have subsidiaries in many developing 
countries, but this rarely leads to self-reliance or to cost reduction, since the parent 
company often owns the technology and the expertise. Governments in numerous small- and 
medium-sized developing countries with drug formulation plants have to subsidize 
inefficient production or import drugs at lower cost, which further undermines local 
production. A few developing countries have become almost completely dependent on 
external assistance for their drug needs. Experiments in producing drugs on a regional 
or subregional scale have shown it not to be a viable alternative to importation or 
domestic production. 

42. One of the aims of essential drugs schemes to serve the whole population is to 
encourage self-reliance in local production, but this raises many economic, 
infrastructural and technical problems - or even political problems, when it threatens 
the interests of the transnational companies. 

43. Local production capabilities vary widely. Some developing countries produce small 
quantities of expensive and often non-essential drugs. Many of the countries with 
greater production capabilities are hampered by the lack of convertible currency to 
increase production to cost-effective levels. 

44. Technical support is being provided to promote the development of local drug 
production, most notably in Africa. A Production Advisory Group has been established to 
advise and give technical assistance on questions relating to small-scale pharmaceutical 
production, including economic and technical viability. 

QUALITY ASSURANCE 

45. Efficient control of the quality of pharmaceutical products is based upon statutory 
licensing of all drug products as a condition of marketing; regular inspection of 
indigenous manufacturing facilities to ensure that they operate in compliance with 
specified "good manufacturing practices"; testing of products within the distribution 
chain in a national quality control laboratory to exclude substandard and degraded 
products； and enforcement of standards through penal sanctions. Several countries now 
use regional and other quality control laboratories for their drug testing. Countries 
that import most of their pharmaceutical products are largely dependent upon the 
competent authority in the country of origin for assurance of the quality of their 
purchases. The WHO Certification Scheme on the Quality of Pharmaceutical Products Moving 
in International Commerce provides the administrative basis for attestation. 

46. Much still needs to be done to assist small regulatory authorities to undertake the 
complex tasks involved in a way that is efficient, comprehensive and feasible within the 
limitations of their budgetary allocations. The tasks have been made more demanding in 
recent years by the sharp increase in the number of companies in the world engaged in 
pharmaceutical manufacture and the many intermediaries involved in the formulation - or 
simply the supply - of finished products. This situation is reflected by the concern 
registered by the Forty-first World Health Assembly which in 1988, in resolution 
WHA41.16, requested the Director-General inter alia "to initiate programmes for the 
prevention and detection of the export, import and smuggling of falsely labelled, 
spurious, counterfeited or substandard pharmaceutical preparations •••"• 



47. Guiding principles for small national drug regulatory authorities and guidance on 
the use of the WHO Certification Scheme have been issued following direct consultation 
with competent national authorities. A simple computerized system intended to facilitate 
product registration that is based upon an inexpensive commercially-available software 
package is being developed and tested. It is of great concern that drugs shipped to 
developing countries are often exposed to temperatures considerably higher than those 
recommended for storage. The result may be loss of potency and even harmful side-effects 
due to degradation. Therefore "basic tests" for pharmaceutical substances and dosage 
forms have been produced that are not intended as a substitute for precise pharmacopoeial 
standards but as a means of enabling anyone with some understanding of high-school 
chemistry to verify the identity of an active ingredient and confirm the presence or 
absence of gross degradation without the need for sophisticated laboratory facilities. 

TRAINING AND MANPOWER DEVELOPMENT 

48. The development of learning materials for various groups and the training of these 
groups in national or regional seminars and workshops are important components of the 
Programme, which also gives fellowships to facilitate the training of nationals in all 
aspects of drug supply management, including quality assurance. International courses 
have been held in Benin, Indonesia, Malawi, Sudan, Thailand and Yemen, and national 
courses in Burundi, Guinea, Myanmar, Nigeria and Sri Lanka. 

49. Because many national essential drugs programmes are being implemented vertically, 
the training of health workers in the rational use of drugs is often unsystematic. Crash 
training programmes have generally not been followed up by refresher courses and 
supervision. New approaches are being developed to improve the situation, including 
standard drug treatment schedules. 

50. WHO has devoted much attention to the introduction of the essential drugs concept 
into the curricula of schools of medicine and pharmacy in countries having national 
essential drugs programmes. A network was formed in 1986, with support from WHO and the 
Mario Negri Institute in Milan, Italy, to promote training in clinical pharmacology and 
collaboration among developed and developing countries in this area. 

OPERATIONAL RESEARCH AND DEVELOPMENT 

51. Although it was recognized that more information was required to determine effective 
ways of reaching the Programme's overall goals of coverage and rational use, research was 
seen as producing results very slowly and therefore was accorded low priority. A grant 
from SIDA/SAREC in 1984 was an important catalyst for research and led to the inclusion 
of an operational research component. However, operational research has remained a small 
part of the Programme‘s activities and no mechanisms for the selection of research 
projects - or for the management of research funds - have been established. 

52. Should sufficient funds become available, arrangements similar to those adopted in 
other WHO research-based programmes will have to be made； research projects will be 
formulated in consultation with outside experts and institutions (using epidemiological, 
clinical pharmacological, and anthropological methods and health economics). Subjects of 
research would include : 

-the impact of essential drugs programmes in terms of accessibility, availability 
and rational use of drugs； 

-methods for monitoring and evaluating the effectiveness of national essential 
drugs programmes at different levels of the health services, for use by national 
policy-makers； 

-modes of financing health services based on sales of drugs. 



settings； analysis of the effects of the price of drugs on their utilization as well as 
on the use of health services； studies on whether the drugs paid for are in fact 
essential； and sociocultural research. The projects aim to collect information on 
people's perception and use of drugs, to evaluate the impact of educational intervention 
on the use of drugs, and to develop methodology for assessing the main cultural and 
contextual factors influencing drug use. 

54. Financing of drug supplies remains a crucial issue, and there is still great 
reliance on donors in many countries. But the situation where in the past many countries 
were reluctant to impose a charge for drugs appears to be gradually changing under the 
pressure of economic constraints. WHO has been assisting countries to find ways of 
generating additional resources for drug purchase. This assistance has taken the form of 
country visits to help design cost recovery systems (some in coordination with the World 
Bank) and the preparation of reports informing national decision-makers about various 
aspects of the financing of drug supplies. 

55. A conference on cost recovery, held in early 1988, at which representatives of 
countries compared experiences with different types of cost recovery and drug financing 
schemes, concluded that the major problems jeopardizing cost-recovery schemes were, once 
again, lack of convertible currency, inequities for users, and insufficient staff with 
the managerial skills required to make financing mechanisms work effectively. Moreover, 
it was seen as crucial that any implication that such schemes should be made dependent 
upon charges on the sick and disadvantaged - rather than on the community as a whole -
should be avoided. 

56. Drug requirements were estimated through field-tests in six countries and a training 
manual was published in 1988. Two methods were used for the tests, one based on disease 
morbidity and using standard treatment schedules, and the other on past drug consumption. 

57. Collaboration with other WHO research programmes included, for example, initial 
activities with the Global Programme on AIDS at global and country levels to improve 
condom availability and distribution and the procurement and rational use of drugs 
against opportunistic infections in AIDS patients, and with the schistosomiasis control 
programme to improve the availability and effectiveness of essential drugs in disease 
control； and a research project on injection practices with the Expanded Programme on 
Immunization and the Global Programme on AIDS. 

MANAGEMENT AND FINANCING 

58. Two committees with different terms of reference are currently involved in matters 
related to the Action Programme : 

1. The Committee on Drug Policies, which was established (as the Ad Hoc Committee 
on Drug Policies) by the Executive Board in 1978, reports directly to it at any 
session when an item on drug policies is included on the Board's agenda. This 
Committee played a key role in the establishment of the Action Programme in the 
early 1980s and in the elaboration of WHO'S revised drug strategy in the mid-1980s. 

2. The Programme's Management Advisory Committee (MAC), which was established in 
1989 by the Director-General, reports directly to him on matters related to its 
management. In order to ensure coordination, the Director-General has proposed, and 
the Executive Board has agreed, that the Chairman of the Executive Board's Committee 
on Drug Policies should also be a member ex officio of MAC. It is hoped that MAC 
will develop harmonious working relations with a view to improving the efficiency 
and effectiveness of the Programme. Its terms of reference will be reviewed by the 
Director-General in two years' time on the basis of the experience acquired. 

59. The Programme is financed mainly through voluntary contributions. Fifteen donors 
have contributed to the Programme since 1980: the Governments of Canada, Denmark, 
Finland, France, Italy, Japan, the Netherlands, Norway, Sweden, Switzerland and the 
United Kingdom, together with the Office of the United Nations High Commissioner for 
Refugees, UNICEF, UNDP and Interpharma (Switzerland). In addition the Programme 



administers a trust fund from a World Bank loan to Nigeria, 
extrabudge tary funds is allocated to country projects. 

