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STATEMENT TO 
THE EXECUTIVE BOARD 

AT ITS EIGHTY-FIFTH SESSION 
Geneva, 15 January 1990 

M г Chairman, ladies and gentlemen, I want to start by wishing 
all of you a very happy and prosperous year ahead—and a happy decade. 
I want also to thank all of you who have sent me personal messages of 
goodwill, and of good health. As you can see, your wishes are reflected 
in my present good health. 

We are entering a new decade, a decade which w i l l see the 
culminat ion of the twentieth century, we hope the achievement of 
health for all, and the ushering in of a new century. The twentieth 
century has been remarkable for the diversity of events. We have seen 
both unprecedented economic growth and financial collapse. We have 
seen two world wars and, although marred by regional conflicts, a 
period of relatively peaceful coexistence lasting for more than 40 years. 
We have seen the height of colonization, as well as the total disman-
t l ing of colonies. A n d we have seen hitherto unimaginable technologic 
cal developments which, in the end, can be said to have led more to 
socioeconomic development than to the strengthening of po l i t i co 
mil itary striking power. 

1989 was also a remarkable year. Dogmatic ideologies were giving 
way to pragmatism. Revolutions for greater democracy took place side 
by side w i th people's revolutions, brought forth by their rising expec-
tations and their willingness to make a stand for equitable national 
socioeconomic development. Fear was giving way to hope and to 
courage. 



Because of the changing environment, I have felt that WH〇 ’s 
approach must also change, while yet maintaining a certain continuity. 
I have emphasized that the introduction of changes must be gradual, 
since the human factor is of the utmost importance. I have tried to learn 
w i th patience from others and, in the process, to contribute to their 
views. I have authorized certain structural changes for better manage-
ment and better programme delivery. Whi le these changes have been 
made on the basis of WHO's decentralized structure for the implemen-
tat ion of technical programmes of cooperation, they aim, at the same 
time, at strengthening the global coordination ofheal th development. 

As you know, W H O has a very heavy task if health for al l is to be 
achieved. Last year, I talked to many people 一 heads of state, ministers 
of health, and heads of international agencies. Their sincere expres-
sions of support gave me cause for optimism, despite how diff icult 
WHO's mandate is. Heal th development is seen by Member States as 
being of highest priority, arising from productivity and social stability. 
Yet many government decision-makers also see the health sector as the 
sector which spends excessive amounts of money. W i t h determination, 
we must look forward to the 1990s as a decade for clarifying hitherto 
hidden issues and bringing together diverging forces. 

In connection w i th my overall philosophy of continuity w i th 
change, we have steadfastly stressed the importance at country level of 
primary health care, as the key to development and the goal o fheal th 
for all by the year 2000 and beyond. I have repeatedly emphasized 
peace, equity and social justice as being central to our endeavours. I n 
this, every programme is a contributor and a partner in advocacy, but 
I have indicated five areas to which we shall be giving added emphasis 
in implementation of WHO,s general programme of work. 

The first is the relationship between the state of the world economy 
and health development, especially as i t affects the lesser developed 
countries. We have already started action in the direction of a compre-
hensive, intensified approach to cooperation w i th countries, mobiliz-
ing the internal forces of W H O , and w i th the support of external 
agencies and individuals. We are also giving added emphasis to strength-



ening the economic and financial resources management capabilities 
of the Organization. I n my travels, I have found that primary health 
care is sti l l not well understood by politicians, and sometimes even by 
health professionals. Thus i t is often either not applied as an approach 
concept at all, or not introduced properly. I t is sometimes regarded as 
a means of saving money and is therefore cheap and second rate. I t is, 
i n fact, a system of participatory care, not subsidized or free service care 
delivered from the top down. I t requires the involvement of govern-
ments and of politicians at al l levels, and, most important, of people 
from all walks of life. In primary health care, the stress is on protection 
and health promotion. For example, how can we 一 W H O , govern-
merits or politicians 一 prevent the i l l effects of tobacco unless the 
individual makes a commitment to stop smoking. 

I have asked that a meeting on primary health care should be 
convened next Spring. The task force set up for this purpose is currently 
working on developing a new look for the realistic implementation of 
the primary health care approach, on the basis of national overall 
economic and polit ical policy and structure. I have a feeling that in the 
past we have tended to be rigid and doctrinaire, when, in fact, the 
utmost flexibility is called for. Af ter all, our ultimate objective is health 
for all. 

