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A B B R E V I A T I O N S 

Abbreviations used in WHO documentation include the following: 

ACC .Administrative Committee on OAU - Organization of African Unity 
Coordination OECD - Organisation for Economic 

ACHR • Advisory Committee on Health Co-operation and Development 
Research РАНО - Pan American Health 

AGFUND • • Arab Gulf Programme for United Organization 
Nations Development SAREC - Swedish Agency for Research 
Organizations Cooperation with Developing 

ASEAN ,Association of South-East Asian Countries 
Nations SIDA - Swedish International 

CIDA .Canadian International Development Authority 
Development Agency UNCTAD - United Nations Conference on 

CIOMS • Council for International Trade and Development 
Organizations of Medical UNDP - United Nations Development 
Sciences Programme 

DANIDA • .Danish International UNDRO - Office of the United Nations 
Development Agency Disaster Relief Coordinator 

ECA • Economic Commission for Africa UNEP - United Nations Environment 
ECE -Economic Commission for Europe Programme 
ECLAC -Economic Commission for Latin UNESCO - United Nations Educational, 

America and the Caribbean Scientific and Cultural 
ESCAP -Economic and Social Commission Organization 

for Asia and the Pacific UNFDAC _ United Nations Fund for Drug 
ESCWA • Economic and Social Commission Abuse Control 

for Western Asia UNFPA - United Nations Population Fund 
FAO -Food and Agriculture UNHCR - Office of the United Nations 

Organization of the United High Commissioner for 
Nations Refugees 

FINNIDA -Finnish International UNICEF - United Nations Children's Fund 
Development Agency UNIDO - United Nations Industrial 

IAEA -International Atomic Energy Development Organization 
Agency UNRWA - United Nations Relief and Works 

I ARC • International Agency for Agency for Palestine Refugees 
Research on Cancer in the Near East 

I CAO • International Civil Aviation UNSCEAR - United Nations Scientific 
Organization Committee on the Effects of 

IFAD -International Fund for Atomic Radiation 
Agricultural Development USAID - United States Agency for 

ILO -International Labour International Development 
Organisation (Office) WFP - World Food Programme 

IMO -International Maritime WIPO - World Intellectual Property 
Organization Organization 

ITU -International Telecommunication WMO • World Meteorological 
Union Organization 

NORAD -Norwegian Agency for 
International Development 

The designations employed and the presentation of the material in this volume do not 
imply the expression of any opinion whatsoever on the part of the Secretariat of the 
World Health Organization concerning the legal status of any country, territory, city or 
area or of its authorities, or concerning the delimitation of its frontiers or 
boundaries. Where the designation "country or area" appears in the headings of tables, 
it covers countries, territories, cities or areas. 
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P R E F A C E 

The Forty-fourth World Health Assembly was held at the Palais des Nations, Geneva, 
from 6 to 16 May 1991, in accordance with the decision of the Executive Board at its 
eighty-sixth session. Its proceedings are published in three volumes, containing, in 
addition to other relevant material: 

Resolutions and decisions^" - document WHA44/1991/REC/1 

Verbatim records of plenary meetings, committee reports, and list of participants 
document WHA44/1991/REC/2 

Summary records of committees - document WHA44/1991/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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GENERAL COMMITTEE 

FIRST MEETING 

Monday. 6 Mav 1991. at 17h00 

Chairman: Dr P. NYMADAWA (Mongolia) 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES 
(Document A44/1) 

The CHAIRMAN reminded the Committee that, under its terms of reference as defined in 
Rule 33 of the Rules of Procedure of the Health Assembly, its first task was to deal with 
item 8 (Adoption of the agenda and allocation of items to the main committees) of the 
provisional agenda, which had been prepared by the Executive Board and issued as 
document A44/1. 

Addition of supplementary items to the agenda 

The CHAIRMAN advised the Committee that two sub-items should be added under item 22 
(Review of the financial position of the Organization). The first was sub-item 22.5, 
"Salaries of ungraded posts and of the Director-General". He explained that, after 
confirmation in resolution EB87.R17 of amendments to the Staff Rules concerning the 
salary scale applicable to staff in the professional category and directors' posts and 
consequential changes to the rates of staff assessment for such staff - which did not 
involve any change in net remuneration - similar technical adjustments had to be made to 
the salaries of ungraded posts and of the Director-General. The matter had been referred 
to the Committee of the Executive Board to Consider Certain Financial Matters prior to 
the Health Assembly, which recommended that it be dealt with by Committee B. 

The second additional sub-item was 22.6, "Proposed adjustment of budgetary exchange 
rates for 1992-1993 in the light of currency exchange developments up to May 1991", made 
necessary by the decision of the Director-General to recost his proposals for the budget 
for the financial period 1992-1993 on account of the recent strengthening of the United 
States dollar and to present his revised proposals to the Assembly. 

There being no objection, he concluded that the Committee agreed to recommend the 
inclusion of those two sub-items. 

It vas so agreed. 

Deletion of agenda items and allocation of remaining items 

The CHAIRMAN indicated that two items on the provisional agenda that bore the 
proviso "if any" should be deleted: item 24 (Supplementary budget for 1990-1991) and 
item 27 (Working Capital Fund) with its two sub-items. 

In the case of item 22.3 (Members in arrears in the payment of their contributions 
to an extent which would justify invoking Article 7 of the Constitution), it was the 
proviso "if any" that should be deleted, since that item would have to be considered by 
the Health Assembly. 

As there were no objections, he concluded that the Committee was in agreement with 
those proposals. 

It was so agreed. 

- 1 -
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The CHAIRMAN noted that the Executive Board had distributed the items on the 

provisional agenda under Committee A and Committee В according to the terms of reference 
of those committees as laid down in Rule 34 of the Rules of Procedure. 

Referring to the agenda items to be considered in plenary session, namely items 1 
to 15, he noted that the Health Assembly had already dealt with items 1 to 7 that 
afternoon. The Committee was at present dealing with item 8, on which he would transmit 
its recommendations to the plenary meeting the following morning. The remaining items 
(9 to 15) would be examined in plenary session, as scheduled. 

He suggested that the applications for membership of the World Health Organization 
received from the Marshall Islands and the Federated States of Micronesia, together with 
the application for associate membership received from New Zealand on behalf of Tokelau 
(documents A44/4, A44/35 and A44/36), should be placed under item 11 of the agenda 
(Admission of new Members and Associate Members). He further suggested that item 18 
(International programme to mitigate the health effects of the Chernobyl accident: 
establishment of an international centre), at present assigned to Committee A, might more 
appropriately be allocated to Committee B. 

It was so agreed. 

The CHAIRMAN concluded that the Committee might recommend to the Health Assembly 
that it accept the allocation of the other items to the main committees as set out in the 
provisional agenda, on the understanding that certain items might subsequently be 
transferred from one committee to the other depending on their work-load. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN reminded the Committee that the Executive Board had decided that the 
Forty-fourth World Health Assembly should close no later than Friday 17 May. He drew its 
attention to the preliminary daily timetable prepared by the Executive Board (document 
A44/GC/1), pointing out that the meeting of Committee A in the afternoon of Tuesday, 
14 May, had been omitted in error. That meeting would continue the discussion of 
item 17. He noted that the Technical Discussions would be held throughout Thursday, 
9 May, and in the morning of Saturday, 11 May. In the absence of any objections to the 
timetable, he concluded that the Committee approved it in principle, subject to any 
changes that might become necessary. 

It was so agreed. 

The General Committee then drew up the programme of meetings for Tuesday, 7 May, 
Wednesday, 8 May, Thursday, 9 May, Friday, 10 May and Saturday, 11 May. It decided to 
meet next on Thursday, 9 May at 17h00 in order to draw up the programme for the following 
week and the list for the annual election of Members entitled to designate a person to 
serve on the Executive Board. It also decided that the plenary meetings and the meetings 
of the main committees would normally be held from 09h00 to 12h30 and from 14h30 to 
17h30. 

The CHAIRMAN suggested that, in accordance with established procedure, the order of 
the list of speakers wishing to take part in the debate on agenda items 9 and 10 - a list 
that already contained 93 names - should be strictly followed, and that new names should 
be entered in the order in which they were received by the assistant to the Secretary of 
the Assembly. The list of speakers would be published in the Journal. If the Committee 
had no objection, he would inform the Health Assembly of those arrangements at the 
plenary meeting the following morning. 

It was so agreed. 
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The CHAIRMAN drew attention to the topic of the Technical Discussions, "Strategies 

for health for all in the face of rapid urbanization", and gave the floor to 
Sir Donald Acheson, General Chairman of the Technical Discussions. 

Sir Donald ACHESON, General Chairman of the Technical Discussions to be held during 
the Forty-fourth World Health Assembly, described the arrangements for the discussions 
and encouraged delegates to visit the exhibition on the same subject, which he said could 
accurately be summarized as "the urban crisis". 

The meeting rose at 17h40. 

SECOND MEETING 

Thursday. 9 May 1991. at 17h05 

Chairman: Dr P. NYMADAWA (Mongolia) 
President of the Health Assembly 

1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A PERSON TO SERVE ON THE 
EXECUTIVE BOARD 

The CHAIRMAN reminded members that the procedure for drawing up the list of proposed 
names to be transmitted by the General Committee to the Health Assembly for the annual 
election of Members entitled to designate a person to serve on the Executive Board was 
governed by Article 24 of the Constitution and by Rule 102 of the Rules of Procedure of 
the Health Assembly. To help the General Committee in its task, the following documents 
were before it: 

(a) a table showing the geographical distribution of seats on the Board, by Region; 

(b) a list, by Region, of Members of the Organization which were or had been 
entitled to designate persons to serve on the Executive Board; 

(c) a list - by Region and in alphabetical order within each Region - of Members 
whose names had been suggested following the announcement made by the President 
of the Health Assembly in plenary session, in accordance with Rule 101 of the 
Rules of Procedure of the Health Assembly; 

(d) lastly, a table showing the current composition of the Executive Board, with 
the names underlined of the 10 Members whose term of office would expire at the 
end of the Forty-fourth World Health Assembly and who had to be replaced, 
namely: for the African Region, Mozambique； for the Region of the Americas, 
Argentina and Nicaragua; for the South-East Asia Region, India; for the 
European Region, Austria, Czechoslovakia and the United Kingdom of Great 
Britain and Northern Ireland; for the Eastern Mediterranean Region, the 
Islamic Republic of Iran and the Libyan Arab Jamahiriya; and for the Western 
Pacific Region, Tonga. 

As no additional suggestions were made by the General Committee, he noted that the 
number of candidates was the same as the number of seats on the Executive Board to be 
filled. He therefore presumed that the General Committee wished, as was allowed under 
Rule 80 of the Rules of Procedure, not to take a vote since the list apparently met with 
its approval. 

There being no objection he concluded that it was the Committee's decision, in 
accordance with Rule 102 of the Rules of Procedure, to transmit a list composed of the 
following 10 Members to the Health Assembly for the annual election of Members entitled 
to designate a person to serve on the Executive Board: Afghanistan, Bolivia, Bulgaria, 
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Denmark, Greece, Maldives, Philippines, Sierra Leone, Tunisia and Uruguay. The list 
would be transmitted to the Health Assembly at least 24 hours before it was due to meet 
to elect the Members. 

It vas so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing reports from Mr DOUGLAS (Jamaica) , Chairman of Committee A, and Dr LEE 
(Republic of Korea), Chairman of Committee B, on the progress of work in their 
committees, the General Committee drew up the programme of meetings for Friday, 10 May, 
Saturday, 11 May, Monday, 13 May, and Tuesday, 14 May, and agreed to hold its own next 
meeting on Tuesday, 14 May at 17h30. 

The meeting rose at 17h25. 

THIRD MEETING 

Tuesday. 14 Mav 1991. at 17h40 

Chairman: Dr P. NYMADAWA (Mongolia) 
President of the Health Assembly 

1. PROGRAMME OF WORK AND DATE OF CLOSURE OF THE HEALTH ASSEMBLY 

After the Committee had heard the reports of Dr LEE (Republic of Korea), Chairman of 
Committee B, and Dr ORTENDAHL (Sweden), Vice-Chairman of Committee A, on the progress of 
the work of those committees, the CHAIRMAN suggested that item 19 (Global strategy for 
the prevention and control of AIDS) be transferred from Committee A to Committee B. 

It vas so agreed. 

The General Committee then approved the programme of meetings for the remainder of 
the Assembly, on the understanding that the President was authorized to reschedule 
meetings if necessary depending on the progress made in the main committees. A plenary 
meeting would be held on Thursday or Friday to approve the final reports of the main 
committees, after which the closing ceremony would take place. 

2. CLOSURE 

After the customary acknowledgments, the CHAIRMAN declared the work of the Committee 
closed. 

The meeting rose at 17h55. 



COMMITTEE A 

FIRST MEETING 

Tuesday. 7 May 1991. at llhOO 

Chairman: Mr E. DOUGLAS (Jamaica) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 16 of the Agenda (Document A44/39) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, 
particularly the observers for the Marshall Islands and the Federated States of 
Micronesia, both of which had applied for membership of WHO, and the observer for 
Tokelau, on whose behalf an application for associate membership had been received. 

He then drew attention to the third report of the Committee on Nominations (document 
A44/39)y in which Mr C. Ortendahl (Sweden) and Dr J. Fernando (Sri Lanka) were 
nominated as Vice-Chairmen and Professor A. M. Ansari (Pakistan) as Rapporteur. 

Decision: Committee A elected Mr C. Ortendahl (Sweden) and Dr J. Fernando 
(Sri Lanka) as Vice-Chairmen and Professor A. M. Ansari (Pakistan) as Rapporteur. 

The DEPUTY DIRECTOR-GENERAL welcomed the participants and reminded them that they 
had a heavy task before them. Not only would Committee A have to examine the programme 
budget for 1992-1993, but it would also be discussing the Global Programme on AIDS and 
the subject of women, health and development, so important in the economic and social 
development process. The Executive Board had already examined most of the items on the 
agenda, and its representatives were ready to explain its recommendations. 

2. ORGANIZATION OF WORK 

The CHAIRMAN suggested that the normal working hours should be from 9h00 to 12h30 
and from 14h30 to 17h30. 

It vas so agreed. 

3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) 

The CHAIRMAN suggested that the item should be considered under its three 
sub-items : 17.1 (General policy matters), 17.2 (Programme policy^jnatters, including 
progress reports by the Director-General on the implementation of resolutions) and 17.3 
(Financial policy matters). 

The experience of past Health Assemblies had shown that grouping the discussions on 
the programme budget under the five broad categories corresponding to the five main 
appropriation sections had led to some confusion, and it had therefore been decided to 
make further divisions within those categories to allow smaller blocks of programmes to 
be considered together. Moreover, during its review of the proposed programme budget in 
January, the Executive Board had followed an order different from that in the budget 
document. He invited the representative of the Executive Board to explain the procedure 
that had been followed. 

1 See document WHA44/1991/REC/2. 
2 Decision WHA44(4). 
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Professor BORGOÑO (representative of the Executive Board) said that the Board 

recommended to the Health Assembly the following order for its review of the proposed 
programme budget; it was based upon the Board's own successful departure from the order 
in the printed document. 

Following consideration of "General policy matters", which included the 
Director-General‘s Introduction to the proposed programme budget, a review of "Programme 
policy matters" would open with consideration of "Direction, coordination and management" 
(major programmes 1 and 2) and then proceed to "Health science and technology - disease 
prevention and control" (major programme 13), which covered a very wide range of topics 
that might usefully be subdivided in a manner he would detail a little later. That would 
be followed by reviews of "Health system infrastructure" (major programmes 3-6), "Health 
science and technology • health promotion and care" (major programmes 7-12), and 
"Programme support" (major programmes 14 and 15). 

The proposal for subdividing the discussion of major programme 13 that he had just 
mentioned entailed splitting the 18 programmes concerned into six groups. The first 
covered programmes 13.1 (Immunization) and 13.12 (Research and development in the field 
of vaccines)； the second consisted of programmes 13.2 (Disease vector control), 
13.3 (Malaria), 13.4 (Parasitic diseases) and 13.5 (Tropical disease research); the 
third group comprised programmes 13.6 (Diarrhoeal diseases), 13.7 (Acute respiratory 
infections), 13.8 (Tuberculosis), 13.9 (Leprosy) and 13.10 (Zoonoses). The fourth group 
consisted of programmes 13.11 (Sexually transmitted diseases) and 13.13 (AIDS) but with 
reference only to the budgetary aspects, since AIDS was the subject of a separate agenda 
item. The fifth group included programmes 13.14 (Other communicable disease prevention 
and control activities) and 13.15 (Blindness and deafness)； and the sixth covered 
programmes 13.16 (Cancer, including the Internat ional Agency for Research on Cancer), 
13.17 (Cardiovascular diseases) and 13.18 (Other noneommuniсable disease prevention and 
control activities). 

The CHAIRMAN submitted for the Committee's approval the Board's procedural 
recommendation as just outlined by its representative. 

The proposed procedure vas approved. 

The CHAIRMAN added that in accordance with resolution WHA36.16 on the method of work 
of the Health Assembly, the Committee, when discussing the different programme areas 
under item 17.2, would consider simultaneously (a) major programme policy issues, (b) 
separate reports on individual programmes submitted by the Director-General, and (c) 
questions of a specialized nature raised by delegates, including any resolutions. 

GENERAL POLICY MATTERS: Item 17.1 of the Agenda (Resolution EB83.R22; Document 
EB87/1991/REC/1, Part II, Chapter I). 

Professor BORGOÑO (representative of the Executive Board), introducing the item, 
said that in accordance with resolution EB79.R9, the Programme Committee of the Executive 
Board had, in July 1989, reviewed the Director-General‘s instructions giving procedural 
guidance for the development of the proposed programme budget for the financial period 
1992-1993. In August 1990 the Programme Committee had reviewed the proposals for global 
and interregional activities, just as the regional committees had, in September 1990, 
reviewed the country, intercountry and regional proposals. Finally, in January 1991 the 
Executive Board had discussed at length the proposed programme budget for the 1992-1993 
biennium submitted by the Director-General. 

The Board had shared the Director-General‘s concern that the world economic, 
political and social situation might have an adverse effect at global, regional and 
country levels on the implementation of health programmes, on the goal of health for all 
by the year 2000, and on the primary health care approach. The Board had again stressed 
the relationship between health and socioeconomic development. 

The proposed programme budget for 1992-1993 sought to continue to fulfil the 
directives of the governing bodies of WHO, notably regarding the achievement of health 
for all by the year 2000, in the face of challenges, aspirations and opportunities in the 
field of health presented by the changing socioeconomic and political conditions in the 
world. Those conditions evidently affected the proposed budget, in particular through 
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inflation and currency fluctuations. That morning, the Director-General had announced 
that a proposal would be made in Committee В for a change in the Swiss franc/US dollar 
exchange rate. The new rate would reduce the absolute percentage increase in Member 
States' contributions. Both the Director-General and the Board had recognized that the 
average increase of about 21% was high and was a cause for concern; with the new 
exchange rate, it would be brought down to 16%. 

The proposed budget for 1992-1993 was the fifth zero-growth budget in real terms； 
evidently, possibilities for reallocation of resources within the budget were limited. 
That constraint should be borne in mind in calling for increased efforts in the priority 
areas set by the Organization. There had, nevertheless, been a substantial increase 
in extrabudgetary resources, which now equalled or even exceeded the regular budget. 
While extrabudgetary resources for programmes were welcome, there was a danger that they 
might create an imbalance in programme activities and care should be taken to avoid any 
distortion of the Organization's policies and priorities. The Programme Committee of the 
Executive Board had discussed priorities and the establishment of criteria for setting 
them; the report of a working group of the Programme Committee on the latter topic was 
reproduced in Annex 8 of document EB87/1991/REC/1. 

In the light of the current situation, the Director-General, in his report to the 
Board and in his statement to the Health Assembly, had pointed to the need to draw up a 
new health paradigm, based on the political, social and economic changes that were taking 
place. The Board supported the five areas of emphasis proposed by the Director-General 
and set out in paragraph 13 of his Introduction to document PB/92-93. 

The Board had considered demographic factors that might create or exacerbate health 
problems. Some countries, particularly in the developing world, were experiencing high 
population growth； in other countries, both industrialized and developing, the over-60 
age group was increasing. Programmes should be oriented to take account of such trends. 

Both the Director-General and the Board had been concerned that United Nations 
General Assembly resolution 44/211 might hinder the operation of the existing mechanisms 
applied by WHO in the development and implementation of its programmes of technical 
cooperation with Member States. In resolution EB87.R20, the Board had requested the 
Director-General to continue to contribute to the study of the issue within the United 
Nations system. The great advances made in the field of health should not be 
jeopardized by an insistence on central funding. 

Dr SULLIVAN (United States of America) said that consideration of the budget was one 
of the Health Assembly's most important tasks. The delegates of Member States were the 
guardians of the Organization and were responsible for ensuring that WHO undertook 
programmes and expended monies in the most efficient and effective manner. The best 
overall interests of WHO, not narrow national interests, had to be kept in mind. 

The proposed programme budget had been the subject of much preparatory work - by the 
six regional committees, by the Programme Committee of the Executive Board, and by the 
Board itself. It was, however, to be hoped that in future the preparation of the 
programme budget would allow for greater involvement by Member States in the setting of 
priorities. A mechanism was needed through which Member States could express their views 
on priorities and recommend adjustments in the budget if necessary. In that connection, 
resolution EB87.R25, which recommended the use of a new set of criteria for the setting 
of programme priorities, was an excellent first step. The application of those criteria 
in the development of future budget proposals at all three levels of WHO activity -
global, regional and national - was eagerly awaited. Meanwhile, views should be 
expressed at the present Health Assembly, not only on the content of the programme 
categories, but also on the relative allocation of funds among those categories, so that 
account could be taken of those opinions during the implementation of the programme. 

The United States Government was very much concerned about the large increase in the 
assessments on Member States proposed for the forthcoming biennium and considered that 
the current Health Assembly should make adjustments to minimize those increases. 
Nevertheless, it was gratifying to see that WHO was once again proposing a budget 
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reflecting zero real growth. Health needs changed but new needs could not always be met 
by appropriating additional resources. Priorities would have to be set so that new needs 
could be met by reducing expenditures elsewhere; the policy of zero real growth helped 
to achieve that objective. 

Although it was realized that system-wide decisions relating to salaries and other 
personnel costs had imposed heavy new demands, the 10% increase in costs was a cause for 
concern. At the January 1991 session of the Executive Board, a call had been made for 
efforts to reduce that level. For example, savings could be made on meetings of the 
governing bodies, perhaps by holding shorter and less frequent sessions； on 
publications, by issuing fewer of them, less frequently, in fewer copies and fewer 
languages； on regular budget expenditures on fellowships and supplies and equipment； 
and perhaps on the numbers of senior staff at headquarters. His delegation had hoped 
that the Secretariat would have put forward proposals in those and other areas, but none 
was to be found in the documents for the current Health Assembly. On the contrary, since 
the January 1991 session of the Executive Board, WHO had put into effect new travel 
regulations that permitted WHO staff to travel at standards that were higher and more 
expensive than in the past. New regulations, instead of requiring staff to fly at APEX 
and excursion air fare rates, entitled them to the far more expensive full fare economy 
class and even business class, yet the Health Assembly in 1990 had specifically rejected 
a proposal to raise travel standards for delegates and experts : a reversion to modest 
travel standards would represent a considerable saving in the budget. 

The exchange rate had had a negative effect on the budget for the last two years 
but, in the past, the Health Assembly had created an exchange rate facility to protect 
the programme against currency losses. While supporting the Board's conclusion that that 
facility should be renewed for the forthcoming biennium, his delegation disagreed with 
the proposal that it should be increased for the current biennium, 1990-1991, and would 
vote against it. WHO should absorb any losses that might occur. Fortunately, the Swiss 
franc/US dollar exchange rate had improved in recent months, and he was pleased to learn 
that WHO would recalculate the budget at the higher rate, thus substantially reducing the 
increase in the budget. 

It was also gratifying to note that WHO was able to make available more casual 
income to help finance the budget and thus to reduce the assessments on Member States. 
He urged WHO to use the highest possible level of casual income for that purpose. In 
relation to the distribution of casual income, however, his delegation was opposed to the 
implementation of the incentive payment scheme at present and would vote to postpone its 
application to the WHO budget. Finally, he generally supported the proposed programme. 
By and large, WHO Member States got good value for their money and could be proud of the 
work of the Organization. 

Professor LU Rushan (China) welcomed the policy that had been followed in 1990-1991, 
as reflected in the proposed programme budget for the financial period 1992-1993. That 
programme budget was extremely important, falling as it did in the middle of the Eighth 
General Programme of Work covering the period 1990-1995, and had a crucial role to play 
in fulfilling the objectives of the Organization, bearing in mind the nearness of the 
year 2000. The work done in 1992-1993 would be vital to achieving the goal of health for 
all by that date. 

The political, social, economic and environmental changes taking place throughout 
the world would set a new challenge for WHO. While it was gratifying that the proposed 
budget for 1992-1993 maintained zero growth in real terms, the financial resources were 
evidently insufficient to enable certain programmes to be implemented more rapidly in a 
satisfactory manner. It was thus essential to mobilize as many extrabudge tary resources 
as possible for the 1992-1993 biennium. Furthermore, within the proposed budget of 
US$ 763 760 000 and in the context of the five areas of emphasis listed in paragraph 13 
of the Introduction to the programme budget (document PB/92-93), support should be 
provided for the countries most in need. In view of possible changes in the prevailing 
disease pattern, programmes dealing with social behaviour should be strengthened. The 
allocation of 31.12% of the regular budget to health system infras truc ture was important 
for the development of primary health care, especially in developing countries. The 
budget for disease prevention and control, which was reduced to 12.62% from 13.68% in the 
previous biennium should be adjusted so that the programmes concerned could be 
increased; otherwise efforts would have to be made to find extrabudge tary resources. 
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The proposed budget for 1992-1993 in fact represented a decrease of 0.25Z compared 

with the 1990-1991 figure, apparently resulting from a decrease of 0.52X at national 
level. Activities at national level should at least be maintained undiminished or, if 
possible, increased. 

Finally, he thanked the Regional Director for the Western Pacific for developing 
activities in the Region, in particular the effective programmes carried out in 
1989-1990, and welcomed the priorities set as well as the optimum utilization of 
resources in the region. 

Dr VAN ETTEN (Netherlands) endorsed the five areas of emphasis mentioned in 
paragraph 13 of the Director-General‘s Introduction to document PB/92-93, particularly 
the health of man in a changing environment, integrated disease control as part of 
overall health care, and intensified health development action in and support to 
countries, especially those most in need. He also endorsed the Director-General‘s 
intention to intensify support from the global to the regional and country levels. 
However, the figures presented in the proposed programme budget did not reflect that 
intention clearly, and further clarification of that point would therefore be 
appreciated. 

His delegation welcomed the increase in the resources allotted to the African 
Region, which would confer upon the Regional Office a special responsibility for their 
efficient management. It also welcomed the Executive Board's report on criteria for 
determining priorities and supported resolution EB87.R25 on criteria for the setting of 
programme priorities. 

Dr KIM Won Ho (Democratic People's Republic of Korea) said that the proposed 
programme budget was based on the correct approach of considering health as a fundamental 
human right, as enunciated in the Constitution of WHO. Primary health care was the key 
to attaining that right for all peoples in a spirit of social justice and equity. 

Of the proposed total programme budget for 1992-1993, 31.12% was allotted to the 
development of health system infrastructure, a striking increase over the figure for the 
previous biennium. In view of the importance of that programme for the developing 
countries, he supported the large provision made for it in the regular budget. The 
proposed programme budget correctly reflected the needs of the times and the trend to 
emphasize the substantial efforts being made to intensify primary health care as an 
essential service for the preservation of health. In the developing countries, primary 
health care was also of key importance for the development of other health services. In 
the Introduction to document PB/92-93, it was pointed out that some decision-makers had 
wrongly seized on primary health care as a cheap way of providing affordable care, but it 
was also rightly indicated that primary health care would continue to be regarded as the 
foundation of WHO's work. His delegation therefore supported the allocation of 8.49% of 
the total regular budget to that area. 

Disease prevention and control was an important programme which should continue to 
be central to WHO's work, being especially important in the developing countries. 
However, in the total regular budget for 1992-1993 the appropriation for that activity 
had been reduced to 12.62%, as compared with 13.68% in the budget for 1990-1991. The 
earlier percentage should be maintained or improved upon. If that was not possible, the 
Organization should continue to seek extrabudgetary funds for disease prevention and 
control. 

All in all, he supported the proposed programme budget, which correctly reflected 
actual requirements, and hoped that it would be fully implemented so as to reduce the gap 
in health status between the developed and developing countries. 

Dr VIOLAKI-PARASKEVA (Greece) considered that the proposed programme budget was 
based on the correct approach. She was pleased to note that 31.12% of the total budget 
for 1992-1993 was to be allotted to the development of health system infrastructure, 
which was urgent for the developing countries. In the Introduction to document PB/92-93 
it was pointed out that a worldwide process of political, economic and environmental 
change posed great challenges to WHO. Since the proposed programme budget had been 
prepared on the basis of zero growth in real terms, it was to be hoped that WHO would try 
to obtain additional resources to support major health projects which could not be 
adequately financed from the regular budget. Greater use should be made of casual income 
for that purpose. 
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that the 

Director-General had drawn a realistic picture of the major challenges which would face 
the Organization, as well as many, if not most, Member States in the decades that lay 
ahead. Many of the problems were not new. Indeed, it was a sad reflection that, despite 
the scientific progress made over the past 50 years, the toll of human misery and 
mortality resulting from disease and ill health was still being counted in millions every 
year. Without the work done by WHO, the world health situation would have been far 
worse. 

Nevertheless, it had to be asked whether the strategies designed in the 1970s were 
still relevant to meeting the challenges of the 1990s and beyond. It was not so much a 
question of the fundamental concepts of health for all but rather of the ways in which 
those concepts should be implemented. In that regard, the proposal of a new paradigm for 
health was an exciting challenge. 

A number of major problems had been identified in the discussions at the 
eighty -seventh session of the Executive Board. One had been the continuing weakness and 
inadequacy of the health infras truc ture in many countries. Another had been the problem 
of rapid population growth. At the same time, political, economic and social changes 
were modifying the ways in which societies functioned, calling for new structures. 

In all those matters WHO's future role and policy direction would be vital. In 
designing a new health paradigm, health for all must remain the guiding force and the 
final objective, but new ways and initiatives were needed to ensure progress towards that 
goal. A supporting district health care system was essential to the primary health care 
approach. Commitment to a sustained capability at primary health care level should 
therefore be reaffirmed. Better ways of financing the health services, of mobilizing 
more resources for health, and of obtaining value for money needed to be explored. 
Family planning should be given a central place in the new health paradigm. Underpinning 
all that was the need for appropriate structural adjustments in WHO itself, with emphasis 
on further improvements in efficiency and management. In responding to a number of those 
challenges, the proposed programme budget was heading in the right direction. 

His delegation believed that the Executive Board's review of the proposed programme 
budget and the further adjustments that had been made to it had led to the production of 
a balanced document. The Director-General was to be congratulated on having budgeted 
within the constraints of zero growth for the fifth time. It was also gratifying to note 
that further reductions were proposed in the assessed contributions of Member States. 
The financial incentive scheme which had only recently been exhaustively debated and 
adopted in the Health Assembly offered an equitable mechanism for the majority of Member 
States, even the most disadvantaged. The United Kingdom delegation would therefore vote 
against any change in the operation of the scheme. It would also support the balanced 
programme budget proposed to the Committee for approval. 