A large proportion of 

FUNDS AVAILABLE AND OBLIGATIONS (US$) 

1986-1987 1988-1989 

Cash balance 1 January 1986 3 252 093 1 January 1988 9 613 628 
Regular budget (HQ) 1 391 295 1 340 771 
Extrabudgetary funds 10 347 356 8 679 733 
Interest 797 070 1 383 373 
Obligations (6 174 186) (8 996 855) 
Cash balance 31 December 1987 9 613 628 31 December 1989 12 020 650* 

Comprising unliquidated obligations $ 
$ 10 918 548. 

102 102 and unobligated balance 

60. WHO collaborates with UNICEF, the World Bank, UNIDO, bilateral aid agencies, 
nongovernmental organizations, professional associations and the pharmaceutical industry, 
which со-finance its country support. The Programme works very closely with official 
development assistance agencies, other organizations of the United Nations system and 
nongovernmental organizations, often in joint activities for country development and 
research work. Donors are regularly informed of developments and progress in the 
Programme. A large proportion of the extrabudge tary funds is committed to specific 
countries where donors and the World Bank - and lately UNDP - have asked WHO to act as 
the executing agency for technical and administrative support. Other funds, which are 
not thus committed, are used - besides country support - for development activities, 
information and research, and financing of staff at headquarters and in regional 
offices. Denmark and the Netherlands support associate professional officers in regional 
offices and national essential drugs programmes. 

61. WHO support to country programmes is now provided through the regional offices. 
Most essential drugs programmes are being implemented with external financial support. 
WHO's involvement in the funding of programmes may take one of the following forms: 

(1) direct support to country programmes； 

(2) responsibility for the management and execution of the country programmes for 
which donors' funds are channelled through WHO; 

(3) financing the preliminary activities while finding donors for specific country 
programmes, i.e. situation analyses and development of project proposals (this "seed 
money" has often had the desired effect). 

CONCLUSIONS 

62. On the basis of present experience and growing interest in the improvement of 
national drug supply systems, it appears that WHO's revised drug strategy is basically 
sound. Of course, future developments in health care systems and socioeconomic 
development may require adjustments. 

63. Over the past decade the international community has joined forces with countries 
throughout the world to aid in the development of essential drugs programmes. WHO, 
through its Action Programme, has been the "cutting edge" of this endeavour, devoting the 
largest proportion of the resources to direct support and providing technical expertise 
for the essential drugs component of health programmes conducted by national development 
aid agencies and other international organizations； in some cases, WHO has provided 
technical guidance in a specific area, in others it has acted as executing agency. 

64. Considerable progress has been made and the essential drugs component is now firmly 
integrated into national, bilateral and international health assistance programmes and 



policies throughout the world. However, international financial and technical support 
will be required for many years to come. WHO plans to continue and strengthen its 
support, focusing on activities for the development of strategies that will promote more 
equitable access to essential medicines. The growth of the Action Programme in size and 
experience has enabled it to meet the increasing requests by developing countries for 
technical support, and to act as a unique information resource. This has been made 
possible over the past decade through generous extrabudgetary contributions, which have 
promoted international confidence in essential drugs programmes as a strategy to improve 
accessibility to pharmaceuticals and their rational use. Donors have been apprised of 
the need for larger contributions and long-term commitments if the Programme is to meet 
the expectations and challenges of the 1990s. 

65. In the initial stages, less priority was given to the institutionalization of the 
Programme and thus to the development of sustainability by a process of decentralization, 
as well as to planning, monitoring and evaluation procedures. Until 1988 country 
projects were implemented mainly by headquarters staff, but this approach has not 
resulted in sustainable country support. Regional offices and country representatives 
are now more involved in the planning, implementation, monitoring and evaluation of 
country projects. 

66. In general, the Programme has been successful in advocacy and communication, and has 
played an important technical support role in many countries. The evidence is that the 
strategies employed have had a major impact on the understanding, acceptance and 
implementation of the essential drugs concept. The challenge in the future is to sustain 
support and interest in the Programme and to improve its methods of work. 

PROPOSALS FOR THE BIENNIUM 1991-1992 

67. An integrated approach will be promoted at all levels of the health care system, and 
the Action Programme will establish formal links with other WHO units and programmes. 

68. More effective mechanisms for coordination between WHO, UNICEF and donors will be 
developed at the country level in order to ensure effective support of national primary 
health care programmes. 

69. The revised drug strategy will be further promoted, focusing on the rational use of 
drugs, in collaboration with other WHO units and programmes. 

70. Promotion and advocacy of the essential drugs concept - as a technically sound and 
realistic approach both to rationalizing drug supply systems and to extending access to 
essential drugs for whole populations - will be further developed. 

71. Operational research, being a fundamental element in achieving the Programme‘s 
objectives, will be extended to new areas if sufficient funds are made available, and 
mechanisms will be established for the selection and management of research projects. 

72. Measures will be taken to strengthen the management and organization of the 
Programme as follows : 

-overall medium- and long-term work plans and targets will be set for all areas of 
activity at country, regional and global levels； 

-the Programme's relations with WHO regional and country offices will be reassessed 
with a view to creating greater sustairiability of support for country programmes, 
while other WHO units and programmes will be consulted and their experience used; 

-indicators will be developed for monitoring progress in implementing the plans, 
and the progress will be reviewed every two years； 

-the Programme will stimulate countries to monitor the effectiveness of the 
implementation of essential drugs programmes at various levels of the health 
services； 



-the world drug situation will be reassessed, using improved methods to monitor 
,progress. 

73. Efforts to convince donors to increase their support to activities carried out by 
the Action Programme will be intensified. WHO will seek medium- to long-term funding 
commitments from donors. 

Appendix 1 

WHO'S REVISED DRUG STRATEGY 

WHO'S revised drug strategy was approved by resolution WHA39.27. The different 
components of the strategy are being implemented partly by the Action Programme on 
Essential Drugs (DAP) and partly by the Pharmaceuticals Programme (PHA). Implementation 
is coordinated by the Office of the Director, Division of Drug Management and Policies 
(DMP). This Division, which was established in 1988 in order to facilitate the 
implementation of the revised drug strategy, includes three other programmes, namely 
those on biologicals (BLG), psychotropic and narcotic drugs (PND) and traditional 
medicine (TRM). The Executive Board at its eighty-fourth session, in 1989, expressed 
satisfaction with the decision to group all the activities concerned with pharmaceutical 
and biological products within a single division and stressed the importance of 
coordination and collaboration between PHA and DAP. 

Activities Main 
responsibility 

Foster fulfilment by each concerned party of its responsibilities as 
identified by the Conference of Experts on the Rational Use of Drugs 
(Nairobi, 1985): 

-governments, pharmaceutical industry, prescribers, 
universities and other teaching institutions, professional 
nongovernmental organizations, the public, patients' and 
consumer groups, mass media, WHO. 

Support governments in formulating national drug policies and action 
programmes on essential drugs : 

-intensify operational support to countries along the lines 
approved by the Thirty-fifth World Health Assembly;1 DAP 

-continue technology transfer, including technical assistance 
in local production and quality assurance； DAP 

о _ 

-prepare guidelines on national drug policies； DMP Office 

-strengthen market intelligence； DAP 

-support drug procurement by developing countries； DAP 

-provide learning materials on rational drug use； PHA 

-prepare guidelines on communicating with patients； PHA 

-promote health systems research, including socioeconomic 
research, on drugs and drug practices. DAP + PHA 

1 Resolution WHA35.27. 
о 

Issued as Guidelines for developing national drug policies. Geneva, World 
Health Organization, 1988. 



Activities 

Expand normative functions : 

-extend the WHO Certification Scheme on the Quality of 
Pharmaceutical Products moving in International Commerce； 1 

update The International Pharmacopoeia: 2 

Main 
responsibility 

PHA 

PHA 

prepare guidelines for small national quality control 
laboratories and catalyse international cooperation between 
national laboratories； 

promote more effective use of International Nonproprietary 
Names； 

PHA 

PHA 

prepare, for adaptation by countries to national needs, model 
drug information sheets, a model drug formulary and 
guidelines on rational prescribing for selected groups of 
drugs and particular groups of patients； 

5 

prepare guidelines for a simple drug regulatory authority; 6 

support governments in setting up or strengthening their 
national drug regulatory authority and expand activities of 
the International Conference of Drug Regulatory Authorities； 

prepare guiding principles for formulating national drug 
legislation and support governments in adapting them to 
national needs； 

update the ethical criteria for drug advertising established 
by the Twenty-first World Health Assembly; 

collaborate with the United Nations Secretariat in 
implementing United Nations General Assembly resolutions 
37/137, 38/149 and 39/229 concerning lists of products that 
have been banned, withdrawn, severely restricted or not 
approved by governments. 

Normative: PHA 
Operational: DAP 

PHA 

PHA 

Normative : PHA 
Operational: DAP 

PHA 

PHA 

1 Adopted by resolution WHA41.18. 
2 — Monographs for substances contained in the WHO Model List of Essential Drugs are 

included in The International Pharmacopoeia. third edition. Vols 2 and 3, Quality 
specifications. Geneva, World Health Organization, 1981 and 1988. 