The second area is the relation between the environment and 
health, and its contr ibution to sustainable development. As I an-
nounced at the Heal th Assembly last May, I have established a 
Commission on Heal th and Environment to assess the consequences 
for human health of man-made environmental changes. I want to 
assure you that this w i l l be a task-oriented, working commission and 
not yet another bureaucratic non-productive measure. We all know 
that bureaucracy can maintain an established system, but i t cannot 
necessarily solve al l the problems. This is especially true i n relation to 
the health services, because health needs reflect the overall ep idemio 
logical situation and the people's expectations for a better quality of 
service, and thus are changing all the time. The Commission's conclu-
sions w i l l provide WHO,s input to the 1992 Uni ted Nations Confer-
ence on Environment and Development. 



The third area to receive grater emphasis is that of nutr i t ion. 
Despite gains in agricultural and health technology in many countries, 
there is st i l l evidence of widespread malnutr i t ion and improper nut r i ' 
t ional practice. The situation is unacceptable; and i t is also affecting 
human resources development, which is fundamental to the infrastruo 
ture for overall development. W i t h F A O and other parties concerned, 
I have therefore taken the first steps to organize an international 
conference on the subject. WHO's init iat ive was well received in the 
Administrative Committee on Coord ina t ion and a task force has been 
formed to work on nut r i t ion issues, again w i th a new look. 

The fourth area of emphasis is exemplified in the Organization^ 
new integrated approach to disease control. Already in 1988 the 
Health Assembly recognized that, of all the target diseases of the 
Expanded Programme on Immunization, poliomyelitis was the most 
amenable to eradication by the year 2000. Having progressed well i n 
the task of raising awareness, the Organization's approach to the 
prevention and control of A I D S w i l l take on a larger dimension, 
encompassing issues w i th a bearing on H I V infection and A IDS, such 
as the control of drug abuse, of sexually transmitted diseases, and of 
other retrovirus infections. A t national level the programme wi l l be 
integrated w i th primary health care-oriented activities. Cancer con-
trol activities w i l l include pain relief and palliative care, and wi l l place 
equal emphasis on primary and secondary prevention and the care of 
persons w i th cancer. Greater emphasis w i l l be given to diabetes 
control, wh ich could include the prevention of disability. A n d inten-
sified activities under the tobacco or health programme are already well 
under way. Stress w i l l be laid on informing the public and on talking 
about disease w i th as many people as possible. 

I t is WHO's role, and a f i f th area of emphasis, to generate informa-
t ion and to use i t for both instructive and educational purposes, and for 
coordinating and managing its programmes of cooperation. A struc-
tural change w i th in W H O wi l l ensure that greater emphasis is given to 
communicating, both directly and through the mass media, w i th al l 
those who can benefit f rom and help in its work. 



These are only a few of the areas receiving greater emphasis. There 
are many more, such as new concepts of care of the elderly and drug 
policy and management issues; and, of course, the Organization's 
contr ibut ion to resolving confl ict and restoring peace by responding 
quickly and in a timely manner to emergency health problems emerg-
ing from man-made strife; I refer particularly to the work we have 
init iated in the occupied Arab territories, i n Namibia, in Afghanistan, 
and recently in Romania. 

Pragmatism dictates that we look at our resource situation before we 
decide on the modalities of providing health care. The international 
health-care market, is one of the largest. We have to be cautious about 
how much more, in the way of resources, governments can put into it. 
I hope the nineties w i l l be marked by an honest reappraisal of health 
care systems, their efficiency, their financing, their costs and effective' 
ness, and their design, which should be best suited to the conditions of 
each country and its perspective for the year 2000 and beyond. W H O 
wi l l facilitate these efforts by collecting and disseminating information 
on experiences and on new technology, using decentralized mecha-
nisms and problem-solving capabilities to better effect. We in W H O 
need your support to make “health for al l ” a reality. 

Last year, I pointed out (and I suffered from) contradictions and 
confrontations between political, economic and health realities. Wh i le 
politics in some countries demand free access to health care for all - an 
underpinning to social equity - economics often distort the objective 
by insidiously introducing parallel markets for quality care or for drugs 
and other technology 一 thus subverting concepts of equity. Health 
realities concentrate resources in h igh technology hospitals, or specific 
population groups, such as the elderly, whi le social demands require 
resources to be spread around. I am convinced that W H O wi l l have to 
examine the contradictions carefully and their resultant effects 一 so 
that i t can cooperate w i th countries as to how health systems can 
genuinely be integrated w i th in a country's pol i t icoeconomic system. 
The health sector cannot be confined as i t has often been in the past. 