Dr PINICHPONGSE (Thailand) fully supported the call for further worldwide efforts to 
ensure that developing countries, especially the least developed among them, received the 
benefits of peace and development initiatives. The natural disaster that had recently 
hit a country in the South-East Asia Region illustrated the need to improve national 
capacities to cope with emergencies as an alternative to heavy reliance on external 
support. 

His Government understood the adverse situation caused by currency fluctuations and 
would be ready to absorb the increase in its assessed contribution. It hoped that all 
major contributors would do whatever they could to mitigate those undesirable 
consequences. The emergence of two parallel budgets was to be welcomed. Nevertheless, 
it was essential that the Director-General should make special efforts to ensure that 
there would not be any imbalance in the use made of human resources and that not too many 
priority programmes in the regular budget would have to be sacrificed in favour of 
special programmes merely because of differences in their capacity to attract finance. 
His delegation fully endorsed the Executive Board's views on that issue. 

In the present period of transition in health matters, which affected all countries, 
it was essential to emphasize the development of health system infrastructure. That was 
so not only for those countries with insufficiently developed health facilities : in 
Thailand, where health system inf ras truc tur e s had been relatively well developed, a great 
effort had had to be made to reorient them so as to make them more responsive to changing 
health problems and to the use of shrinking resources in a setting of rising demands. 
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In his Introduction to document PB/92-93, the Director-General mentioned five areas 

of emphasis. Thailand saw a need to make a greater effort in at least eight areas. 
During the first decade of primary health care development, the emphasis had been on 
mobilizing the community to take a more active part in preserving its own health. With 
that momentum still present, the country was now moving towards: (1) a more 
decentralized health system; (2) better equipped and better staffed units to deal with 
emerging health issues like environmental health and disaster relief operations； 
(3) more emphasis on the psychosocial aspects of health development; (4) a closer 
partnership between the private and public sectors, bearing in mind the need to maintain 
equity in the population's access to health care; (5) a more suitable health care 
infras truc ture to cope with health problems in urban areas, taking into account the 
health needs of the urban poor and the differences in socioeconomic background of the 
population; (6) an appropriate mechanism to cope with the problem of utilizing advanced 
and expensive technology; (7) improving the quality of the most peripheral health care 
facilities； and (8) an innovative approach to create better public awareness and 
behaviour in health matters. 

Thailand was certain that all its efforts would be supported by WHO and that they 
would contribute to the wealth of knowledge available to the Organization for sharing 
with other Member States. WHO had always assisted countries to promote health 
development. Any rearrangement of the United Nations system which would hamper the 
efficiency with which WHO worked with Member States would have to be considered with 
great care. His government hoped that WHO would continue to help Member States to meet 
their health needs in the most decentralized and flexible ways. Thailand's experience 
was encouraging, and the work done by WHO should not be interrupted by attempts to create 
a centralized funding mechanism in the United Nations system. The Director-General had 
Thailand's full support in his efforts to help Member States in the present difficult 
financial and political situation. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the positive assessment 
which the Executive Board had made of the proposed programme budget for 1992-1993 at its 
eighty-seventh session was well founded and had his delegation's support. The main 
activities for the period were set forth with due regard for continuity and changing 
circumstances. 

His delegation agreed with the Executive Board's conclusion that WHO's main social 
objective was health for all and that all eight components of the minimum programme for 
primary health care set forth in the Alma-Ata Declaration were still fully relevant. In 
the present circumstances it was particularly important to look upon primary health care 
not as a means of cheapening and simplifying medical services, but as an important tool 
for the achievement of real social justice in health matters. 

His delegation shared the concern expressed by the Director-General and by the 
Executive Board at its eighty-seventh session regarding the inadequate funding of the 
health sector and considered that in that connection much would depend on whether the 
problems of national indebtedness were solved and on whether the funds being spent on 
defence were switched to peaceful purposes, including the improvement of people's health. 

WHO was also facing considerable financial difficulties. As was indicated in the 
Introduction to the proposed programme budget, in the current biennium specific steps had 
already been taken to make internal savings and to reduce expenditure with a view to 
keeping any increase in the budget for 1992-1993 down to a minimum. As a result, it had 
even been possible to achieve a 0.25% reduction of the budget in real terms. 

A continuous improvement in the management, monitoring and evaluation of WHO's 
activities was also important as one of the most reliable ways of making more efficient 
use of the Organization's limited resources. He was gratified to note that management 
and evaluation issues were adequately dealt with in the programme descriptions. 

The meeting rose at 12h30. 



SECOND MEETING 

Tuesday. 7 May 1991. at 14h40 

Chairman: Mr E. DOUGLAS (Jamaica) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

GENERAL POLICY MATTERS: Item 17.1 of the Agenda (Resolution EB83.R22; Document 
EB87/1991/REC/1, Part II, Chapter I) (continued) 

Professor MANCIAUX (France) said that his delegation endorsed the Director-General‘s 
Introduction to the proposed 1992-1993 programme budget. It was the fifth successive 
zero-growth budget produced at a time when health problems and needs were increasing, at 
times exponentially, particularly in the least developed countries. In addition, 
exchange rate fluctuations tended to make the budget unstable, which was not conducive to 
rigorous health planning. His delegation agreed with the proposal to increase Member 
States' contributions, by an amount at present standing at slightly above 16% owing to 
the recent appreciation of the United States dollar. It also endorsed the incentive 
scheme to encourage early payment of contributions， which would make management of the 
Organization's budget easier and more efficient. 

His delegation approved the conclusions of the working group on criteria for 
determining priorities and the proposed five areas for priority action. It was also in 
favour of special attention being given to the least developed countries. As far as 
selecting priorities was concerned, however, an exclusively economic or cost-benefit 
analysis approach would not encompass all health parameters, in particular those of an 
ethical nature. Since it was vital to keep such aspects in mind, the increasing 
attention being given by the Organization to ethical matters in the health field was 
welcomed. 

While he approved the increase in the extrabudge tary resources allocated to certain 
programmes, he understood the Board's concern that it might result in a loss of balance 
between the various programmes. A global approach to health problems had to be 
maintained, with priority given to basic health infrastructure, lack of which would 
prevent health programmes reaching those roost in need. In the allocation and use of 
extrabudgetary resources, such needs should be taken into account. 

Professor COSKUN (Turkey) welcomed the efforts WHO was making to solve the currency 
problem and was not averse to savings being made in WHO expenditure. However, he was 
surprised at the proposal to extend such savings to fellowships and publications. Both 
those programmes were essential, especially in developing countries； further review of 
the situation was therefore called for, since greater efficiency would not necessarily 
imply savings. Furthermore, two of the five priorities mentioned by the Director-General 
(dissemination of information and intensified health development action) were closely 
related to those two programmes. As to other priorities, he would join the delegation of 
Thailand in highlighting the psychosocial aspects of health, with particular reference to 
the concept of quality of life. WHO could no longer ignore quality of life in its 
efforts to combat serious disease, since it was a vital component in tackling all health 
problems. 

Dr MEAD (Australia), commending the Director-General on his comprehensive analysis 
of the work of WHO, said that her delegation endorsed the five areas of emphasis set out 
in paragraph 13 of the Introduction to the proposed programme budget. 

-12 -
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The Director-General was to be commended on maintaining a zero-real-growth budget 

for the fifth successive biennium. The discipline imposed by maintaining zero real 
growth would help to ensure careful scrutiny of current programmes and new initiatives in 
order to achieve the most efficient use of resources. Since it was essential, as a 
result, to establish a framework for priority setting that was clearly understood by 
Member countries, the Board's initiative in the area was welcomed. With zero real 
growth, new initiatives could be established only at the expense of other programme 
areas； that was why a clear and objective priority-setting framework was needed. 

Although her delegation was prepared to support the proposed programme budget, 
efforts must be made to achieve savings where possible. She endorsed the comments made 
by the United States delegation regarding travel, meetings and publications. With regard 
to publications, however, savings could perhaps be achieved in the area of printing 
quality rather than merely numbers and languages, since accessibility of information was 
vital to the Organization's work. 

While noting the Board's concern that increasing reliance on extrabudgetary funds 
might affect the overall balance among WHO's programmes, she considered that such funds 
ensured a degree of flexibility in the programme budget and reflected the priorities of 
Member States. 

Professor RAKIC (Yugoslavia) said that his delegation fully endorsed the proposed 
1992-1993 programme budget. The 16% additional contribution resulting from changes in 
the dollar exchange rate should be used to support new programmes, not deducted from the 
budget. Many new needs requiring support had come to the fore in recent years and would 
continue to do so, as illustrated by the Turkish delegation's suggestion with regard to 
quality of life. New initiatives not yet mentioned in the proposed programme budget 
would call not only for ongoing work but also for urgent action. 

The DEPUTY DIRECTOR-GENERAL said that the appreciation shown by speakers for the 
efforts made in preparing a zero-growth budget was welcome. The various comments and 
suggestions made had been rioted, as had been the general approval of the conclusions of 
the working group on criteria for determining priorities and of the five priority areas 
identified by the Director-General. That endorsement was not unexpected, since the basis 
for the selection of the priority areas had been provided by the discussions at previous 
sessions of the Health Assembly and the Board and thus reflected the wishes and needs of 
Member States. 

On the subject of the proposed programme budget, a number of requests had been made 
for clarification of particular programme allocations. Those points would be taken up 
later for detailed discussion when the individual programmes were considered. The 
suggestions that had been made for further savings would also be dealt with at that 
time. With regard to the incentive scheme, decided views, both for and against, had been 
expressed by several speakers, which promised an interesting exchange when the time came 
in Committee В for more ample debate on the subject. 

The paradigm for health described by the Director-General in his address to the 
Health Assembly that morning would provide a framework for future action to be initiated 
on the basis of the criteria proposed by the working group. That could be considered to 
be an expression of a true desire to implement the health policies already elaborated by 
the Organization, namely health for all through primary health care. The call at present 
was to determine the type of framework that would meet the changing political, economic 
and social realities now facing Member States by means of a collective effort not only to 
establish such a conceptual framework but also to consider the practical steps required 
for its implementation. There appeared to be general agreement that establishment of a 
working group on criteria for determining priorities had been a move in the right 
direction. 
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PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolutions WHA40.13, WHA42.5, 
WHA42.19, WHA42.29, WHA42.43 and WHA43.16； Documents EB87/1991/REC/1, Part I and 
Part II, Chapter II; A44/5, A44/6,1 44/7, A44/82, A44/93, A44/10, A44/114, 
A44/12 and A44/INF.DOC•/1) 

Major programmes 1 and 2: Governing bodies: WHO'S general programme development and 
management (Documents PB/92-93, pages B-l to B-31; EB87/1991/REC/1, Part II, Chapter II, 
paragraphs 27-29) 

Dr MARGAN (representative of the Executive Board) said that, with respect to the 
governing bodies, the Executive Board had been informed that iri the interest of greater 
transparency the costs for providing support to the Health Assembly and to the Executive 
Board and its Programme Committee had been grouped together under programme 1.4 (Support 
to governing bodies). The regular budget provision for global and interregional 
activities (document PB/92-93, page B-9) covered resources and some of the costs of 
supporting and following up the work of the governing bodies. The costs for the actual 
servicing of the governing bodies were still shown under programmes 1.1 (World Health 
Assembly), 1.2 (Executive Board), 1.3 (Regional committees) and, lastly, 14 (Health 
information support), which covered translation and publication of the records of those 
bodies. The costs involved in holding annual Health Assemblies had been noted and the 
possibility of holding biennial sessions raised. The Board had noted that the 
Thirty-fourth World Health Assembly had decided to continue the practice of annual Health 
Assemblies in line with Article 13 of the Constitution. There continued to be a wide 
divergence of views on the subject, which made it unlikely that any consensus for change 
would be reached. The Board had therefore decided not to pursue the matter, realizing 
further that the lengthy process involved in obtaining an amendment to the Constitution 
would itself entail costs. In that regard, the Board urged delegates to reflect 
carefully on any cost implications before imposing additional demands for studies or 
information on the Secretariat. 

The various activities under major programme 2 were set out clearly in the proposed 
programme budget and its aims summarized in paragraphs 1 and 2 of the relevant section on 
page B-10. The Board had given careful consideration to major programme 2 and fully 
endorsed it. 

Dr FUKUDA (Japan) noted that the WHO initiative, mentioned in paragraphs 12 and 13 
of the Director-General's report on the work of WHO in 1990, to provide intensified 
support to countries in greatest need had been launched to overcome obstacles to the 
effective implementation of primary health care. His delegation supported the concept of 
channelling all resources into coherent and coordinated action on a country-by-country 
basis through WHO programmes, with particular emphasis on those concerned with health 
system infrastructure. In order to promote and facilitate the initiative, the Japanese 
Government had been contributing to the new approach since 1989 and was pleased to note 
that the action taken in 1989 had led to concrete results in 1990. WHO had a role to 
play in strengthening national capabilities for economic analysis to improve the 
cost-effectiveness of health care and to make national health authorities aware of the 
consequences for health of policy decisions taken in response to macroeconomic 
pressures. Japan therefore strongly supported the Director-General‘s decision to 
reallocate 2% of the proposed 1992-1993 programme budget allocation for global and 
interregional activities to priority activities contributing to the initiative. Member 
States, among them those belonging to the OECD's Development Assistance Committee, were 
urged to support WHO's initiative for intensified cooperation with countries and peoples 
in greatest need. The need for active partnership between the countries concerned and 
WHO was also stressed. 

J Document WHA44/1991/REC/l, Annex 2. 
^ Document WHA44/1991/REC/1, Annex 1. 
Ъ Document WHA44/1991/REC/1, Annex 7. 
“Document WHA44/1991/REC/1, Annex 6. 
5 Document WHA44/1991/REC/1, Annex 10 
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Professor LU Rushan (China), commenting on major programme 2, said that evaluation 

of the activities mentioned was of vital importance in ensuring optimum use of WHO's 
resources. 

With regard to programme 2.4 (External coordination for health and social 
development), efforts should be made at country level and above to ensure maximum 
coordination between the activities of the various United Nations agencies and those of 
nongovernmental organizations. Furthermore, efforts should be made to mobilize those 
organizations and to take advantage of their immense potential for contributing to 
regional and intercountry activities, which would greatly assist in effective programme 
implementation. 

Programme 2.6 (Informatics management) was of the utmost importance in view of the 
current information explosion. Economic development, including the improvement of health 
and medical services, would require the strengthening and further development of 
informatics. The time was thus ripe for WHO to upgrade its informatics programme, which 
should focus on providing support to cooperative efforts at country level. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) welcomed the encouragement 
given by Dr Fukuda to the Director-General‘s organization-vide initiative to intensify 
cooperation with countries and peoples in greatest need. 

Replying to Professor Lu Rushan, he noted that there was at present a high degree of 
cooperation on health matters among the United Nations agencies at country and all other 
levels. Such cooperation generated greater enthusiasm at present than had been the case 
in the past. Efforts to mobilize joint action with nongovernmental organizations were 
also considered very important and were being actively pursued. 

Disease prevention and control (major programme 13) (Documents PB/92-93, pages B-179 to 
B-264; EB87/1991/REC/1, Part II, Chapter II, paragraphs 83-124) 

Programmes 13.1 and 13.12: Immunization; Research and development in the field of 
vaccines 

Professor BORGOÑO (representative of the Executive Board), introducing 
programmes 13.1 and 13.12, observed that the 18 programmes under major programme 13 
accounted for 13% of the regular budget and 55% of extrabudgetary funds； a fairly large 
amount of money was thus being allocated to disease prevention and control. 

The Expanded Programme on Immunization (EPI) was one of the Organization's most 
successful activities, as demonstrated by the achievement of a 70% global rate of 
immunization coverage in 1989-1990. It had been estimated that that coverage, which 
would only increase over time, had prevented 2 600 000 deaths yearly from the six 
diseases covered by the Prograrame. The political will of countries had been crucial to 
the Programme's steady progress； thus, in the Region of the Americas 80% of its cost was 
borne by the countries themselves. Worldwide progress had been made towards eradicating 
poliomyelitis, though some difficulties still remained: in January 1991 a case caused by 
wild poliovirus had been reported in Colombia. Programme coverage was in excess of 80% 
in the Region of the Americas. The Executive Board had referred to the need to 
incorporate hepatitis В immunization irr the Programme when necessary, and when consistent 
with the situation of the country concerned. The Programme was an example of excellent 
coordination among United Nations agencies, national bodies and nongovernmental 
organizations, among which Rotary International‘s contribution to poliomyelitis 
eradication had been noteworthy. 

Turning to programme 13.12 (Research and development in the field of vaccines), he 
said that the Executive Board had been fairly optimistic about the prospects for 
development of a multipurpose, single-dose, heat-stable oral vaccine that could be 
administered shortly after birth. It had been gratified to hear of progress in the 
development of vaccines against hepatitis A, meningitis B, Haemophilus influenzae• dengue 
and Japanese encephalitis. The need for a satisfactory cholera vaccine had been made 
clear by recent events in the Region of the Americas. 

The budget for the programme had continued to grow, especially in terms of 
extrabudge tary funds. In 1990 UNDP had made a significant contribution, which had served 
as a catalyst for research and development in the area of vaccines and in that respect 
was exemplary. 



16 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
Programmes 13.1 and 13.12 were to be considered together, and it was to be hoped 

that the discussion would facilitate the further development of both. 
The Committee had before it the draft resolution recommended by the Executive Board 

in resolution EB87.R6. 

Dr VAN ETTEN (Netherlands) said that his delegation welcomed the progress report by 
the Director-General on research and development in the field of vaccines (document 
A44/8) , believed that WHO should create opportunities for new advances in that field, 
and supported initiatives geared towards coordinating the relevant research at the global 
level. The Children's Vaccine Initiative, approved at the World Summit for Children in 
September 1990, could serve as an important forum for coordinating the development and 
improvement of vaccines, but it would be useful to have additional information, 
particularly on the mandate and procedures of the Consultative Group for the Initiative. 
WHO must play a major initiating role without discouraging the Consultative Group from 
further expanding its activities. Priority should be given to the development and 
improvement of vaccines for those diseases most prevalent in children in the developing 
countries. Government initiatives could play an important role, since commercial 
organizations tended to pay most attention to diseases prevalent in industrialized 
countries. 

The National Institute for Public Health and Environmental Protection of the 
Netherlands had organized, within the framework of the Children's Vaccine Initiative, a 
workshop, to be held in May 1991, in which representatives of governmental institutions 
involved in the development of vaccines in a number of developing countries would 
participate. The workshop would prepare a major conference to be held in the Netherlands 
under the auspices of the Consultative Group. The conference would provide a forum for a 
discussion on how to coordinate the activities of developing countries, Eastern European 
countries, and multilateral and bilateral donors. It was necessary to develop 
initiatives focusing on price control so that new vaccines could be made available to all 
populations, and to devise measures to promote adequate coordination of the many related 
programmes, such as the Programme for Research and Training in Tropical Diseases and the 
Expanded Programme on Immunization. 

His delegation supported the resolution recommended to the Health Assembly in 
resolution EB87.R6. 

Dr TEMBA (United Republic of Tanzania) said that the immunization programme had been 
one of the most successful primary health care efforts in his country. Over 80% of all 
eligible children had been fully immunized, and only about 1.8% had received no 
immunization at all. The United Republic of Tanzania was now concentrating on sustaining 
the programme, minimizing vaccine wastage and ensuring efficiency and efficacy. His 
delegation wished to express its appreciation to UNICEF and to a number of bilateral 
agencies, including DANIDA. 

Dr CHUNHARAS (Thailand) said that his delegation was pleased that the review of 
programme policy matters had begun with the important area of immunization and vaccine 
development. Clearly, progress in disease prevention and control was significantly 
facilitated by the development of new vaccines and their worldwide application to 
immunization programmes. WHO's highly acclaimed achievement of smallpox eradication had 
mainly been the result of vaccine development and immunization activities. The promotion 
of universal vaccine coverage was also making an impact in various parts of the world. 

Now that communicable diseases, with the exception of AIDS, were on the decline in 
the developed world, the burden of vaccine development fell heavily on the developing 
countries, and they required strong support from WHO. Thailand had been working closely 
with the Organization to develop vaccines against dengue haemorrhagic fever, a viral 
infection common in that part of the world. Thailand was involved, not merely as a site 
for field trials, but also in actually identifying relevant antigens and testing the 
efficacy and safety of the vaccines. Although the work had not been completed owing to 
the complex pathogenesis of the viral infection, satisfactory progress had been made. 
Thailand hoped that WHO would help to develop such capabilities in other developing 
countries. 

Support should also be given to expanding the capacity of developing countries to 
manufacture new and essential vaccines. Production of hepatitis В vaccine was a good in 

1 Document WHA44/1991/REC/1, Annex 1. 
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example: through the transfer of technology, developing countries should be assisted its 
manufacture using the recombinant DNA technique, which would yield the vaccine at 
considerably lower cost. 

Dr ZHANG Xiaorui (China) expressed appreciation of the remarkable worldwide 
achievements of the Expanded Programme on Immunization; they demonstrated the political 
commitment of Member States and attested to close coordination among international 
bodies, such as WHO, UNICEF and UNFPA. The target for the Region of the Americas and the 
European and Western Pacific Regions, namely the elimination of poliomyelitis, was 
especially inspiring. 

Paragraph 38 of the relevant programme statement indicated that the budgetary 
allocation for programme 13.1 had been reduced as compared with that for the previous 
financial period. Extrabudge tary resources were obviously needed, and if they were not 
assured, it would be difficult to attain the targeted immunization coverage. WHO should 
give particular attention to that problem. 

In March 1991 an evaluation committee consisting of representatives of China's 
Ministry of Public Health, WHO and UNICEF and of 16 experts from eight countries had 
conducted a month-long evaluation of China's overall immunization programme. Sample 
studies of 2829 counties in 30 provinces had shown that China had reached the target of 
85% immunization coverage at county level, to which it had committed itself five years 
earlier. China was currently aiming at 85% immunization coverage at the township level 
by the year 1991 and at eliminating poliomyelitis and neonatal tetanus. It hoped for 
cooperation with WHO and other international organizations in its future efforts. 

Dr DAVIS (United States of America) said that his delegation supported the 
objectives outlined in the progress report and in the programme for research and 
development in the field of vaccines, which took advantage of advances in biomedical 
research and used WHO'S capabilities to develop new vaccines and improve available ones 
so as to meet global needs and complement the work of the Expanded Programme on 
Immunization. 

His delegation supported the Children's Vaccine Initiative recommended by the World 
Summit for Children - a challenge that WHO had enthusiastically accepted - and agreed 
that there was a need to develop improved and affordable vaccines in order to improve 
children's access to immunization by simplifying immunization schedules, decreasing the 
doses of vaccines required, creating new combinations of vaccines, making vaccines more 
heat-stable and providing vaccines soon after birth. All of those efforts were 
desperately needed if universal immunization was to be achieved. WHO had an important 
role to play in advancing the Children's Vaccine Initiative, and he commended the 
Organization for moving ahead rapidly and convening the Consultative Group. 

The United States was investing substantial sums in support of research and 
development related to the Initiative, and had recently commissioned a study aimed at 
finding ways of encouraging public and private institutions to participate in it. It was 
perhaps excessively optimistic to say that a single-dose "children's vaccine" would 
probably be developed in the very near future, but over the next decade the research 
effort would undoubtedly yield many breakthroughs that would advance childhood 
immunization, child health and7 primary health care. The resolution before the Committee 
would make a start on those important efforts. 

It was crucial that the Initiative be focused on the development of vaccines so that 
it would result in products that were widely available, affordable and capable of being 
incorporated into immunization efforts. Long-range issues should be considered, 
including ensuring an adequate global supply of vaccines and mobilizing at an early stage 
the coordinated efforts of public and private vaccine manufacturers to that end. 

Professor MANCIAUX (France) said that his delegation supported the efforts being 
made by WHO and UNICEF to further the Expanded Programme on Immunization. Clearly, there 
were indissoluble links between research and the Programme's desirable outcome. While 
the Programme had given a strong impetus to immunization campaigns in a number of 
countries, particularly the developing ones, there were still a great many shortcomings: 
insufficient use of existing vaccines, complexity of procedures, the need to rely on the 
cold chain and to repeat vaccinations or give boosters, arid the lack of effective 
vaccines against a number of diseases. Thus, despite considerable progress, much 
remained to be done, and both basic and operational research were required. 
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His delegation fully endorsed the draft resolution contained in resolution EB87,R6. 

The growing contribution being made by UNDP, the increasing collaboration between a great 
many nongovernmental organizations, and the provision of vaccines by a number of 
companies were important； nevertheless, vaccinations must be given in an integrated 
manner, and country programming provided an excellent means of achieving that goal. 
France's assistance to a number of countries was not confined to the provision of 
vaccines but included the development of integrated programmes in which both immunization 
and the use of existing health infras truc ture s played a role. 

Would the research now under way result in the development of a single vaccine? For 
the moment such a goal appeared Utopian, and efforts to reach it must not divert 
attention from the targets of the Expanded Programme on Immunization. It had been 
demonstrated that, to be effective, immunization programmes must be long-lasting: each 
new cohort of infants must benefit both from existing programmes and from the progress to 
be achieved through ongoing research efforts. 

Dr CHIMIMBA (Malawi) said that he wished to make two general comments on the 
proposed programme budget. First, regarding the areas to be given priority during the 
biennium 1992-1993, proper food and nutrition, healthy life-styles and intensified health 
development action in, and support to countries, especially those in greatest need, were 
of special importance. His delegation looked forward to technical cooperation with other 
members of WHO with a view to building, managing and evaluating their health systems so 
as to achieve health for all by the year 2000. There were numerous challenges in the 
field of health, and political, social and economic and environmental changes had to be 
addressed in the 1990s. 

Second, the proposed programme budget had maintained the policy of zero real growth 
for the fifth consecutive biennium, yet the African Region had not been unduly affected 
in terms of the real budgets at country level. Malawi looked forward to the optimal 
utilization and management of the limited resources. It endorsed the Director-General‘s 
emphasis on country-level support for countries in greatest need, and especially welcomed 
the flexibility with which the Regional Director now had to implement regional 
strategies. 

Turning to programme 13.1 (Immunization) he said that Malawi had consistently 
achieved high immunization coverage, though it had been made possible mainly through 
political will and donor assistance over the past three years. Its main concern was how 
to sustain those high rates and to improve on some : for example, in immunization against 
tetanus. Emphasis was being placed on problem-solving research, especially into missed 
opportunities for vaccination. His country welcomed the support for the activities of 
the Expanded Programme on Immunization in Malawi of bilateral donor agencies in Italy, 
Japan and elsewhere, and of United Nations bodies, including UNICEF. Finally, Malawi 
also welcomed the support provided to the laboratories of Member States for research on 
new vaccines and for the improvement of existing ones. 

Dr ADHYATMA (Indonesia) said that it was vital to involve nongovernmental 
organizations in health development. To do so in the most efficient manner possible, a 
mechanism for coordination with nongovernmental organizations should be set up. 
Strategies for health for all should be integrated into national health plans. In 
informatics management, telematics was of great significance, particularly for countries 
such as his own, which was made up of thousands of islands. Indonesia endorsed the idea 
of adding the hepatitis В vaccine to the Expanded Programme on Immunization, and would 
call for special efforts to reduce its cost, which remained prohibitive for many 
developing countries. 

Professor KONDE (Guinea) said that his country was among those which had given 
priority attention to the Bamako Initiative, one of the most important elements of which 
was vaccination coverage. Guinea had accordingly emphasized immunization in its own 
programme, which also attached great significance to essential drugs. Thanks to an 
integrated strategy, 40% coverage had been achieved in areas where the Initiative was 
being applied, compared to 4% elsewhere. While that achievement might seem modest in 
comparison with those of other countries, it was an initial step, to be followed by the 
development of strategies for regions currently lacking primary health care programmes on 
the Bamako Initiative model. 

His country commended the efforts to eradicate poliomyelitis and to eliminate 
tetanus. It was not lack of medical knowledge but rather poor organization that was 
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impeding the success of antitetanus immunization efforts. Guinea also favoured the 
incorporation of new vaccines, such as those against hepatitis, into the Expanded 
Programme on Immunization. It supported the proposed programme budget allocations for 
those programmes as well as the related draft resolutions. It also keenly favoured 
vaccine research and development, in particular the quest for a single-dose, heat-stable 
oral vaccine. 

While commending WHO and UNICEF in particular on their efforts, Guinea wished also 
to pay tribute to other multilateral as well as bilateral and nongovernmental 
organizations for their endeavours in the field of immunization. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) commended the 
excellent progress being made under the Expanded Programme on Immunization, and the 
effective management of the Programme, which also owed its success in large measure to 
cooperation between Member States, organizations of the United Nations system, bilateral 
development agencies and nongovernmental organizations. Such cooperation, which merited 
wider emulation, functioned to sustain the Programme, the cessation of which would result 
in a resurgence of the targeted diseases, alterations in their distribution patterns and 
higher mortality rates. Greater attention needed to be paid to the development of an 
effective health infrastructure, without which programme delivery could not succeed. 

Greater efforts were needed to meet the challenges facing EPI, including the 
eradication of poliomyelitis and the elimination of neonatal tetanus. Three million 
children a year were still dying from diseases preventable through immunization. Tetanus 
toxoid coverage still lagged behind that of other vaccines and there was clearly a need 
for an effective, single-dose, heat-stable tetanus vaccine. Promising work was being 
carried out in his country on optimizing the delivery of antigens for mucosal and 
systemic immunization through oral and nasal routes. However, to achieve the elimination 
of neonatal tetanus, both an effective toxoid and clean deliveries were necessary. 

The United Kingdom endorsed the appeals made during the most recent Executive Board 
session for an objective re-evaluation of the quality and effectiveness of the EPI 
training programmes for middle management. Disease surveillance capacities must also be 
strengthened as a means of monitoring progress more efficiently and directing resources 
to areas of greatest need. 

He shared the concerns expressed by the delegate of the Netherlands regarding the 
Children's Vaccine Initiative and looked forward to comments on that issue from the 
Organization. 

Mr KUNIEDA (Japan) said that his delegation fully endorsed the proposed budget for 
research and development in the field of vaccines and the draft resolution recommended in 
resolution EB87.R6. 

To promote the Expanded Programme on Immunization, it was essential to encourage 
research on and development of improved vaccines, as well as new vaccines for diseases 
not covered under EPI, which also constituted serious threats in developing countries. 

Evaluating the efficacy, safety and quality of new and improved vaccines was costly 
and time-consuming. Discouraged in the past by difficulties in recovering their research 
and development costs, drug companies were reluctant to work on vaccine development for 
developing countries. Accordingly, a comprehensive strategy was needed, one which would 
provide incentives and opportunities for the development of new and improved vaccines for 
developing countries. He therefore welcomed the leading role WHO would be taking in 
planning and coordinating the Children's Vaccine Initiative； special attention should be 
paid in that connection to the ethical issues arising from clinical drug trials, 
particularly in developing countries. 

In conclusion, he said that Japan had been working since 1987 on a programme of 
research and development for heat-stable vaccines and was considering field trials of 
those vaccines in certain tropical countries. 