3 
See Basic tests for pharmaceutical substances. Geneva, World Health 

Organization, 1986. This manual was intended to complement, but not to replace, 
pharmacopoeial standards. 

“ These names, sometimes called "generic" or "common" names, are a key element in 
communication and are used in international and national lists of essential drugs. They 
are given in International non-proprietary names (INN) for pharmaceutical substances. 
Cumulative List No. 7. Geneva, World Health Organization, 1988. 

5 Published in the series WHO Model Prescribing Information. 
6 Published in WHO Drug Information. Vol. 3, No. 2, 1989. 
7 Adopted by resolution WHA41.17 and published as Ethical criteria for medicinal 

drug promotion. Geneva, World Health Organization, 1988. 



Activities 

Intensify dissemination of information: 

-broaden the scope of the WHO Drug Information bulletin, 
produce it more frequently and ensure its availability in 
developing countries； 

-foster preparation and dissemination of popular information 
on health care and the proper place and use of drugs； 

-set up a clearing house of information on counterfeiting of 
drugs. 

Promote better basic education and training of health personnel: 

-promote intensified training programmes on rational drug use； 

-ensure availability of appropriate learning materials for 
health personnel and the public； 

-promote clinical pharmacology as a discipline relevant to 
primary health care； 

-provide fellowships and sponsor seminars. 

Promote collaborative research: 

-expand areas of involvement in research aimed at developing 
badly needed new drugs in priority health areas； 

-intensify field research on drug prescribing, consumption and 
performance； 

Main 
responsibilitv 

PHA 

DAP + PHA 

DAP + PHA 

DAP + PHA 

DAP + PHA 

DAP + PHA 

DAP 

DAP + PHA 

DAP + PHA 

-consider establishing a special programme of 
health care technology assessment, including 

research on 
drug assessment. DMP Office 



Appendix 2 

PROGRESS REPORTS FROM REGIONAL OFFICES 

African Region 

Although most of the areas of the Action Programme on Essential Drugs showed 
progress, the most vivid examples were in the following: 

1. Quality control. The four subregional quality control laboratories supported 
financially by WHO are or are about to be operational : 

(a) the Ghana Standard Board in Accra started functioning at the end of 1989； 

(b) the Office national du Produit pharmaceutique et chimique in Niamey 
started functioning at the end of 1988； 

(c) the Zimbabwe Regional Drug Control Laboratory in Harare started 
functioning in the first half of 1989； 

(d) the Office national pharmaceutique du Cameroun should be operational in 
1990. 

2. Country support• WHO cooperates with the 16 member States of the Preferential 
Trade Area (РТА) of eastern and southern Africa, through the РТА secretariat in 
Lusaka, in strengthening local production and quality assurance of essential drugs 
in such fields as implementation of the WHO Certification Scheme, transfer of 
technology, and harmonization of trade and regulatory systems. As part of this 
cooperation, WHO organized pharmaceutical production advisory meetings with РТА 
member States in Harare and Nairobi in May/June 1989, and in Lusaka in April 1990. 
A further meeting on training in good manufacturing practices and quality assurance 
is to take place in Harare in November 1990. In Nigeria WHO continues to cooperate 
closely with the World Bank and the Federal Government in the largest single country 
programme in the African Region, particularly in advising on all technical matters 
and administering the trust fund established for this programme. 

3. Training. Four important courses or workshops were held in countries of the 
Region: 

(a) a course on drug quantification, in Lilongwe in August 1988； 

(b) a course on drug legislation and national drug policies for 
English-speaking countries, in Yaoundé in January 1989； 

(c) a workshop on national drug policies for French-speaking countries, in 
Cotonou, Benin in October 1989； 

(d) a course on drug legislation and national drug policies, in Ouagadougou in 
December 1989. 

4. Supply schemes• During the 1988-1989 biennium the concept of cost recovery and 
community financing in Africa received much attention, e.g., in the Regional 
Committee for Africa, the UNICEF Executive Board, the World Health Assembly, and 
OAU. Problems of supply of essential drugs were considered at the entry-point in 
African countries. 

Region of the Americas 

In the Americas, through the subregional initiatives for Central America and Panama, 
for the Andean area and for the Southern Cone, problem areas were identified for a joint 
approach to improve the availability, quality and use of essential drugs. 



It is in the Central American isthmus that the Programme has developed most, through 
the Plan for Priority Health Needs in Central America and Panama； substantial human and 
financial resources were mobilized and are being used for specific agreed activities 
within an integrated "package" of subregiorial proj ects on pharmaceutical policies, 
quality control, supply systems, manufacture of essential drugs arid establishment of 
joint purchasing mechanisms. 

Within the framework of Andean health cooperation, activities focused on three 
countries (Ecuador, Bolivia and Colombia) where preparatory work was carried out which 
will make it possible during the next biennium to implement broad national proj ects aimed 
at developing and strengthening the essential drugs programmes in those countries. 

The development of the initiative for the Southern Cone has been delayed for reasons 
beyond the Programme's control. Consequently the timetables were revised and adjusted in 
October 1989 for renewed activities in the agreed areas of exchange of information, 
exchange of products, establishment of a data bank on installed capacity for specialist 
analyses, and studies on drug use. 

During the biennium the Programme began, as principal aspects of technical 
cooperation, to develop modern pharmaceutical services designed to rationalize the supply 
and use of drugs； and to improve the quality of drug therapy through the education of 
professionals and patients. Two regional courses on management of hospital pharmacies 
were conducted in Costa Rica in 1987 and 1988； a manual on the management of hospital 
pharmacies was produced; proj ects were in progress in various Central American 
hospitals； support was provided for drug information centres in Central American and 
Andean countries and the Dominican Republic； and a regional meeting was held in Quito on 
the role of drugs in local health systems. 

An important series of training courses on good manufacturing practices was 
conducted in six countries using audiovisual material prepared by the Programme, and 
attended by experts from industry, universities and governments. 

South-East Asia Region 

The major thrust was on strengthening quality control and assurance in all its 
aspects, manpower development and rational use of drugs. Countries reviewed their drug 
policies and management procedures in order to ensure the provision of safe, essential 
and effective drugs of appropriate quality. Guidelines on hospital pharmacy management 
were prepared. Computers have now been introduced to facilitate drug monitoring in some 

� countries of the Region. 

WHO collaborating centres in India, Indonesia and Thailand have been utilized for 
quality control by countries which are developing their own facilities. 

WHO consultants provided technical support to countries in improving drug 
information and registration in order to ensure rational use. India and Indonesia have 
established drug information systems. 

Bhutan, Myanmar, Nepal and Sri Lanka established standard treatment regimens which 
are now being introduced at the primary health care level. A pilot project on the 
quantification of drugs, based on standard treatment regimens, has been successfully 
implemented in Sri Lanka. 

In Bangladesh quality control laboratories were strengthened with supplies and 
equipment, and consultants were provided to establish a methodology for drug analysis and 
train national staff. 

In Bhutan support was extended to improve procurement, storage and distribution and 
develop management capabilities. 

India and Nepal set up technical committees to evaluate drug combinations, and have 
taken steps to remove several irrational combinations from the market. 



In addition to the UNDP-funded ASEAN/WHO project on technical cooperation in the 
field of pharmaceuticals, two training programmes were organized in Indonesia: one on 
good manufacturing practices and the other, held in Jakarta with DANIDA support, on the 
rational use of drugs. 

WHO collaborated with India and Mongolia in developing and strengthening monitoring 
systems for adverse reactions. 

A course on quality control of drugs was held in Mongolia. 

An essential drugs programme was developed in Myanmar with support from FINNIDA and, 
as a first step in the process of implementation, a drug policy meeting was organized. 

A WHO consultant visited Thailand to assist in the preparation of a detailed work 
plan to strengthen the essential drugs programme. 

European Region 

The Regional Office has continued to collaborate with the Action Programme on 
Essential Drugs. In general terms, the activities provide a long-term prospect for a 
more rational use of drugs in any country. The four-year experimental training programme 
for medical students at Grôningen University in the Netherlands has provided the basis 
for a guide to rational prescribing, developed from 1989 to 1990； and the programme 
itself is now being linked with those of universities in other parts of the world. 

In countries at a more advanced level of industrial development, problems in the 
cities are different from those of the countryside where severe shortages of medicines 
persist in some cases； and teams from headquarters and the Regional Office work 
together, concentrating on registration systems, drug information and teaching. In 
countries where problems similar to those in the developing world arise, the activities 
of headquarters and of the Regional Office are complementary. The Action Programme has 
contributed notably to ensuring low-cost drug supplies and restoring normal supplies of 
pharmaceuticals in Albania, and advising on rural drug supplies in Turkey. 

Eastern Mediterranean Region 

Support was received from donors for comprehensive essential drugs programmes in 
three countries in the Region. 

In Yemen activities focus primarily on rehabilitation of the central medical stores, 
development of a quality control laboratory and distribution of essential drugs in the 
form of kits to 27 training health centres and the health units under their supervision. 
Drugs are supplied in accordance with the national list of essential drugs prepared by 
the Ministry of Health with project support. 