The emphasis on economics — as is exemplified by the tide of rising 
expectations in some parts of the world — must not bl ind us to fol low 
unquestioningly false concepts of free market or market-directed 
economy. Such concepts have also led to contradictions 一 where 
societies have relied on wealth producing wealth, and on means of 
increasing consumption and production without any regard for the 
needs and aspirations of the people. I believe in the central role of 
people 一 they are the means of production as well as of consumption. 
I t is people who create wealth 一 although capital can help in the 
process. I f we forget the central role of people, even in a free market 
economy, we shall be doomed to repeat the mistakes of the past. 

Therefore, the health of people must be regarded as a condit ion, 
sine qua non, of development. The role of W H O , of ministries ofheal th 
and of health professionals must be defined wi th in this context. A l l 
W H O staff, w i th the support of the Executive Board, w i l l be working 
for health for all by the year 2000 and beyond to become a reality. 



STATEMENT TO 
THE FORTY-THIRD 

WORLD HEALTH ASSEMBLY 
Geneva, 8 May 1990 

HEALTH AND SOCIAL JUSTICE -
CHALLENGE FOR THE 1990S 

M r President, excellencies, honourable delegates, ladies and 
gentlemen, 

I have the honour to address the Forty-third Wor ld Heal th Assem-
bly and to present to you my report on the work of the Wor ld Heal th 
Organization during the period 1988-1989. There is no doubt that 
much has been achieved in the forty years since the founding o f W H O , 
but I would like to share w i th you some reflections on what has not been 
achieved, and what lies ahead, to the turn of this century and beyond. 
I shall also focus on priority setting and future directions for WHO,s 
programme of work. 

In 1977, the Th i r t ie th Wor ld Heal th Assembly adopted the goal of 
health for all by the year 2000, acclaimed by all Member States. I n 
1978, at A lma-Ata , primary health care was declared to be the key to 
attaining this goal, as part of overall development i n the spirit of social 
justice. The world has had reason to be optimistic for the future health 
development of al l mankind. 

We now have to ask ourselves, have our accomplishments met our 
expectations ？ T o answer this question, we have to look w i th realism at 
where we stand today, how far we have come, and how much remains 
to be done to attain health, justice and social equity for all. Where do 
we stand in the struggle against the root causes of disease and i l l health, 
and where w i l l we be by the year 2000 i f we fail to accelerate and 



intensify our efforts in the coming decade of the 1990s? Let me review 
w i th you some of the facts. 

O n the bright side, immunization coverage for chi ldren i n the 
developing countries reaching their first birthday has climbed from less 
than 5% in 1974 to over 60% today. Yet, this is sti l l not enough, for the 
children not yet being reached are among those at greatest risk. Unless 
coverage is further increased and sustained, in the coming decade we 
can expect 30 mi l l ion children to die prematurely, and a similar 
number to become disabled from vaccine-preventable diseases, such as 
poliomyelitis. 

Diarrhoeal diseases, w i th their related dehydration and malnutri-
t ion, could take the lives of 40 mi l l ion children in the next decade. 
Inexpensive, practical oral rehydration therapy alone could prevent 
65% of these deaths. 

Acute respiratory diseases, including pneumonia and the respira-
tory complications of measles and whooping cough, w i l l account for 
over forty mi l l ion chi ld deaths during this decade. These are related to 
risk factors of low birth^weight, poor nutr i t ion, low income, and lack 
of supporting health facilities. Pneumonia can be cured by standard, 
inexpensive antibiotic treatment, but reduction of infection w i l l 
depend on attacking the root causes of poverty, ignorance and i l l health 
in most developing countries. 

Some 30 mi l l ion people, mostly in developing countries, w i l l die of 
tuberculosis in the coming decade, although specific antibiotic treat' 
ment exists and 95% of patients could be cured wi thout requiring 
hospitalization. Overcrowded, unhygienic l iv ing conditions lie at the 
base of the problem. 

The global malaria situation has become acute, even i n some 
countries where i t was thought to have been eliminated. The disease 
is st i l l endemic in some 100 countries or areas, placing about 40% 
of the world's population at risk. Unless greater attention is paid 
to prevention and control measures, specific treatment, and the 
problem of resistance of mosquitos and parasites, we can expect from 



10 to 20 mi l l ion deaths in the next decade. We can also expect 
countless cl inical cases of malaria, w i th al l the consequent adverse 
implications for social and economic productivity and quality of life. 