Dr GEORGE (Gambia) said that under the Expanded Programme on Immunization, many 
countries had achieved high levels of immunization coverage. At the same time, as a 
result of the inadequate infrastructures and dispersed populations of many developing 
countries, implementation of EPI meant high recurrent costs, which either could not be 
met because of structural adjustment cuts or were charged as local costs. Accordingly, 
he would urge the Health Assembly to consider all financial support for EPI as a capital 
investment and to continue its quest for funding for the Programme. 
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With the help of the Government of Italy and WHO, Gambia had achieved universal 

child immunization for hepatitis В in 1990. It was time to give serious consideration to 
the introduction of that vaccine into EPI. 

Dr HIEN (Burkina Faso) said that, in spite of difficult economic circumstances, his 
government had decided to give priority attention to increasing the immunization coverage 
of infants and of women of reproductive age. Since 1980 it had been endeavouring to 
extend coverage by the Expanded Programme on Immunization to the entire country. In 1989 
it had launched a campaign to accelerate that process, the goals being 85% all-vaccine 
coverage for children and 85% antitetanus coverage for women of reproductive age. A 
recent evaluation had shown that the coverage rate for fully vaccinated children had 
risen from 39% in 1988 to 80% in 1991, attaining 92X in the case of certain antigens. 

That progress was a result of a conscious effort on the part of the local population 
and of foreign partners, among them other African countries, WHO, UNICEF, USAID and 
various nongovernmental organizations. He wished to pay tribute to those who had aided 
his country in implementing EPI and to urge them not to slacken in their efforts. 

His country endorsed the draft resolution before the Committee. 

Dr VIOLAKI-PARASKEVA (Greece) said that her delegation welcomed the WHO/UNDP 
programme for vaccine development, in particular the improved and new vaccine targets 
indicated in Tables 1 and 2 in the report. It noted with satisfaction that the programme 
forged a clear link between research and application. 

She would appreciate more information on the disease surveillance and monitoring 
aspect of the Expanded Programme on Immunization, which could serve as an entry point for 
other primary health care interventions as well as for close collaboration with other WHO 
programmes. 

Her delegation supported the draft resolution under consideration, but would be 
submitting an amendment to it. 

Dr MUZIRA (Uganda) commended the Director-General‘s progress report on research and 
development in the field of vaccines. Despite the numerous political and economic 
problems faced by many countries, remarkable progress had been made in immunization. 

The Expanded Programme on Immunization in Uganda had been fairly successful. The 
infant mortality rate had dropped from 120 per thousand live births in 1985 to 104 per 
thousand in 1990. The average immunization coverage rate was currently over 74%. The 
use of solar-powered refrigerators, particularly in rural areas, was responsible in part 
for those results. EPI was well integrated with other health programmes in his country, 
and was soundly managed and sustained by the necessary political will. 

His delegation supported the effort to develop a single-dose, heat-stable, oral 
vaccine providing immunization against the major communicable diseases. It endorsed the 
views expressed by the Executive Board on the importance of producing vaccines in the 
countries which needed them most. 

His country was in favour of the proposed draft resolution. 

Dr STAMPS (Zimbabwe) said that, while generally concurring with the view that 
attention should be directed to sustaining the Expanded Programme on Immunization rather 
than to further development, his country had a number of specific concerns. First, it 
was somewhat alarmed by the proposal to reduce the share of the regular budget allocated 
to Africa. While it was appreciated that funds would be available from other sources, it 
seemed premature to reduce financial support for the most needy continent in the world. 
Secondly, while coverages as high as 86% for the six major infant diseases had been 
achieved in certain areas, the remaining 14% were sure to present major if not 
intractable difficulties, thus threatening the objective of universal child 
immunization. Thirdly, EPI performance was suffering not only from "donor fatigue" but 
also from "vaccinator fatigue": repetitive programmes tended to become matters of 
routine and to be pursued with less than the original vigour. Finally, there was an 
urgent need to add the hepatitis В vaccine, which held major health benefits for Africa, 
to the six vaccines already being administered; at present, it was inaccessible not 
because of the cost of delivery, but because of the cost per unit of the vaccine itself. 

For those reasons, his country found inexplicable the budget reduction for Africa. 
Still, despite that reservation, and albeit with some misgivings, it could endorse the 
draft resolution before the Committee. 
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Dr HENDERSON (Assistant Director-General) thanked delegations for their comments, 

which would be taken fully into account. 
The delegate of Zimbabwe had said that the proposed budget allocations for African 

countries had been reduced. That was true for certain country programmes, although not 
for the regional budget, and was due to the availability of other resources for 
immunization programmes in the countries concerned, which meant that WHO resources could 
be released for other purposes. In any case, the necessary supplies of hepatitis В 
vaccine could not be financed from the regular budget owing to the high costs involved; 
instead, WHO was trying to find other ways of making the vaccine available. 

The delegate of Greece had remarked upon the importance of surveillance and 
monitoring of immunization programmes. WHO attached great importance to monitoring; in 
fact, in the light of recent monitoring data he was in a position to update the figures 
given by Professor Borgofto and say that global immunization coverage had reached not 70% 
but 80%. Nevertheless, continued monitoring and surveillance, particularly of neonatal 
tetanus, measles and poliomyelitis, remained a high priority. 

In reply to the delegate of the Netherlands, he said that the Consultative Group for 
the Children's Vaccine Initiative was purely a forum for the sharing of information and 
did not have any direct operational or advisory role in WHO programmes. WHO provided 
secretariat services for the group, which met to discuss the best ways of using the 
resources that the various contributors had to offer; there was no guarantee that those 
resources would be allocated to WHO. 

The transfer of technology was a major concern of the Children's Vaccine 
Initiative. It was not enough for new technology to be created; it was also essential 
to ensure that it could be used, particularly by developing countries. 

Dr MONEKOSSO (Regional Director for Africa) said that the child vaccination 
programme was one of the outstanding achievements of African countries. In the past five 
years, the vaccination coverage rate in many countries had already risen dramatically, 
from between 5 and 15 per cent in 1984-1985 to between 50 and 90 per cent or even more 
currently. 

He wished to make it clear that the reduction in some country budgets noted by the 
delegate of Zimbabwe did not mean that activities had necessarily been reduced. Such a 
reduction usually meant that other international donors had been found or that the 
government of the country concerned had provided resources for immunization programmes. 
WHO hoped to shift the burden of responsibility for immunization from the international 
community to governments and, eventually, to parents. The African Region intended to 
hold a competition for health districts in 1992 with a view to sustaining progress by the 
use of local resources. 

At the regional level, resources for technical supervision of programmes had been 
increased, to ensure good supervision and sus ta inability. That would alleviate "donor 
fatigue". 

Finally, he wished to assure delegates once again that a reduction in country 
budgets did not necessarily mean a reduction in activities； the figures appearing in 
document PB/92-93 constituted the sum total of what Member countries allocated from the 
WHO country budget. But country representatives were requested to cross-check and make 
sure that bilateral or national funds were available so that the reductions would not 
adversely affect programmes. 

The CHAIRMAN invited the Committee to consider the draft resolution on research and 
development in the field of children's vaccines, recommended by the Executive Board in 
resolution EB87.R6. 

Dr PROST (Secretary) read out the amendment proposed by the delegate of Greece, 
namely the insertion at the end of operative paragraph 3 of an additional sub-paragraph 
reading: и(4) to support disease surveillance and monitoring of immunization coverage". 

The draft resolution recommended by the Executive Board in resolution EB87.R6. as 
amended, was approved. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.4. 
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Programmes 13.2 to 13.5: Disease vector control: Malaria: Parasitic diseases； 
Tropical disease research 

The CHAIRMAN invited the Committee, in the course of its discussions, to consider 
the draft resolution on the eradication of dracunculiasis recommended by the Executive 
Board in resolution EB87.R4. 

Professor BORGOÑO (representative of the Executive Board) said that, of the four 
programmes under discussion, the Executive Board was most concerned about malaria. The 
incidence of the disease was continuing to increase in various parts of the world, owing 
to the resistance of the vector to insecticides and of the Plasmodium falciparum parasite 
to chemotherapy. The Director-General had accordingly made a special effort to increase 
the budget allocation for the malaria programme, but a great deal of work by the entire 
international community and the United Nations system would be required to combat the 
problem. It was hoped that the meetings which would be held, culminating in the 
Ministerial Conference on Malaria planned for early 1992, would generate the necessary 
resources to control the disease. It was important to train staff thoroughly arid 
integrate the new epidemiological approach to malaria control into primary health care. 

The Executive Board had recognized the great efforts made to eliminate 
dracunculiasis, involving UNDP, UNICEF, the World Bank and the International Initiative 
against Avoidable Disablement (IMPACT). As the draft resolution before the Committee 
indicated, there was a good chance that the disease could be eradicated altogether. 
Considerable progress had also been made in the control of schistosomiasis with the 
advent of single-dose praziquantel treatment. 

It was hoped that the integration of vector control activities and tropical disease 
control activities would allow the development of control measures other than the use of 
pesticides. The budget allocation for the Special Programme for Research and Training in 
Tropical Diseases had been increased with a view to improving research capacity in 
developing countries, to which at present approximately 35% of the Special Programme's 
resources went. Particular emphasis would be placed on economic and social aspects, 
which were important in the field of tropical diseases, as in so many other areas. 

Another priority of the Special Programme was the development of new drugs to 
control disease, with particular emphasis on the clinical aspects. Much encouraging 
field work had been carried out recently. It was essential to expand activities in those 
areas as far as possible, while bearing in mind the constraints upon countries. 

Dr WILLIAMS (Nigeria) welcomed the informative paper on the dracunculiasis 
eradication programme (document A44/12). Nigeria had been the country most affected by 
the disease in recent years, especially in its poor rural communities where people drank 
water infested with the guinea-worm parasite. Control measures included boiling and 
filtering drinking-water, treating water sources with temephos (Abate) and improving 
health education. Nigeria, in collaboration with WHO, UNICEF and other agencies, had 
developed a feasible and credible programme for the eradication of dracunculiasis. 

Given that the incidence of the disease had fallen by over 38% in Nigeria between 
1989 and 1990, and by over 34% in Ghana between 1988 and 1989, it seemed entirely 
feasible that dracunculiasis could be eradicated throughout the world by 1995. 
Accordingly, his delegation wished to propose a number of amendments to the draft 
resolution recommended in Executive Board resolution EB87.R4. In operative paragraph 2, 
the Health Assembly should declare a specific commitment to the eradication of the 
disease by 1995, rather than "during the 1990s", and in operative paragraph 6 it should 
call upon the Director-General to initiate country-by-country certification of the 
eradication of the disease, so that the process could be completed by the end of the 
1990s. He hoped that there would be no difficulty in mobilizing extrabudge tary resources 
to supplement the WHO regular budget for the programme. 

The programme on tropical disease research was a particularly well managed one which 
fulfilled its mandate very adequately and had done much to strengthen the capacity of 
affected countries to initiate research and develop tools for tackling the six target 
diseases. He wished to congratulate WHO on the excellent achievements of the programme. 
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Dr STAMPS (Zimbabwe) commended the commitment and active participation of WHO in his 

country's malaria and schistosomiasis control programmes. It was imperative for 
countries which were not affected by tropical diseases to contribute financially to such 
programmes, and not merely for reasons of moral solidarity. In the case of malaria, for 
example, northern countries should realize that they too were vulnerable, because 
tourists often failed to take precautions against the disease and health services outside 
the affected countries were often slow to diagnose it. His delegation accordingly 
supported WHO'S commitment to encouraging financial backing for malaria control 
programmes from all countries which could afford it, including countries where malaria 
was not endemic. 

His delegation also felt that more of the resources of the tropical disease research 
programme should be allocated to the eradication of the Plasmodium falciparum parasite, 
which was responsible for many more deaths than other malarial parasites. 

Dr CICOGNA (Italy) said his Government shared WHO's concern at the deteriorating 
malaria situation in many tropical countries. It was financing projects for 
epidemiological studies in Africa aimed at the identification of appropriate and feasible 
control measures. It laid special emphasis on support for training activities and since 
1982 had been financing, jointly with WHO and the Government of Thailand, an 
international course on malaria and malaria control planning. Under a new agreement with 
the Organization, that support would be continued in the years 1992-1996, and extended to 
activities relating to other vector-borne diseases. Italy was convinced that it was only 
through intensive training activities that properly functioning health infras truc tures 
could be established. 

He fully supported the draft resolution recommended by the Executive Board in 
resolution EB87.R4. 

Dr KEY (United Kingdom of Great Britain and Northern Ireland) said her country vas a 
firm supporter of the tropical disease research programme, and was still a major donor to 
it. She welcomed the setting up of a new unit which would help the programme to focus 
its resources on a few strategic areas, speed up the practical application of research 
findings, and forge links with the pharmaceutical industry, whose willingness to 
participate in that effort marked a step forward in the development of a useful 
partnership with the Organization. 

She also welcomed the proposed increase in budgetary allocations to the malaria 
programme. There was no doubt that malaria, and especially the P, falciparum variety, 
called for special attention, and she had taken note of the point made by the delegate of 
Zimbabwe regarding imported cases of the disease. Although some success had been 
achieved over the past decade, it was constantly jeopardized by the resistance of 
mosquitos to insecticides, by drug resistance, and by the lack of effective biological 
and environmental control measures. Migrations of populations, peri-urbanization, and 
the creation of large bodies of water were spreading the disease even more widely. There 
were disturbing reports of an increase in cerebral malaria in adolescents, as well as of 
the possible impact of the treatment of anaemia in malaria on the transmission of HIV 
infection. 

The lack of any effective malaria strategy and of any integrated approach to malaria 
control meant that the forthcoming Ministerial Conference on Malaria would be of vital 
importance. Any long-term, sustainable improvement would depend on an enhanced 
capability for disease management and on a willingness to tackle the managerial and 
socioeconomic aspects of the problem. Attention should also be paid to the need to train 
more technical staff. Her delegation was most appreciative of the offer by the 
Netherlands Government to host the Conference, as well as the offer by the Indian 
Government and by the Regional Office for Africa to host the preparatory meetings. 

Her Government had agreed to finance a post at secretarial level in WHO's 
Secretariat for the Ministerial Conference, and had contributed towards the cost of the 
Forum on Malaria recently convened by the London School of Hygiene and Tropical 
Medicine. The United Kingdom was also supporting malaria activities through bilateral 
programmes, such as the project in Cambodia referred to in paragraph 111 of the 
Director-General‘s report on the work of WHO. 

1 Document WHA44/1991/REC/1, Annex 10. 
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The United Kingdom attached considerable importance to new initiatives and 

developments in the malaria field. WHO should take advantage of increasing donor 
interest in providing funding for malaria control to create a well-coordinated, 
technically sound and action-oriented strategy within which national governments could 
work. 

Dr DAVIS (United States of America) welcomed the reorganization of WHO's tropical 
disease activities into a single Division of Control of Tropical Diseases. It should 
help to provide more effective and less vertical programmes, to avoid duplication of 
effort, and to make cost savings. His delegation favoured the fullest possible 
integration of surveillance, treatment and vector-control activities into primary health 
care systems, and concurred with the views expressed by the representatives of France and 
the United Kingdom as to the importance of integrating activities under the disease 
prevention and control programme. 

Schistosomiasis was endemic in 76 Member States, with some 200 million people 
currently infected. Single-dose praziquantel could lead to a sustained reduction in 
parasite infections, but its use was restricted because of its high cost. What efforts 
was the Organization making to negotiate with pharmaceutical manufacturers with a view to 
achieving a cost reduction which would make praziquantel more readily available to the 
millions who could benefit from it? 

Under one highly successful initiative in the field of onchocerciasis control, 
Meetizan, or ivermectin, was being provided free of charge to official health agencies 
and qualified nongovernmental organizations for community-based mass treatment 
programmes. Applications for such programmes were coordinated by an independent expert 
committee based at the Carter Presidential Center in Atlanta, Georgia. Since 1988 
donations of the drug had enabled more than three million sufferers to be treated, and 
some programmes were now entering their third year. 

His delegation had noted with concern the continuing problem of malaria around the 
world. In many countries it was one of the leading causes of childhood morbidity and 
mortality: indeed, in Africa some 2000 children were dying daily from a disease which 
was in fact preventable. The effects of malaria often cancelled out the significant 
advances in child health that had been achieved as a result of immunization and 
diarrhoeal disease control programmes. 

The spread of chloroquine-resistant Plasmodium falciparum malaria in most 
malaria-endemic countries, and the slow progress in developing a suitable vaccine, were 
matters of great concern. There was need not only for research, but also for training 
and for the development of proper malaria control infrastructures. If that was to be 
achieved, effective malaria policies would have to be developed, both at national and at 
global level. Long-term solutions would require sustained efforts on the part of each 
individual country rather than mere short-term campaigns. The need to integrate case 
management and prevention programmes into primary health care systems was more evident in 
malaria than in any other area. 

Whilst he welcomed the US$ 1 million increase in the regular budget allocation for 
malaria control for the 1992-1993 biennium he wondered whether it was sufficient, given 
the health and economic impact of the disease. He urged the Director-General to find 
ways of increasing regular budget allocations still further and of encouraging greater 
extrabudgetary funding for such a highly important programme. 

It was gratifying to note the significant progress in the global initiative to 
eradicate dracunculiasis described in the Director-General‘s report (document A44/12): 
the reduction in cases in India and Pakistan, where eradication appeared probable within 
one or two years, was especially noteworthy. His delegation would be interested to know 
what the budgetary implications of certification of eradication might be in those 
countries and in other formerly endemic countries of the Eastern Mediterranean Region. 
What was the amount budgeted in 1992-1993 for certification of eradication of 
dracunculiasis, and what would be the estimated needs in the years leading up to 
certification, particularly in the African Region, which had set itself the target of 
eradication by 1995? He noted that in paragraph 5 of programme 13.4 (Parasitic 
diseases), funding for WHO's direct support to countries, mostly voluntary, was described 
as "adequate": what did WHO estimate would be the amount of that funding for the 
1992-1993 biennium? 
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Dr VAN ETTEN (Netherlands) expressed appreciation of the Director-General‘s report 

on the eradication of dracunculiasis and commended the approach taken. He stressed the 
need for health education, for community-based action, and for an intersectoral approach 
if the eradication programme was to be successful. 

His delegation supported the draft resolution recommended by the Executive Board in 
its resolution EB87.R4. 

Professor LU Rushan (China) remarked that since the establishment of the UNDP/World 
Bank/WHO Special Programme for Research and Training in Tropical Diseases, tremendous 
progress had been achieved in the control of the six major tropical diseases, and 
attainment of the two targets for 1995 defined in paragraph 2 of programme 13.5 (Tropical 
disease research) now seemed feasible. The programme had been of great value in 
strengthening the manpower resources of Member States and in increasing their research 
capability, as well as in promoting the introduction of appropriate technology. However, 
successful control was more often related to social and economic factors, and he was 
pleased to note that social and economic research was referred to in paragraph 27 of 
programme 13.5. 

Tropical disease research work in China was aimed at prevention and control of 
malaria, schistosomiasis, filariasis, leishmaniasis, and leprosy. Since collaboration 
between China and WHO had begun in 1979, some 30 research institutes had received support 
from the Organization, and research capabilities both in the field and in the laboratory 
had been greatly strengthened. China had thus been enabled to carry out work that had 
been impossible in the past due to limited resources. 

China had also strengthened its malaria and filariasis control programmes, and had 
set up a comprehensive schistosomiasis control programme designed to prevent increases in 
the incidence of the disease caused by newly-introduced irrigation schemes. Encouraging 
results had been achieved in research into snail pesticides, as well as into treatment by 
praziquantel. 

He hoped that the tropical disease research programme would be continued so that 
further contributions could be made to tropical disease control. 

Dr TEMBA (United Republic of Tanzania) said it was practically impossible to give 
any indication of the magnitude of the problem of malaria in his country or indeed in 
other developing countries in tropical regions. It was equally impossible to assess the 
incidence of morbidity and mortality caused directly or indirectly by malaria, or the 
impact of the disease on pregnant mothers and children. 

Unfortunately, because of the high cost and the complexity of malaria control, very 
few donors showed any interest in funding control programmes. His country, in 
collaboration with the Government of Japan, had initiated a control project covering 
urban areas, and the experience it had gained had been most useful. In another control 
project, launched in Zanzibar in collaboration with UNICEF, impregnated mosquito nets 
were being provided for vulnerable groups. Finally, a five-year national malaria control 
programme had been launched, involving treatment, research, health education and 
community involvement in control activities. Contributions to that programme by any 
interested donors would be welcomed. 

The United Republic of Tanzania had been collaborating closely with WHO'S research 
activities under the tropical disease research programme. It had noted that, to achieve 
effective community involvement in malaria control, it was important also to control 
culicine mosquitos, thus achieving simultaneous control of both filariasis and malaria 
through integrated vector control measures. 

His country's aim was to achieve effective malaria control by the year 2000. 

Dr HIEN (Burkina Faso) said that the figures for reported cases of dracunculiasis in 
Burkina Faso given in Table 1 on page 3 of document A44/12 reflected the results of a 
pilot control programme conducted in two provinces with the assistance of Band Aid. 
Those findings had shown that guinea-worm infection constituted a major public health 
problem. In November 1990, with the assistance of other sponsors such as UNICEF, a 
national survey had been carried out which had confirmed those fears by revealing over 40 
000 cases of the disease and indicating that it was endemic over the whole country. A 
national plan had been formulated, and he urged his country's usual partners to 
contribute to it, so that the target of eradication of the disease by 1995 could be 
achieved. 
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Burkina Faso was the centre for the Onchocerciasis Control Programme in West Africa, 

and since that programme had come into existence the country had been declared to be 
virtually free of the disease. His Government's concern was now to recolonize and 
reclaim the liberated areas, and it had developed a number of programmes for that 
purpose, which had been funded by various donors. Nevertheless, those programmes had 
encountered certain financing problems, and he appealed to donors to keep up the level of 
their contributions so that the efforts made over so many years would not be wasted. 

His delegation supported the amendments proposed by the Nigerian delegation to the 
resolution recommended by the Executive Board in resolution EB87.R4. 

Dr ADHYATMA (Indonesia) acknowledged that malaria was resurgent in many countries, 
especially in tropical areas. Vector control combined with chemotherapy had not yielded 
the results expected because of the emergence of resistant strains both of the mosquito 
and of the parasite itself, limited resources, and the creation of artificial breeding 
sites. 

Efforts should therefore be made to strengthen cross-sectoral coordination, and, in 
that connection his delegation strongly supported the Ministerial Conference on Malaria 
proposed for 1992. Under the tropical disease research programme t more attention should 
be paid to the development of a malaria vaccine, as well as to the development of new 
drugs for controlling the disease and to other possible methods of intervention. 

The meeting rose at 17h40. 
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Part II, Chapter II; A44/5, A44/6,1 A44/7, A44/9,2 A44/10, A44/11,3 A44/12 and 
A44/INF.D0C./1) (continued) 

Disease prevention and control (major programme 13) (Documents PB/92-93, pages B-179 to 
B-264; EB87/1991/REC/1, Part II, Chapter II, paragraphs 83-124) (continued) 

Programmes 13.2 to 13.5 (continued) 

Dr HENDERSON (Assistant Director-General) thanked the delegates for their supportive 
comments at the previous meeting on programmes 13.2 to 13.5. Questions had been raised 
concerning research investments in malaria. Malaria did, in fact, represent the major 
research focus of the Special Programme for Research and Training in Tropical 
Diseases (TDR), and received the bulk of disease-specific research resources； it would 
account for a total of 36% of TDR's proposed 1992-1993 budget. The next largest 
allocation, representing 11X, was to leprosy. 

Dr NAJERA-MORRONDO (Division of Control of Tropical Diseases), answering other 
questions raised, said that, after the discussions by the Executive Board in January 1991 
on the high cost of praziquantel, manufacturers of the drug had been contacted and a 
formal letter addressed to them requesting the elaboration of a strategy for reduction in 
price. A favourable reply had been received, with an indication that the manufacturers 
intended to forward a formal proposal to WHO within two months. 

Regarding the adequacy of the budget for the certification of the elimination of 
dracunculiasis, one of the future steps indicated in document A44/12 was the exploration 
of the possibilities for mobilizing the remaining resources needed for the programme. A 
proposal had been submitted to donors, which envisaged support of about US$ 50 000 per 
country to set up mobile teams for certification. The certification process was to be 
pursued up to 1999. 

In addition to the sum of US$ 13 000 indicated in document PB/92-93 for the 
surveillance of dracunculiasis eradication, regular budget provisions included, from the 
beginning of 1991, the services of one full-time professional staff member to deal with 
the subject. 

He assured the delegate of Zimbabwe that the malaria control strategy placed full 
emphasis on the control of falciparum malaria, and plans for the biennium included a 
scientific group meeting on its epidemiology and control. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by 
the Executive Board in resolution EB87.R4 on the eradication of dracunculiasis. The 
following two amendments had been proposed by the delegation of Nigeria: 

1 Document WHA44/1991/REC/1, Annex 2. 
2 Document WHA44/1991/REC/l, Annex 7. 
3 Document WHA44/1991/REC/l, Annex 6. 
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In operative paragraph 2, the words "during the 1990s" should be replaced by the 

words "by the end of 1995й. 
In operative paragraph 6, a new sub-paragraph (1) should be inserted reading: 
"(1) to immediately initiate country-by-country certification of elimination so that 
the certification process can be completed by the end of the 1990s". 

The other sub-paragraphs under operative paragraph 6 would then be renumbered. 
The amendments referred to two different processes : the first to the elimination of 

dracunculiasis by the end of 1995; and the second to the certification of the 
elimination, to be completed by the end of the 1990s. 

The draft resolution recommended by the Executive Board in resolution EB87.R4. as 
amended, was approved. 

Programmes 13.6 to 13.10: Diarrhoeal diseases: Acute respiratory infections: 
Tuberculosis: Leprosy： Zoonoses 

The CHAIRMAN invited the Committee, in the course of its discussions, to consider 
the draft resolutions recommended by the Executive Board in resolutions EB87.R1 on 
control of acute respiratory infections, EB87.R5 on leprosy and EB87.R7 on the 
tuberculosis control programme. A draft resolution on cholera would be circulated during 
the meeting and, if the Conimittee agreed, could be considered at a later stage during the 
discussions. 

Professor B0RG0Ñ0 (representative of the Executive Board) said that the cholera 
epidemic in South America gave great significance to the discussion of diarrhoeal disease 
control. 

The Executive Board supported the efforts being made in programme 13.6 (Diarrhoeal 
diseases) to implement methodologies that would facilitate better collection of mortality 
and morbidity data in countries carrying out control programmes. Present funding was 
just adequate ； however. the Board hoped that ex tr abudge tary funds would be forthcoming 
to cover the increasing needs of countries in that area. Emphasis was being given to 
research on the behaviour of families, particularly mothers, in terms of timely diagnosis 
and consultation to enable appropriate treatment to be given. When the Board had met in 
January 1991, the cholera epidemic had not yet started in Peru, so the discussion had 
been limited to general comments on the dangers of the disease. It was now felt, 
however, that it would be useful to have a resolution adopted by the Health Assembly on 
that subject. 

Progress had been made in programme 13.7 (Acute respiratory infections) and funds, 
largely from extrabudge tary resources, were available for it to move forward, 
particularly in those countries with infant mortality of more than 40 per thousand live 
births. The Board stressed the need for close relations between the programmes on 
diarrhoeal diseases, acute respiratory infections, immunization and infant mortality, to 
avoid duplication of effort at all levels. In resolution EB87.R1, the Board recommended 
to the Health Assembly a resolution on control of acute respiratory^infections. 

Tuberculosis had become a dramatic problem: it now caused three million deaths a 
year, and there were eight million new cases each year. In addition, there was a link 
between AIDS and tuberculosis, with an increase in tuberculosis incidence in countries 
with a high incidence of AIDS. Although the Organization was making efforts to respond 
to the changing situation, the Board felt that urgent action was needed because of the 
magnitude of the problem - tuberculosis was thought to be the second greatest cause of 
death in some countries. The Board also felt that the programme should have a research 
dimension. The control programme had been endorsed by the group of experts and 
scientists convened in 1990, and again on 1 and 2 May 1991 in Geneva. 

With respect to programme 13.9 (Leprosy), the Board supported and endorsed the 
objective of eliminating leprosy as a public health problem. Early diagnosis and 
multidrug therapy would have a great impact but epidemiological monitoring would require 
strengthening. Here again, as with other programmes, managerial skills were essential at 
all levels. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.25. 
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The Board wished to highlight the invaluable support given by nongovernmental 

organizations not only to the programmes under consideration but to many others. 
In reviewing programme 13.10 (Zoonoses), the Board had given particular attention to 

salmonellosis, which even in developed countries was one of the most important of that 
group of diseases； and to the drive to eliminate rabies in the American Region, which 
the Board supported, and the efforts being made to control the disease in other parts of 
the world. There were financial problems in that a good part of the available 
extrabudgetary funds were allocated to the Pan-American Foot and Mouth Disease and 
Zoonoses Centres, and other WHO collaborating centres being set up in other regions. 

The Board felt that the group of programmes under discussion was of the utmost 
importance, and that given international cooperation, adequate resources and political 
will an impact could be made. 

Dr STAMPS (Zimbabwe) voiced concern over the depletion of budgetary commitments for 
the area of the Organization's activities under discussion. It had been indicated that 
extrabudgetary resources were available, but past experience suggested that those 
resources were not secure, even over a period of one year. He was particularly surprised 
at the reduction in the commitment of funds to diarrhoeal diseases. There was, 
admittedly, an increase in the allocations from all sources for the programme on acute 
respiratory infections, but to reduce the budgetary allocation for tuberculosis in the 
light of what was known to be happening in sub-Saharan Africa appeared to be reckless. 
As a direct result of the relative frequency with which tuberculosis was associated with 
HIV, the tuberculosis treatment regimen used in Zimbabwe had produced a cost implication 
per course of treatment amounting to an escalation of around 50% per patient. 

Similarly, the reduction in the commitment to the leprosy programme seemed to be 
premature, and the proposed level of funding for control of zoonoses, which were on the 
increase in Africa just as they were in the Americas, and the failure to even mention 
anthrax in the context of zoonoses now affecting human health in Africa, made him wonder 
whether in fact WHO was really serious about the control of communicable diseases in 
Africa. While his comments might, he feared, seem harsh, there did appear to be an 
inverse relationship between the severity of the disease problems and the amount of money 
applied to them, funding depending more on the pressure exerted by the country or region 
concerned than on the actual needs of their people. He wished to register his country's 
protest at the apparent reduction in concern, including the winding down by WHO of some 
programmes in certain countries in Africa, with regard to the group of disease problems 
under discussion. 

Dr SHIMAO (Japan) congratulated the Director-General on the rapid progress made in 
the global tuberculosis programme in the past year. 

Information had recently been received that the manufacture of ethionamide and 
protionamide had ceased, perhaps because their use was limited to cases that had failed 
to respond to multidrug therapy. However, there were still cases that could be cured 
only by the combined use of ethionamide and other sensitive drugs. Ethionamide was also 
sometimes used in the treatment of atypical mycobacteriosis, which had been increasing 
recently. Following recent discussion of the problem at the annual meeting of the 
Japanese Society for Tuberculosis, it had been decided to make an appeal to WHO to see if 
there was any possible way to continue the production of ethionamide. He would welcome 
the Secretariat's views on that point. 

Taking into account the fact that one-third of the world's population was affected 
by tuberculosis, and that service coverage was still insufficient in many countries, 
there was an urgent need to strengthen the global tuberculosis programme. The delegation 
of Japan fully supported and welcomed WHO's initiatives in that regard. 