The project in Sudan is a pilot project at the provincial level to study the 
possibilities of a drug supply system with a view to its extension to other areas. The 
aim is the full coverage of needs for all health care levels. Drug kits are provided 
through the programme, which covers not only supply and distribution, but also training 
in the rational use of essential drugs. The first two years were mainly used to gather 
baseline data and prepare training material. Training and distribution of drug kits have 
recently started. 

At the end of 1988 a plan of operation was approved for a project in Pakistan, which 
focuses on information on drugs. A first national workshop on the rational use of 
essential drugs brought together different professions and interested parties. Another 
initiative is the production of a Pakistan drug information bulletin to provide the 
medical profession with unbiased information on drugs and rational drug therapy. 

Two intercountry workshops on the logistics of drug supply and estimating drug needs 
for the public sector were organized in 1989 with support from the Action Programme. 



During the last biennium the Regional Office, under the Action Programme, supported 
several countries in the Region in measures to introduce the computerized system for drug 
registration developed by the Swedish Drug Authority. The unified system will facilitate 
collaboration between Member States and the Regional Office. 

Western Pacific Region 

Member States of the Region have continued to develop and implement national 
policies to ensure the supply, rational use and efficient procurement of drugs. The 
policy drawn up in the Philippines, with support from WHO, is designed to increase the 
availability and affordability of safe, effective and good-quality drugs for all sectors, 
especially for the poor who need them most but can least afford them. 

Drug supply management in the South Pacific. Since its inception in 1984 the South 
Pacific pharmaceutical Project has been providing advisory services to governments for 
the improvement of their national drug procurement, storage and distribution systems. 
The project pharmacist visited South Pacific countries to assess their needs. A working 
group on drug supply management met in June 1989 in Suva to exchange experience in 
developing national drug policies, to study the need for setting up a revolving fund for 
drug procurement in the South Pacific, and to review the state of implementation of 
recommendations of the previous working group meeting in Manila in 1987. It was decided 
by the working group that no revolving fund was required for South Pacific countries. 
Field-testing of software for drug inventory control in South Pacific countries was 
initiated in Tonga in July 1989. 

ASEAN technical cooperation in pharmaceuticals. Technical cooperation among 
countries of ASEAN since 1979 has enabled them to improve their drug supply management 
and quality assurance systems. Guidelines and manuals were developed to rationalize drug 
use by improving patient compliance and promoting more active participation by hospital 
pharmacies in drug treatment. Draft standardization monographs on 27 commonly-used 
herbal medicines were adopted for use by ASEAN countries. Training was given at the 
peripheral level in drug management, hospital pharmacy, laboratory quality control, good 
manufacturing practice and drug evaluation. The eighth meeting of the ASEAN working 
group on technical cooperation in pharmaceuticals, held in Malaysia from 20 to 
23 June 1988, considered and endorsed the action plans for 1989. 

Production and pharmaceutical development. WHO awarded a number of fellowships for 
training in good laboratory practices, drug quality control (microorganisms), 
pharmaceutical quality assurance and drug analysis in China. 

WHO collaboration with Viet Nam in improving its essential drugs programme included 
provision of consultants in production, utilization and trading of essential oils； 

estimation of drug requirements； assessment of drugs using the VEN (vital, essential, 
non-essential) system; and development of a manual for primary health care personnel. 
Support was provided for two technical officials from Viet Nam to participate in the 
Fifth International Conference of Drug Regulatory Authorities held in Paris in 
October 1989. 

Member States have been aware of the need to screen drugs and vaccines for safety 
and efficacy before they are allowed to enter the market, and to monitor their use 
afterwards. Eight countries in the Region participated in the WHO Certification Scheme 
to ensure that drugs were manufactured in compliance with good manufacturing practices 
and that the products were authorized for sale in the country of origin. 

The concept of good manufacturing practices has been well received by nine countries 
in the Region. Further efforts should be made to develop adequate capabilities for 
managing information on the safety and efficacy of drugs and vaccines. 
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I. BACKGROUND 

1. Hazardous wastes have become an important environmental and human health problem in 
many areas of the world, and there is great concern for the future if it is not properly 
addressed. The possible consequences of mismanagement of hazardous wastes range from 
short-term acute hazards, such as workers' exposure during handling, to long-term 
hazards - the contamination of air, water, soil or food due to mishandling, storage or 
disposal of such wastes. The rapid pace of industrialization will necessitate careful 
attention to hazardous wastes for decades to come. The growth of the chemical industry 
is a good indicator of this； every year 700 to 1000 new chemical compounds join the 
90 000 already in commercial use, of which some 4000 account for 99.9% of the total 
production volume. Keeping account of the potential effects of all these chemicals and 
their production wastes on the environment and on health is a daunting task. There is no 
doubt that hazardous waste management warrants the increased attention of the health 
sector the world over. 

1 See resolution WHA43.25. 



2. The problem has several dimensions. One of the most crucial aspects is the 
discovery and сleaning-up of abandoned hazardous waste dumps, many dating back decades. 
Another is the changing nature of the menace； with the development of new chemical 
products, new sources of waste are created. Regulatory authorities must constantly 
update their legislation in order to control the spread of potentially dangerous wastes 
and their effects on the environment and human health. Another important aspect is the 
transfrontier movement and disposal of hazardous wastes； their transfer to the 
developing world has, for instance, received much attention. While some progress is 
being made with respect to all of these concerns, much remains to be done. 

3. The Regional Committee for the Eastern Mediterranean at its thirty-fifth session in 
October 1988 considered the problem. In resolution EM/RC35/R.4 inter alia it requested 
the World Health Assembly to consider the matter, particularly the problems posed by the 
transfer of hazardous wastes from industrialized countries to developing countries with 
little regard for the safety of local populations. The Regional Committee for Africa at 
its thirty-eighth session also addressed the problem, calling for action by governments 
and WHO to develop and strengthen their programmes for control of the disposal of toxic 
and nuclear wastes for health protection in Africa (resolution AFR/RC38/R8). 

4. This document reviews the situation and emphasizes the effects on health that 
hazardous wastes can have. It also discusses available technical and administrative 
solutions and provides information on the action being taken at national and 
international levels to deal with the problem, including the current and planned 
activities of WHO. Lastly, it sets forth a number of proposals for increased action by 
the health sector nationally and internationally to deal with this important health 
problem. 

II. HAZARDOUS WASTES AND THEIR IMPACT ON HEALTH 

5. Hazardous wastes are part of the overall pollution problem which cannot be divorced 
from the general mismanagement of the environment that is evident in many countries. The 
problem is particularly complex - technically and administratively - as indicated by the 
series of still unresolved issues ranging from lack of agreed definitions on what 
constitutes hazardous wastes and paucity of reliable information regarding "safe" 
exposure levels, to determination of the best methods for their minimization, treatment, 
cleaning-up and control. The following is a brief review of the current state of these 
and other aspects of hazardous wastes. 

Hazardous vastes and their sources 

6. The term "hazardous waste(s)" refers to chemical, petrochemical and other industrial 
wastes which, because of their characteristics, can cause significant hazards to human 
health or the environment when wrongly handled, treated, stored, transported or disposed 
of. The major characteristics of hazardous waste include : inflammability, 
corrosiveness, reactivity, acute or chronic toxicity, infectiousness and potential for 
ecological damage. Besides chemical wastes, radioactive and certain biological wastes -
because of their infectious character - are also considered hazardous. Radioactive 
wastes are usually excluded from hazardous waste inventories since most countries 
concerned control and manage these materials separately (see paragraph 10). Infectious 
wastes, mostly from hospitals and slaughterhouses, can pose grave threats to human 
health. Sometimes these wastes are dealt with in the context of hazardous waste 
management, or separate management systems, and at times they fall between the 
jurisdictions of different bodies and escape proper management (see paragraph 11). 

7. Chemical and related wastes. Two major hurdles have impeded progress in identifying 
and regulating hazardous wastes. In the first place there is no generally acceptable 
definition of hazardous waste. Different countries use different definitions. It has 
been fairly common practice to issue lists of chemical wastes considered hazardous. The 
list of hazardous wastes developed by the Commission of the European Communities is shown 



in Table 1 as an example. An equally important constraint is the lack of agreement on 
the concentrations at which chemical wastes and other substances become hazardous. For 
example, cyanide is regarded as a hazardous substance in virtually every country in the 
world. Yet the concentrations at which this chemical is considered hazardous vary a 
great deal and the limits are developed on different bases. 

8. The sources of chemical hazardous wastes are many and diverse. Industrial processes 
account for the largest proportion, with the chemical and petrochemical industries 
accounting for 50%-70尤 of the total amount generated every year. However, the use of 
chemical and chemical-based products in industry is pervasive, and many generate toxic or 
hazardous wastes at some stage of their production process. Other contributors to the 
total quantity of hazardous waste include the mining, electroplating and metal-smelting 
industries, tanneries and pharmaceutical companies. Hazardous wastes are generated by 
industrial establishments of all sizes. The bulk comes from a relatively small number of 
industries； in the United States of America, for example, 1% of the companies generating 
hazardous wastes account for 90% of the total volume. Yet the proliferation of small 
firms which handle hazardous substances or generate toxic wastes in small quantities, 
especially in the developing world, is a growing problem calling for increased attention. 