A I D S is rapidly becoming a serious threat to human life. Some 5 to 
10 mi l l ion people may currently be infected w i t h human immunode' 
ficiency virus. Hal f of these w i l l develop A I D S w i th in ten years, and 
most w i l l die. The demographic implications of these deaths depend on 
the socioeconomic situation of an individual country, on when the 
virus began to spread, and on the extent of risk behaviour in the 
population. Whi le research for effective drugs and vaccines continues, 
our best weapon against this disease at present is education for healthy 
lifestyles and behaviour. 

Drug abuse is spreading, especially among young people, destroying 
future productive lives, even as we wage war on the ravages of 
alcoholism and tobacco use. Unless there is a marked change in 
smoking patterns, five hundred mi l l ion people l iv ing today w i l l die of 
diseases related to smoking. 

Worldwide, the biggest ki l ler is cardiovascular disease, w i th 
12 mi l l ion deaths annually. Cancer causes 4.8 mi l l ion deaths each 
year. Yet we know that change in dietary habits and lifestyles can 
prevent a substantial share of these 170 mi l l ion deaths during the 
decade, and contribute to a longer and better quality of life. 

Urban water supply and sanitation is improving. I n rural areas, 
water supply coverage has risen from 30% to almost 50% in the past ten 
years, but only 17% of the rural population has access to appropriate 
means of sanitation. Everywhere, the world is facing pol lut ion and loss 
of natural resources - water, land, air, vegetation, and even genetic 
diversity 一 w i th many unknown adverse consequences for human 
health. 

Wh i le global trends in the infant mortality rate are improving, 
disparity between developed and developing countries, and even 
between population groups w i th in some countries, remains too great. 
For developed countries, the infant mortal i ty rate is currently esti-



mated to be 15 per thousand live births, and for developing countries 
79 per thousand live births, which is more than five times as high. In 
many countries the maternal mortality rate is as unacceptable as i t is 
unnecessary and avoidable. The maternal mortality rate in developing 
countries, averaging about 44 per ten thousand live births, is more than 
fourteen times the average rate of about three per ten thousand live 
births in developed countries. 

About 50 mi l l ion people die in the world each year from all causes, 
including disease. O f these deaths, nearly 80% occur in the developing 
countries. About 50% of these are from preventable causes. Unless 
current trends are arrested, some 200 mi l l ion people may die prema-
turely in the 1990s from preventable causes alone. 

Nevertheless, many people are l iv ing longer. In the past decade 
three to four years have been added to global life expectancy, which is 
now about 61.5 years. But the difference in life expectancy between 
r ich and poor remains significant for both men and women. O n 
average, people in developed countries l ive about 14 years longer than 
those in developing countries. In many countries, the rate of popula-
t ion growth is outpacing economic growth. By the end of the 1990s, the 
world’s population w i l l increase by some one thousand mi l l ion, or by 
20% over the present 5.3 thousand mi l l ion. Most of this increase w i l l 
be in developing countries. About half the worlds population w i l l also 
be l iv ing in urban areas, w i th some 24 cities having populations of over 
10 mi l l ion. The rate of urbanization threatens to outpace the abil ity of 
services and facilities, such as water, sanitation and energy, to cope. I t 
may also overtake housing and opportunities for employment. I n 1990 
nearly 10% of the world's population is over 60 years of age and 6% is 
over 65. Moreover, by the year 2000, the majority of the world's 
population aged 60 years and over w i l l be l iv ing in developing coun-
tries. This w i l l have significant implications for working populations, 
national productivity and the nature and costs of health care. 

In spite of overall technological and economic progress, especially 
in the developed world, for the majority of the population in many 
developing countries, the basic conditions for health, socioeconomic 



development and daily l iv ing remain unacceptable. They sti l l carry the 
double burden of having to cope w i th infectious diseases, while facing 
many of the degenerative diseases previously associated w i th develop-
ment. They have been the most affected by adverse economic trends. 
For many, the per capita income is barely sufficient to ensure the basic 
min imum essentials. How can these countries, and these populations, 
afford sustainable health development? Unless we, and the entire 
international community, jo in hands to intensify our efforts on behalf 
of these populations, we shall only see a widening of the gap between 
r ich and poor, the “haves” and the "have nots". 