The Coordination, Advisory and Review group on WHO's tuberculosis control programme, 
set up in January 1991, had recently held its first meeting, which he had had the honour 
of chairing, with the participation of other interested parties, both governmental and 
nongovernmental. The objectives and targets, strategy development and activities of the 
programme discussed by the group were given in detail in document A44/6. The group 
had approved the proposed targets for attainment by the year 2000. A small working group 
would be meeting soon to discuss in detail the programme management and structure and 
ways to achieve global coordination, as urgent action was needed. 

1 Document WHA44/1991/REC/1, Annex 2. 



30 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
The draft resolution recommended by the Executive Board in resolution EB87.R7 would 

promote initiation of new action at both international and national levels, and would 
accelerate global coordination among Member States, donor agencies and nongovernmental 
agencies. The delegation of Japan pledged continued support to WHO'S tuberculosis 
programme, and wished to cosponsor the draft resolution. However, he proposed that 
operative paragraph 4(4) be amended to read: 

(4) to report to the next World Health Assembly on the progress made in the 
implementation of the tuberculosis control programme. 

Professor MULLER (Netherlands) said that, although his delegation endorsed correct 
case management of acute respiratory infections as the main control strategy, it believed 
that the importance of prevention of serious infections, especially pneumonia, could not 
be overemphasized. It therefore welcomed the analysis of the effectiveness, feasibility 
and cost of interventions to reduce the risk factors of pneumonia, and the studies to 
collect information on existing practices in the household management of acute 
respiratory infections, to be used for the formulation of health education programmes. 
The research being commissioned or supported appeared to be highly relevant to the 
removal of constraints on control activities. WHO was playing an active part in 
combating inappropriate and indiscriminate use of antibiotics and the use of ineffective 
and at times harmful cough and cold medicines. 

The Netherlands shared the Organization's concern at the insistence in many 
countries on excluding non-physicians from the treatment of pneumonia. The successful 
case management strategy of the programme was based on the use of paramedical staff and 
even community workers in the diagnosis and treatment of pneumonia, and that should be 
explicitly recognized by ministries of health embarking on national control programmes 
along the lines recommended by WHO, the potential effectiveness of which had been 
established. 

His delegation welcomed the future plans set out in the report on the tuberculosis 
control programme for there could be no doubt that tuberculosis was one of the world's 
biggest public health problems, particularly in African countries where AIDS was 
endemic. In recent decades the disease had not received the worldwide attention it 
should have had, but now, with the global spread of HIV, tuberculosis posed a formidable 
threat in all parts of the world. Currently available control tools were effective, but 
in many cases were applied inadequately or not at all. At the same time, new 
developments in biomedical research were likely to lead to more effective means of 
diagnosing, treating and preventing the disease. There were thus several good reasons 
to act immediately and rapidly through a well-coordinated global control effort, and WHO 
was the obvious agency to lead such an effort. The Netherlands supported the idea that 
operational support should be integrated in the same programme with research and 
development. 

The report created the impression that the programme had started with a 
tabula rasa. That was not the case, since the International Union against Tuberculosis 
and Lung Disease, not mentioned in the document, had played a highly significant role in 
supporting a number of successful national tuberculosis control programmes, which could, 
to a large extent serve as demonstration projects like those WHO intended to undertake in 
the near future, according to paragraph 42 and Table 5 in the report. Further, no 
mention was made of the WHO leprosy control programme and the characteristics that 
leprosy and tuberculosis had in common, whereas in several countries control of the two 
diseases was integrated in the same programme； research on leprosy and tuberculosis 
should be closely linked in WHO, particularly in connection with the tropical disease 
research programme, which had long and successful experience of the coordination, 
stimulation and support of leprosy research. 

An obvious concern was the possibility that the proposed activities would lead to 
yet another vertical programme, without sufficient recognition of the need for it to be 
part of an integrated primary health care system. It was indicated in paragraph 42 of 
the document, however, that all demonstration projects would be "undertaken using the 
integrated disease control approach initiated by WHO." His delegation would welcome more 
information on that approach: what it meant, how it worked and how it related to the 
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country's national health service. Some of the targets for operational support in 1992 
and 1995 given in Table 5 in the report were difficult to assess without knowing what was 
currently going on. For instance, in how many countries was the programme involved in 
technical coordination activities and how many of them had national tuberculosis 
programmes with known cure rates and notified numbers of cases? 

With regard to the proposed programme budget, it would be interesting to know why 
the regular budget for the regions had been decreased in 1990-1991 compared to 1988-1989 
and whether that had anything to do with the possible increase in extrabudgetary funds. 
He would also be interested to learn the basis for the expectations of a substantial 
increase in extrabudgetary contributions to global and interregional activities, since it 
might be reasonable to expect that such funds would be forthcoming only after the 
programme had been able to show some substantial accomplishments. Meanwhile, the 
Netherlands generally supported the initiative and the relevant draft resolution. 

The progress made over the past five years in the control of leprosy was very 
encouraging. It was gratifying to note the considerable reductions in registered cases, 
largely as a consequence of multidrug therapy. Effective leprosy control was indeed 
based on multidrug therapy, but while a coverage of 56% of all registered cases by such 
therapy in 1990 might look impressive when compared to previous years, it was a cause for 
great concern that 44% of registered cases still did not receive the most effective 
available treatment； the situation was particularly serious in Africa, with a multidrug 
therapy coverage of some 20%. 

His delegation was pleased to note that leprosy research was being conducted through 
or in collaboration with the tropical disease research and health systems research 
programmes. It was stated in paragraph 28 of document A44/7 that health systems research 
included studies on the integration of leprosy control with general health services and 
with other disease control activities. That issue became increasingly important with the 
introduction of multidrug therapy, which resulted in smaller case-loads; nevertheless, 
integration of leprosy control in primary health care and topics such as community-based 
rehabilitation had been subjects of great importance and interest as early as 1987. His 
delegation would like to know what had been accomplished so far in that area, apart from 
studies that were being carried out. It would also like to know WHO's position on the 
integration of leprosy and tuberculosis control, which was being implemented in several 
countries. In any case, future projections with respect to the global leprosy situation 
were very encouraging, and WHO was to be congratulated on its stimulating and 
coordinating role in both control and research activities and on taking advantage of the 
support being given to leprosy control by highly-motivated nongovernmental organizations 
in many countries. 

Dr SALOMAO (Mozambique) welcomed the fact that tuberculosis was again the subject of 
a programme to which resources were allocated and to which Member States were requested 
to give priority. The tuberculosis programme in Mozambique had been used as a way of 
strengthening the health structure at the primary level. The training of staff that had 
to be undertaken to run a tuberculosis control programme contributed to the improvement 
of health services and to the establishment of links with similar programmes, thus 
reinforcing management at the central and peripheral levels. The use of short-course 
chemotherapy was a means of obtaining good success rates in the programme, provided 
standardized treatment combinations were applied and the results were regularly 
evaluated. The fact that Mozambique had achieved a reasonable cure rate even in the 
prevailing war situation meant that other countries in similar circumstances could engage 
in the programme proposed by WHO. 

She supported the amendment proposed by the delegate of Japan to the draft 
resolution recommended in resolution EB87,R7. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation welcomed 
the priority given in programme 13.7 to the development of a set of measures for the 
reduction of child morbidity and mortality due to acute respiratory infections, including 
pneumonia, and supported the provision of simple, effective and accessible methods for 
preventing and treating respiratory diseases. The orientation of the programme towards 
limiting the inappropriate and often indiscriminate 
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It would be seen from document A44/5 that much attention was paid to clinical and 

organizational research, and the impression was given that measures under the programme 
were concentrated largely on diseases with a bacterial etiology, which lent themselves to 
highly effective and accessible methods of treatment by antibiotics. On the other hand, 
no sufficiently effective, reliable and widely affordable methods of treating viral 
infections had yet been found, and it would be desirable to strengthen the part of the 
programme concerned with identification and development of such methods. An encouraging 
factor in many industrialized countries was the development and increasing use of 
vaccines against influenza and clinical tests of certain experimental vaccines against 
diseases caused by parainfluenza and respiratory syncytial viruses. He would be 
interested to know WHO's views on those developments. 

The analysis of the epidemiological situation of tuberculosis in the world given in 
the report showed that, despite an improvement of the situation as a whole, the observed 
slowing down of the decline in morbidity in industrialized countries and the absence of 
positive changes in developing countries gave cause for continued concern. An alarming 
development was the situation in those developing countries where activation of 
tubercular infection had been observed in connection with HIV infection. 

The basic priorities of the programme seemed to have been defined soundly and 
correctly. With regard to the plans for developing technologies that were more sensitive 
and specific than the tuberculin skin test, one research institute in the Soviet Union 
was developing new methods of immunodiagnosis of tuberculosis by means of genetic 
engineering, hybridoma technology and immunochemistry, and that experience might well be 
utilized. WHO was conducting useful activities in surveillance of infection, case 
detection and rational and effective short course chemotherapy, but it should be noted 
that short course chemotherapy alone would not lead automatically to an increase in the 
effectiveness of tuberculosis treatment without a parallel improvement in the whole 
technology of treatment and in the living conditions of patients. In that connection, 
some doubts might be expressed concerning the real possibility of achieving the specific 
aims of the programme in a short period, particularly in the developing countries. 
Activities for developing new drugs to overcome the resistance of the pathogen to the 
basic antituberculosis drugs and for use in the event of allergy to those drugs were 
welcome and should be encouraged. 

His delegation endorsed the Director-General‘s report and supported the programme, 
taking into account its changing strategies. It also supported the draft resolution 
contained in resolution EB87.R7. 

Dr HEIJBEL (Sweden) said that Sweden regarded the programme for control of acute 
respiratory infections as one of WHO's most important initiatives during the 1980s and 
had supported the programme since its inception; the progress achieved was encouraging. 
It particularly appreciated the combined services and research approach of the programme 
and the mobilization and active involvement of the scientific community, both 
internationally and nationally, especially in the developing countries, as essential 
conditions for the development of active control of acute respiratory infections. Those 
aspects perhaps deserved even more attention. His delegation supported the revitalized 
tuberculosis control programme and its agenda of research and action. The programme had 
already established good contacts with the scientific community in the biomedical sphere, 
and should be encouraged to extend its contacts with the social sciences, in order to 
develop the operational research component. Finally, collaboration should be stepped up 
with other WHO programmes in both research and operations. 

Professor LU Rushan (China) observed that acute respiratory infections, tuberculosis 
and leprosy, which created havoc particularly in the developing countries, were related 
to social, economic and developmental factors and also to poverty, malnutrition, 
environmental inadequacies and ignorance. WHO, with other international organizations, 
had an important part to play in enhancing and promoting cooperation with a view to 
improving control of those diseases. It should be emphasized that it was only through 
concerted measures within the primary health care framework that the incidence of acute 
respiratory infections, including pneumonia, would be reduced and child morbidity and 
mortality would decline. There was as yet no effective way of controlling viral acute 
respiratory infections, and WHO must assist countries with further developments in that 
area. 

The spread of tuberculosis in the world, and in particular the increased incidence 
of tuberculosis in association with HIV, was of major concern to the international 
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community. In China, too, tuberculosis was emerging once more, and the aim was to attain 
a coverage rate of 85% for tuberculosis screening by the year 2000, together with a 50% 
reduction of incidence within five years. It would be difficult to achieve a cure rate 
of 85%. 

It would seem from the table on page A-39 of the programme budget document that the 
allocations for programmes 13.6, 13.7, 13.8 and 13.9 in the regular budget had been 
reduced in real terms, so that extensive use would have to be made of extrabudgetary 
funds to implement them fully. 

With regard to leprosy control, China supported the objectives set for 1995 and was 
sure that the disease could be eradicated by the year 2000. Nevertheless t those results 
could be obtained only by pooling resources, as recommended by the Health Assembly in 
resolution WHA40.35. Multidrug therapy was now available in most countries and coverage 
had attained 55%, with a one-third decline in the number of registered cases. Those 
satisfactory figures were the result of cooperation between countries, international 
organizations and nongovernmental organizations under the programme. In that regard, 
mention should be made of the International Leprosy Association, the Chinese branch of 
which had been established in 1985 by a pioneer in leprosy control who had made a major 
contribution to social mobilization, arousing popular interest and promoting the exchange 
of theoretical knowledge and scientific methods of controlling the disease. It was to be 
hoped that the Association could collaborate even more closely with WHO and other bodies 
in the effort to eradicate leprosy completely by the year 2000. 

Professor MANCIAUX (France) welcomed WHO's efforts to combat the resurgence of 
tuberculosis in many countries, particularly because of the links between tuberculosis 
and the AIDS epidemic. He supported the draft resolution recommended by the Executive 
Board which called on the Director-General to ensure worldwide coordination in the fight 
against tuberculosis. His delegation, however, had reservations concerning the 
establishment of a special programme. A multiplicity of vertical programmes could be 
detrimental to unity within the organization and to a global control strategy. He would 
therefore stress the need for coordination between the tuberculosis control programme and 
the programmes on AIDS and other diseases, particularly leprosy. He fully supported the 
remarks of the delegate of the Netherlands to the effect that, for both prevention and 
treatment, the tuberculosis control programme should be integrated within the primary 
health care strategy, especially in developing countries with a high prevalence of 
tuberculosis. He stressed the important role of nongovernmental organizations, 
particularly in country programmes, but emphasized the need for coordination and for a 
coherent strategy to eliminate the disease； in that respect WHO could play an invaluable 
role in instigating and coordinating activities. Furthermore, WHO should attempt to 
mobilize extrabudge tary contributions, since the proposed budget of around US$ 4 million 
would be grossly inadequate. In that connection, he endorsed the remarks of the delegate 
of Zimbabwe. Finally, in agreement with the delegate of Japan, he considered that WHO 
should use its moral authority to prevent pharmaceutical companies stopping production, 
on purely economic grounds, of drugs that were effective against tuberculosis. Similar 
pressure should be put on pharmaceutical companies to continue production of drugs that 
were effective against a whole series of tropical diseases that affected many developing 
countries. 

Dr LIM Kuan Joo (Malaysia) congratulated WHO on its leadership in leprosy control 
and on its efforts to tackle that age-old problem, particularly its success in reducing 
prevalence through the implementation of multidrug therapy. Efforts should be made to 
reduce the number of undiagnosed and therefore unregistered cases； in many areas, 
registered cases represented only a small proportion of all sufferers. Malaysia had 
enjoyed a measure of success in leprosy control； prevalence had been reduced by half 
through multidrug therapy and the detection rate had decreased and levelled out. The 
incidence rate - a better indicator of the problem as it reflected transmission, against 
which efforts were being directed - was expected to show the same trend as the detection 
rate. Experience had shown that there was no substitute for good management to ensure 
that the programme functioned properly. He supported the activities proposed in the 
programme statement on the leprosy programme in document PB/92-93, particularly with 
regard to training. 

Dr MAJORI (Italy) welcomed the efforts of the Organization to support Member States 
in reinforcing tuberculosis control in both developing and developed countries. Despite 
being a major infectious disease, tuberculosis had lost political importance in the 
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industrialized world, although that situation was changing. The interest of the Italian 
Government in maintaining expertise and programme responsibility at national level was 
evident from the recent introduction of a law on the surveillance of communicable 
diseases, including tuberculosis and other mycobacterial infections. Because of 
population mobility and immigration from high-prevalence countries, tuberculosis had to 
be addressed as a global problem, and it was in the direct interest of the industrialized 
countries to help the less economically developed countries to control the disease. He 
supported the joint efforts of WHO and other United Nations agencies, under WHO 
leadership, to build a strong global programme. He therefore endorsed the resolution on 
the tuberculosis control programme recommended by the Executive Board, and also the 
amendment proposed by Japan requesting the Director-General to report to the next World 
Health Assembly on the progress of the programme. 

Dr TEMBA (United Republic of Tanzania) said that his country had been working 
closely with WHO and UNICEF in the development of a national diarrhoeal disease control 
programme. There had been a remarkable reduction in child mortality from diarrhoeal 
diseases since the introduction of oral rehydration therapy, a method well accepted by 
the community. Oral rehydration salts were at present being imported but efforts were 
being made to arrange for local production; and a health facility and household survey 
was being carried out in connection with the diarrhoeal disease control programme. 
Sadly, environmental health systems had deteriorated in his country in recent years, 
resulting in widespread outbreaks of diarrhoeal diseases, including cholera and typhoid 
fever. The greater attention being paid by WHO to environmental health was therefore 
heartening. His delegation particularly welcomed WHO's technical and financial support 
to the United Republic of Tanzania in the fields of diarrhoeal disease control and 
environmental health. He would support the draft resolution 011 cholera that was to be 
introduced later in the meeting. 

Acute respiratory infections caused high morbidity and mortality in his country, 
especially in rural areas where, despite a well-established health facilities network, 
their management left much to be desired. Delayed or faulty diagnoses, inadequate 
treatment, and lack of appropriate antibiotics contributed to needless loss of life. A 
pilot project in Bagamoyo had clearly shown the need to train health staff - and 
particularly peripheral health workers - in the proper management of acute respiratory 
infections, and especially in early diagnosis and treatment, if mortality was to be 
reduced. Accordingly, a national acute respiratory infections programme had been drawn 
up to streamline the management of such infections, mainly by retraining health personnel 
and by ensuring the availability of vital antibiotics at peripheral health units. The 
role of the village health worker was fully recognized, particularly in encouraging 
families to undertake some aspects of prevention in the home and to seek timely treatment 
at the nearest health facility. The acute respiratory infections programme was fully 
integrated within the maternal and child health services, which were the nucleus of 
primary health care in the United Republic of Tanzania. 

Over the past sixteen years, with the support of the Governments of Germany, Japan 
and the Netherlands, his country had developed a very successful programme for the 
control of tuberculosis and leprosy. During the past three or four years, however, the 
effect of HIV on tuberculosis had become evident, the number of cases doubling during 
that period. A survey was currently being carried out in collaboration with WHO in order 
to investigate the relationship between the two infections and the magnitude of the 
impact of HIV on tuberculosis in the community. Greater technical and financial support 
from WHO and the donor community in that regard would be appreciated. 

Mrs MANYENENG (Botswana) said that tuberculosis was the primary cause of mortality 
in her country and that the AIDS pandemic was likely to exacerbate the situation. Action 
was therefore urgently needed. She welcomed the resolution on the tuberculosis control 
programme recommended by the Executive Board and the amendment proposed by Japan. 

She also supported the Board's draft resolution on leprosy, a disease that existed 
on a small scale in some parts of Botswana. 

Budgetary allocations should match the importance accorded to those diseases and to 
the overall goal of primary health care. WHO was to be congratulated on its role in 
coordinating programmes and in providing guidance and support. History had shown, 
however, that higher standards of living, and not simply chemotherapy, had been 
responsible for the control and eradication of most communicable diseases, including 
those being discussed. 
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Professor KONDE (Guinea) said that acute respiratory infections had long been 

underestimated: they represented around 20% of morbidity in Guinea, with 71% of the 
cases occurring among children. Treatment had not been appropriate and there had been an 
abuse of antibiotics. His delegation supported the programme budget proposals for 
dealing with those infections. 

Tuberculosis and leprosy still posed great health problems within his country and an 
integrated decentralized approach had been taken to them within primary health care. 
Those programmes provided an opportunity to strengthen basic services. The relation of 
AIDS to tuberculosis was a cause for concern and had led to a strengthening of efforts. 
It would be interesting to have up-to-date information on the effect of BCG vaccine. He 
thanked WHO and the many nongovernmental organizations that had helped his country to 
establish a tuberculosis control programme. He supported the resolution recommended by 
the Executive Board on the tuberculosis control programme, together with the proposed 
amendment, and hoped that the budget allocation for that programme would be increased. 

Dr DAVIS (United States of America), noting the programme statement on the 
diarrhoeal diseases control programme contained in document PB/92-93, strongly supported 
further efforts to integrate diarrhoeal disease control measures into primary health care 
and to promote problem-solving research. He also supported the proposals for 
institution-strengthening with an emphasis on epidemiology and health information 
systems. 

The introduction of the seventh cholera pandemic into the Western Hemisphere and its 
rapid spread there after an absence of some 125 years was a cause for grave concern, 
particularly regarding the degree to which the breakdown of the basic sanitation 
infrastructure, resulting from the economic difficulties of the 1980s, might have 
facilitated that process. Although cholera morbidity and mortality would not approach 
the levels resulting from other causes of diarrhoeal disease f the demands arising from 
epidemic cholera would certainly further strain the national and international resources 
available for diarrhoeal disease control. Cholera case-fatality rates were relatively 
low in Latin American countries, presumably as a result of training and experience 
obtained through routine activities in the implementation of diarrhoeal disease control 
programmes. It would be interesting to know what steps WHO was taking in Latin America. 

He welcomed the significant increase in activities in the programme for the control 
of acute respiratory infections over the past two years and fully supported the 
strategies that had been adopted, both for the management of the programme and for its 
implementation. The programme had made significant strides in helping Member States to 
recognize acute respiratory infections as a health care problem, but additional research 
was required to develop the most effective strategies for those at highest risk of death 
and serious disability from those diseases. WHO should do more to define precisely the 
causes of pneumonia and to develop effective strategies to control acute respiratory 
infections in infants less than two months old. Primary prevention was frequently the 
most effective public health strategy and immunization was a fundamental feature of such 
prevention in acute respiratory infections. Greater efforts should be made to identify 
the etiology of life-threatening acute respiratory infections and to develop safe and 
effective vaccines. WHO should draw up control strategies that would incorporate 
effective immunization as such vaccines became available. In order to assist national 
programmes to select the best antibiotics for use arid to ensure their continual 
effectiveness, WHO should carry out surveillance for antimicrobial resistance of 
respiratory pathogens as part of national programmes. 

It was gratifying to note that behavioural and ethnographic research had been given 
attention early in the development of the programme. Research was being undertaken on 
how best to make safe and effective interventions accessible to the children targeted. 
The programme should be commended for its emphasis on appropriate research and on linking 
research with service. One of the programme's objectives, which was crucial to its 
success, was to reduce the inappropriate use of antibiotics and other drugs for the 
treatment of acute respiratory infections in children. The education of health care 
providers in the rational use of appropriate chemotherapeutic agents had a potentially 
far-reaching impact on health care practice in general. WHO should increase its efforts 
to get that message across to health care providers. It was evident from the 
Director-General‘s report (document A44/5) that the programme for the control of acute 
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respiratory infections had been carefully established. It appeared to be well organized 
and well managed and merited high priority if the heavy mortality from acute respiratory 
infections in children was to be reduced. The United States of America would continue to 
give the programme its full support and was pleased to support the resolution recommended 
by the Executive Board. 

With respect to tuberculosis, the report outlined a revitalized, scientifically 
valid and sound programme at headquarters. Such a development was long overdue and was 
most welcome; if the programme was implemented rapidly, a dramatic reduction in the 
tuberculosis problem should be possible by the turn of the century. The magnitude of 
that problem was enormous； in many countries, the resurgence of tuberculosis in 
association with HIV infections was particularly alarming. Cost-effective interventions 
for combating tuberculosis were available but the report did not put enough emphasis on 
them as compared with standard treatment methods, nor did it emphasize strongly enough 
the cost-effectiveness of tuberculosis treatment as compared with other health 
interventions being applied throughout the world. The dissemination of such information 
was a role uniquely appropriate to WHO. Adequate information on cost-effective 
interventions should be made widely available. 

Clearly, tuberculosis was a serious international health problem that deserved 
greater attention. He particularly endorsed WHO's plan for increasing the promotion of 
short-term chemotherapy, developing better case management methodologies, increasing the 
training of health professionals and para-professionals in tuberculosis control, and 
stepping up research for the improvement of case-finding and for the development of less 
expensive and faster-acting treatment regimens. More emphasis should be placed, however, 
on building up capacities iri developing countries. Although the proposed revitalization 
of the tuberculosis programme at headquarters held great promise for more effective 
tuberculosis control and research, there was a need for greater specificity regarding 
strategy and research activities, with more detailed operational plans for management, 
training, follow-up after case-detection, and research. The costs to developing 
countries, which might constrain large-scale implementation, and the operational research 
needed to establish effective programmes in the field were two areas that ought 
particularly to be addressed. He supported the Executive Board's draft resolution on the 
tuberculosis control programme. Care should be taken to integrate that programme, along 
with other programmes under discussion, into public health services, rather than allowing 
vertical programmes to develop. It would be interesting to know what steps the 
Organization was taking to ensure better integration of programmes. 

The goals and strategies of the leprosy programme were also well thought out and 
appropriate. The goal of eliminating leprosy as a public health problem by the year 2000 
and reducing prevalence below 1 per 10 000 population was desirable but might be 
unattainable without better drug regimens and better case-finding and management. Great 
efforts should be made to find the as yet undiagnosed cases which might well comprise 
more than half of the total and ensure that they were appropriately treated. It had been 
gratifying to learn from the session of the Executive Board in January 1991 that a large 
proportion of the 30% reduction in leprosy over the past five years had been due to 
effective leprosy control through multidrug therapy and that, during that period, more 
than 1.2 million cases had been cured. Many of the cases were in areas of the world 
where HIV infection was prevalent； perhaps a study should be undertaken to determine 
whether HIV infection influenced susceptibility to leprosy. Since other mycobacteria 
were common opportunistic pathogens, it might be assumed that the leprosy bacillus was 
also a potential threat. Leprosy control activities should be intensified and the United 
States delegation therefore supported the resolution on leprosy recommended by the 
Executive Board. 

The CHAIRMAN drew attention to the following draft resolution on cholera sponsored 
by the delegations of the following 61 countries: Algeria, Angola, Argentina, 
Bangladesh, Belize, Benin, Bolivia, Brazil, Burkina Faso, Burundi, Cameroon, Cape Verde, 
Central African Republic, Chile, China, Colombia, Costa Rica, Cuba, Dominican Republic, 
Ecuador, El Salvador, Finland, France, Guatemala, Guinea, Haiti, India, Iraq, Kenya, 
Madagascar, Malaysia, Malawi, Mexico, Morocco, Nicaragua, Nigeria, Norway, Panama, 
Paraguay, Peru, Philippines, Poland, Saint Vincent and the Grenadines, Senegal, Spain, 
Sri Lanka, Sudan, Sweden, Togo, Trinidad and Tobago, Union of Soviet Socialist Republics, 
United Republic of Tanzania, United States of America, Uruguay, Venezuela, Viet Nam, 
Yemen, Yugoslavia, Zaire, Zambia and Zimbabwe: 
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The Forty-fourth World Health Assembly, 
Considering the extent and severity of the cholera epidemic which is affecting 

Peru, several other countries in Latin America and regions in other parts of the 
world, and which threatens to spread to further countries； 

Affirming that cholera aggravates socioeconomic problems as well as health 
problems in the affected countries； 

Recognizing the efforts made by the governments of affected countries to cope 
with the additional burden of the epidemic, and the efforts of other countries to 
avoid it; 

Informed of the joint initiatives put forward by the Andean countries as well 
as by other countries and regions to prepare coordinated subregional and regional 
plans to face the emergency； 

Acknowledging the urgent and immediate action taken by the Director-General in 
response to requests of the governments of countries affected by the cholera 
epidemic; 

Recalling that the spread of cholera is a consequence of unplanned human 
settlements, especially in urban areas, poverty, lack of adequate supply of potable 
water and deficient sanitation services, poor hygiene and inadequate health care, 
and that these deficiencies require further consideration in future development 
policies and plans at national and international levels； 

Bearing in mind resolution WHA24.26, 

1. CALLS UPON Member States and multilateral organizations to consider health and 
environmental issues as an integral part of development policies and plans and to 
allocate resources accordingly, in order to prevent the risks of epidemics of this 
kind or diminish them; 

2. CALLS UPON the international community to intensify its solidarity with the 
countries affected or threatened by cholera; 

3. URGES appropriate international and regional institutions to afford greater 
priority to requests submitted to them for loans and financial support required by 
countries at risk to implement environmental and other health projects associated 
with the control of cholera and other diarrhoeal diseases； 

4. URGES Member States to report immediately any occurrence of cholera in 
accordance with the International Health Regulations in order to facilitate global 
surveillance and control measures; 

5. URGES Member States not to apply unjustifiable trade restrictions against the 
importation of products from countries affected by the epidemic, in accordance with 
resolution WHA24.26, and taking into account the International Health Regulations； 

6. ENCOURAGES efforts for the development and evaluation of new cholera vaccines, 
recognizing that the vaccines currently available on a large scale have not 
demonstrated sufficient protection to be recommended for public health use； 

7. REQUESTS the Director-General: 
(1) to strengthen and increase all measures to ensure that the Organization 
continues to respond expeditiously and effectively to the needs of the 
countries affected and threatened by cholera; 
(2) to ensure that the Organization plays an active role in the mobilization of 
resources in order to provide these countries with the necessary financial 
support for their fight against cholera; 
(3) to coordinate the global effort to control cholera in order to achieve the 
most efficient use of technical and financial resources； 
(4) to submit to the eighty-ninth session of the Executive Board a report on 
the global cholera situation and the results of the action taken by the 
Organization in this regard. 
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Dr YAMAMOTO (Peru), introducing the draft resolution on behalf of the cosponsors, 

said that since the end of January 1991 Peru had been hit by a severe cholera epidemic, 
which was now spreading to other countries in South America. It was known that new 
outbreaks of cholera were affecting countries in other regions of the world such as 
Africa and Asia, notably Zambia and Bangladesh. The international community was waiting 
to see how the epidemic developed and efforts were being made to help the affected 
countries control it and prevent it from spreading. International solidarity for that 
purpose needed to be intensified. Mention should be made of the invaluable support given 
by WHO and its regional offices, which had taken prompt and urgent action to meet the 
needs of the countries concerned. 

After highlighting the contents of the operative part of the draft resolution, he 
stressed that the seriousness and urgency of the situation in various parts of the world 
required a decisive response to the new challenge confronting mankind. His delegation 
hoped that the members of the Committee would approve the draft resolution by consensus 
or unanimously in order to prevent cholera from becoming endemic in much of the planet by 
the beginning of the next century. 

The CHAIRMAN indicated that the Committee must decide whether it agreed to discuss 
the draft resolution on cholera straight away, leaving the remainder of the debate on 
agenda item 17.2 to a later stage, in which case it must waive the 48-hour rule on the 
submission of draft resolutions, which would require a unanimous decision. 

Dr NARANJO (Ecuador) said that it was not the first time that a draft resolution had 
been introduced in committee with less than 48 hours‘ notice. The fact that over 
60 delegations had sponsored it indicated that there was a substantial consensus, even 
though it had not been possible to consult all delegations. The draft resolution related 
to a matter that was very much in the news and was based on previous Health Assembly 
resolutions, while cholera was affecting large areas in three continents. It should 
therefore be given priority attention by the Committee. He supported the Peruvian 
delegate's call for it to be adopted by consensus, and perhaps unanimously, since it 
merely reflected the feeling of many countries currently confronted by cholera and had no 
implications for WHO except that of continuing to support the work that was being done in 
different countries. No conflict was involved. 

Dr CAYCEDO BORDA (Colombia) supported the draft resolution introduced by the 
delegate of Peru and hoped that the Committee would appreciate its great importance for 
the South American, Asian and African countries suffering from outbreaks of cholera. It 
was so urgent as to merit special treatment, since some countries in the European 
Community were ignoring WHO resolutions and were taking economic measures prejudicial to 
the stability of the trade of countries afflicted by cholera. He therefore urged WHO 
and, in particular, members of the Committee to act together to ensure that the 
Organization's rules and scientific principles began to be accepted in all countries, 
thereby preventing any economic discrimination against countries suffering from outbreaks 
of cholera. 