9. In addition to industrially-based hazardous wastes, there are those of the 
agricultural sector and of municipalities. Agriculture, in particular, accounts for a 
significant amount of "non-point-source" hazardous wastes from chemical fertilizer and 
pesticide run-off that poison soil and surface- and ground-waters. Unused chemicals and 
outdated or wrongly formulated batches also have to be disposed of. Recently, concern 
has been expressed about the dumping of manure from animals fed on feed lots containing 
additives of nitrate, ammonia and heavy metals such as cadmium, copper and zinc. 
Municipal and household waste has only recently been identified as a significant source 
of hazardous materials. Much of the problem is related to the uncontrolled use of 
household solvents, cleaners, paints, insecticides, wood preservatives and 
pharmaceuticals by millions of consumers who are unaware of the hazardous nature of the 
products they use daily. In nearly every urban area household rubbish contains tons of 
discarded or unused chemical products. Although this is primarily a problem for 
industrialized countries, similar trends are building up in the developing world. 

10. Radioactive wastes. Radioactive wastes arise from nuclear power plants and the 
operations associated with their fuel cycle, and from the application of radionuclides in 
medicine, research and industry; the last three sources account for about 10% of the 
total. The wastes are divided into low-, intermediate- and high-level radioactive 
wastes. Low-level radioactive wastes require no special precautions during handling, 
whereas intermediate-level radioactive wastes do. Both are commonly disposed of in 
shallow burial sites with restricted access. High-level radioactive wastes from spent 
nuclear fuel are those that remain highly radioactive for thousands of years, generating 
heat and requiring special handling and disposal to ensure isolation from the environment 
for that time. The current view is that deep underground disposal in stable geological 
formations is the best option. The waste is first incorporated into a solid matrix of an 
insoluble substance, such as glass, and then enclosed in a stainless steel canister to 
prevent corrosion. "Filler" to absorb the radiation is added in the canister, which is 
then buried in a deep underground stable rock formation, or in disused salt mines. This 
"multiple-barrier disposal" makes it extremely improbable that these radionuclides will 
reach the environment and affect man. 

11. Infectious wastes. Infectious wastes, mostly hospital and medical wastes and 
slaughterhouse offal, are usually the subject of special management systems. Health-care 
wastes can be classified into several main categories : general waste, pathological waste 
(e.g., tissue, organs and other body parts, etc.), infectious and potentially infectious 
waste, "sharps" (e.g., needles, syringes), pharmaceutical waste, and pressurized 
containers. In many hospitals the wastes are segregated, the most dangerous and 
infectious wastes being incinerated. But if wrongly managed, hospital wastes can end up 
in municipal garbage dumps or in city sewers, where they are a clear health risk to the 
public. 



TABLE 1. LIST OF TOXIC OR DANGEROUS SUBSTANCES AND MATERIALS 
SELECTED AS REQUIRING PRIORITY CONSIDERATION1 

1. Arsenic and compounds 
2. Mercury and compounds 
3. Cadmium and compounds 
4. Thallium and compounds 
5. Beryllium and compounds 
6. Chromium (VI) compounds 
7. Lead and compounds 
8. Antimony and compounds 
9. Phenolic compounds 
10. Cyanide compounds 
11. Isосуanates 
12. Organohalogenated compounds, excluding inert polymeric materials and 

other substances referred to in this list or covered by other directives 
concerning the disposal of toxic or dangerous waste 

13. Chlorinated solvents 
14. Organic solvents 
15. Biocides and phytopharmaceutical substances 
16. Tarry materials from refining and tar residues from distilling 
17. Pharmaceutical compounds 
18. Peroxides, chlorates, perchlorates and azides 
19. Ethers 
20. Chemical laboratory materials, not identifiable and/or new, with unknown 

effects on the environment 
21. Asbestos 
22. Selenium and compounds 
23. Tellurium and compounds 
24. Polycyclic aromatic hydrocarbons (carcinogenic) 
25. Metal carbonyls 
26. Soluble copper compounds 
27. Acids and/or basic substances used in the surface treatment and 

finishing of metals 

1 Extracted from Annex to Council Directive 78/319/EEC, 20 March 1978, of 
the European Economic Community, on toxic and dangerous waste. 



Quantities of hazardous wastes 

12. There are several major uncertainties obscuring hazardous waste management. In the 
first place, not enough is known about the amount of hazardous wastes already discharged 
into the environment and requiring expensive clean-up operations. Worse still, it is not 
generally known how much is being generated, or where much of it ends up. 

13. Some global estimates - however inadequate - have been made concerning the total 
amount of hazardous waste being produced every year. Somewhere between 300 and 
400 million tonnes are produced yearly by industrialized countries, by far the largest 
amount by the United States of America (265 million tonnes in 1985). The countries of 
the European Economic Community produce roughly 24 million tonnes a year. Japan, 
New Zealand and Australia account for one million tonnes. The member States of the 
Council for Mutual Economic Assistance - mostly in Eastern Europe - together produce 
about 15 million tonnes per annum. By contrast, the production of hazardous wastes in 
most of the developing world is still thought to be small. It has been estimated that 
two-thirds of all countries in the world produce less than 10 000 tonnes a year. It must 
be remembered, however, that much of the hazardous waste in the developing world is not 
treated or disposed of in proper ways. 

Hazardous wastes and the human environment 

14. Hazardous wastes, if not properly dealt with, soon find their way into the 
environment. The ways of dealing with them have frequently proved scandalous and such 
practices have not ceased. Waste liquids have been pumped into unlined pits on factory 
sites, allowing them to percolate into the soil, fouling groundwater reservoirs. Both 
solid and liquid wastes have been dumped in the countryside and on public ground, 
discarded in derelict buildings or abandoned in vacant city lots, in farmers' fields and 
on the roadside. Firms specially hired to dispose of hazardous wastes have, at times, 
opted for the "cheapest solution", pouring the wastes along roads or into streams and 
rivers. Hazardous wastes have also been "land-filled" with municipal garbage or burned 
in incinerators not equipped with proper safety filters. Because of such disposal 
"methods", many harmful substances have entered the environment, endangering human health 
and threatening ecosystems. 

15. The principal hazard of abusive waste disposal is the contamination of soil and 
groundwater, especially the latter. Cleaning-up operations in almost every hazardous 
waste site involve the treatment of contaminated groundwater. In 1986 there were some 
25 000 such sites in the United States of America alone. Groundwater contamination 
results largely from the disposal of hazardous wastes in unlined land-fills or dumps 
where it leaches into soils and surface waters, some of it eventually reaching 
groundwater supplies. Because of the multiple effects and unstable nature of hazardous 
wastes the same chemical, for example, can foul soil, water and air. Other, more 
indirect routes pose equally serious health threats. Heavy metals, such as lead and 
cadmium, can be taken up by crops grown in contaminated soil. Trace chemicals, leached 
from dumps, can also find their way into the bottom sediments of rivers and lakes. 

16. Another common way of disposing of hazardous waste is by inappropriate incineration 
or open burning. Incinerators that are not designed for specific types of hazardous 
wastes will release some toxic substances into the atmosphere. Moreover, the combustion 
residue, itself a toxic waste, poses further disposal problems. The open burning of 
waste - all too common in many countries - can produce toxic gases and particulate 
matter. These enter the atmosphere or settle on the ground, slowly seeping into 
water-courses. The discharge of untreated or partially treated wastes into 
water-courses, which is often done, permits hazardous substances to be dispersed over 
wide areas, with the result that (1) water supplies become contaminated and irrigation 
water fouled; (2) some of the substances such as polychlorinated biphenyls (PCBs) and 
DDT may be taken up by living organisms and, passing through the food chain, reach man; 
and (3) some toxic substances may be deposited in the bottom sediment from where they 
will be released in small amounts over a period of years. 

1 QECD environmental data. Compendium 1989. Paris, OECD, 1989. 



Effects on health 

17. The different kinds of adverse health effects induced by hazardous waste include : 

(1) Accidental injuries which result from improper handling of chemical waste. 
These may range from the effects of explosions and fire to passive exposure of those 
handling the waste. Medical and hospital wastes often contain needles and broken 
glass, which can cause lacerations, punctures and, more seriously, infections. 

(2) Acute poisoning caused by inhalation or ingestion of chemical waste products. 
The people who make their living from scavenging dumps and disposal sites are at 
particular risk, especially children who often help adults search for salvageable 
materials, or use dumps as play sites. Past experience has shown that when 
containers for transporting toxic materials are discarded they are often picked up 
and used by the poor for storing water or food supplies. 

(3) Chronic poisoning caused by long-term exposure to chemical products present in 
air, water and food. In many cases these are in these media because of the lack of 
safe treatment and disposal techniques. Some such chemicals have been shown to be 
carcinogenic, neurotoxic, immunotoxic, mutagenic and teratogenic. Future 
generations will also be affected. 