As we approach the end of the twentieth century, we must reap-
praise the discrepancy between our intentions and reality. The health 
issues of the 1990s cannot be dealt w i th in isolation. They are 
inextricably related to issues of development and social equity. We 
must strive to close the poverty gap both between and w i th in countries. 
Only in this way can we realize our current hopes and prospects for 
peace and quality of life, in our time and for future generations. This is 
why I have placed so much stress on intensified W H O support to 
countries most in need. 

I do not wish to sound only a note of pessimism, for there is also new 
hope and opportunity for change. Many of the polit ical and socioeco-
nomic assumptions, perspectives and structures that set the stage for 
action in the past have crumbled like the walls that once divided 
competing ideological and polit ico-mil itary camps. The end of the 
cold war offers new hope and opportunity, and new possibilities for 
cooperation. Savings in defence expenditure must result in a "health 
dividend", to enable us to achieve our global goals. Today, we are 
witnessing a resurgence of people's common aspirations and expecta-
tions for peace and security, sustainable socioeconomic development, 
and better quality of life. More important is the increasing clamour that 
the people should be given the right to have a say in these matters. The 
extremes of polit ical ideology are moving ever closer to each other, to 
a position where men and women 一 individuals - and the ful f i lment of 
their potential, w i l l be of paramount importance. Frankness and 



transparency have entered international relations, and in many coun-
tries we are being shown the frailty that was the old system, and their 
real disparities and needs. 

As I have had occasion to stress on a number of occasions, W H O 
uses a pluralistic approach; in the provision of health care i t does not 
fol low any particular, preconceived ideology, whether of central or of 
free market'directed economy. Each country situation is in some sense 
unique, in time and place, and the solutions devised must respond to 
the needs and aspirations of the people concerned. I believe in the 
central role of the people; i t is they who create the wealth and values 
of society. I f we forget the central role of the people, we shall be doomed 
to repeat the mistakes of the past. 

I n Eastern Europe, including the Soviet Union, momentous change 
is taking place, w i th transformation and restructuring of the social and 
economic system. Many Eastern European countries are reviewing and 
restructuring their health system to respond to these changes. They are 
turning to W H O for help and advice. T o manage a new health system, 
these countries require the rapid transfer of health technology and 
reorientation of human resources for health. W H O and other organic 
zations of the Uni ted Nations system are ready and wi l l ing to cooperate 
in this work, which w i l l be of benefit not only to the countries them-
selves but to countries all over the world. But i t would not be right if 
we were to shift regular budget resources away from the developing 
countries. Therefore I appeal for additional external resources to carry 
out this work for the Eastern European countries. A t the same time, 
many countries in Eastern Europe are facing serious and uncontrolled 
environmental problems. I n addition, the scale and effect on health of 
the accident at Chernobyl have been re'evaluated by the Soviet 
authorities, and the Ministry of Heal th of the USSR is seeking coopera-
t ion w i th W H O . 

W H O has long asserted the principle that health is a fundamental 
human right. As we enter the decade of the 1990s, human rights, social 
justice and ethical issues wi l l become more and more important. 
Human rights in health and medicine must be seen w i th in the wider 



framework of basic human rights, for the rights of the patient are the 
rights of man. They involve three related issues: freedom of expression 
and the right to be informed; respect for the integrity of the individual, 
including freedom to decide; and prohibi t ion of discrimination of any 
kind. I n the 1990s I intend to emphasize the human rights aspect of 
health in all our programme activities. 

I n the face of these challenges, we have continually to review the 
role our Organization w i l l have to play. Do we have the skills and 
resources w i th which to do the work? How do we prepare ourselves to 
respond, and at the same time fulf i l , our leadership mandate? Are there 
new areas of work that require more attent ion and concerted effort? 

Having listened to the advice and guidance of the regional commit-
tees, the Executive Board, and the Wor ld Heal th Assembly, and after 
close and continuing consultations w i th Member States, we have 
identified certain programme areas which need added emphasis, be-
cause of their crit ical influence on the rest of what we do. Let me review 
them briefly. 