The CHAIRMAN said that in the absence of any objection, he would take it that the 
Committee wished to discuss the draft resolution at once and to waive the 48-hour rule. 

It vas so agreed. 

Dr CORNAZ (Switzerland) said that Switzerland wished to be added to the list of 
sponsors. In addition, it wished to propose three amendments. First, the words "and to 
undertake action accordingly, including health education and information" should be 
substituted for the word "accordingly" in the third line of operative paragraph 1. 
Secondly, the semicolon at the end of operative paragraph 1 should be replaced by a 
comma, to be followed by the words "giving due attention to the situation and the needs 
of the population groups most at risk;". Thirdly, in operative paragraph 7 a new 
subparagraph (2) should be inserted, reading: "to continue to promote strongly hygiene 
education as well as sanitation and to support countries' efforts in that field, taking 
into account, in particular, the situation and needs of the poorest and most vulnerable 
groups;", and the existing subparagraphs renumbered accordingly. 
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Dr NJELESANI (Zambia) said that his delegation had cosponsored the draft resolution 

because Zambia had latterly been suffering from a cholera outbreak. It had not 
experienced a sustained outbreak of the disease until a few years previously, when 
cholera had declared itself in towns and cities, especially in peri-urban areas. 
Shortage of safe drinking-water and inadequate sanitation were among the causes. 

Cholera knew no boundaries. Representatives of eleven countries in the African 
Region, with support from WHO, had met in March 1991 to try to see how they could jointly 
develop control strategies. The meeting had been very successful and it was hoped that 
it would contribute to keeping the situation in hand. 

Caution must be exercised with regard to the available vaccines. Research on new 
vaccines was welcome, but during the outbreak of cholera in Zambia it had been learned 
that the myriad of vaccines being thrust upon the African countries had served only to 
detract from the efforts being made in health education, owing to the false sense of 
security which they generated: people who had been vaccinated tended to ignore the 
hygiene measures that they were recommended to take. Thus countries in which there was 
not a very high general level of education could very easily be misled. 

It was to be hoped that the provisions of the text under consideration, if put into 
effect, would go a long way to strengthen the efforts which individual countries and 
groups of countries were making to control cholera. His delegation therefore supported 
the draft resolution arid the proposed amendment. 

Dr DAVIS (United States of America) proposed that the words "including the 
establishment of a global cholera task force" should be added at the end of the fifth 
preambular paragraph. 

Dr LARIVIERE (Canada) observed that one of the causes of the current cholera 
epidemic in the Americas, as well as of the prevalence of the disease in other parts of 
the world, was contaminated food, including seafood. However, that aspect was not 
mentioned in the draft resolution before the Committee. He therefore proposed that in 
the sixth preambular paragraph the words "contamination of food,и should be added after 
"poverty,и； and that in operative paragraph 5 the words "in particular food products" 
should be added after "affected by the cholera epidemic,". 

His delegation also supported the amendment of the delegate of Switzerland and, 
should the proposed amendments be accepted, wished to cosponsor the draft resolution. 

Dr NARANJO (Ecuador) pointed out that it had been far from easy to prepare the draft 
resolution, particularly with so large a number of cosponsors, and it was therefore to be 
expected that amendments would be proposed; those of Switzerland, the United States of 
America and Canada were very appropriate and had his full agreement. The delegate of 
Zambia had mentioned the problem of vaccines but had proposed no specific amendment. The 
effectiveness of vaccines was limited and lasted only a few months. Moreover, in an 
epidemic, an immunized person might eat contaminated food without necessarily contracting 
cholera but could nevertheless transmit the disease； it was therefore not advisable to 
immunize against cholera in places where there was an outbreak. That aspect might be the 
subject of an amendment to operative paragraph 6. 

Dr TERAMATSU (Japan) said that his delegation wished to cosponsor the draft 
resolution with the amendments proposed by Switzerland, the United States of America and 
Canada. He hoped it would be unanimously adopted. 

Dr STAMPS (Zimbabwe) endorsed the statements by the delegates of Zambia and 
Ecuador. He proposed that operative paragraph 6 should be deleted and a new paragraph 
inserted as the penultimate preambular paragraph, to read: "Recognizing that vaccines 
currently available on a large scale have not demonstrated sufficient protection to be 
recommended for public health use;". 

While there was a potential for improved cholera vaccine - and something was already 
being achieved - that had little relevance to the current epidemic or the public health 
aspects of the pandemic. Moreover, recommendations on vaccines should be made a part of 
those on vaccine development rather than be fragmented and added as a rider to a 
resolution on the major public health problem of cholera. 
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Dr CAYCEDO BORDA (Colombia) expressed his agreement with the amendments proposed by 

Switzerland, the United States of America and Canada. He added that, while it seemed 
generally agreed that the resolution should be unanimously adopted by the Health 
Assembly, delegates must be fully aware that they had to play an active role in 
presenting realistic information to their governments about cholera, about appropriate 
measures to ensure that food from countries with cholera was not contaminated, and about 
the imperative need to undertake global action to control the epidemic. It must be 
realized as the twenty-first century drew near, that the fact that countries of the 
Americas, Asia and Africa were once again experiencing diseases they thought had long 
disappeared meant that poverty was spreading rather than receding and that it was up to 
the world as a whole to halt the decline in the quality of human life and seek ways to 
ensure that life in those continents could be lived in dignity. 

Mr VAN HOOGSTRATEN (Netherlands) supported the draft resolution but could agree only 
with the first of amendments proposed by Canada. He would prefer operative paragraph 5 
to be maintained in its original form, particularly as existing import restrictions would 
in any case pertain to contaminated food products. 

He also expressed some misgivings about referring in operative paragraph 5 to a 
20-year-old Health Assembly resolution and about the lack of precision in the reference 
to the International Health Regulations in the same operative paragraph. 

Mr DURIEUX (France) agreed with the previous speaker and felt that there was a 
certain contradiction between the two amendments proposed by the delegate of Canada. 
There did not seem to be firm scientific evidence on the question of possible 
transmission through food; the problem was different according to whether contaminated 
food was meant for immediate local consumption or for export, as the cholera vibrio had a 
short survival time. The first of the Canadian amendments did not take the latter point 
sufficiently into account. The resolution should be absolutely clear in that respect as 
a dogmatic statement about possible transmission through food products might have a 
disastrous effect on exports from affected countries. 

In view of the number of amendments proposed, he suggested that a drafting group 
should be appointed to clarify certain points and report back to the Committee. 

Dr YAMAMOTO (Peru) welcomed the proposed amendments and hoped that the resolution 
would be approved by consensus. 

The CHAIRMAN noted that Canada, Japan, Mozambique, Pakistan and Switzerland had 
signified their wish to be included among the cosponsors but that some had proposed 
amendments. Were those amendments to be maintained or withdrawn? 

Dr XARIVIERE (Canada) said that his delegation maintained both the amendments it had 
proposed. It was, however, sensitive to the comments made by France to the effect that 
there might be some doubt about scientific evidence concerning cholera transmission 
through foodstuffs consumed either fresh or after transit. That might be clarified in 
the proposed drafting group； better still, the whole Committee could be provided with 
the appropriate information. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) shared some of the 
concerns expressed by the Netherlands and France. In addition, it was not clear what the 
terms of reference of the proposed global cholera task force would be. 

Dr NARANJO (Ecuador) said that it was understandable that so many amendments should 
be proposed as the problem of cholera was at the same time old and new: old for 
countries where it had existed for hundreds of years, and new for others where it had 
appeared only within the past few months. For many countries, including those of Europe, 
it was a problem which had been forgotten and therefore tended to create some confusion. 
The amendments proposed by the Canadian delegation had their reasons. However, an 
exaggerated fear of food imported from affected countries had grown up owing to lack of 
knowledge about the characteristics of the cholera organism which could be easily killed 
at 70°C so that consumption of food subjected to at least that temperature would entail 
no risks. While the disease was indeed transmitted through contaminated food or water, 
experience had shown that such contamination usually occurred at a domestic level 
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and did not come from major water supplies or collective food production, which was why 
the disease occurred in widely separated outbreaks. The cholera organisms died on the 
surface of dry produce, such as coffee and cocoa, from which there was no risk of 
contamination. Information on such technical aspects was available in a WHO document 
entitled Guidelines for cholera control. 

He supported the establishment of a small drafting group to consider the amendments 
proposed in order to provide a basis for consensus at a future meeting. 

After further discussion in which the delegates of France, Greece, Swaziland, 
Switzerland, Togo and Zimbabwe participated, the CHAIRMAN proposed that a drafting group 
should be established composed of the delegations of Canada, Colombia, Ecuador, France, 
Netherlands, Peru, Swaziland, Switzerland, and Togo. Other interested delegations would 
also be free to participate and Secretariat assistance would be provided. 

It vas so agreed. 

The meeting rose at 12h25. 

1 Document WHO/CDD/SER/80.4 Rev.2 (1991). 



FOURTH MEETING 

Friday. 10 May 1991. at 9h00 

Chairman: Mr C. ORTENDAHL (Sweden) 
later: Mr E. DOUGLAS (Jamaica) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolutions WHA40.13, WHA42.5, 
WHA42.19, WHA42.43 and WHA43.16; documents EB87/1991/REC/1, Part I and Part II, 
Chapter II; A44/5, A44/6, 1 A44/7, A44/9, 2 A44/10, A44/11 3 and A44/INF.D0C./1) 
(continued) 

Disease prevention and control (major programme 13) (Documents PB/92-93, pages B-179 to 
B-264; EB87/1991/REC/1, Part II, Chapter II, paragraphs 83-124) (continued) 

Programmes 13.6 to 13.10 (continued) 

The CHAIRMAN said that a revised version of the draft resolution on cholera had been 
prepared by the drafting group appointed at the previous meeting. It was sponsored by 
the delegations of Algeria, Angola, Argentina, Bangladesh, Barbados, Belize, Benin, 
Bolivia, Brazil, Burkina Faso, Burundi, Cameroon, Canadat Cape Verde, Central African 
Republic, Chile, China, Colombia, Costa Rica, Cuba, Dominican Republic, Ecuador, 
El Salvador, Finland, France, Guatemala, Guinea, Haiti, India, Iraq, Jamaica, Japan, 
Kenya, Madagascar, Malawi, Malaysia, Mexico, Monaco, Morocco, Mozambique, Nicaragua, 
Nigeria, Norway, Pakistan, Panama, Paraguay, Peru, Philippines, Poland, Saint Vincent and 
the Grenadines, Senegal, Spain, Sri Lanka, Sudan, Sweden, Switzerland, Togo, Trinidad and 
Tobago, Union of Soviet Socialist Republics, United Republic of Tanzania, United States 
of America, Uruguay, Venezuela, Viet Nam, Yemen, Yugoslavia, Zaire, Zambia and Zimbabwe. 
It read as follows : 

The Forty-fourth World Health Assembly, 
Considering the extent and severity of the cholera epidemic which is affecting 

Peru, several other countries in Latin America and regions in other parts of the 
world, and which threatens to spread to further countries； 

Affirming that cholera aggravates socioeconomic problems as well as health 
problems in the affected countries； 

Recognizing the efforts made by the governments of affected countries to cope 
with the additional burden of the epidemic, and the efforts of other countries to 
avoid it; 

Informed of the joint initiatives put forward by the Andean countries as well 
as by other countries and regions to prepare coordinated subregional and regional 
plans to face the emergency； 

Acknowledging the urgent and immediate action taken by the Director-General in 
response to requests of the governments of countries affected by the cholera 
epidemic including the establishment of a global task force on cholera control； 

1 Document WHA44/1991/REC/1, Annex 2. 
2 Document WHA44/1991/REC/1, Annex 7. 
3 Document WHA44/1991/REC/1, Annex 6. 
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Recognizing that vaccines currently available on a large scale have not 

demonstrated sufficient protection to be recommended for public health use; 
Recalling that the spread of cholera is a consequence of poverty, lack of 

adequate supply of potable water and deficient sanitation services, poor hygiene, 
contamination of foodstuffs, unplanned human settlements, especially in urban areas 
and inadequate health care, and that these deficiencies require further 
consideration in future development policies and plans at national and international 
levels； 

Bearing in mind resolution WHA24.26, 

1. CALLS UPON Member States and multilateral organizations to consider health and 
environmental issues as an integral part of development policies and plans and to 
allocate resources and to undertake action accordingly, including health education 
and information in order to prevent the risks of epidemics of this kind or diminish 
them, giving due attention to the situation and the needs of the population groups 
most at risk; 

2. CALLS UPON the international community to intensify its solidarity with the 
countries affected or threatened by cholera; 

3. URGES appropriate international and regional institutions to afford greater 
priority to requests submitted to them for loans and financial support required by 
countries at risk to implement environmental and other health projects associated 
with the control of cholera and other diarrhoeal diseases； 

4. URGES Member States to report immediately any occurrence of cholera in 
accordance with the International Health Regulations in order to facilitate global 
surveillance and control measures; 

5. URGES Member States not to apply to countries affected by the epidemic 
restrictions that cannot be justified on public health grounds, in particular as 
regards importation of products from the countries concerned; 

6. REQUESTS that efforts for the development and evaluation of new cholera 
vaccines continue； 

7. REQUESTS the Director-General: 

(1) to strengthen and increase all measures to ensure that the Organization 
continues to respond expeditiously and effectively to the needs of the 
countries affected and threatened by cholera; 
(2) to continue to promote strongly hygiene education as well as sanitation 
and to support countries' efforts in this field, taking into account in 
particular the situation and needs of the poorest and most vulnerable groups； 
(3) to ensure that the Organization plays an active role in the mobilization 
of resources in order to provide these countries with the necessary financial 
support for their fight against cholera and other diarrhoeal diseases； 
(4) to coordinate the global effort to control cholera in order to achieve the 
most efficient use of technical and financial resources； 
(5) to submit to the eighty-ninth session of the Executive Board a report on 
the global cholera situation and the results of the action taken by the 
Organization in this regard. 

Professor BORGOÑO (representative of the Executive Board) proposed some linguistic 
amendments to the Spanish text. 

Dr TULLOCH (Division of Diarrhoeal and Acute Respiratory Disease Control), 
responding to a request by the delegate of Canada during the meeting of the drafting 
group for information on the cholera risk associated with the international trade in 
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foodstuffs, said that food contaminated with Vibrio cholerae was an important source of 
infection. A wide range of foods had been incriminated in studies in a number of 
countries； they included rice and other cereal dishes eaten many hours after cooking, 
and uncooked or inadequately cooked fish and seafood from coastal waters. Contamination 
might occur during food processing or preparation, or after cooking. Clearly, 
contamination of food was more likely to occur in situations where water supply, 
sanitation and hygiene of food-handlers and conditions in the home were inadequate. 
Vibrio cholerae could survive on a variety of foodstuffs for up to five days at ambient 
temperature and up to ten days at 5°-10eC. The organism could also survive freezing. 
Cold temperatures, however, limited proliferation of the organism and might thus prevent 
the level of contamination from reaching an infective dose； a large number of organisms 
was needed to produce clinical cholera compared with other diarrhoea-causing organisms. 
The cholera vibrio was sensitive to drying, acidity, irradiation, and heat above 70еС; 
therefore foods processed by any of those means, according to Codex Alimentarius 
standards where appropriate, should be without risk. All foods cooked thoroughly and 
eaten while still hot should be safe. The foods currently causing the greatest concern 
to importing countries were seafood and vegetables, which were often transported frozen 
or refrigerated and might be consumed raw. The speed of air travel caused added 
concern; cases of cholera had occurred as a result of eating food, usually seafood, 
transported across international borders - most recently from crab meat transported to 
the United States of America in personal air luggage. However, testing by the United 
States Food and Drug Administration of a large number of samples of seafood and 
vegetables commercially imported from Peru and Ecuador during the current epidemic had 
not detected Vibrio cholerae and, to the best of WHO'S knowledge, no other countries had 
detected the vibrio in commercially imported food products in recent months. Indeed, 
although individual cases and clusters of cases had been reported, WHO had not documented 
a significant outbreak of cholera resulting from commercially imported food. It should 
also be noted that many countries were importing food from areas with endemic cholera 
without taking measures equivalent to those taken for products coming from some Latin 
American countries in recent weeks. 

In summary, although there was a theoretical risk of cholera transmission associated 
with the international food trade, the weight of evidence suggested that the risk was 
small and could normally be dealt with by means other than an embargo on importation. 

Replying to the United Kingdom delegate's question at the previous meeting about the 
Global Task Force on Cholera Control, he said that the Task Force, taking into account 
the action already being taken by WHO regional offices, was developing a global plan of 
action for cholera control. It would concern itself with all relevant programmes within 
WHO, and would seek the support of other international organizations, as well as 
multilateral and bilateral donor agencies. The principal role of the Task Force was to 
lead and coordinate international efforts to control cholera, including emergency 
assistance, in order to maximize benefits. The global plan of action outlined had six 
elements : improving information exchange； mobilization of financial resources； review 
and revision, if necessary, of policies in relation to cholera control; activation of a 
global technical resource network; intensified cooperation in national cholera control 
activities； and intensified research efforts. More details of the Task Force's 
activities would be supplied, if required, at an informal meeting to be held on 14 May. 

Dr YAMAMOTO (Peru) thanked the drafting group and those associated with it for the 
work that had led to the proposed draft resolution on cholera now before the Committee. 
He hoped that it would be adopted by consensus, because the spirit of the resolution was 
to continue to assist countries affected by the serious epidemic and to preserve the 
health of their populations. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said it might be useful to 
give some information on the action and measures taken in the Region of the Americas 
since the cholera epidemic had broken out. 

On the very first day the diagnosis of cholera in Peru had been confirmed, the 
Regional Office and the Pan American Health Organization had set up a working group on 
cholera which had been working very actively in cooperation not only with countries 
already affected by the epidemic (Brazil, Chile, Colombia, Ecuador and Peru), but also 
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with all the other countries in the Region for the mobilization of institutions and 
national resources to face the emergency. An appeal for international cooperation had 
been put out, with the support of headquarters, and a very large amount of information 
had been disseminated. Almost all countries had adopted the standards and guidelines set 
out by WHO, and a manual adaptable to individual circumstances had been published. There 
had been two meetings of ministers of health of the Andean countries and of Central 
America as well as meetings of technical staff, particularly during the past week, when 
coordinators of national commissions on cholera set up in all countries had met in 
Washington; scientific experts working on the development of vaccines had also met for 
an assessment of the situation regarding the development and availability of vaccines. 

The pattern of the epidemic, particularly in Peru, presented novel aspects which 
caused deep concern. It was different from the traditional pattern of cholera, which 
affected limited areas, although those might be rather large in total surface. In Peru 
the entire territory had been affected, and almost all the population was at risk. If 
the pattern observed in Peru, which was beginning to be seen in Ecuador, continued to 
affect populations with the same attack rate, Latin America would have to make certain 
assumptions that were far from optimistic, although it was considered that the worst 
might be largely averted. Action was, however, being oriented to anticipating the spread 
of the epidemic to all countries in Latin America, with an average attack rate of 1-1.5%, 
which could mean several million cases and tens of thousands of deaths in the next two to 
three years. 

On the basis of those realistic assumptions, and with the cooperation of all the 
governments in the Region, work was being carried out on three aspects simultaneously, 
and very much in line with the spirit of the draft resolution before the Committee. 

For countries not yet affected by cholera, assistance and cooperation were being 
provided in an effort to avoid its introduction. Should that prove impossible, the 
disease would be attacked and controlled as soon after diagnosis as possible. For the 
countries already affected, emergency plans were being prepared for a period of one to 
three years. A joint plan had been prepared for the Andean countries and would be 
discussed with their ministers of health, while another plan was being prepared for the 
Central American countries• It was hoped that by the beginning of June a complete plan 
would have been prepared for the whole Region. 

Work had been carried out with financial institutions, particularly development 
banks, because the third aspect was that of greatest concern. Cholera, as had already 
been indicated, was the reflection of defective and insufficient services resulting from 
poverty, underdevelopment, and lack of hygiene, safe drinking-water and sanitation, among 
other factors. The problem must also be placed within the political context of the 
Member States and the international community. Great social debts over a long period of 
time must be recognized, and were reflected in all those shortcomings. The third line of 
action was therefore to reactivate and strengthen investment plans so as to make good the 
discrepancy between minimum, fundamental needs and the existing situation. It was 
believed that problems relating to cholera would be discussed at the summit meetings of 
the Andean Council to be held in Caracas on 17 and 18 May, at the forthcoming meeting of 
Presidents of Central America, and at a summit meeting of Presidents of Latin American 
countries with the participation of Spain and Portugal, to be held in Mexico on 18 and 19 
July 1991. It was hoped to obtain political commitment at the highest level. That was 
important in order to ensure the mobilization first of internal resources and then of 
resources from multilateral and bilateral sources. Finally, it was hoped to receive from 
the international community firm promises of material, moral, political and financial 
support. There was a great weight of responsibility for combating cholera, and so far it 
had fallen almost exclusively on the shoulders of the governments affected. 

He wished to pay tribute to the Government of Peru, which, over and above the severe 
economic crisis the country was already facing, required at least US$ 80 million in 
additional financing to cope with the most urgent problems caused by the cholera epidemic 
to treat the sick, to ameliorate water quality, and to improve the general health 
situation. International assistance of all types so far totalled only US$ 8 million. It 
was hoped that, with the support expected from WHO, and from the recently established 
Global Task Force on Cholera Control, it would not only be possible to deal with the 
spread of the disease, but to set up longer-term programmes to solve structural problems 
that had led to cholera becoming an epidemic problem in the Region of the Americas, with 
the threat of becoming endemic. 
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Dr VIOLAKI-PARASKEVA (Greece) proposed the insertion of the word "public" before the 

word "information" in operative paragraph 1 and the insertion of the words "and 
effective" after the word "new" in paragraph 6. 

It was so agreed. 

The draft resolution on cholera, as amended. was a p p r o v e d ) 

Mr Douglas took the Chair. 

The CHAIRMAN reminded the Committee that, in reverting to its discussion of 
programmes 13.6 to 13.10 as a group, it needed to consider three resolutions recommended 
by the Executive Board for adoption by the Health Assembly - namely, those contained in 
resolutions EB87.R1 (on control of acute respiratory infections), EB87.R7 (on the 
tuberculosis control programme), and EB87.R5 (on leprosy). 

Dr WILLIAMS (Nigeria) said that the excellent report of the Director-General on 
leprosy (document A44/7) had outlined very clearly its continuing importance as a major 
public health problem. Impressive progress had been made in recent years in controlling 
the disease through multidrug therapy, and WHO should be proud of the success so far 
achieved. He also commended the contributions made by the member associations of the 
International Federation of Anti-Leprosy Associations (ILEP) in many countries and 
especially Nigeria, where WHO had played an important role in bringing together all 
parties concerned in leprosy control. 

Leprosy was not a popular specialty that attracted young doctors, and a great deal 
of social stigma was associated with it in many countries. The populations of endemic 
countries needed to be assured that leprosy was now completely curable by multidrug 
therapy. Greater compassion must be shown to leprosy victims. In Nigeria there were 
over 200 000 registered cases, and the valuable support being extended by ILEP and the 
Sasakawa Health Memorial Foundation gave great hope and confidence that the goal of 
eliminating the disease could be realized. 

He commended WHO for its part in the development of cost-effective, multidrug 
treatment for leprosy. He also appreciated the efforts being made to develop a leprosy 
vaccine, and asked for further information on its present status. Much remained to be 
done in such areas as early case detection and the rehabilitation of deformed patients. 
High priority should also be given to building up national capabilities through training 
and operational research so as to promote the optimal utilization of resources. 

Nigeria fully supported the resolution on leprosy recommended by the Executive 
Board. 

Dr MILIAN (Mexico) emphasized the importance of the modern, integrated approach to 
the control of acute respiratory infections, tuberculosis and leprosy and of seeking 
increased economic support in order to continue activities in that area. 

Tuberculosis control was an important public health objective in Mexico, where 
20 000 new cases were reported annually, with 6500 deaths. The reported 1990 incidence 
of 26 per 100 000 represented only about half the real rate because of failure to notify 
all cases. The mortality rate was 8 per 100 000, which placed tuberculosis as the 
eleventh most common cause of death. Both incidence and mortality were, however, 
decreasing as a result of BCG immunization; that was particularly true of tuberculous 
meningitis among children under 15. Although the national programme had been 
decentralized, technical standards and working procedures were uniform in all national 
health system institutions and considerable successes had been achieved. Implementation 
of the programme at all urban medical units covered 70% of the urban population and 
almost half of the rural population, and the immunization coverage for infants in their 
first year had increased to 70%. A short-term treatment programme using a standardized 
drug regimen had been introduced for all health sector units ； and when the treatment was 
provided by Ministry of Health units, it was supervised by trained personnel. The 
programme was to be extended and strengthened for a number of purposes : to improve case 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.25. 
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detection and obtain more realistic data; to increase BCG immunization coverage to 90% 
generally and even more among infants under one year of age; to develop routine 
bacteriology for the under-15 age group seeking medical care for persistent cough or 
expectoration; to increase medical coverage, with the support of international 
organizations, within programmes for rural and indigenous areas； and to develop 
operational and technical research of use both to Mexico and to other countries. 

Professor LECHAT (Belgium) congratulated the Director-General on the report on 
leprosy contained in document A44/7, which highlighted the progress achieved in recent 
years as a result of a strategy based on the systematic application of multidrug therapy 
and on exemplary collaboration between WHO, nongovernmental organizations and countries 
in which the disease was endemic. A historic challenge had been issued to eliminate 
leprosy throughout the world in the next ten years. To succeed, efforts must be 
maintained and the necessary resources mobilized. Unfortunately, however, the proposed 
programme budget did not seem to be consistent with that need; indeed, allocations had 
even been decreased at country level. Past successes must not give rise to a premature 
relaxation of effort when the goal was so near. His delegation supported the resolution 
on leprosy recommended by the Executive Board. 

Mrs KNOX (Canada) commended WHO for presenting the information on the new strategy 
for tuberculosis control, contained in document A44/6, in a way that drew attention to 
the alarming trends in the spread, everywhere, of what was the greatest infectious cause 
of death in the world, ahead of malaria and AIDS. The absolute number of cases was 
increasing in several countries, including her own, where there was a rising prevalence 
in northern communities and also among transient and homeless people in various parts of 
the country. In addition to the twofold challenge of drug resistance and HIV infection, 
statistics provided compelling evidence of the urgent need to make tuberculosis a 
priority in communicable disease control programmes. The temptation to give priority to 
more fashionable issues, where there was less certainty of success, must be avoided. 
Canada had demonstrated its commitment to tuberculosis control, in part by its 
contribution to the WHO Collaborating Centre for Tuberculosis Bacteriological Research, 
where in 1991 there would again be a training programme for laboratory personnel from 
developing countries, focusing on bacteriological diagnosis and surveillance. 

Proven and effective methods of prevention, early diagnosis and control methods were 
available and there was a clear benefit to be gained from the control of tuberculosis in 
relation to the cost involved. Those responsible for health care must, however, not be 
left to act alone； successful control of the disease also required interventions to 
improve housing, nutrition and air quality, cooperation across the health, economic and 
social sectors, and continued commitment to avoiding discrimination against HIV-infected 
persons with tuberculosis and ensuring that they received treatment. 

The Director-General was to be commended for strengthening the tuberculosis control 
programme and focusing attention on the need for urgent action in an epidemic situation. 
Canada fully supported the resolution on the tuberculosis control programme recommended 
by the Executive Board. 

Dr VIOLAKI-PARASKEVA (Greece), noting from the report on the tuberculosis control 
programme (document A44/6) that more than 3 million people were doubly infected with 
tubercle bacilli and HIV and that HIV-infected persons had a higher frequency of 
extrapulmonary tuberculosis, proposed that operative paragraph 1 of the resolution 
contained in resolution EB87.R7 be amended by adding the phrase "particularly in the 
light of the HIV pandemic" after the words "reviewing the situation of current control 
activities". 

Concerning leprosy, she observed that in her country the term "Hansen's disease" was 
used to avoid discriminating against sufferers and inquired why WHO continued to use the 
term "leprosy". 

Dr СABA-MARTIN (Spain), noting that the numbers of cases of acute respiratory 
infections had increased considerably in recent years, although mortality had decreased 
in developed countries, remarked that one of the main problems lay in the fact that there 
were a large number of etiological agents which required different forms of treatment. 

1 Document WHA44/1991/REC/1, Annex 2. 
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Although acute respiratory infections could affect all sectors of the population, young 
children and nursing mothers were at the greatest risk. The impact of control programmes 
necessarily depended on the effectiveness of current treatment methods； unfortunately, 
antibiotic and other drugs and the standard vaccines had not proved very useful either 
prophylactically or therapeutically. Other measuresy such as the improvement of public 
and personal hygiene, were much more effective. The success of the programme would 
depend largely on the development of an effective peripheral infrastructure. 

There had been a recent tendency for the prevalence of tuberculosis, and 
particularly of AIDS-related casest to increase in some developed countries. Control of 
the disease called for the establishment of appropriate criteria for diagnosis and 
treatment and for standardization of tuberculin testing and of criteria for positivity. 
Chemoprophylactic criteria should also be standardized and six-month or 12-month 
treatment guidelines established for low-risk cases. 

The budgetary resources for tuberculosis control were modest and he noted with 
concern that the available funds were apparently sufficient to maintain the programme 
only until the end of the 1992-1993 biennium. However, he supported the resolution 
recommended by the Executive Board. 

Dr TEMGOUA SAOUNDE (Cameroon) supported the proposals in the various reports before 
the Committee but noted that only the diarrhoeal diseases control programme had made real 
progress so far. Action to control acute respiratory infections was gathering impetus in 
many developing countries and thus there was a need to mobilize more funds for that 
programme. The programmes for leprosy and tuberculosis control were encountering many 
problems, particularly concerning multidrug therapy for the former and short-term 
treatment for the latter. His delegation was therefore concerned about the level of 
resources under the regular budget for the 1992-1993 biennium, despite the expressed 
intention of the Director-General to have recourse to extrabudgetary funding. It hoped 
that the Organization would make provision within the regular budget to take account of 
the specific situation of Africa, albeit without excluding action to mobilize 
extrabudgetary resources. In conclusion, he supported the proposals made by the Regional 
Director and the draft resolutions before the Committee. 

Dr DEVO (Togo) expressed the hope that the Committee's deliberations would lead to 
further concrete measures for the control of the diseases under discussion. His 
delegation supported the three resolutions recommended by the Executive Board and 
commended the approach adopted to tuberculosis control. In view of the structural 
adjustment programmes being applied in developing countries, it was to be hoped that it 
might be possible to envisage increased allocations for activities in such areas. 