(4) Spread of infectious and parasitic diseases from hospital wastes, sewage sludge 
and untreated human and other organic wastes. 

18. A major health issue, particularly in countries with scarce water reserves, is the 
potential that hazardous wastes have for poisoning groundwater supplies. Today, over one 
billion people rely directly on groundwater for their sole supply of potable water. 
Unfortunately, this type of pollution is difficult to detect; its adverse effects are 
often only revealed years after pollution. There are several hundred cases each year of 
people being poisoned by drinking-water contaminated with hazardous wastes. Some of 
these incidents occurred because wastes were dumped in abandoned sand and gravel pits or 
old mine shafts. 

19. While there is a general lack of reliable statistical information on the health 
effects of wrong disposal of hazardous waste, a number of incidents in the late 1970s and 
early 1980s received considerable publicity. At Love Canal, New York, a wide assortment 
of hazardous chemical wastes was simply dumped in a disused canal and buried; some years 
later a housing estate was built over the canal, and chemicals and vapours from the site 
began to leak into houses and the school building. Eventually residents were forced to 
abandon their homes. At Lekkerkerk in the Netherlands, drums containing paint residues 
and solvents were illegally dumped at a building site. The solvents leached through the 
pipes into the drinking-water supply and sickening vapours collected in basements of the 
new village, which had to be completely evacuated. For every such reported incident that 
reaches the headlines, many more are likely to be unreported. 

20. Long-term exposure, especially of sensitive population groups such as newborn babies 
and children, pregnant women, the elderly, the malnourished, or diseased people, may 
result in the development of chronic, sometimes irreversible ill-effects and the 
exacerbation of existing diseases. Concern has been increasing in recent years about the 
possible carcinogenic and mutagenic effects due to long-term exposure to some of the 
chemicals contained in wastes (i.e., chlorinated solvents, heavy metals) or generated 
there (i.e., polychlorinated dibenzo-p-dioxins and dibenz о furans). Some of these 
compounds, such as PCBs, are known to have a detrimental effect on the immune system, and 
exposure to them is suspected of increasing the susceptibility to infectious diseases or 
causing allergic disorders. Other detrimental effects may include neurological disorders 
caused by long-term exposure to the very persistent organochlorine pesticides, nephrotic 
effects related to the presence of some heavy metals in drinking-water, and impairment of 
the normal development of the embryo and fetus after exposure of pregnant women. 



Possibilities for control 

21. Technology for the proper management (treatment and disposal and reuse) of hazardous 
wastes is being developed rapidly; the options for control include: 

(1) avoidance or minimization of hazards by the introduction of changes in 
production or processing that reduce the amount of waste generated at the source； 

(2) reuse and recycling - the use of waste products with or without modification as 
raw material in other production processes； 

(3) treatment prior to disposal, which often involves creating categories for 
harmful and less harmful wastes and de-toxifying the most noxious substances before 
final disposal； 

(4) safe disposal, usually in the form of monitored and supervised land-fill, or 
incineration of the final waste product, or some other form of controlled disposal. 

22. The first priority is to reduce waste at the source. Companies soon learn that by 
streamlining production processes so as to produce less waste they save disposal costs 
and become more competitive, with greater profits. The major possibilities for waste 
reduction are thus process modification, waste segregation, reuse and recycling, the 
creation of waste exchanges within and between different industries, and product 
substitution. There are many techniques available for treating hazardous wastes before 
final disposal； the main aim of treatment is to modify the physical and/or chemical 
properties of the wastes, rendering them less harmful or more easily disposable. A 
number of different schemes eliminate or at least lessen the impact on human health and 
the environment. The basic approaches include secure land-fills with proper monitoring 
devices； coordinated disposal of hazardous and certain kinds of municipal waste； 
spreading of wastes on specially selected land sites after treatment； deep-well 
injection (e.g., in exhausted oil wells)； storage in sealed underground shafts or 
abandoned salt domes (see also paragraph 10)； and incineration (both land- arid 
sea-based). 

Transboundary movement of hazardous wastes 

23. Movement of hazardous waste across frontiers is common in the industrialized 
countries, motivated by economic as well as technical factors； firms may find that it is 
less expensive to dispose of their hazardous wastes in a neighbouring country. Chemical 
wastes may be sent to another country for recycling and reuse by other industries, or for 
treatment and disposal in special facilities not available in the country of origin (the 
shipment and related transactions are normally carried out within a prescribed regulatory 
framework). For example, in a given year there are approximately 100 000 shipments 
between European countries involving over two million tonnes of hazardous wastes. 

24. There have, however, been many instances of hazardous waste being shipped to 
developing countries in order to take advantage of slack environmental regulations and 
cheaper prices； occasionally waste has been mislabelled to escape detection, or 
transferred with the purpose of recovery and reuse of some of the waste material, but 
without a clear understanding of the capabilities of the receiving firm. For example, a 
shipment of a large number of out-of-date electrical transformers containing toxic PCBs 
was made to a waste-processing firm in a developing country that was equipped to recover 
metal from the transformers - mostly copper and aluminium - but not for dealing with the 
PCBs； PCB-contaminated oil was spilled, fouling the soil and leaking into nearby wells. 
The type and volume of waste which has been transferred to the developing countries are 
not known. It is clear, however, that most of it has been disposed of in ways which may 
damage health and contaminate the environment. 

25. In the last year the transfer of hazardous waste to the developing countries has 
apparently subsided. Both the developed and the developing countries have taken steps to 
this end. For example, OAU adopted a resolution on the dumping of nuclear and industrial 
wastes in Africa, at a summit meeting held in Addis Ababa in June 1988. 



Similarly, member governments of the South Pacific Regional Environment Programme adopted 
a resolution banning shipments of hazardous chemical and nuclear wastes to the South 
Pacific. The European Parliament passed a resolution condemning all significant exports 
of potentially hazardous wastes from the European Economic Community to any country with 
a developing economy. The Council of OECD adopted a resolution in July 1989 which 
affirmed its support for international efforts to control transboundary movement of 
hazardous waste. Individual countries have also taken measures to restrict or prohibit 
the import of hazardous and other wastes. In 1989, 40 developing countries declared 
their territories off-limits to foreign wastes. The Basel Convention on Control of 
Transboundary Movements of Hazardous Wastes and their Disposal, once implemented, will 
further ensure that the transfer of hazardous wastes is strictly controlled (see 
paragraph 39). 

III. PROGRESS IN DEALING WITH HAZARDOUS WASTES 

National programmes 

26. Since the increase in public concern as to how hazardous wastes are handled, 
transported, treated and disposed of, industrialized countries have initiated national 
programmes to supervise or monitor hazardous wastes and otherwise ensure that they are 
dealt with in prescribed ways that protect human health and the environment. However, 
they vary considerably in their policies and practices, depending on economic, social, 
technical and institutional factors. The programmes are for the most part concerned not 
only with the treatment and final disposal of wastes but also with the overall waste 
management options such as waste minimization, reuse and recycling, transport, etc., and 
with accidents. The Federal Republic of Germany provides an example of a nation-wide 
system of disposal decentralized to its 11 states, in that nearly 85% of all hazardous 
waste is sent to 15 large centrally-managed treatment plants for destruction, reuse or 
recycling, or is buried in controlled land-fills and underground storage points. Denmark 
has a highly centralized system in which all wastes considered hazardous under Danish law 
are sent to one multiple-purpose facility. Waste management authorities have set up 21 
central collection stations throughout the country; and in addition, there are 250 
smaller depots for toxic household wastes. In the United States of America two major 
items of legislation govern hazardous waste management. The Resource Conservation and 
Recovery Act of 1976 requires that all producers of hazardous waste, as well as 
transporters and disposal firms, comply with federal requirements for controlling wastes 
from the point of origin to final destination, and the Comprehensive Environmental 
Response, Compensation, and Liability Act of 1980 governs the existing depositories of 
hazardous wastes. 

27. The situation in the developing countries can best be illustrated by the following 
observations concerning hazardous waste management made by a WHO regional workshop on 
chemical safety: control over wastes is generally poor; producers of hazardous wastes 
are often unaware of the nature of their wastes and do not know they should be handled in 
special ways； wastes often accumulate in the open while awaiting transport and 
disposal; and there is an acute shortage of trained manpower and funds for dealing with 
hazardous wastes. While this situation persists, there has been progress in recent 
years. Legislation and regulations have been introduced in some countries. For example, 
India has new regulations on hazardous waste storage and Indonesia has drafted a 
comprehensive hazardous waste law. Stringent legislation and regulations have been 
enacted in Côte d'Ivoire and Nigeria on the dumping of toxic and nuclear wastes on their 
territories, including territorial waters. Thailand has erected a waste solidification 
plant and is developing more facilities, including incinerators. In the Americas a 
number of governments have instituted comprehensive hazardous waste management 
programmes, including Argentina, Brazil and Mexico. In Malaysia and the Republic of 
Korea major efforts are being made to deal with the problem of hazardous waste in a 
comprehensive fashion. In the Eastern Mediterranean Region consideration is being given 
to an intercountry chemicals disposal plant. 