The first area is the relationship between health development arid 
the state of national and world economy, especially in the least 
developed and most adversely affected countries. Reflecting the spirit 
of resolution EB85.R15, I am pleased that leaders at the highest 
polit ical level w i l l address the theme of world economy and health at 
this Heal th Assembly tomorrow. There is no doubt that primary health 
care is the most cost-effective approach to sustainable health care, of 
an acceptable quality, for a l l Why, then, is primary health care in many 
cases being implemented so slowly and so incompletely? Many coun-
tries are having difficulty in dealing w i th problems of resource l imita-
tion, demographic growth, an aging population, and urbanization, all 
of which deserve special attention and special solutions. To help us to 
address some of these issues, I have asked experts w i th f ield experience 
to advise on how to attain more efficient and effective implementation 
of primary health care. The first meeting of the Consultative Commit-' 
tee on Primary Health Care Development took place in Geneva from 
9 to 12 Ap r i l 1990. The Advisory Committee's recommendations w i l l 



contribute to the intensified technical and economic support we are 
providing to countries facing serious economic constraints, and to the 
cooperation we are extending in planning and rationalizing the finano 
ing of health care. Assessment missions have visited 23 countries, and 
special technical and financial agreements have been concluded w i th 
14 countries.1 Further details are reported to you under item 18 of your 
agenda. 

The second area is the relation between the environment and 
health, and its implication for sustainable development. A l l around us, 
we see the deleterious effects on health of pollution; from the burning 
of fossil fuels, the uncontrolled dumping of toxic industrial wastes, and 
the indiscriminate use of pesticides and fertilizers in agriculture. The 
environmental deterioration problem is of concern to everyone; to 
solve it requires the concerted action of many individuals and agencies 
outside the health sector, extending beyond the competence of our 
Organization alone. Nevertheless, W H O is the international techni-
cal authority on the effect on human health of these environmental 
conditions, and it is taking steps to ful f i l its role in the international 
arena. The theme of Wor ld Heal th Day in 1990 was “Our planet - our 
health. Th ink globally _ act locally”. The W H O Commission on 
Health and the Environment, w i th Madame Simone Vei l as Chair-
man, w i l l hold its first meeting in June 1990.1 have called on this high-
level commission to determine what is known, what is not known, and 
where more research and effort are needed. I t w i l l assist us in assessing 
the implications and consequences for human health of man-made 
environmental changes. The conclusions of the Commission w i l l 
help to shape health strategies, define priorities and provide WHO's 
input to the 1992 Uni ted Nations Conference on Environment and 
Development. 

The third area that needs greater emphasis is nutr i t ion. Despite 
gains in agriculture and health technology, in many countries there is 

1 The fourteen countries are: Bolivia, Central African Republic, Chad, Democratic Yemen, 
Djibouti, Ecuador, Ghana, Guatemala, Guinea, Guinea-Bissau, Malawi, Nepal, Sudan, 
and Viet Nam. 



sti l l evidence of widespread malnutr i t ion and improper nutr i t ional 
practices. Malnutr i t ion in chi ldhood has a life-long effect. I t is essential 
to ensure the availability of a range of food in all countries, but in some 
countries where there is abundance of food, i t is necessary to educate 
people in sound dietary habits, to ensure the right nutr i t ional balance. 
The Food and Agriculture Organization of the Uni ted Nations and the 
Wor ld Health Organization have agreed to convene an international 
conference on nutr i t ion in two years’ time. I n resolution EB85.R14, 
the Executive Board urged Member States to accord h igh priority to the 
inclusion of dietary and nutr i t ion components in their development 
plans and programmes, to apply them across sectoral boundaries, to 
evaluate their effect on the nutr i t ional status of the population, and to 
report on their actions and results to the international conference. 
W H O continues to be concerned w i th specific nutr i t ional deficien-
cies. A t this Health Assembly, you wi l l be considering a proposal for 
development of a draft global action plan for el iminating iodine 
deficiency disorders as a major public health problem by the year 2000. 

The fourth area of emphasis is the complex relation between 
control of various diseases of public health importance and overall 
health care. This is exemplified by the Organization's advocacy of more 
integrated approaches to disease control. Particularly for countries that 
lack resources, i t is desirable to combine various disease control 
activities, in order to have a synergistic effect. W i t h i n W H O , for 
example, we have restructured the tropical disease control and research 
programmes, in order to promote greater cohesiveness and a sharing of 
resources. This need for concerted action w i l l become al l the more 
important as we work towards attaining the targets of eradication of 
poliomyelitis by the year 2000 and el imination of dracunculiasis during 
the 1990s. 