Dr EGOZ (Israel) said that experience in his country since its coming into existence 
showed that tuberculosis could be successfully controlled in the face of massive 
immigration with high prevalence rates of active tuberculosis cases. For example, 
immigration into Israel in 1948 had introduced many cases of active tuberculosis and had 
increased the incidence rate from 40 notifications per 100 000 population in 1947 to 204 
per 100 000 population in 1950. Since then, the rate had gradually declined despite 
subsequent waves of immigration, reaching the unprecedentedly low level of 3.5 per 
100 000 in 1989, and it was still decreasing. That achievement had been brought about by 
three factors: continuous improvement in the standard of living, together with better 
housing and education; high coverage by specific prevention programmes, including 
BCG vaccination of the newborn and of schoolchildren, tuberculin testing in 
schoolchildren, and rapid and energetic case-finding among the contacts of every newly 
diagnosed active case; and a developed system of primary health care, general hospitals 
and special clinics with easy access and high clinical standards, which had ensured 
effective treatment, follow-up and rehabilitation of patients. The improved 
epidemiological situation had led to a modification of the control programme so that many 
independent chest clinics had been integrated into the general health services. Routine 
BCG vaccination of the newborn had been stopped in 1982 and that of seventh-grade 
schoolchildren in 1987. Although schoolchildren still underwent tuberculin testing, BCG 
was given only to those in high-risk groups. Children with positive tuberculin tests and 
tuberculosis contacts were given chemoprophylaxis. A special screening and treatment 
programme had been in operation following the immigration of high-risk groups since the 
mid-1980s and many tuberculosis patients and their contacts had been diagnosed and 
treated. Since late 1989, despite immigration from countries where tuberculosis was 
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prevalent, the number of reported cases of active tuberculosis among newcomers had not 
been high and it was therefore considered adequate to rely on passive case-finding rather 
than on active screening programmes. Even though there were few AIDS cases in Israel, 
the possibility of an increase in tuberculosis cases should AIDS develop was recognized. 

His delegation shared the concern of the Executive Board about signs indicating a 
decrease in the effectiveness of tuberculosis control in many industrialized countries 
and the unfavourable situation in many developing countries. It fully supported the 
draft resolution recommended in resolution EB87.R7 and expressed willingness to share the 
knowledge and experience gained in Israel with any country that might deem it useful. 

Dr WIRJOWIDAGDO (Indonesia) said that tuberculosis was still a public health problem 
in his country, though control activities, which included case-finding and treatment and 
were integrated into the country's health care delivery system, had been undertaken for 
many years. The main problem that had prevented the programme from developing as 
anticipated had been lack of funds to procure rifampicin. He appealed to WHO to increase 
its efforts to collaborate with nongovernmental organizations at international level in 
order to mobilize funds to support national tuberculosis control programmes. 

Dr GEORGE (Gambia) said that control of the diseases under discussion depended 
mainly on prompt and appropriate case management, especially at community level. While 
integration of programmes was admittedly necessary, it could be successful only if 
attention was directed to revitalizing primary health care and to capacity-building. 
Enhancement of capacity at the community level through the training of the community 
itself and of its health workers in early case-detection and treatment and the setting-up 
of effective surveillance and evaluation systems must be emphasized. Ensuring an 
uninterrupted supply of drugs was also important. WHO was to be commended for joining 
forces with UNICEF in spearheading the Bamako Initiative, which was a welcome and timely 
strategy for revitalizing primary health care. 

Concerning tuberculosis, while it was essential to integrate the control programme 
with that for leprosy, it might be that the slow progress so far achieved in tuberculosis 
control was due to the fact that, for most countries, tuberculosis had not been given the 
emphasis it deserved and had been overshadowed by leprosy control in terms of 
availability of donor support. In view of the seriousness of the disease and its 
association with HIV, WHO must continue to take the lead in advocacy and mobilization of 
extrabudgetary resources for the programme. 

Regarding vaccine trials, especially with the pneumococcal vaccine, it was important 
that serious consideration should be given to plans to ensure that, where such trials 
proved successful, the vaccine would be made available to the countries concerned, for 
ethical and other reasons. 

His delegation supported the resolutions before the Committee. 

Professor GRYGLEWSKI (Poland) said that in his country tuberculosis had again become 
the commonest cause of death from infectious disease. Active pulmonary tuberculosis 
accounted for half of all new cases. Although the cure rate was almost 95X, the 
reduction in incidence was under 5% owing to a sharp increase in new cases among the 
adult population living in regions affected by environmental disaster resulting from the 
unrestrained activity of heavy industry over the past forty years. Epidemiological 
studies in Poland left little room for doubt that tuberculosis synergized pulmonary 
silicosis and fibrosis among workers in the mining and metallurgical industries. That 
pattern might well apply also to other countries in central and eastern Europe. His 
delegation therefore, while much appreciating the well-chosen research programmes 
referred to in document A44/6, requested that research targeted towards tuberculosis and 
pulmonary damage resulting from chronic exposure to industrial pollutants should also be 
supported. 

Professor ANSARI (Pakistan) said that his country had been successful in controlling 
leprosy, with the assistance of nongovernmental and governmental organizations, and in 
reducing the number of leprosy patients from some 40 000 some five years previously to 
fewer than 9000 at the current time. The proportion of patients given multidrug therapy 
had increased from 12% to 63% over the same period and better results were being 
obtained. Attention was being directed to patients suffering from grade II and III 
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deformities in order to achieve their complete rehabilitation. In that context he 
recommended that rehabilitation measures, including provision of the necessary surgery, 
should be intensified in order to permit such patients to resume work. At the current 
time, the proportion of leprosy patients in Pakistan was 0.5 per 1000 and it was hoped 
that by 1995 the disease might be eradicated there. 

Tuberculosis was a major health hazard in Pakistan and, although there were no AIDS 
cases, the number of adult cases was increasing considerably and accounted for 50% of the 
total compared with 44% in children. That high proportion was found to be associated 
with other diseases or factors of adulthood: for example, the percentage of 
multigravidae, especially after the fourth or fifth pregnancy. It had also been found 
that there was a high percentage of undiagnosed diabetes among patients coming for the 
first time for treatment of respiratory infections. It had therefore been suggested in 
Pakistan that, instead of a simple tuberculosis control programme, there should be an 
integrated primary health care programme so that a patient could be seen holistically. 
The percentage of tuberculosis was also quite high among drug addicts and professional 
blood donors. 

Another problem being investigated was the common use of traditional drugs, many of 
which contained small doses of cortisone； patients treated with them who had had 
tuberculosis in early childhood often found that the disease recurred at a later age. 
Infection among infants of wealthy families had also been observed because the servants 
looking after them were suffering from tuberculosis. Advice was therefore being offered 
through the media on screening persons employed to look after children. 

There was evidence that the tubercle bacillus was becoming resistant to most 
therapies used in Pakistan. He therefore appealed to WHO to encourage further research 
into the chemotherapy of tuberculosis. 

Dr SIDHOM (Tunisia) said that multisectoral collaboration was indispensable for the 
prevention and control of communicable diseases. Despite the efforts made, the incidence 
and prevalence of tuberculosis, leprosy, salmonellosis and diarrhoeal diseases was still 
very high owing to the lack of such collaboration. Sectors other than health should be 
made more aware of the importance of the problem and of the role which they played. 
Perhaps the Committee could be informed of the action taken to achieve that end. 

Health controls at frontiers were essential for combating several communicable 
diseases, but they were relatively little developed. WHO could therefore strengthen its 
activities in that field, particularly with regard to the organization of controls, the 
evaluation of such activities and the training of personnel. 

The availability of drugs was essential for the treatment of communicable diseases 
such as tuberculosis, schistosomiasis and malaria. A special effort should therefore be 
made to induce pharmaceutical manufacturers to respond regularly to the calls made upon 
them in respect of a number of drugs used in the treatment of diseases that existed only 
in developing countries. 

Another important health problem was rabies. Thanks to the technical support of 
WHO, in 1982 Tunisia had established a national rabies control programme which had led to 
the disappearance of the disease both in human beings and in animals in the areas where 
it had been applied. The programme had been based mainly on animal vaccination, combined 
with the control of stray dogs and health education. However, the resources available 
had been insufficient to maintain canine vaccination campaigns, especially in urban and 
periurban areas, with the result that the disease had reappeared in areas from which it 
had been eradicated. The vaccination of bitten human beings gave rise to problems in so 
far as the sheep-brain vaccines used sometimes caused side-effects, which had a negative 
psychological impact on programme implementation. Moreover, with greater public 
awareness there was an ever-growing demand for the more expensive cell-culture vaccines. 
For the past two years the rabies control programme had been integrated into an overall 
zoonoses control programme. 

Perhaps the contents of paragraph 32 in the programme statement for programme 13.10 
in document PB/92-93 could be further explained and, in particular, information provided 
to the Committee on the work being done to transfer technology for the production of 
rabies vaccines and to elaborate rabies control strategies in urban and periurban areas. 

His delegation supported the resolutions recommended for adoption in resolutions 
EB87.R1, EB87.R5 and EB87.R7. 
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that he wished 

to join the other delegates who had welcomed the excellent progress being made with 
regard to acute respiratory infections and to associate himself with many of the 
observations made by the delegate of the United States of America. The United Kingdom 
would continue to give full support to the acute respiratory infections programme and was 
increasing its contribution to it in the current financial year, but would like new 
donors to come forward and existing donors to increase their contributions. The United 
Kingdom delegation also supported the resolution on control of acute respiratory 
infections recommended for adoption in resolution EB87.R1. 

He expressed satisfaction with the tuberculosis programme arid welcomed the 
comprehensive and scientifically sound control programme outlined in document A44/6, 
which would revitalize antituberculosis activities at headquarters. Nevertheless, his 
delegation shared the concern expressed by the delegate of France regarding the 
establishment of a special programme on tuberculosis. 

Finally, he thanked the delegate of Pakistan for drawing attention to a continuing 
problem in leprosy control. Despite the fall in the case-load over the past five years, 
one-third of the cases that had been removed from the register had some degree of 
anaesthesia and disability. It was therefore important to bear in mind that the health 
services of countries with a large number of patients suffering from Hansen's disease 
would have to bear a heavy burden for many years to come. Although multidrug therapy had 
proved effective, more work still needed to be done to improve the chain of case 
management, from detection to rehabilitation. One important factor that had already been 
stressed was the need to continue to press for the integration of leprosy control 
services into general health care delivery systems. His delegation was pleased to 
support the resolution on leprosy recommended for adoption in resolution EB87.R5. 

Dr CORNAZ (Switzerland) welcomed the increased attention being given to the 
tuberculosis programme and agreed with several previous speakers that tuberculosis 
control should, as far as possible, be integrated with primary health care. Her 
delegation therefore shared the misgivings expressed by the delegate of France regarding 
the establishment of a special programme for tuberculosis and proposed the following 
amendments to the draft resolution contained in resolution EB87.R7: to add the words 
"while ensuring the best integration of these programmes in primary health care 
activities" at the end of operative paragraph 4(1)； and after operative 
paragraph 4(2)(a) to insert a new subparagraph reading "promoting as far as possible the 
integration of tuberculosis control activities into primary health care", with 
consequential re-lettering of the following subparagraphs. 

The Swiss delegation shared the concern expressed by many previous speakers 
regarding the acute respiratory infections programme. In particular, special care had to 
be taken with antibiotics. They could be very helpful, but their use involved some 
risks. Her delegation therefore wished to propose that, in the resolution recommended 
for adoption in resolution EB87.R1, the following text be added at the end of operative 
paragraph 7(2): "including essential antibiotics at an affordable cost, promoting their 
rational use and seeking to avoid the development of microbial resistance". 

Mr SATTAR (Maldives) said that the health authorities in his country had been 
involved in attempts to control leprosy at a very early date. Efforts to understand the 
disease pattern in the Maldives had been undertaken as early as the 1950s, but a 
systematic case-finding and screening programme had begun only in the 1980s. Since then 
all the 200 inhabited islands of the country had been covered and home treatment regimes 
had begun, with a consequent reduction in the incidence and prevalence of leprosy. The 
introduction of multidrug therapy had enabled the treatment period to be shortened. That 
had encouraged the authorities to go even further. In 1991 the Government had embarked 
upon an ambitious programme designed to achieve zero transmission of the disease by the 
year 1995. A major component of the programme was mass chemoprophylaxis• 

Encouraging progress had also been made with regard to malaria, of which no 
indigenous case had occurred for six years, diarrhoeal diseases, and the six 
vaccine-preventable childhood diseases, for which universal child immunization targets 
had been achieved. 

His delegation supported the draft resolutions before the Committee. 
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Dr TEMBA (United Republic of Tanzania) associated himself with the remarks made by 

the delegates of Zimbabwe and Tunisia regarding WHO's inadequate attention to zoonoses, 
the incidence of which was increasing in developing countries. While anthrax was a 
source of concern in Zimbabwe, rabies was becoming an increasingly serious public health 
problem in the United Republic of Tanzania, where the veterinary sector had not succeeded 
in containing the disease in domestic and wild animals. His Government strongly felt 
that in the control of zoonotic diseases a "grey area" existed between the spheres of 
competence of the health and veterinary sectors and, apparently, between those of WHO and 
other United Nations agencies. 

The rabies problem had been recognized some years previously in his country and a 
programme for the elimination of the disease in dogs had been prepared in collaboration 
with WHO and the Ministry of Agriculture and Livestock Development. However, the country 
continued to suffer from epidemics of rabies while the control programme remained shelved 
for lack of funding. His delegation would therefore like to see WHO and ministries of 
health play a much larger technical and financial role in the control of zoonotic 
diseases, as well as an improvement in cooperation between WHO and other United Nations 
agencies in that regard. 

Dr DOSSOU (Benin) said that, like other developing countries, hers was faced with 
severe health problems due to diarrhoeal diseases, tuberculosis, acute respiratory 
infections and leprosy. In the case of diarrhoeal diseasesf Benin had a control 
programme based mainly on oral rehydration therapy, which was developing normally. 

There was no well-established programme to combat acute respiratory infections, 
though that area was partly covered by the Expanded Programme on Immunization, which 
protected children against measles, diphtheria and pertussis. A national programme for 
acute respiratory infections therefore needed to be developed. Benin requested WHO's 
support in evaluating the real extent of the problem before a plan of action was drawn 
up. The programme could then be integrated in the Expanded Programme on Immunization and 
the diarrhoeal disease control programme. 

The tuberculosis control programme was developing normally in four departments out 
of six, where health care coverage was estimated to have attained 80% as a result of 
decentralization of activities to the peripheral health unit level. Benin was being 
assisted by the International Union Against Tuberculosis and Lung Disease. The country 
was unfortunately beginning to record cases of AIDS-related tuberculosis. 

Benin had made enormous progress in combating leprosy as a result of the 
introduction of multidrug therapy and decentralization. An epidemiological analysis of 
the leprosy situation had shown that the number of registered cases had fallen sharply 
from 20 000 in 1982 to 2256 in 1990 and prevalence levels from 3.18% in 1986 to 0.89% in 
1990. Multidrug therapy coverage had constantly increased, rising from 15X in 1989 to 
85% in March 1991. Despite such high rates of coverage, however, the problem persisted 
owing to the inadequate training of supervisors and lack of support for the 
rehabilitation of sufferers who had been cured. His country would therefore appreciate 
assistance from WHO or from any other government or nongovernmental organization to help 
it solve those problems. 

His delegation fully supported the three draft resolutions, with the amendments 
proposed to them, on the programmes under consideration. 

Dr AL-JABER (Qatar) said that his country depended on immigrant workers, some of 
whom came from areas where tuberculosis and other diseases were endemic. A few years 
previously, his Government had implemented a programme to screen newcomers for 
tuberculosis and certain other communicable diseases such as AIDS and hepatitis B, and as 
a result the incidence and prevalence of tuberculosis had been reduced to a very low 
level. Under the primary health care programme, official visitors called upon patients 
in their homes to make sure that they took their medicines regularly. In addition, Qatar 
had a 93% BCG coverage. The vaccine was given at birth, along with the first dose of 
hepatitis В vaccine. His delegation supported the draft resolution contained in 
resolution EB87.R7. 

Dr MAABREH (Jordan) said that his country's tuberculosis control programme was 
making progress. It was integrated with the primary health care services, and a special 
follow-up centre had been established. Particular efforts were made to detect cases 
among the most vulnerable population groups. BCG vaccine was administered at school to 
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children at the age of 6. As a result of those measures, all detected cases of 
tuberculosis had been cured and the incidence of the disease among children had been 
reduced over the past year. 

Dr HENDERSON (Assistant Director-General), responding to specific questions that had 
been asked, noted that the delegate of Zimbabwe had first raised the alarm concerning 
resource decreases. That issue had been touched upon in the opening discussions on major 
programme 13. Delegates might wish to refer to Table 5 on pages A-34 to A-40 of 
document PB/92-93, concentrating on column (b), which indicated real resource increases 
and decreases by programme area. Only two appropriation sections showed increases. The 
first was Health system infrastructure, with an increase of US$ 6.8 million in real 
terms, the bulk of which would be used for the organization of systems based on primary 
health care, and the second was Health promotion and care, which showed an increase of 
US$ 2.2 million. Given the Organization's zero-growth budget, those increases must be 
offset in other areas. The major decrease, of US$ 6.3 million, was in Direction, 
coordination and management. That was followed by a decrease of US$ 3.5 million in 
Disease prevention and control and by a decrease of US$ 1.7 million in Programme support. 

For the infras truc ture and science and technology programmes, resource changes were 
dominated by decisions being made at the country level, which accounted for some 85X of 
the resource reductions seen in major programme 13 when expressed in absolute terms. 
Those figures were seen as a reflection of country-level decisions to shift resources 
from more categorical disease prevention and control activities to more integrated 
activities relating to infras truc ture support. If those decisions had left a number of 
disease prevention and control programmes in jeopardy at the national level, that was of 
course a matter of concern. The remedy must be sought by continuing the dialogue at the 
national level. 

The concern expressed regarding the "verticalization" of programmes in WHO was 
understandable but not justified. One reason for it was undoubtedly the fact that the 
budget review had begun with the very specific communicable disease control programmes f 
many of which tended to look like special vertical programmes. Yet virtually all of them 
would be using the specialized technologies and strategies elaborated at global level as 
a component of health services which would be delivered through a common final pathway at 
community level. The budget chapters to be reviewed next would deal specifically with 
WHO support to those final common pathways, and members would see the efforts which were 
being made to strengthen integrated delivery systems, with a focus on the district level. 

As early as 1986, the tuberculosis and leprosy control programmes had published, in 
collaboration with the Division of Strengthening of Health Services, reports on the 
control of those diseases as an integrated part of primary health care. Those reports 
could be made available if desired. WHO was in favour of integrating tuberculosis with 
leprosy control, although it saw that as an intermediary step towards full integration 
within the general health services. 

The delegate of the Netherlands had asked how WHO'S integrated disease control 
approach, mentioned in paragraph 42 of document A44/6, actually worked. A task force had 
recently been established on the subject, which provided a forum in which managers from 
various headquarters programmes could discuss opportunities and problems in providing 
support to countries through WHO's regional and country offices. It was necessary to 
ensure that country needs were identified and that the full range of options for WHO 
support to meet those needs was made known to national decision-makers. The process 
began and ended at the country level. The task force was just beginning its work, which 
it hoped to keep informal, pragmatic and flexible. Tuberculosis control would certainly 
be promoted through the integrated approach. 

However, it was necessary to be realistic concerning the potential for integration. 
In general, countries were not making a specific decision as to whether or not to 
integrate various health services. Integration and "one-stop shopping" for health would 
be preferred by most, but countries were constrained by insufficient health resources, 
including too few trained staff, lack of health facilities and lack of drugs and 
supplies. The call for integration would probably not have very much impact so long as 
resources needed to correct those deficiencies were withheld. The problems were most 
acute in the least developed countries, and by and large it was external resources that 
were required. 
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Replying to the questions asked by the delegate of Tunisia, he said that 

multisectoral action was a central pillar of the primary health care approach. In the 
area of communicable diseases, WHO recognized the considerable difficulties being 
encountered and was making efforts to improve the situation. 

WHO-coordinated research on dog ecology had shown that the dog population was 
sufficiently accessible to parenteral rabies vaccination in large areas of Africa, Latin 
America and Asia and that, in many situations, the elimination of the infection in dogs 
was half as expensive as continued postexposure rabies treatment in people using potent, 
safe modern vaccines. Appropriate strategies for the elimination of canine rabies in 
major cities had been elaborated in Latin America, where most countries had embarked on a 
regional programme for urban rabies control and elimination. Adequate strategies had 
also been successfully tested in cities of Asia and Africa. WHO was now planning to 
initiate rabies elimination programmes on a regional and city-by-city basis. The 
Organization's involvement in technology transfer related to research on simple vaccine 
production technologies, the introduction of cost-saving intradermal and shortened-course 
methods of vaccine application, and the promotion of the use of purified immunoglobulin 
of animal origin and research on monoclonal antibodies as an alternative to human rabies 
immunoglobulins for postexposure treatment. 

Dr TULLOCH (Division of Diarrhoeal and Acute Respiratory Disease Control), referring 
to the question raised by the delegate of the USSR concerning vaccines against 
respiratory diseases, said that activities in that sphere were coordinated within WHO by 
the vaccine development programme under the guidance of two committees dealing 
respectively with encapsulated bacterial vaccines and respiratory virus vaccines. The 
acute respiratory infections programme provided technical and financial support to field 
trials of vaccines. For example, a field trial in Gambia of Haemophilus influenzae 
type В vaccine was currently being prepared in collaboration with the British Medical 
Research Council. 

Referring to the comments of the delegate of Zimbabwe, he said that those 
responsible for the programmes on diarrhoeal and acute respiratory disease control shared 
the concern expressed about the reduction in the allocation of regular budget funds to 
those programmes in the African Region. In the budget for 1992-1993, only three 
countries had allocated regular budget funds to diarrhoeal disease control and none to 
the control of acute respiratory diseases. 

Dr KOCHI (Tuberculosis) thanked delegates for their support of the tuberculosis 
programme and for their expressions of concern about the tuberculosis problem. Referring 
to the questions raised by the delegates of Japan and France concerning the shortage of 
ethionamide, mainly used as a second-line antituberculosis drug to treat a small number 
of patients resistant to major first-line antituberculosis drugs, he noted that there was 
a similar shortage in other countries, including the United States of America and 
Brazil. In the United States of America, there was also a shortage of isoniazid, a major 
first-line antitubérculos is drug without which effective tuberculosis treatment was 
almost impossible. Those shortages were to some extent related to the view often held by 
major pharmaceutical manufacturers that tuberculosis was disappearing from industrialized 
countries and that antituberculosis drugs were therefore riot good business. As a first 
step, the WHO tuberculosis programme planned to increase efforts to inform those 
manufacturers of the true situation regarding tuberculosis in the world. The 
tuberculosis programme, in cooperation with other relevant WHO programmes, also hoped to 
develop a coordinated strategy aimed at ensuring the continued production of second-line 
drugs such as ethionamide. In answer to the question raised by the delegate of the 
Netherlands concerning Table 5 of document A44/6, he said that there were about 16 
national tuberculosis control programmes with known cure rates and notified numbers of 
cases； furthermore, five technical coordination programmes were currently being 
undertaken. 

Referring to questions raised concerning the availability of financial support for 
technical coordination activities, he pointed out that one of the major aims of the 
global coalition for tuberculosis control was to encourage international and bilateral 
agencies, as well as nongovernmental organizations, to assist the greatest possible 
number of tuberculosis control programmes in developing countries. WHO's role was to 
provide technical assistance in the form of joint programme appraisal or review to ensure 
technical soundness, while the main role of the external agencies was to provide 
financial support. Once recipient countries and agencies had committed themselves to 
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tuberculosis control programmes under the scheme, financial support was not likely to be 
a serious problem. The Chinese tuberculosis programme, with its US$ 40 million loan from 
the World Bank, was one of the best examples of such technical coordination activities. 

Dr NOORDEEN (Leprosy) thanked delegates for their support of the leprosy programme. 
The question of a possible reservoir of unregistered cases, referred to by the delegate 
of Malaysia, was being addressed in many ways, including the development of innovative 
approaches for community mobilization and health education aimed at increasing passive 
case-finding. The widespread application of multidrug therapy had, in itself, created 
considerable awareness within communities and had acted as an inducement to increased 
self-reporting of cases. Over the past six to seven years, several programmes had 
reported substantial increases in self-reporting, sometimes to as high as 100Z, following 
the introduction of multidrug therapy. In view of that trend, it was expected that the 
gap between estimated and registered cases would be reduced substantially in coming 
years. Concerning the possible interaction between HIV infection and leprosy, there was 
no clear evidence so far that the HIV epidemic was having any significant impact on the 
leprosy situation; further study was, however, necessary. A number of studies were 
being carried out in Africa and Asia, jointly funded by the Special Programme for 
Research and Training in Tropical Diseases and the Global Programme on AIDS t to 
investigate the possible interaction between the two infections. Similar studies were 
also planned for Latin America and the results were expected within one to two years. 

Referring to the question raised by the delegate of Nigeria on progress with leprosy 
vaccine development, he said that three field trials were being carried out using the 
armadillo-derived killed Mycobacterium leprae vaccine. The first results, from 
Venezuela, were expected later in 1991, the results from Malawi would become available 
around 1995 and those from India towards the end of the decade. In addition to the 
armadillo-derived vaccine, the Special Programme for Research and Training in Tropical 
Diseases was supporting work on a second generation of genetically engineered vaccines. 

The delegate of Greece had asked why the term "Hansen's disease" was not used in 
preference to "leprosy". Some countries had decided to employ it with the aim of 
reducing the social stigma attached to the disease. While there was sympathy with that 
approach, the general opinion within WHO was that the disease should continue to be 
referred to as "leprosy" and that the stigma attached to it should be faced squarely and 
resolved. Many considered that changing the name was simply a cosmetic approach with 
limited and temporary benefits. 

Finally, he pointed out a correction to be made to document A44/7: in Table 3, 
under the column headed "October 1987", the figure "5 813 000" for registered cases 
should be replaced by "4 813 000". 

The CHAIRMAN invited the Committee to consider the draft resolution on control of 
acute respiratory infections contained in resolution EB87.R1, with the amendment to 
paragraph 7(2) proposed by the delegate of Switzerland. 

The draft resolution, as amended, was approved.丄 

The CHAIRMAN invited the Committee to consider the draft resolution on the 
tuberculosis control programme contained in resolution EB87.R7, with the following four 
amendments. The delegate of Greece had proposed that in operative paragraph 1 the words 
"particularly in the light of the HIV pandemic" be inserted after "reviewing the 
situation of current control activities". The delegate of Switzerland had proposed the 
insertion of the words "taking care to ensure that these programmes are integrated as far 
as possible into primary health care activities" at the end of operative paragraph 4(1) 
and that in operative paragraph 4(2), a new subparagraph be added between 
subparagraphs (a) and (b) reading "promoting as far as possible the integration of 
tuberculosis control into primary health care". At the previous meeting, the delegate of 
Japan had proposed that operative paragraph 4(4) be amended to read "to report to the 
next World Health Assembly on the progress made in the implementation of the tuberculosis 
control programme". 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.7. 
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Dr DAVIS (United States of America), referring to the proposed amendment to 

operative paragraph 4(4), said that the report to the Health Assembly should be made 
through the Executive Board. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) agreed, but 
questioned whether there would be enough time to produce a useful report for 
consideration by the Executive Board before the next Health Assembly. 

DR HENDERSON (Assistant Director-General) acknowledged that it might be difficult to 
report on progress through the Executive Board in the short time before the next Health 
Assembly; it might be preferable to recommend that the Director-General report as soon 
as possible, given that there was something substantial to report, and bearing in mind 
the agenda of the Health Assembly. 

The CHAIRMAN suggested that operative paragraph 4(4) read "to report to the World 
Health Assembly through the Executive Board on the progress made in the implementation of 
the tuberculosis control programme". 

It was so agreed. 

Mr ALGAN (Turkey) proposed that operative subparagraph 4(2)(b) (which would become 
4(2)(c) with the adoption of the additional subparagraph proposed by the delegate of 
Switzerland) be amended by inserting, after the word "critical", the words "biological 
and psychosocialw. 

It was so agreed. 

The draft resolution, as amended. was approved.丄 

The CHAIRMAN invited the Committee to consider the resolution on leprosy recommended 
by the Executive Board in resolution EB87.R5. 

о The draft resolution vas approved. 

Programmes 13.11 and 13.13:_Sexually transmitted diseases;_AIDS 

The CHAIRMAN asked delegates to limit their interventions on AIDS to questions on 
the programme budget; requests for other information on AIDS should be reserved for an 
informal meeting to be held for that purpose, and a thorough discussion of AIDS would 
take place under agenda item 19. Questions relating to the sexually transmitted disease 
programme would, however, be dealt with fully under the present agenda item. 

Professor BORGOÑO (representative of the Executive Board), referring to programmes 
13.11 and 13.13, said that the Board had been concerned at the general increase in 
chlamydia, herpesvirus and papilloma virus infections. It had also deplored the 
persistence in some countries of congenital syphilis and gonococcal ophthalmia 
neonatorum, despite their being totally preventable by good control programmes. The 
Executive Board considered that the programmes on sexually transmitted diseases and on 
AIDS should be integrated as far as possible, particularly at primary health care level. 
The global and regional budgets for the programme on sexually transmitted diseases were 
grossly inadequate. The Global Programme on AIDS (GPA) was basically funded from 
extrabudge tary resources which, in 1990, had amounted to some US$ 100 million. That 
programme was, however, likely to face difficulties, as the expected level of 
extrabudgetary funding for 1991, of US$ 70 million, represented a 30% decrease. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted, 
after further amendment at the eleventh plenary meeting, as resolution WHA44.8. 

2 1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.25. 
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Dr FREIJ (Sweden) said that the control of sexually transmitted diseases had to a 

considerable extent been neglected until their recent emergence as an important factor in 
the spread of HIV, particularly in developing countries. There was a great need to 
develop effective methods and strategies for the control of the whole range of sexually 
transmitted diseases, including HIV infection. That implied increased research and 
development and activities in basic biomedicine, epidemiology, social and behavioural 
sciences, and health systems research. The decreased regular budget allocation to the 
sexually transmitted diseases programme was a cause for concern. It would be interesting 
to know how the integration of the sexually transmitted disease programme with the Global 
Programme on AIDS would be effected administratively and whether the resources devoted to 
sexually transmitted diseases would be increased. 

Dr PINICHPONGSE (Thailand) thanked the Director-General and the staff of the Global 
Programme on AIDS for their support in Thailand's fight over the past seven years to 
contain the spread of the AIDS epidemic. In 1988 a short-term plan had been initiated, 
with technical and financial support provided by WHO. In 1989 international donors had 
started to contribute more to the programme through the medium-term plan (1989-1991), 
with coordination by WHO, thus boosting national efforts to fight HIV infection. The 
support to GPA provided by the international donor community had enabled Thailand to 
undertake its national programme. Thailand was gradually increasing funding of the 
programme from its national budget. Many other developing countries would surely benefit 
from similar support. In view of the financial difficulties facing the Organization, 
additional contributions from the international community were crucial to the containment 
of the global health threat posed by AIDS. 

Dr ZHANG Xiaorui (China) expressed her delegation's satisfaction at the success 
achieved by the Global Programme on AIDS in the implementation of its global strategy, 
which had made immense advances in the prevention and control of the disease in the 
relatively short period since 1987. It was pointed out in the situation analysis on page 
B-236 of the programme budget document that GPA now had operational experience with more 
than 150 national programmes, but it was estimated that HIV infection and AIDS would rise 
dramatically in the 1990s; the recorded number of AIDS patients had reached 345 534 at 
1 April 1991, and the actual number was probably still higher. 

Since HIV infection and AIDS were to a large extent related to social background, 
cultural habits and behaviour, it was gratifying to see that GPA was being closely 
integrated with other programmes, such as those on mental health, tropical disease 
research, drug abuse and tuberculosis. In that connection, she stressed the importance 
of studying the behaviour of HIV-infected patients, since good habits, such as the use of 
condoms, and discouragement of needle sharing among drug users might help to slow down 
the spread of the disease. It was also important to control the quality of blood 
products very strictly. Certain aspects of the programmes for the prevention and control 
of sexually transmitted diseases and AIDS could be carried out jointly. The sexually 
transmitted diseases programme was also directly related to maternal and child health and 
primary health care. It was therefore important to coordinate related programmes at 
headquarters in order to promote their implementation at the country level. 