1 United Nations Environment Programme. Basel Convention on the Control of 
Transboundary Movements of Hazardous Wastes and their Disposal (adopted at Basle, 
Switzerland, on 22 March 1989). 



International programmes 

28. Activities of international organizations. A number of international organizations 
have been instrumental in increasing awareness of the necessity to control and manage 
hazardous wastes. UNEP, in particular, has been involved since its inception in 1972. 
UNEP's International Register of Potentially Toxic Chemicals (IRPTC) has, since the 
mid-1970s, compiled information on more than 800 hazardous chemical compounds and their 
known effects on health. The information is available to any member government on short 
notice through on-line computer connections. IRPTC has a special file on treatment and 
disposal methods for waste chemicals, and an inquiry service provides information and 
advice inter alia on waste management. UNEP, through its Industry and Environment 
Office, is also carrying out a programme of training workshops on hazardous waste in 
different parts of the world, some in collaboration with WHO, and provides support 
through information on hazardous waste management. The "Cairo guidelines and principles 
for the environmentally sound management of hazardous wastes", adopted by the fourteenth 
session of the UNEP Governing Council in 1987, were designed to assist governments in 
developing policies in this area. More recently, UNEP was instrumental in developing the 
Basel Convention on the Control of Transboundary Movement of Hazardous Wastes and their 
Disposal (see paragraph 39). 

29. OECD has been very active, particularly as regards transboundary movement of 
hazardous wastes. A number of OECD Council Acts contributed significantly to the 
preparation of the Basel Convention. The Commission of the European Communities is 
concerned with the promotion of improved and harmonized approaches to hazardous wastes 
management. IMO is concerned with the disposal of hazardous wastes in oceans and 
provides the secretariat for the implementation of the Convention on the Prevention of 
Marine Pollution by Dumping of Wastes and other Matter - or London Dumping Convention 
(see paragraph 38). The Economic Commission for Europe has also been involved, and has 
promoted technology for its Member States to eliminate or reduce waste production. Codes 
of practice and guidance on radioactive waste disposal are provided by IAEA and OECD's 
Nuclear Energy Agency, and IAEA is elaborating an international code of practice for 
transboundary movement of radioactive wastes. The Pacific Basin Consortium for Hazardous 
Waste Research and the Working Group on Hazardous Wastes established by the International 
Solid Wastes and Public Cleansing Association are further examples of bodies involved in 
international work on hazardous wastes. 

30. WHOy s global and interregional activities. The problem of hazardous wastes cannot 
be separated from the wider issue of protecting human health from environmental pollution 
and other hazards. Much of the work carried out by WHO, through its programmes on health 
risk assessment of potentially toxic chemicals and control of environmental health 
hazards, contributes - in one way or another - to preventing and combating hazardous 
waste. A major and direct contribution was the publication, in 1989, of a technical 
manual on the safe disposal of hazardous wastes with special emphasis on the problems and 
needs of the developing countries. This manual, the result of a j oint study with UNEP 
and the World Bank, consists of three volumes and deals with management and technical 
issues. It is intended for use by national and local authorities, both in programme 
development and in training of staff, and has already been used in WHO- and 
UNEP-sponsored training seminars and workshops. Besides its work on the technical 
manual, WHO intends to initiate a global assessment of the possible public health impact 
of contamination by hazardous wastes of groundwater supplies. 

31. The work carried out under the International Programme on Chemical Safety (IPCS), a 
joint venture of UNEP, ILO and WHO, is very relevant to hazardous waste issues. It 
includes the preparation of Environmental Health Criteria, Health and Safety Guides, and 
International Chemical Safety Cards concerning important chemicals, many of which are 
constituents of hazardous wastes. The Environmental Health Criteria contain information 
on sources, routes of exposure and observed effects on health and the environment. 

1 Batstone, R. et al. The safe disposal of hazardous wastes : 
and problems of developing countries (Vol. Ill). Washington, D.C. 
(World Bank Technical Paper No. 93). 



Evaluations are already available for over 90 chemicals, and others are in various stages 
of completion. The Health and Safety Guides provide concise and authoritative advice on 
the best ways to prevent accidents and protect the health of workers, and also recommend 
procedures for waste disposal. The International Chemical Safety Cards provide a simple 
summary of essential information for health and safety including advice on safe disposal 
of chemical waste. The training activities carried out as part of IPCS on methods of 
dealing with hazardous wastes particularly concern health effects and standard-setting. 

32. African Region. As requested by the Regional Committee for Africa at its 
thirty-eighth session in a resolution on "Control of disposal of toxic and nuclear wastes 
for health protection in Africa" (AFR/RC38/R8), the Regional Office prepared a draft 
information note titled "Toxic and radioactive waste" which was circulated at the 
thirty-ninth session of the Regional Committee in Niamey in September 1989. In addition, 
the Regional Office initiated a survey with a questionnaire on toxic and radioactive 
waste disposal practices and relevant legislation in the Member States as a basis for 
future WHO activities. The Regional Office has also been encouraging Member States to 
establish the necessary institutional mechanisms and supported training of staff on 
control of hazardous wastes and related risks to health. Such activities will continue. 

33. Region of the Americas. The technical aspects of hazardous wastes are being dealt 
with by the Regional Office, the Pan American Centre for Human Ecology and Health 
(Mexico) and the Pan American Centre for Sanitary Engineering and Environmental Sciences 
(CEPIS) (Peru). Several important workshops and meetings have been held in an effort to 
strengthen regional capabilities to deal individually and collectively with hazardous 
wastes. An advisory group meeting on hazardous wastes management was held in Puerto Rico 
in February 1989. It addressed priority needs in the Region, including classification of 
hazardous wastes, determination of types and quantities of wastes, waste minimization, 
legislation and infrastructure development. Many of the recommendations of this meeting 
have been incorporated in the work programme for 1990 and 1991. In addition, a paper on 
"Hazardous waste and health impacts" has been commissioned which will review in more 
detail the hazardous waste situation in this Region. A project on hazardous waste is 
being initiated in 1990 by the Pan American Centre for Human Ecology and Health and a 
report on health risks related to handling and disposal of hazardous wastes is to be 
issued in the first half of 1990. 

34. South-East Asia Region. Work on hazardous wastes is carried out largely through a 
UNDP-funded project for safety and control of toxic chemicals and pollutants that covers 
five countries - India, Indonesia, Myanmar, Sri Lanka and Thailand. While this project 
also addresses other chemical safety and pollution problems, the control and safe 
disposal of hazardous waste are a priority. The first year of the three-year project has 
now been completed. The project covers different aspects of hazardous waste management, 
including legislation, surveys of disposal practice and sites, and manpower development. 
Other activities include a demonstration project on hazardous waste management for the 
electroplating industry in India, and the preparation of a hazardous waste management 
programme for the Colombo area in Sri Lanka. The other countries of the Region are being 
encouraged to initiate activities in collaboration with WHO. 

35. European Region. The countries of the Region and the Regional Office have been 
concerned with the problem of hazardous wastes for several years. Already in 1983 the 
Regional Office published jointly with UNEP a guide on management of hazardous wastes,^ 
which has since appeared also in French, German, Russian, Italian and Chinese. 
Management of waste from hospitals was considered by a working group in 1983, and a guide 
on this topic was issued in 1985. The problem of radioactive wastes has also been 
reviewed and is the subject of a publication issued in 1982. The current activities 

1 Management of hazardous waste. Copenhagen, WHO Regional Office for Europe, 
1983 (WHO Regional Publications, European Series No. 14). 

о 
Management of wastes from hospitals. Copenhagen, WHO Regional Office for 

Europe, 1985 (EURO Reports and Studies, No. 97). 
о 
Nuclear power: management of high-level radioactive waste. Copenhagen, WHO 

Regional Office for Europe, 1982 (WHO Regional Publications, European Series No. 13). 



of the Regional Office include a study to identify a list of priority chemicals in 
hazardous wastes which may be disposed of by land-filling in Europe. In addition, a 
project to develop criteria for the selection of sites for hazardous wastes treatment and 
disposal was initiated in 1987. The report has been discussed by a group of experts 
before finalization and publication. Future activities will include a study on health 
risks associated with hazardous wastes both for the occupâtionally exposed and the 
population at large, and the development of training material and workshops concerning 
hazardous waste to familiarize trainers at national level with this subject. 

36. Eastern Mediterranean Region. Since 1986 the Regional Office and its Centre for 
Environmental Health Activities (CEHA) in Amman have carried out a series of activities 
to strengthen the national capabilities for dealing with hazardous wastes. Consultant 
services have been provided to several countries to help assess their hazardous-waste 
management situation. Regional workshops on management of hazardous wastes were held in 
Damascus in October 1986, with participants from six countries, and in Amman in 
November 1989, with participants from 14 countries, for the exchange of experience in the 
control and disposal of hazardous wastes and the development of control programmes. 
Regional meetings on environmental pollution control and chemical safety, held in Jordan, 
Pakistan and Tunisia, also discussed hazardous wastes. In addition, the Regional Office 
provided emergency technical support in connection with the dumping of hazardous wastes 
in Lebanon in 1988. The programme for 1990-1991 provides for continuing technical 
cooperation in this field with several countries in the Region, and a proposal for a 
regional project on hazardous waste management was prepared and submitted for 
extrabudgetary support. 