Similarly, it w i l l allow us to better confront the increasingly serious 
problem of malaria control. To help to focus priority attention on this 
disease, steps are being taken to organize a global conference on 
malaria, w i th participation at the highest level of authority. A I D S pre-
vent ion and control is being integrated w i th primary health care-



oriented activities, raising awareness and taking on related issues such 
as the control of drug abuse, sexually transmitted diseases and other 
retrovirus infections. The process of decentralization of A I D S preven-
t ion and control activities is continuing, giving increased technical 
support responsibilities to the regional level and to country level, while 
retaining at central level substantial responsibilities for advocacy, for 
the generation and transfer of information, for the promotion of 
research, and for monitoring and evaluation. Greater emphasis is being 
given to the more integrated control of diabetes, including the preven-
t ion of disability. To help reduce the incidence of cancer and of 
cardiovascular diseases, intensified activities under the tobacco or 
health programme are well under way. The success of our disease 
control programmes is dependent on the availability of affordable 
drugs. A progress report on the Ac t i on Programme on Essential Drugs 
is before this Heal th Assembly under i tem 23 of your agenda. 

The f i f th area of emphasis is WHO,s role in generating information 
and using i t for instructive and educational purposes, and for coordi-
nating, directing and managing its programmes of cooperation. A 
system must be set in mot ion which allows us to determine new trends 
and priorities at an early stage. W i t h i n W H O , we must continue to 
stress health promotion and education. As we know, modification of 
individual lifestyle and behaviour w i l l not solve all health problems. 
People w i l l continue to fall i l l and grow old. Therefore we need also to 
improve curative services and secondary prevention strategies, ensur' 
ing the availability of appropriate technology at all levels. Appropriate 
and accurate reporting by the mass media can be a very useful tool to 
encourage people to make the right decisions and contribute their 
share. 

Whi le these areas are receiving greater emphasis, the health situa-
t ion is evolving, as problems are overcome and new problems emerge. 
The range of health problems that, by its resolutions, the Heal th 
Assembly is requesting me to support Member States i n solving, is very 
great indeed, w i th significant budgetary implications. O f course, one 
way to overcome the dilemma this gives rise to, is to place increased 



reliance on the generation of extrabudgetary resources. We are re' 
doubling our efforts to mobilize all possible resources for health, w i th 
particular reference to developing countries that are having to readjust 
and restructure because of economic crisis, and to countries undergoing 
economic change in Eastern Europe. I am pleased to report that we 
continue to have support from the international community in mobi-
lizing voluntary contributions for many of our technical programmes 
and, perhaps more importantly, the trend is away from tying these 
contributions to pre-determined specific activities. Such programmes 
as onchocerciasis control, tropical disease research, human reproduce 
t ion research, immunization, the control of diarrhoeal diseases, and the 
war on A IDS, could not have achieved their current status wi thout the 
generous support of donors. But W H O programmes are not equally 
attractive for voluntary contributions. The priorities of countries 
should not be ‘‘donor-driven”. 

W H O wi l l continue to display transparency and clarity of purpose 
in the management and implementation of its programmes of coopera-
t ion. But i t cannot assume more and more responsibility or undertake 
more and more activities without eventually having to ask for an 
increase in regular budget resources. Before I do this, however, i t is 
necessary to ensure that the resources that are available are used to the 
greatest effect. Our work has to be sharpened so that i t focuses on 
activities of the highest priority. 

We are in the course of preparing the proposed programme budget 
for 1992-1993. This w i l l be based on zero growth in real terms. W h e n 
we started preparation, I took the decision to reduce the regular budget 
planning allocations to global and interregional programmes by 2% in 
real terms. The resultant resources are being reallocated i n order to 
increase support to a few selected activities of the highest priority. 

Approximately two-thirds of WH〇 ’s human and other resources 
are at country and regional levels. Therefore, emphasis must be on 
effective jo in t programming, on the implementation of cooperation 
w i th countries, through the regional offices, and on the programme 
budget review by the regional committees. A working group of the 



Executive Board is currently carrying out a study on criteria for 
determining priorities at country, regional and global levels. Its find-
ings and conclusions w i l l be taken fully into account. 

Meanwhile, W H O is continuing to respond to requests for techni-
cal cooperation, support and relief for countries facing emergencies, 
pol i t ical change, and special socioeconomic and demographic circum-
stances. For example, last December, W H O responded to some of the 
immediate health needs of the people of Romania. Similarly, after a 
W H O mission visited Lebanon to assess health needs, I was able to 
provide immediate assistance and to establish a trust fund for health 
development in Lebanon. 