Dr TEMBA (United Republic of Tanzania) said that his delegation shared the 
Director-General's concern at the limited financial resources available to the Global 
Programme on AIDS, a matter which was particularly serious for the developing countries. 
His country had developed what might be called a classical national AIDS control 
programme which was now being consolidated on the basis of decentralized and integrated 
management at the district and village level. The programme included home-based care for 
AIDS patients, counselling, and strengthening information, education and communication at 
the community level, using various conventional and traditional methods of AIDS control. 

The message that was being conveyed to the developing countries seemed to be that 
they should not expect to receive enough funds for further developing and consolidating 
their AIDS control programmes. Thus, in 1990 his country had been able to carry out only 
about 50% of the activities planned under the programme because of limited funding, and 
the future looked gloomier still. 

The situation was aggravated by the fact that financial resources at the country 
level were also very limited for the health sector in general and consequently for AIDS 
control, bearing in mind the many other public health problems prevailing - and all that 
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at a time when the health and socioeconomic impact of the evolution of the AIDS epidemic 
was being seriously felt. Yet AIDS control and prevention activities must be developed, 
consolidated and sustained in countries and health care for AIDS patients must be 
provided in hospitals and homes, despite the hopelessness of the outcome. 

Although AIDS control activities in his country were fully integrated in the primary 
health care system, additional resources were definitely needed to sustain the programme, 
and efforts had been made to review those activities and to focus more on long-term 
effective strategies, such as investing more in the young generation that was not yet 
sexually active. Despite all those efforts, however, the epidemic was overwhelming for 
the developing countries with their fragile economies and was causing serious disruption 
of their health care systems. They urgently needed more support. WHO should be 
encouraged to continue its efforts to mobilize more resources, and the donor countries 
urged to take cognizance of the seriousness of the epidemic in developing countries. 

Professor GIRARD (France) reiterated the point made by his delegation on a number of 
occasions that, since the Global Programme on AIDS was exclusively financed by 
extrabudge tary funds, it was essential to establish operational and management mechanisms 
allowing for the continuation of programmes thus financed and for the integration of 
their policies in the overall policy of WHO. Member States should go further than merely 
expressing their concerns and fears, and despite the technical and legal difficulties 
involved should set up machinery which would reconcile the trend of the regular budget 
with the fact that that budget had come to be exceeded by extrabudgetary contributions. 
The two sources of financing must be rationalized if the Organization was to retain 
coherent and consistent control over its resources. 

The figures given on page В-240 of the programme budget document were not 
sufficiently clear. The figures for extrabudge tary resources given for the current 
biennium by the representative of the Executive Board did not correspond to the figure of 
US$ 198 million shown, and those indicated for 1992-1993 would appear to be 
over-optimistic. New possibilities should be explored for the production of the 
programme budget document so that decisions could be made in full knowledge of the facts 
and on the basis of the real situation rather than of mere hopes. Thus, for the biennium 
1992-1993 a range of figures might be provided, with a minimum below which the figure was 
unlikely to fall and a reasonable maximum. 

Dr TEMGOUA SAOUNDE (Cameroon) asked for some explanation of the breakdown by 
continent of the regular budget allocations shown on pages B-231 and В-240 of the 
document, as they did not seem to take account of countries' needs, particularly in 
Africa. For example, the table on page B-231 showed a reduction in the regular budget 
allocations for country activities in Africa from US$ 243 000 for 1990-1991 to US$ 43 000 
for 1992-1993, whereas the regional and intercountry figures showed an increase from US$ 
32 000 to US$ 50 000. The figures for AIDS on page В-240 showed similar changes. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) commended the rate 
of implementation of the Global Progamme on AIDS, 83% of the revised budget of 
US$ 90.7 million having been used by 31 December 1990. His delegation had been 
concerned, however, to learn at the recent GPA Management Committee meeting that there 
was a shortfall in funding for the 1990-1991 programme of some US$ 34.8 million; WHO 
should be encouraged to explore all possible avenues for obtaining additional financing. 
The United Kingdom was pleased to confirm its pledge for 1991, which would also include a 
small increase over its 1989 and 1990 contributions to the Programme. 

Dr STAMPS (Zimbabwe) fully endorsed the previous speaker's remarks. In addition, it 
seemed to have been forgotten that some sexually transmitted diseases were amenable to 
elimination: a particular example was congenital syphilis, which, with a vigorous and 
sustained effort, could be substantially reduced if not eliminated in the foreseeable 
future. It was a cause for some concern that emphasis on such efforts seemed to have 
been overshadowed by efforts to combat AIDS. 

Dr VIOLAKI-PARASKEVA (Greece) welcomed the improvement in the implementation of the 
Global Programme on AIDS. Referring to the table on page B-240 of the programme budget 
document, she observed that no regular budget allocations were shown for regional and 
intercountry activities in South-East Asia, Europe, the Eastern Mediterranean and the 



COMMITTEE A: FOURTH MEETING 59 
Western Pacific, although figures were given for income from other sources. It might be 
useful to include in the table some explanation of the breakdown of those other sources. 

Dr HENDERSON (Assistant Director-General), replying to the Swedish delegate's 
question about the administrative arrangements for transferring the sexually transmitted 
diseases programme to the Global Programme on AIDS and the budgetary implications of that 
transfer, said that at its last meeting the GPA Management Committee had recommended to 
the Director-General that the sexually transmitted diseases programme be transferred to 
GPA in its entirety, as a separate unit, together with its budget; it must then be seen 
what would happen to sexually transmitted diseases programme activities in the context of 
HIV or AIDS control. There was reason to believe that there would be an increase in 
resources for control of sexually transmitted diseases unconnected with AIDS, and a 
consequent increase in other sexually transmitted diseases programme activities. The 
Director-General had not yet taken any decision on the transfer. 

In reply to the delegate of Cameroon, it would be seen from paragraph 29 on 
page В-230 of the programme budget document that the decrease in the regular budget 
allocation in the African Region was due to the fact that the activities in many 
countries were supported by funds available from the AIDS programme. 

Dr MERSON (Global Programme on AIDS) explained that the resources of the Global 
Programme on AIDS were now much more constrained than in previous years as they were not 
expanding as quickly as the pandemic. GPA had to support national AIDS programmes in 
more than 100 countries, compared to only 50 two years previously. In fact, GPA's income 
now only equalled its expenditure, and that was happening at a time when the demand for 
resources, especially at country level, was increasing and the capacity to absorb those 
resources was in place in many countries. That was most unfortunate, given the latest 
projections for the pandemic released by WHO the previous week: whereas it had 
previously been estimated that 15 to 20 million adults would be infected by HIV by the 
year 2000, the new estimate was that there would be about 30 million HIV infections in 
adults and another 10 million in children, so that at least 40 million people would be 
infected by the virus by the year 2000. It was also estimated that there would be some 
10 million adults with AIDS, as compared to a previous estimate of 5 to 6 million, and 
much of the increase in those projections was the result of the spread of the pandemic 
into regions other than Africa, particularly Asia and Latin America. 

GPA was seeking to improve the resource situation through four initiatives. 
Firstly, it was estimating the resources needed at country level for national AIDS 
programmes for the current decade and planned to present that information to the GPA 
Management Committee in November 1991, in the hope that it would define resource needs 
more clearly and thus attract more funds. Secondly, GPA was advocating increased support 
to national AIDS programmes from other United Nations and bilateral agencies. Thirdly, 
it was working with the GPA Management Committee to devise procedures whereby the 
Programme could receive designated funding, including contributions from private sources, 
hopefully by the end of 1991. Finally, GPA was making efforts in its use of resources to 
focus on priorities, further details of which would be provided during the discussion on 
agenda item 19. 

With regard to the figures questioned by the delegates of France and Cameroon, the 
estimate of US$ 232 million for extrabudgetary funds for 1992-1993 had been made when the 
programme budget document had been prepared. The present estimate, based on a realistic 
assumption of resource availability, was US$ 192 million. GPA had also been asked to 
prepare for the biennium a contingency budget of US$ 150 million, in case the 
US$ 192 million could not be raised. The decreases in regular budget allocations shown 
for most items reflected the fact that most countries and regions were relying on the use 
of extrabudge tary resources to carry out their programme activities. 

Programmes 13.14 and 13.15: Other communicable disease prevention and control 
activities； Blindness and deafness 

Professor BORGOÑO (representative of the Executive Board), referring to 
programme 13.14, said that the Board had emphasized the importance of meningococcal 
meningitis, especially the type caused by group В meningococci, the only variant of the 
disease for which no appropriate vaccine had yet been found. Stress had also been laid 
on the need for fuller study of opportunistic infections, particularly nosocomial 
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infections and those occurring among AIDS patients. Mention had been made of the 
introduction of vaccines against hepatitis B, and also against hepatitis A in the near 
future. An extensive epidemiological surveillance effort had been made in 110 national 
influenza centres, since it was important to know about new antigenic variants of the 
virus and their frequency in order to prepare a vaccine. The problem of dengue 
haemorrhagic fever had been referred to, particularly with regard to the Caribbean and 
South-East Asia. It would be seen from the table on page B-246 that, whereas there was 
an increase from US$ 11 million to US$ 15 million in the regular budget for the next 
biennium for programme 13.14, there was a decline in extrabudge tary resources, although 
that should not cause undue concern, since further funds would probably be forthcoming. 

With regard to programme 13.15, the Board had stressed the prevention of blindness 
and deafness, observing that many of the causes were preventable. In connection with 
blindness, the control of such diseases as onchocerciasis had been stressed and mention 
had been made of the study on the introduction of intraocular lenses in cataract surgery, 
particularly in developing countries. With regard to deafness, it had been pointed out 
that many of the approximately 45 million cases in the world were similarly due to 
preventable infections, particularly otitis media, which could cause deafness if not 
treated properly and in time. Emphasis had also been placed on the toxic effects on the 
ear of some drugs used for the treatment of other diseases. The regular budget 
allocation for the programme was small and would decline for the next biennium; the 
programme budget document also showed scant extrabudge tary financing, except for the 
onchocerciasis programme, which received special consideration. 

The meeting rose at 12h35. 



FIFTH MEETING 

Saturday. 11th Mav 1991. at 9h00 

Chairman: Mr E. DOUGLAS (Jamaica) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolutions WHA40.13, WHA42.5, 
WHA42.19, WHA42.43 and WHA43.16； documents EB87/1991/REC/1, Part I and Part II, Chapter 
II； A44/9, 1 A44/10, A44/11 2 and A44/INF.DOC./1) (continued) 

Disease prevention and control (major programme 13) (Documents PB/92-93, pages B-179 to 
B-264; EB87/1991/REC/1, Part II, Chapter II, paragraphs 83-124) (continued) 

Programmes 13.14 and 13.15 (continued) 

Dr СICOGNA (Italy) expressed his appreciation of the new efforts being made by WHO 
to control morbidity and mortality due to intestinal parasitic infections, including 
giardiasis, amoebiasis and helminthiasis. Effective single-dose drugs were available for 
the control of helminthic infections at community level. It was currently estimated that 
1 billion persons were infected with roundworm, 800 million with whipworm and 500 million 
with hookworm. Those infections represented one of the major causes of impaired child 
health in the age group 5-14 years in developing countries. For that age group, it had 
been estimated that schistosomiasis and intestinal helminthiasis ranked first as public 
health priorities in relation to performance at school - an essential element in national 
development• 

Dr FEDELE (The International Association of Lions Clubs (Lions Club International)), 
speaking at the invitation of the CHAIRMAN, announced a new worldwide programme to fight 
preventable and curable blindness. The programme, known as "SightFirst: Lions 
Conquering Blindness", had been launched at the Lions' international convention in 
July 1990. 

Lions Club International had a long history of commitment to the preservation of 
sight. Much of its 75-year service to mankind had been sight-related. The SightFirst 
programme, which would initially be implemented over a six-year period, was an extension 
of that effort. 

Approximately 40 million people in the world were blind. However, in 80% of cases 
their blindness could have been prevented or could be cured. Lions Club International 
recognized that cataract control was a major concern in many areas of the world, and the 
problem was becoming more acute as life expectancy increased everywhere. Glaucoma, 
trachoma, xerophthalmia, onchocerciasis, trauma and diabetic retinopathy were also major 
causes of blindness. 

In many areas, national programmes assisted by WHO were already in place to combat 
blindness, and nongovernmental organizations were often also active. For example, the 
International Agency for the Prevention of Blindness provided information and support on 
many sight-related issues the world over. However, in many places the need continued to 
outgrow the response. Consequently, the SightFirst programme would be concerned with 
preventing blindness where unmet needs existed or might arise in the future. Lions Club 
International would work with WHO, government agencies and nongovernmental organizations 
to assess the problems in each location and take action. Stated simply, the objective of 
the programme was to fill the gaps between real needs and existing programmes. Club 

1 Document WHA44/1991/REC/1, Annex 7. 
2 Document WHA44/1991/REC/1, Annex 6. 

-61 -



62 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
members throughout the world would initiate projects that would be coordinated through 
SightFirst. The projects would often vary widely in regard to area, scope and impact, 
depending on local needs. Approved projects within the programme would be funded by 
Lions Club International. 

For every area of concern in the treatment of preventable or curable blindness, 
there would be a potential SightFirst project. However, certain pressing needs would 
receive stronger initial consideration. For instance, SightFirst would help develop and 
strengthen existing infrastructures to maximize the use of local resources. Another 
viable area for action might be the construction of Lions-sponsored facilities, where 
necessary, within the context of national programmes, in order to provide ophthalmic 
surgery and to train surgeons. The establishment and funding of such Lions-supported 
hospitals in Africa and Asia would be considered. While management training would 
receive special emphasis, SightFirst might also, if necessary, set up local surgical 
training programmes using appropriate technologies. Since cataract was by far the 
world's principal cause of blindness, one of the most important immediate considerations 
was the establishment of SightFirst zones to deal with the problem of cataract surgery 
for underserved populations. 

Research continued to be an important component in the campaign against blindness. 
More global and national data on blindness were required. As new technologies were 
introduced and delivery systems were established, evaluative research was needed. 
SightFirst would also focus on research on the causes and treatment of blindness. 

It was very important to demonstrate that local programmes could be sustained beyond 
the life of any individual Lions-funded project. Community involvement was therefore 
essential in projects supported through SightFirst. 

The infras truc ture of Lions Club International had traditionally been very effective 
in mobilizing communities and SightFirst would continue to support and rely on increased 
community involvement. In addition, Lions Club International‘s involvement in each 
country would stress cooperation and positive working relationships with governmental and 
nongovernmental organizations. Local projects, which would operate within the framework 
of WHO's global and regional objectives, would be established in cooperation with 
national committees and would be coordinated through each country's ministry of health. 
Technical advisers or consultants would be used by Lions Club International throughout 
the world to help ensure the success of each individual project. 

SightFirst was certainly one of the most comprehensive and far-reaching blindness 
prevention programmes ever undertaken by Lions Club International. Nevertheless, it was 
still in its infancy. Lions Club International looked forward to working with WHO and 
nongovernmental organizations with a view to making it a resounding success. 

Dr NOVELL� (United States of America) said that, given the success of the activities 
undertaken so far, it was disappointing to note the proposed decrease in the budget 
appropriation for programme 13.15. What impact would the decrease have on the momentum 
of the programme? 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) commended the 
excellent work being done by Lions Club International and by other nongovernmental 
organizations in the field of blindness. Thanks were also due to the Director-General 
for having convened the consultation on the use of intraocular lenses in cataract surgery 
in developing countries and for the excellent report on the consultation. What 
further action was it intended to take in the light of the consultation's 
recommendations? 

Dr SHAURI (United Republic of Tanzania) said that as intestinal parasitic infections 
were a major health problem in his country, it was gratifying to note that WHO was making 
new efforts to control them. 

His delegation firmly believed that investments in the control of blindness were 
worth while and rewarding. The misery caused by blindness could be prevented by simple 
community initiatives : it had been demonstrated that trachoma could be prevented through 
simple face and eye care by family members； and families, schoolchildren and teachers 
could regularly apply eye ointments in the treatment of the disease. 

In his country's national programme for the prevention of blindness, emphasis was 
placed on primary eye care, including community surveys and the education of community 

1 Bulletin of the World Health Organization. Vol. 69 (in press). 
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and peripheral health workers. Secondary and tertiary eye care services were available 
at all consultants' offices, all provincial hospitals and some district hospitals. 
Emphasis had also been placed on the training of ophthalmologists, assistant medical 
officers, cataract surgeons, ophthalmic nurses and ophthalmic opticians. As a result of 
that programme and of the adult literacy campaign, there was now a great demand for 
cataract surgery and reading spectacles. Unfortunately, the United Republic of Tanzania 
still had to rely on imported lenses and frames or on donations. His Government would be 
only too pleased to collaborate with any agency interested in the local manufacture of 
lenses and frames. The country's programme for the prevention of blindness had been made 
possible through the kind support of the Royal Commonwealth Society for the Blind, Help 
the Aged, and Christoffel-Blindenmission, to which his government wished to express its 
gratitude. 

Mr MANSILIA (Spain) said that the causes of some forms of blindness such as 
xerophthalmia, onchocerciasis and diabetic retinopathy, could be treated and cured with 
appropriate medication and almost half of blindness cases could be corrected by a simple 
surgical operation. In Spain, at the present time all myopia operations were covered by 
the social security system. In 1972 a WHO Study Group had indicated that the 
elimination of avoidable blindness was justified not only on humanitarian grounds but 
also economically and socially. In his Government's view, emphasis should be placed on 
the social integration of the disabled; economically, blindness was the most expensive 
of all disabilities and it was therefore necessary to increase public awareness of the 
importance of preventing it and of integrating the blind into society. 

Iri Spain, there were approximately 60 000 blind and 700 000 deaf persons. 
A nongovernmental organization for the blind, which all blind persons could join, had 
existed in Spain for the past five decades. It had its own sources of finance and 
provided well-paid work in keeping with members' levels of education and training. It 
financed educational establishments ranging from the primary school to university, as 
well as vocational training centres. 

Until recently, most deafness had been attributable to infectious and iatrogenic 
diseases. However, attention needed to be drawn also to the deafness caused by the 
progressively noisier environment, arising from such factors as the mechanization of 
work, the circulation of motor vehicles and proximity to airports, which could have an 
irreversible effect on hearing. 

One of the targets in support of the European regional strategy for health for all 
by the year 2000 was to provide disabled persons with the physical, social and economic 
means to enable them to live a socially and economically satisfactory and intellectually 
creative life. That objective could be attained only if society adopted a positive 
attitude in defence of the disabled and provided them with the wherewithal to lead a 
normal life. Perhaps the Committee could be given more information on the budget 
appropriations for the programme and on the possibilities of obtaining extrabudgetary 
financing to enable as many blind and deaf persons as possible to be socially integrated. 

Dr THYLEFORS (Prevention of blindness), replying to the question put by the delegate 
of the United States of America, said that some extrabudgetary funds had been received 
for the prevention of blindness programme from nongovernmental organizations after the 
proposed programme budget document had been prepared, and it was hoped that the programme 
would attract further extrabudgetary funding. The main asset was really WHO's work with 
nongovernmental organizations, which was increasing to an encouraging extent. 

Replying to the question put by the United Kingdom delegate concerning further 
action to be taken with regard to the report on the use of intraocular lenses in cataract 
surgery in developing countries, he explained that arrangements were already being made 
with a national institution in the United States of America and with a nongovernmental 
organization regarding their support to intraocular lens research in developing 
countries. Such research was much needed because of the differing surgical facilities 
and physiological variations of the eye in different populations. Those responsible for 
the programme wanted to be certain that the technology to be used was suitable for 
worldwide application before proceeding any further. Operations research would also be 
supported by nongovernmental organizations, and the possibility of providing 
quality-control services for samples of intraocular lenses through selected institutions 
collaborating with WHO was already being explored. 

1 See WHO Technical Report Series, No. 518, 1973. 
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Programmes 13.16 to 13.18:_Cancer (incj-uding International Agency for Research on 
Cancer): Cardiovascular diseases: Other noncommunicable disease prevention and 
control activities 

Professor BORGOÑO (representative of the Executive Board), introducing the three 
programmes, said that the diseases under consideration, especially cardiovascular 
diseases and cancer, were major causes of death in developed and developing countries 
alike. As a result of the worldwide increase in life expectancy, more and more people 
were exposed to the risk of contracting such diseases, hence their growing importance in 
many countries. Their causes included certain common factors, such as lack of physical 
exercise, smoking and unsatisfactory diet. The Executive Board had pointed out a growing 
need to integrate the programmes concerned at all levels. Another factor common to all 
three programmes was the low amount allocated to them in the regular budget, since they 
were financed largely from ex tr abudge tary funds. That was particularly so in the case of 
the cancer programme t including the International Agency for Research on Cancer. An 
important development was the increasing role played by nongovernmental organizations. 
All the diseases concerned required epidemiological surveillance and monitoring so that 
adequate information made available and trends in morbidity and mortality followed up. 

Specific mention should be made of the increase in lung cancer in both men and 
women. Three-quarters of the deaths from cervical cancer occurred in the Third World, 
and that situation was unlikely to change because early detection was not adequately 
followed up. However, in some countries, such as Canaday there had been a remarkable 
fall in mortality from cancer of the uterus, and a programme had been set up to train a 
large number of professionals to work in the Third World. Positive developments had also 
taken place with regard to cancer of the breast in women and to the prevention and early 
detection of cancer of the prostate in men. The role played by smoking in the group of 
diseases under consideration would be discussed during consideration of programme 8.4 
(Tobacco or health). It should also be pointed out that progress had been made in 
relieving the pain suffered by cancer patients, a matter of particular importance in the 
terminal stages of the disease. However, that issue raised ethical and moral questions 
which must be considered. 

One-quarter of all deaths in the world were due to cardiovascular diseases, 
including more particularly coronary disease and hypertension together with stroke. 
Activities to reduce risk factors would lead to a decrease not only in mortality but also 
in morbidity. For example, progress had been made in controlling hypertension, which the 
Executive Board had emphasized must be prevented at an early age. Recent knowledge in 
that respect would help orient programmes. Secondary prevention could be an important 
element in combating rheumatic fever. 

Concerning diabetes, it should be noted that it affected 2X-4% of the population 
over 40 years of age and that early diagnosis could enable patients to have a relatively 
long life expectancy and to avoid complications, including blindness. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to programme 13.16, 
emphasized the increasing importance of activities to control cancer, both in developed 
and in developing countries. While requirements of curing cancer patients and 
alleviating the pain of the terminally ill must be met, priority must be given to the 
prevention and early detection of cancer as the only effective means of reducing 
mortality and morbidity from the disease. 

He noted with satisfaction the steps being taken by the Director-General to 
coordinate the activities undertaken under different programmes, including those of IARC, 
at global and interregional levels, and to monitor and evaluate the progress of the 
global cancer control programme, as mentioned in paragraph 29 of the programme statement 
for programme 13.16 in document PB/92-93. 

His delegation also endorsed the main trends as outlined in programmes 13.17 and 
13.18, in particular the multinational project for the monitoring of trends and 
determinants in cardiovascular diseases (MONICA), the countrywide integrated 
noncommunicable disease intervention (CINDI) programme, and the integrated programme for 
community health in noncommunicable diseases (INTERHEALTH), and noted the increasing 
participation of nongovernmental organizations in the implementation of all three 
programmes. 
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Dr SALMOND (New Zealand) expressed support for the WHO cardiovascular diseases 

programme and, in particular, the MONICA project, which not only provided excellent 
information on cardiovascular diseases but was also a much-needed model for the 
epidemiological study of other noncommunicable diseases. Cardiovascular diseases 
accounted for one death in four around the world. While the incidence was falling in 
most developed countries, it was rising in many developing countries. Practical 
experience suggested, and early results showed, that the mix of etiological factors 
varied around the world and between developed and developing countries• Continued 
support to the project was therefore important, so he was pleased to note the proposal to 
expand it and form a global cardiovascular disease monitoring network. New Zealand had 
played an active role in the MONICA project from the outset and would continue to support 
and actively encourage its further development, not only in the interests of reducing 
morbidity and mortality from cardiovascular diseases, but also in the hope that what was 
learned from the project could be applied more generally to combat other noncommunicable 
diseases. 

Dr SALMERON (Nicaragua) expressed support of WHO activities to combat cancer. In 
Nicaragua, the main cause of death was not cancer but acute diarrhoeal diseases, and the 
situation in the country, its economic problems and budgetary reductions had meant that 
priority had been given to primary health care and to reducing infant mortality, which 
was 72 per 1000 live births. However, 24% of women in the country were of child-bearing 
age and there were high mortality and morbidity rates from cervical cancer, even at the 
early age of around 25 years. The situation was worsening because women had an average 
of five children each, facilities for early diagnosis barely existed, and there was a 
total lack of equipment and drugs. His country appealed for the establishment in 1991 of 
international activities with a view to developing various strategies to cope with the 
situation. 

Dr NOVELLX) (United States of America) said that her delegation was encouraged by the 
proposed increases in the overall budget for cancer prevention and control and commended 
WHO for its expression of increased concern regarding the incidence of cancer in aging 
populations, as well as for the emphasis placed on controllable cancers, such as cervical 
carcinoma and on reduction of risk factors, such as smoking. 

Professor KONDE (Guinea) referred to the growing awareness, in developing as well as 
other countries, that health was not merely related to protection against communicable 
diseases. The ecosystem had changed considerably and pathology with it. He was 
therefore pleased to note the global approach to health adopted by WHO, which took into 
account noncommunicable diseases such as cancer, cardiovascular diseases and diabetes and 
the fact that one could not wait until communicable diseases had been controlled before 
going on to combat the noncommunicable ones. It might be possible, without creating a 
budgetary imbalance, to redeploy personnel and take more account of certain health risks, 
bearing in mind the relationships that existed between tobacco and cancer and between 
hepatitis and cancer, and the role that preventive measures might play. Tobacco and 
alcohol abuse had become a matter of concern in Muslim countries such as his own. It was 
in the interest of all, therefore, to promote health by means of changes in behaviour. 
Consequently, his delegation endorsed the measures WHO was envisaging and supported the 
budget proposals in that respect. 

Dr ZHANG Xiaorui (China) supported the three programmes under consideration. At a 
time when life expectancy was increasing in most parts of the world concomitantly with 
socioeconomic development, the incidence of cardiovascular and other noncommunicable 
diseases was also increasing not only in industrialized countries but also in developing 
countries, where 50% of cancer patients were to be found. She drew attention to the 
incidence rates for cancer and cardiovascular diseases in developing and developed 
countries as set out in the programme statements for programme 13.16 (paragraph 5) and 
programme 13.17 (paragraph 3) in document PB/92-93. 

The current main causes of death in China were respiratory, cerebrovascular and 
cardiovascular diseases and cancer, and no longer communicable and parasitic diseases as 
in the past. As the former group of diseases was generally related to life-style and to 
eating and smoking habits, prevention through health education of children and young 
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people was important. WHO programmes should therefore stress the need to start primary 
prevention at an early age, while at the same time improving coordination and cooperation 
with other concerned institutions and with Member States. 

She supported the development of the INTERHEALTH programme and stressed the need to 
integrate programme activities for the prevention and control of chronic diseases into 
primary health care. The cooperation of nongovernmental organizations in controlling 
cardiovascular diseases and cancer was necessary, as was the mobilization of 
extrabudge tary resources, in addition to those already allocated under the regular 
budget, for programmes covering blindness, deafness, rheumatic fever, diabetes and acute 
respiratory infections. 

Dr VIOLAKI-PARASKEVA (Greece) stressed the usefulness of discussing as one group the 
various noncommunicable diseases, which merited high priority in the work of WHO. As 
they had many common etiological factors, WHO programmes for their control had to be 
closely coordinated with other programmes such as those concerned with nutrition and 
tobacco. Greater attention should be paid to the prevention of rheumatic fever and 
rheumatic heart disease t which affected young people and left them with lifelong 
sequelae. In Greece, the etiological pattern was the same as for other developed 
European countries. 

Mr DEBRUS (Germany) expressed surprise that so low a percentage of the total budget 
as 1.04% was allocated to the programmes on cancer and cardiovascular diseases, which 
were the cause of most deaths in many countries, especially the industrialized ones. 
Part of the explanation might be that prevention of cancer and cardiovascular diseases 
also necessarily fell within the purview of other programmes, such as nutrition arid 
tobacco or health. 

Professor AGBOTON (Benin) expressed full support for programme 13.17. 
Cardiovascular diseases were no longer confined to the developed countries but were 
becoming increasingly frequent in Africa in particular. In Benin, hypertension affected 
13% of the population and accounted for one-third of hospital referrals and 75% of 
hospital deaths of cardiovascular origin. Some 5% of children under 15 years of age had 
been found to be at risk of hypertension. The complications of hypertension included 
stroke, the mortality rate from which was 80%, with 50% of patients dying within 48 hours 
and 30% within 8 days. It was very important to organize the collection and 
dissemination of information on cardiovascular pathology in Africa, and his country was 
prepared to contribute to the preparation of workshops for the collection of such data 
and of prevention and control programmes. 

In view of the importance of early case-detection, Benin had established a screening 
programme for cervical cancer； unfortunately the cost, which amounted to US$ 10 per 
person screened, was high for most people in the country. He therefore urged the 
Organization to help in ensuring the training of health personnel, including midwives, so 
that the programme might be integrated into the primary health care structure. Lastly, 
he referred to a study conducted in Benin \diich had demonstrated the relationship of 
hepatitis to later cancer of the liver. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) agreed with the 
expression of support by the delegate of New Zealand for the MONICA project and 
congratulated the Director-General on extending the excellent work carried out under that 
project into a global MONICA network. He also expressed support for the proposed 
convening of a scientific group to examine new areas of research on cardiovascular 
disease risk factors and of a study group on the epidemiology arid prevention of 
cardiovascular diseases among the elderly. 

Excellent work was being done in the cancer programme, but he noted with surprise 
that a budgetary decrease was shown for the African Region. That was stated to be due to 
a reduction in the number of countries requesting support for activities under the 
programme, but given the growing interest in the problem expressed by many developing 
countries, some further explanation would be welcome. 

Dr SANGSINGKEO (Thailand) supported the programme for the prevention and control of 
noncommunicable diseases, especially in relation to cardiovascular diseases and cancer. 
The leading causes of death in his country over the past five years - heart disease, 
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cancer and accidents - were all noneommuniсable. Progress in medical technology meant 
that more cancer cases could be expected to be diagnosed in the future. Prevention of 
noncommunicable diseases should be given high priority in WHO. 

He also supported the INTERHEALTH programme, aimed at prevention of diseases 
resulting from life-styles and advocating reduced alcohol intake, proper nutrition, less 
stress and moderate exercise for all. 

Dr HU Ching-Li (Assistant Director General), referring to the remarks of the 
delegate of the Soviet Union on the coordination of cancer activities, said that the 
Director-General had already engaged a short-term staff member to conduct an internal 
review of the functions of IARC and the cancer units at headquarters and the regional 
offices, and would take action on the basis of the results of that review. It was 
recognized that there was a need to coordinate the research of IARC into cancer causation 
with the Cancer unit's work in support of national cancer control activities, in 
cooperation with the regional offices. The programme had also been expanded to cover 
palliative care, including pain relief. Coordination had also to be ensured with the 
activities of such other programmes as those on oral health, tobacco or health, 
nutrition, maternal and child health, and workers' health, since their work also related 
to the causes of cancer and its prevention, early detection and treatment. 