37. Western Pacific Region. Support for control and management of hazardous wastes is 
provided through the WHO Regional Centre for Promotion of Environmental Planning and 
Applied Studies (PEPAS), Kuala Lumpur, which has the responsibility for coordinating and 
responding to direct requests for cooperation on hazardous waste problems from countries 
in the Region. PEPAS is implementing a two-year UNDP-funded, WHO-executed project on the 
safety and control of toxic chemicals arid hazardous wastes that will provide major 
funding and technical services for developing countries with hazardous waste problems. 
In 1986 PEPAS held a regional workshop on chemical safety and hazardous waste management, 
and WHO has collaborated with Member States by reviewing national programmes and 
preparing draft legislation where deficiencies were found to exist. Technical 
cooperation and support have also been given to developing countries in the evaluation of 
requests that they become depositories or processing centres for hazardous wastes from 
developed countries. The programme for 1990-1991 provides for continuing collaboration 
with Member States to develop and strengthen their capabilities safely to accumulate, 
process and dispose of chemical wastes that may affect people's health. 

International agreements 

38. The 1972 London Dumping Convention is the global instrument for the control of 
marine pollution. The Convention prohibits the disposal of certain substances and 
wastes which, at the time when the Convention was prepared, were considered to be 
particularly harmful, such as organohalogen compounds, mercury, cadmium, floating 
plastics, mineral oils and high-level radioactive wastes. It contains specific 
regulations concerning the dumping of other materials which present a risk to the marine 
environment and human health. In addition, the Convention controls the incineration at 
sea of land-generated wastes and sets out criteria for the selection of dumping and 
incineration sites at sea. 

39. The Basel Convention on the Control of Transboundary Movements of Hazardous Wastes 
and their Disposal was adopted on 22 March 1989 by the 116 States participating in the 
Conference of Plenipotentiaries convened by UNEP and held in Basle, Switzerland at the 
invitation of the Swiss Government. The Final Act of the Conference was signed by 
104 States and the European Economic Community (EEC). By January 1990, 42 States and EEC 
had signed the Convention and two States had ratified it (20 ratifications are needed for 
the Convention). Under the Basel Convention, transboundary movements of hazardous and 
other wastes are permissible if there does not exist a more environmentally sound 



alternative, and if they take place between Contracting Parties none of which has 
prohibited the import of such wastes. Where such movements are permissible, the 
Convention provides several limitations. For example, allowable movement of wastes is 
based on the principle of prior informed consent of the State of import and transit 
State； wastes should be disposed of in an environmentally sound and efficient manner; 
and wastes should be treated arid managed as close to their origin as possible. The 
Convention also provides for international cooperation, technical assistance and 
information, special consideration being given to assistance to the developing 
countries. The functions of secretariat are being carried out on an interim basis by 
UNEP. 

IV. PROPOSALS FOR ACTION 

40. The problem of hazardous wastes requires increased attention from virtually all 
countries. Because of its importance for health, the active involvement of the health 
sector - nationally and internationally - is clearly needed. Five priority areas are 
presented here for consideration: the need for better and more complete information, 
infrastructure development, appropriate technology, control of transboundary movement of 
hazardous wastes, and safe handling of medical wastes. 

Information needs 

41. The ability of governments to ensure that hazardous wastes are managed in an 
environmentally sound manner is dependent on access to reliable and up-to-date 
information and the potential to use it. Some such information has to be collected 
locally or nationally by governments, while the responsibility for other information can 
be shared; the competent international organizations have a vital role to play in this 
respect. National efforts are needed to compile, evaluate and maintain records on the 
hazardous waste situation, identifying the producers of hazardous waste, the quantities 
and types produced and the лаппег of their treatment and/or disposal. Often the 
producers, particularly the smaller establishments, do not know about the hazardous 
wastes they produce and dispose of in the environment, so that the process of compiling 
an inventory can be combined with education and lead to some precautionary measures being 
taken. An inventory will provide the basis for regulations and their subsequent 
enforcement. 

42. International organizations can and should provide information on health and 
environmental risks due to hazardous wastes, on types of legislation and regulation and 
on technical means and options for proper management of such wastes. The International 
Programme on Chemical Safety (see paragraph 31) and UNEP‘s International Register of 
Potentially Toxic Chemicals (see paragraph 28) have the information on health and 
environmental risks. Guidance on management is becoming available through the 
WHO/UNEP/World Bank technical manual on safe disposal of hazardous wastes (see 
paragraph 30) and guidelines issued by UNEP, the World Bank arid others. Besides the 
scarcity of trained manpower, a major constraint on the application of such guidance has 
been the difficulty of ensuring that it is available to the institutions and individuals 
that need it. Greater efforts must be made by international organizations to improve the 
delivery of guidelines. A step in this direction is a current WHO project supported by 
SIDA/SAREC to establish and maintain global networks for information dissemination, 
training and research in the control of environmental health hazards• Part of this 
project provides for the establishment in countries of environmental health reference 
centres which would be equipped with essential reference material on subjects that 
include hazardous waste management. 

Infrastructure development 

43. The institutional basis for dealing with environmental hazards is being strengthened 
in some countries (see paragraph 27) but remains weak in many. The problems are 
intersectoral in nature, and different government sectors are or should be actively 
involved, including the health sector. While the responsibilities for environmental 
matters differ from one country to another, in general the principal role of the health 
sector with respect to environmental hazards is: 



(1) to establish health-based criteria and norms for controlling the discharge of 
hazardous substances into the environment； 

(2) to establish health-based criteria and norms for the protection of workers 
dealing with hazardous substances； 

(3) to provide regular surveillance of the environment in order to ensure that 
hazardous waste operations comply with the health-based standards； and 

(4) to maintain surveillance of populations for any adverse effects on those 
exposed to hazardous substances. 

In addition, the health sector should be involved with others in the development of 
legislation and standards, the control of transboundary movements of hazardous wastes, 
the selection of appropriate disposal sites, the promotion of improved ways of managing 
hazardous wastes, etc. If it is to fulfil these responsibilities the health sector must 
be able to interpret and use toxicological and epidemiological information, monitor and 
analyse environmental samples, and assess the environmental and health impact of new 
industrial developments that rely on processes which will generate hazardous wastes. 

44. Substantial efforts are needed to increase technical cooperation with emphasis on 
intersectoral cooperation, manpower development, the enactment of legislation and 
standards, the establishment of adequately equipped laboratories and the introduction of 
monitoring programmes. The holding of regional and national workshops on different 
aspects of management of hazardous waste, such as those being conducted inter alia by 
UNEP and WHO regional offices (see paragraphs 28 and 33-37) will continue. Positive 
experience is also being gained through the implementation of UNDP-supported regional 
projects such as those in the South-East Asia and Western Pacific Regions (see 
paragraphs 34 and 37). 

Appropriate technology 

45. The best means and the most appropriate technology for managing hazardous wastes are 
those which reduce them at the source, inter alia by introducing more efficient processes 
in manufacturing, and by reusing and recycling waste material. Efforts are needed on the 
part of governments and the international organizations concerned to promote waste 
minimization practices through education and information exchange and economic and 
regulatory incentives. Thousands of small industries and manufacturers produce small 
amounts of hazardous waste, which in most cases escape any kind of regulation or control 
and end up in municipal waste, water-courses or sewers； efforts must also be intensified 
to find cost-effective solutions to this problem. It is important that guidelines on 
practical ways of dealing with these wastes should be developed and widely disseminated. 

Control of transboundary movement of hazardous wastes 

46. While the transfer of hazardous wastes from the industrialized countries to 
developing countries has subsided, the potential problem warrants continuing attention 
from the Member States and the international community. The Basel Convention on the 
Control of Transboundary Movements of Hazardous Wastes and their Disposal cannot be 
implemented before its ratification and acceptance by Member States. When the Convention 
comes into force, efforts will be required of all countries and competent international 
organizations to apply it. This, of course, is true for other international agreements 
such as the London Dumping Convention and the code of practice for transboundary movement 
of radioactive waste that is currently under development. Central to all these efforts 
is the immediate need to strengthen capabilities in the developing countries to ensure 
that the stipulations in agreements are fully complied with. The Basel Convention calls 
for international cooperation with the developing countries in attaining this capability, 
with the active support of WHO and the health sector in other countries. 



Medical wastes 

47. There is an urgent need for measures in the health sector in many Member States to 
ensure better coordination of the handling and disposal of hazardous medical wastes. In 
too many countries medical wastes are not managed or disposed of in the context of 
hazardous waste management. Guidelines for their proper handling, transport, storage and 
final disposal must be developed and applied. In countries where appropriate legislation 
is lacking or rudimentary, efforts should be made either to set up a separate system of 
management for hazardous medical wastes within the health sector, or to incorporate the 
treatment and disposal of medical wastes into existing or planned overall programmes for 
hazardous waste management. 
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