W H O has a commitment to health development in Afghanistan. 
A t the time of the Regional Committee for the Eastern Mediterranean, 
i n Teheran last year, I had an opportunity to discuss the situation w i th 
a number of health leaders. I was also able to observe the tragic 
conditions under wh ich the refugees are l iving, despite the efforts and 
support of the host country and the international community. Last 
March I visited Afghanistan and Pakistan to assess the situation and 
underscore WHO,s commitment. I n response to resolution W H A41.33, 
and in collaboration w i th the Uni ted Nations Secretary-GeneraPs 
special coordinator, W H O has provided health assistance to the people 
of Afghanistan. This has included the provision and distribution of 
essential drugs, the reconstruction of health infrastructure, rehabilita-
t ion of the disabled, and the training of health personnel. I t has been 
provided from all directions: from Kabul, from Pakistan, from the 
Islamic Republic of Iran, and from the USSR. The purpose is to 
facilitate the repatriation and resettlement of the Afghan refugees in 
the country. We hope that this reconcil iation through health w i l l bring 
about poli t ical stability and sustainable development for Afghanistan 
in the future. 

May I say how pleased I am to see Namibia, after sixteen years as an 
Associate Member of W H O , take its place as a ful l Member at this 
Forty-third Wor ld Heal th Assembly. I n preparation for Independence, 
W H O participated w i t h other Uni ted Nations agencies in the repatria-



t ion to their country of some 42 000 Namibians. Medical check-ups, 
vaccinations and services were provided. A health sector review 
mission to Namibia resulted in a major effort to provide health policy 
options for the incoming Government. A shortage of senior health 
workers has been met by the deployment of volunteer doctors. W H O , 
w i th UNDP, has helped to mobilize bilateral and nongovernmental 
assistance, and to provide rapid financial support for emergency and 
contingency planning. Thus the freely elected Government of N a ' 
mibia has been able to establish a primary health care-based policy from 
the first hour of national Independence. 

I n response to resolution WHA42.1 , W H O has redoubled its efforts 
to provide technical support to improve the health of the Palestinian 
people in the occupied territories. Missions have been undertaken for 
needs assessment studies relating to emergency medical care, nut r i t ion 
requirements, and hospital and health service facilities. In January 
1990, a W H O mission visited Jerusalem, the West Bank and Gaza, to 
develop a coordinated technical support programme, which has the 
agreement and support of a number of Member States and other 
organizations. This planned programme includes the establishment of 
primary health care centres and emergency facilities, the provision of 
related medical supplies and equipment, and the training of health 
personnel. Support has been pledged, and contributions are being 
received, from many donors in cash or in kind. I n March 1990 I 
attended the f i f teenth session, in Cairo, of the Counci l of Arab 
Ministers of Health, where I outl ined the W H O programme and 
appealed for additional support. More details are reported to you under 
item 31 of your agenda. Ult imately our concern is for humanitarian 
assistance to the Palestinian people, and I hope that our discussions 
during the entire course of this Health Assembly w i l l be carried out in 
this spirit. 

Honourable delegates, ladies and gentlemen, i t is nearly two years 
since I became Director-General of W H O . I see this period as one of 
transition. I believe that, in the past, W H O has concentrated on 
developing concepts and theory, and has striven to achieve symmetry 



and perfection in its activities. I t is clear that, unless we now stress 
implementation, focusing on activities of the highest priority, a num-
ber of Member States w i l l not achieve the goal of health for all by the 
year 2000. For this reason we have been developing an intensified ap-
proach in countries, w i th a view to improving the implementation of 
policies, strategies and priority programmes. This approach combines 
the human, technical and financial resources of W H O at all levels of 
its decentralized structure, in a holistic, mutually supportive manner. 

In all of this, I want to recall to you, and to stress the fact, that, by 
its very mandate, W H O is a technical agency, not a polit ical one. We 
should use polit ical means to attain health objectives, but not health 
issues to serve polit ical ends. Furthermore, we are an intergovemmen-
tal organization, not a supranational one. As such, the Health Assem-
bly and the Executive Board are the official organs that provide us w i th 
guidance on the policy direction and overall priorities for international 
health work. 

You have a heavy agenda before you, and a most important one, for 
the resolutions and decisions of this Heal th Assembly w i l l affect the 
course of international health work and the health of people. I shall be 
listening w i th the closest attention to your interventions, w i th the 
intent ion of taking your comments and guidance fully into account in 
determining the direction and priorities of the future work of W H O . 
We must perceive ourselves as one, working together for health for all 
by the year 2000, and beyond, to become a reality. 