With regard to the MONICA project, support had been received from many Member 
States, so that the project had been expanded into a global network that was not focused 
exclusively on industrialized countries, but now worked closely with developing 
countries. The network's coverage was no longer confined to cardiovascular diseases, but 
could now be expanded to many other chronic diseases. 

In reply to the United Kingdom delegate, he confirmed that the budgetary reduction 
for cancer in the African Region was due to the fact that some African Member States no 
longer requested WHO support. However, WHO was trying to mobilize extrabudgetary 
resources arid was organizing some training programmes in Africa on radiotherapy and 
cancer diagnosis. In view of the limited budgetary allocations for none ommun i с able 
disease control, it was necessary to coordinate closely and work together with 
nongovernmental organizations and other donor agencies to support the programme. 

Dr CHIGAN (Division of Noncommunicable Diseases and Health Technology) said that, 
although it was true that the budget for the major programme was relatively small, it 
should be borne in mind that all the component programmes were at different stages of 
development. Programmes already at the implementation stage, such as those for cancer 
and cardiovascular diseases, had a greater allocation of regular budget funds at the 
country level, whereas other programmes, such as those for diabetes, osteoporosis and 
rheumatic diseases, that were still at the stage of development of guidelines, received a 
higher allocation at the global level. In addition to conducting disease-oriented 
programmes, there was close cooperation on risk factors and in relation to target groups 
in an attempt to compensate for lack of resources by developing strong ties with many 
other programmes. Valuable contacts had also been established with many nongovernmental 
organizations, such as the International Diabetes Federation and the International League 
against Rheumatism, and the Division was working closely with a large number of 
collaborating centres, some of which helped to finance meetings on important subjects. 

The integrated approach was important for the development of all programmes, because 
it helped to avoid misunderstandings and facilitated cooperation not only on the basis of 
common risk factors, but also on that of common activities such as screening and 
rehabilitation. Account must also be taken of the possibility of the occurrence of 
several diseases in the same person. The integrated approach was therefore most 
important not only in the INTERHEALTH programme but also in many other ongoing programmes 
such as those for primary health care and for family and child health. The MONICA 
project was a good example of the integrated approach； the intention was to expand that 
activity, with its very important monitoring component, to relate not only to 
cardiovascular disorders, but to all other noncommunicable diseases. 
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2. FIRST REPORT OF COMMITTEE A (Document A44/49) 

Professor ANSARI (Pakistan), Rapporteur, read out the draft first report of the 
Committee. 

i The report was adopted. 

3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (resumed) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolutions WHA40.13, WHA42.5, 
WHA42.19, WHA42.43 and WHA43.16； documents EB87/1991/REC/1, Part I and Part II, Chapter 
II, A44/9, 2 A44/10, A44/11 3 and A44/INF.D0C.Д) (resumed) 

HEALTH SYSTEM INFRASTRUCTURE (major programmes 3 to 6) ; (Documents PB/92-93, pages B-32 
to B-70; and EB87/1991/REC/1, Part II, Chapter II, paragraphs 30-47) 

Dr MARGAN (representative of the Executive Board) said that, during its discussion 
on general policy matters, the Board had reaffirmed the high priority it attached to 
development of the infrastructure of health systems based on primary health care, laying 
emphasis on improvement of district health systems and support services as part of an 
overall national health policy. The Board's concern to reconcile the idea of the highest 
possible standard of health with that of affordable and equitably distributed primary 
health care had been evident throughout its discussion of the relevant programmes. 

Health situation and trend assessment (programme 3.1) was an essential stage in the 
planning and management of health systems. While emphasizing the importance of training 
in epidemiology and in information management, the Board had stressed that, in order to 
set up effective information systems, it was necessary to ensure that the relevant 
capabilities existed at local level, especially in developing countries. Thorough 
analysis of health trends must be made before action could be taken to reverse 
undesirable ones. 

With regard to the managerial process for national health development (programme 
3.2) , the Board supported the initiative that had been taken in response to resolutions 
WHA43.9 and WHA43.17 to intensify WHO cooperation with the least developed countries. It 
had particularly emphasized the usefulness of WHO's work in stimulating technical 
cooperation between developing countries and hoped that, in accordance with the programme 
of action for the 1990s adopted in Paris at the end of the Second United Nations 
Conference on the Least Developed Countries, WHO would further increase its efforts to 
support those countries in strengthening their health systems, identifying new strategic 
approaches and mobilizing resources. In resolution EB87.R9, the Board therefore 
recommended a resolution for adoption by the Health Assembly. It had been suggested that 
extrabudgetary resources allocated to specific disease control programmes could 
contribute further to the building up of health infrastructures which were capable of 
sustaining those programmes. 

The Board agreed that health systems research and development (programme 3.3) helped 
to develop capabilities in countries and to ensure that that type of research, which had 
to produce practical results, would not be the preserve of a few specialists. Mention 
had been made of the importance of guaranteeing the quality of care, and emphasis had 
been laid on relationships between that programme and the other programmes grouped under 
the heading of health system infrastructure； the Board hoped that extrabudgetary 
resources would be sought to intensify research on health systems. 

While reviewing the programme for health legislation (programme 3.4), the Board had 
studied the Director-General‘s report on human organ transplantation-, submitted in 
response to resolutions WHA40.13 and WHA42.5； the information in that report should be 

1 See document WHA44/1991/REC/2. 
2 Document WHA44/1991/REC/1, Annex 7. 
3 Document WHA44/1991/REC/1, Annex 6. 



COMMITTEE A: FOURTH MEETING 69 
periodically updated and distributed to Member States. The Board welcomed the draft 
Guiding Principles on Human Organ Transplantation and recommended in resolution EB87.R22 
that they be endorsed by the World Health Assembly. 

The Board had noted with interest the increase in budgetary resources allocated to 
the organization of health systems based on primary health care (major programme 4). The 
transfer to that programme of activities concerned with emergency relief operations, 
which had themselves been strengthened, would make for better coordination between 
activities aimed at strengthening infrastructures. The extra resources for development 
of skills in health economics and financial management had been welcomed, as had the 
emphasis laid on strengthening cooperation with the least developed countries, in 
conjunction with the managerial process for national health development (programme 3.2). 
The Board had once again stressed the importance of community health development in the 
context of district health systems in rural and urban areas, and it had emphasized WHO'S 
key role in mobilizing the joint action of all parties concerned at the national and 
international level in support of primary health care, with a view to achieving 
sustainable development in the health sector. 

Development of human resources for health (major programme 5) was essential for the 
operation and quality of health services, and the Board had expressed its concern at the 
quantitative and qualitative imbalances that persisted in many countries. WHO should 
strive to promote the formulation of national policies and strategies for the development 
of human resources. Plans for training and employment of health personnel should meet 
national needs, and high priority should be given to strengthening the ability of 
countries to train their own personnel. The Board had examined the Director-General‘s 
report on implementation of the WHO policy on fellowships and, noting that there was 
still room for improvement of procedures for selection of candidates, fields of research 
and evaluation of results, it had proposed that work should continue in collaboration 
with Member States to improve and assess the impact of WHO fellowships. That point was 
dealt with in resolution EB87.R23. 

In conclusion, recognizing the importance and the difficulty of communicating health 
messages, the Board, in examining the proposals for public information and education for 
health (major programme 6), had stressed the need to train health personnel and media 
representatives in the effective communication of health messages. 

Health system development (major programme 3) (Documents PB/92-93, pages B-32 to B-50; 
EB87/1991/REC/1, Part II, chapter II, paragraphs 30-38) 

Programme 3.1: Health situation and trend assessment 

Dr LARIVIERE (Canada) asked whether the staff changes that had taken place in the 
unit responsible for the Tenth Revision of the International Classification of Diseases 
(ICD) were likely to alter the schedule that had been approved for the implementation of 
that revision in 1993. 

Dr RAI (Indonesia) stressed the considerable changes being made in the health 
situation and trend assessment programme, particularly with regard to support for 
epidemiological analysis at country level and the assessment of future health trends. 
WHO should intensify countries' efforts to strengthen their epidemiological capabilities 
and especially to apply the results of epidemiological analyses. The programme should 
enhance its activities on future trend assessment to support analyses for shaping a new 
paradigm for health, as highlighted by the Director-General in his opening address to the 
Health Assembly on 7 May. Finally, he urged that adequate resources be allocated to the 
programme in 1992-1993. 

Dr CHUNHARAS (Thailand) said that, while his delegation appreciated the need in 
certain countries to give priority to the development of information systems, it also 
considered that more systematic use could be made of already available information to 
forecast future trends. The developing countries, especially, looked to WHO for 
technical guidance in that respect. With regard to the training of epidemiologists, 
Thailand, where a field epidemiology training programme had been quite successful, 
considered that there was a need not only to train field epidemiologists, but also to 
develop personnel with balanced skills in epidemiology, planning and management； indeed, 
epidemiological concepts and methods should be an integral component of management. 
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said he shared the 

Canadian delegate's concern about the continuation of work on the Tenth Revision of the 
International Classification of Disease； some reassurance from the Secretariat would be 
welcome. In addition, the United Kingdom attached great importance to the health 
situation and trend assessment programme and to providing countries with effective means 
of collecting, processing and analysing relevant health data; without that, the 
monitoring and evaluation of the progress towards health for all would be of little 
relevance. It was therefore a matter of some concern that three of the six regions were 
reducing their budgetary allocations for that important work. 

Dr JARDEL (Assistant Director-General) said that the delegates of Canada and the 
United Kingdom could rest assured that the work plan established for the International 
Classification of Diseases in 1984 had so far been followed scrupulously and would 
continue to be followed. The plan for the preparation of the publication in three 
volumes had been discussed at a meeting of heads of classification centres in London in 
March 1990 and the main problem that remained was that of preparing the index. It was 
true that one of the officers responsible for the preparation of the Classification had 
left WHO in 1990 and that for financial reasons it had not yet been possible to fill the 
post, but it had been possible to use part of the resources to engage consultants, and 
the vacancy would have no great effect on the production date of the Classification. 

In response to the Indonesian delegate's remarks on strengthening epidemiological 
capacities, he pointed out that progress had recently been made in that regard, and in 
particular that support from UNDP had made it possible to reinforce the headquarters 
staff dealing with the subject, so that the programme had really got off to a good 
start. It should be stressed that WHO support was concentrated on the countries which 
needed it most, and also that the intention was not merely to train epidemiologists, but 
rather to introduce epidemiology as a method of work in the curricula of various 
categories of health personnel. A special unit had been set up to study the various 
aspects of evaluation and projections, a matter to which increasing importance was being 
attached. 

Programme 3.2: Managerial process for national health development 

The CHAIRMAN said that questions on health promotion for the development of the 
least developed countries could be raised either under programme 3.2 or later, under 
major programme 4 (Organization of health systems based on primary health care). 

Dr ZHANG Xiaorui (China) was pleased to note from document PB/92-93 the plans to 
expand and intensify WHO's technical cooperation in health systems management with more 
than 40 countries in greatest need, as well as the increase in the number of WHO 
representatives in Member States. The quality of the work of those representatives would 
have a direct influence on the implementation and effectiveness of various WHO 
programmes, and particularly of those concerned with health promotion for the development 
of the least developed countries. Accordingly, they should receive strong support from 
headquarters and the regional offices； at the same time, WHO should ensure that its 
collaboration with Member States was regularly and systematically evaluated. 

The CHAIRMAN invited the Committee to consider the draft resolution on health 
promotion for the development of the least developed countries recommended by the 
Executive Board in resolution EB87.R9. 

The draft resolution was approved.丄 

Programmes 3.3 and 3.4: Health systems research and development: Health 
legislation 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by 
the Executive Board in resolution EB87.R22 on human organ transplantation. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.25. 
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Professor GRYGLEWSKI (Poland) said that his country had no contemporary legislation 

relating to human organ and tissue transplantation and based its extensive work in that 
field on legislation enacted in 1928. His delegation was therefore grateful to WHO for 
its efforts in preparing the draft Guiding Principles on Human Organ Transplantation, 
contained in Part I of document A44/11； those Principles could serve as the keystone 
for Poland's new national legislation on that subject. 

Dr VIOLAKI-PARASKEVA (Greece) commended the Director-General on his report on human 
organ transplantation, but noted that in Part 2 of that document, which contained a 
review of international and national measures to combat commercialism, reports from many 
countries were lacking. WHO should therefore intensify its efforts to collect the 
relevant data. 

She wished to propose an amendment to the draft resolution recommended in 
resolution EB87.R22. In operative paragraph 3, the words "and by close collaboration 
with the relevant nongovernmental organizations to disseminate publicly the idea of 
multi-organ donation for human transplantation" should be added after the words "policies 
on human organ transplantation". 

Dr VAN ETTEN (Netherlands) welcomed the progress made under the health systems 
research and development programme. His Government continued to contribute to that 
programme, in particular through a joint project under way in subregion 3 of the African 
Region. It was in favour of expanding that project to other subregions and was prepared 
to provide financial assistance for such an initiative. 

He commended the excellent report by the Director-General on human organ 
transplantation. The subject was of major concern to all, and there was a clear need for 
principles, to help shape legislation. It was to be hoped that rules even more binding 
than the Guiding Principles would be developed in the not too distant future. Regulating 
organ transplantation and combating commercialism were lofty but not unattainable 
objectives. Commercial organs did not always offer adequate quality. 

The draft Guiding Principles could do with some further modification. The 
commentaries should make more explicit that the industrial use of organs fell outside the 
scope of the Principles. The commentary on Guiding Principle 1 could be clarified: the 
difficult issues involved in obtaining organs from deceased persons would be best dealt 
with by national legislation. Guiding Principle 4, which took into consideration the 
position of minors, should also take into account the position of incompetent persons who 
had reached the age of legal majority. Finally, the commentary on the Guiding Principle 
in question seemed to be stricter than the Principle itself, which her delegation 
endorsed. 

He supported the draft resolution recommended in resolution EB87.R22. 

Mrs TAMAYO (Cuba) said that the organ transplantation programme in her country had 
begun with corneal transplants in the 1970s arid had expanded during the following decade. 

Cuba had built a health infras truc ture which served to establish, consolidate and 
develop health programmes. The national health system was based on the principle of free 
medical care, which included organ transplantation. Among the distinctive features of 
the organ transplantation process was the absence of any commercial activity. Decisions 
were made on the basis of compatibility between the organ and the beneficiary. Organ and 
tissue transplantation was carried out in institutions designated for that purpose, 
within the national health system. 

Organ donation and transplantation were complex. Accordingly, her country took 
pains to apply the necessary ethical, legal, scientific and administrative principles in 
the most humanitarian fashion. It was gratifying to note that Cuba's organ 
transplantation policies corresponded to those set forth in document A44/11. To ensure 
that all organ transplantation activity was based on the highest principles of medical 
ethics, her Government had created a national commission for organ transplantation, 
comprised of eminent specialists in the field. In addition, it had set up a national 
coordinating centre for transplants. Organ donation was considered a voluntary act on 
the part of the donor, and Cuba had enacted legislation to that effect. 

Cuba supported the resolution recommended in resolution EB87.R22. 

Dr SOBELA (Central African Republic) said that most developing countries, 
particularly those in the African Region, did not yet have legislation regulating the use 

1 Document WHA44/1991/REC/1, Annex 6. 
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of human organs and tissues for therapeutic purposes. Faced with many pressing social 
and health priorities, those countries had neither the time nor the technological 
resources for such activities. Nevertheless, his country was convinced of the need for a 
set of Guiding Principles to ensure the highest standards in medical practice. It 
therefore commended the Director-General on his detailed and thorough study of human 
organ transplantation. 

His country fully endorsed the draft Guiding Principles on Human Organ 
Transplantation and the draft resolution currently under consideration. It believed that 
the use of the human body or its parts for the purposes of research, teaching or health 
care should not Involve any commercial transaction and that any violation of that 
principle should be subject to criminal penalties. Furthermore, any national legislation 
to the contrary should be repealed. 

Dr CHUNHARAS (Thailand) fully supported the WHO programme on health systems research 
and development, which he thought merited greater priority because of its multisectoral 
nature and its emphasis on research in facilities providing direct health care. Because 
research capabilities and knowledge varied widely from country to country, the programme 
should be tailored to each country's specific needs. It should also emphasize training 
in methodology. 

His country appreciated the efforts to develop Guiding Principles on Human Organ 
Transplantation and fully supported the draft resolution recommended in resolution 
EB87.R22. 

Mr BONNEVILLE (France) said that his country had traditionally accorded a very high 
priority to the issue of human organ transplantation. Accordingly, he wished to pay 
tribute to WHO for its work in the field of bioethics. His country supported the 
adoption by the World Health Assembly of the Guiding Principles on Human Organ 
Transplantation. It encouraged WHO to continue its work in the biomedical field, the 
next stage of which should be a revision of the WHO/CIOMS Proposed International 
Guidelines for Biomedical Research Involving Human Subjects, the ultimate goal being an 
international charter on patients' rights. 

Miss BEIÜONT (United States of America) observed that the need for human organs was 
acute in all countries. WHO was in a unique position, as a renowed and respected 
international health agency, to emphasize that need and to promote both public and 
professional education measures to increase the legal donation of organs. 

She was pleased to support the draft resolution recommended by the Executive Board 
and the Guiding Principles developed by WHO. Her country had stringent laws concerning 
the procurement and use of human organs； they prohibited any commercial activity 
relating to organ donation and transplantation. 

The United States Public Health Service had an Organ Procurement Organization Grant 
Programme. The most useful educational activities had been the training of hospital 
personnel to request organs from families of potential donors, and educating local 
community groups about all aspects of the organ donation and transplantation process. 

Mrs HERZOG (Israel) said that her country's policies and legislation on human organ 
procurement and transplantation were in accordance with WHO guidelines. Her delegation 
therefore supported the draft resolution. In addition, it proposed that WHO should 
promote and assist in the establishment of an international centre for organ 
transplantation, similar to Euro transplant, which would facilitate the matching of organ 
donors and recipients. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking 
at the invitation of the CHAIRMAN, said that the Council was particularly concerned with 
the ethical aspects of transplantation of human organs and had discussed that matter at 
its 1984 and 1987 conferences. Like medical ethics in general, the ethical aspects of 
human organ transplantation involved three main principles, which formed the basis of 
ethical health care practice and research: respect for persons, including autonomy and 
the protection of those with impaired or diminished autonomy； beneficence, including 
non-maleficence, requiring the maximizing of possible benefits and the minimizing of 
possible harm; and justice, including the rule of distributive justice with equitable 
sharing of both burdens and benefits. 
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The draft Guiding Principles on Human Organ Transplantation, together with the 

commentariest were based entirely on those three ethical principles and would, in the 
opinion of the Council, contribute greatly to a better understanding of often complicated 
moral questions and help to avoid abuses. While the Guiding Principles alone could not 
be expected to resolve all the ethical ambiguities encountered in human organ 
transplantation, they could do much to help maintain high ethical and technological 
standards, provided that they were adopted by all countries and translated into national 
health legislation. 

From a philosophical point of view, ethics and ethical principles were universal and 
timeless. However, their interpretation varied depending on the society and its stage of 
development. Societies had varying attitudes on such fundamental issues as life, death 
and suffering, and that fact should be taken into account when dealing with the ethics of 
human organ transplantation. 

The Guiding Principles also formed a basis for a continuing international and 
intercultural dialogue. Such a dialogue was necessary to ensure an exchange of opinions 
and experience and to keep pace with rapid progress in science and technology and the 
development of new medical technology in human organ transplantation. 

He wished to express the Council's full support for the draft Guiding Principles, 
which should be widely distributed and recommended for implementation, in accordance with 
the value systems of different societies. Finally, the Council was eager to continue its 
collaboration with WHO in the field of bioethics. 

Dr JARDEL (Assistant Director-General) said that with respect to programme 3.3 
(Health systems research and development), the Organization was grateful to the 
Government of the Netherlands for its assistance in the implementation and follow-up of 
the research project on the health systems in southern Africa. He wished also to 
reassure the delegate of Thailand about the Organization's commitment to developing 
national research capacities. With regard to the Director-General‘s report on human 
organ transplantation (document A44/11), the Committee seemed to be reaching a consensus 
on approving the draft Guiding Principles. The improvements suggested by the delegate of 
the Netherlands would be dealt with by revising the commentaries. 

Dr NUYENS (Health Systems Research and Development) said that plans had been 
initiated to expand the joint project on health systems research for the southern African 
region in four different ways. The project would be extended to a number of west African 
countries, and its approaches would be adapted for implementation by other regions of 
WHO. The methodologies would be further developed with new inputs from the six WHO 
regions, and it was hoped that training materials based on the southern African 
experience would be available by the end of 1991. The project would be further expanded 
by collaboration with other international programmes, such as the international health 
policy programme, the Network of Community-Oriented Educational Institutions for Health 
Sciences, and the UNICEF "capacity-building" programme. The joint project was also 
hoping to gain new donor agencies over the next few months. 

The delegate of Thailand had asked about the strengthening of research capacity, 
which had been one of the main recommendations of the Technical Discussions at the Health 
Assembly in 1990. In collaboration with the International Development Research Centre 
(Canada), WHO would publish training materials for five distinct target groups -
decision-makers, health workers, university-based researchers, research managers and 
trainers - by the end of 1991. 

Mr FLUSS (Health Legislation) thanked the delegations of Central African Republic, 
Cuba, Greece, Netherlands, Thailand and United States of America for their comments and 
suggestions. The observations of the delegate of Poland on that country's 1928 Law had 
been particularly interesting. The health legislation programme would also take into 
account the remarks made by the delegate of France about the possibility of developing an 
international charter of patients' rights, particularly in the light of the work done by 
WHO's Regional Office for Europe and certain intergovernmental and nongovernmental 
organizations. In respect to the proposal to establish an international centre for 
transplantation, made by the delegate of Israel, he noted that WHO had contacts with the 
(international) Transplantation Society, which might be an appropriate body to take up 
that suggestion. Finally, he wished to thank the representative of the Council for 
International Organizations of Medical Sciences for that organization's cooperation with 
WHO in the development of the Guiding Principles. 
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Mr VIGNES (Legal Counsel) said that the delegate of Greece had modified her proposed 

amendment to operative paragraph 3 of the resolution on human organ transplantation 
recommended by the Executive Board in resolution EB87.R22. The paragraph would now read: 

3. RECOMMENDS that Member States take account of the Guiding Principles in the 
formulation of their own policies on human organ transplantation and, by close 
cooperation with the relevant nongovernmental organizations, disseminate to the 
public the idea of multi-organ donation for human transplantation from deceased 
persons； 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) considered that the 
wording of the amendment was too restrictive. There were other ways in which such ideas 
might be disseminated and governments should be left free to decide how it should be 
done • 

Mr VIGNES (Legal Counsel) suggested the replacement of the phrase "the relevant 
nongovernmental organizationsи by "all interested parties". 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) asked for more time 
to consider the amendment proposed by the delegate of Greece. 

Dr VIOLAKI-PARASKEVA (Greece) said that increasing public awareness of the 
importance of multi-organ donation was a vital concept which should not be omitted from 
the Guiding Principles. Nongovernmental organizations had a very important role to play 
in that area. She could not understand Dr Hyzler's objection. 

The CHAIRMAN suggested that the word "nongovernmental" should be deleted from the 
phrase "relevant nongovernmental organizations". 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that he had no 
objection to the participation of nongovernmental organizations in public awareness work, 
but considered that governments should be encouraged to choose other means if they 
wished. 

Professor MANCIAUX (France) pointed out that, in France, private associations and 
health professionals also helped to disseminate information about organ transplantation. 

The CHAIRMAN suggested the wording: "and by appropriate means disseminate to the 
public the idea of multi-organ donation for human transplantation from deceased persons". 

The Chairman's suggestion vas adopted. 

The draft resolution as amended, was a p p r o v e d ) 

Organization of health systems based on primary health care (major programme 4) 
(Documents PB/92-93, pages B-51 to B-58; EB87/1991/REC/1, Part II, chapter II, 
paragraphs 39-43) 

Dr RAI (Indonesia) said that in many developing countries, including his own, the 
strengthening of health systems infras truc ture was a crucial issue, particularly in view 
of rapid urbanization. It was also important that the various vertical programmes should 
be properly coordinated. Adequate budgetary resources must be allocated, to guarantee 
that needs were adequately fulfilled: many health budgets allocated large amounts to 
medical care in absolute terms, but the percentage of needs fulfilled was often low. 

Professor SIDDIQUE (Bangladesh), speaking on the subject of emergency relief 
operations, which were included in major programme 4, said his Government and people had 
mounted a massive relief operation to combat the effects of the cyclone and tidal wave 
which had struck southern and south-eastern Bangladesh on 30 April 1991. Winds of up to 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.25. 
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225 kilometres per hour had persisted for more than eight hours. Communications and 
transport facilities were still disrupted, and the full impact of the disaster had yet to 
be ascertained. The death toll currently stood at more than 124 000, and it might well 
increase as more information became available. Hospitals and schools had been destroyed 
or extensively damaged, and standing crops had been completely destroyed. The disaster 
had seriously affected the country's prospects for socioeconomic development. 

Bangladesh was grateful for the sympathy and generosity already shown by the 
international community. However, the enormity of the destruction and the country's 
limited capacity to deal with the urgent health needs of the survivors would call for 
sustained effort from all international agencies, particularly WHO. Recalling resolution 
WHA42.16, which dealt with WHO'S responsibility to foster action in the health sector in 
order to attain the goals of the International Decade for Natural Disaster Reduction, he 
said that the Organization's capacity to respond to natural and man-made disasters had 
been strained by a succession of calamities in recent years, which showed the need to 
strengthen its capabilities in disaster management and preparedness at national and 
regional levels. 

Before the cyclone, WHO had been preparing a three-year plan to help Bangladesh 
promote self-reliance and combat natural disasters. Unfortunately, the programme still 
awaited funding. His delegation intended to submit a draft resolution calling upon 
WHO to respond urgently and effectively to the health needs of the victims of natural 
disasters throughout the world and to play an active role in the mobilization of 
resources so that affected countries could meet the immediate health needs of those 
victims. 

Dr ZHANG Xiaorui (China) said that primary health care was the foundation of the 
goal of health for all by the year 2000. China was pleased to see that emergency relief 
operations had been included in the programme； many natural disasters, such as floods, 
droughts and earthquakes, had taken place throughout the world in recent years, and the 
best way to cope with them was to increase preparedness in the primary health care 
system. China was pleased to see that the proposed budget allocation for the programme 
had been increased. It was essential, however, that the primary health care system 
should take into account the situation prevailing in each country and adapt to social and 
economic developments. 

A number of gratifying developments had taken place in the primary health care 
system in China during 1990. The Ministry of Health and seven other associated 
institutions had begun to work towards the goal of health for all by the year 2000 in 
rural areas. One in every 10 of China's counties had been designated as a pilot area. 
Of the 30 provinces and autonomous municipalities, 22 now had primary health care 
committees, chaired by leading government figures, which had drawn up health-for-all 
targets. China hoped that WHO would continue to support it in its primary health care 
programmes. 

Dr TEMGOUA SAOUNDE (Cameroon) said that health infrastructures based on primary 
health care should be organized not only at the two levels described in the proposed 
programme budget, namely central level and district level, but also at an intermediate 
level, which would provide invaluable technical assistance to the districts. That 
approach had been applied in the three-phase African health development scenario, adopted 
by the African Region in 1987. His delegation congratulated the Director-General on the 
quality of the documents before the Committee and supported the proposals contained in 
them. 

Dr NOVELL� (United States of America) said that the problems of effective 
development and operation of comprehensive health systems had been recognized in the 
proposed programme budget. In many countries the economy was deteriorating and the 
resources available to the health sector had been frozen or even reduced. 

She emphasized the importance of intersectoral coordination in the promotion of 
primary health care. In any national economy, there were many sectors which were clearly 
related to health, such as agriculture, public works, industrial development, education, 
transport and housing. Coordination among those groups might be difficult, but it was 
essential to make the effort. Ministries of planning or similar bodies often served as 

1 See summary record of the eleventh meeting, p. 168. 
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focal points for development at the national level, and intersectoral boards, policy 
committees or other bodies might prove to be useful forums for coordination. 

WHO was clearly aware of the importance of primary health care in urban areas, given 
the worldwide trend towards urbanization which had created new factors not encountered in 
rural areas. Community-based programmes, with strong community and family involvement, 
were the best way of serving those most in need and avoiding overlap. 

It was important to know whether efforts to develop and expand health systems 
capability were having the desired effect on the target population. It might be valuable 
to examine the impact of current strategies upon the health status of target groups. 

Dr FREIJ (Sweden) said his delegation considered it appropriate, with reference to 
paragraphs 4 and 5 of the programme statement, to comment on the proposed global centre 
for health development strategy mentioned by the Director-General at the Executive 
Board's eighty-seventh session. The main justification for the proposal had been the 
perceived imbalance between economic resources available for health and the need to 
ensure health as a human right and as a prerequisite for economic growth. The Board had 
recommended that a group be set up within the Secretariat to study the proposal. 

On 29 April 1991 a WHO press release had made public the proposal to establish the 
centre, suggesting that the time had come to take a close look at what had so far been 
achieved in implementing the health-for-all philosophy. The press release noted that WHO 
was appealing to governments and academic institutions to collaborate with WHO in 
establishing the centre. It also stated that WHO had determined that the centre would 
concentrate its activities on the three increasingly important areas of health economics, 
environmental health and chronic diseases, and that its mandate would include support for 
the Organization in the identification of appropriate technology for the health sector, 
and in the transfer of technology. He assumed that the proposal would considerably widen 
WHO'S scope of work and activities, and indeed attention was specifically drawn to that 
point in the press release. 

His delegation was somewhat surprised that the proposal had been made public so 
early, since it was not aware that any decision on the matter had been taken by any of 
WHO's regular decision-making bodies, and since the proposal obviously had considerable 
implications for the programme budget now under discussion. It was also to be assumed 
that the proposed centre would have fundamental implications for the Organization's 
programme structure. 

Could the Committee be given any further information on the issue, and could it be 
explained what the status and objectives of the new centre would be? Could concern be 
allayed as to how the utilization of current resources for headquarters' activities would 
be affected by the location of the centre in Kobe, Japan? Finally, could details be 
given as to when it was intended to submit the proposal to WHO's decision-making bodies? 

Professor KONDE (Guinea) said that natural catastrophes were becoming more and more 
frequent and giving increasing cause for concern. He was fully aware of the scale of the 
recent disaster in Bangladesh, and wished to take the opportunity of offering the 
Bangladesh delegation his sympathy for all the suffering caused. 

However, disasters of human origin brought with them additional burdens, and often 
had tragic consequences. The recent armed struggle in Liberia had resulted in an influx 
into Guinea of some 500-600 thousand displaced persons, with all the attendant problems 
of food, sanitation and health care. That situation had completely destabilized Guinea's 
health plan, and had meant that the resources previously allocated to health had already 
been utilized. Accordingly, his delegation was appealing for increased technical 
cooperation in order to strengthen its disaster-management and disaster-preparedness 
capabilities. 

Mrs GALVIS (Colombia) said she would like to give an account of some of the problems 
in her country that had a direct impact on the effectiveness of health systems based on 
primary health care. The first essential if the system was to work was for every person, 
whether as an individual or as part of a family group, to assume responsibility for his 
or her own health. Much work had been done in Colombia to develop health systems based 
on primary health care, but the results achieved had not been all that the government had 
hoped for. Some thought should be given to the reasons why the programmes had not met 
with the success anticipated, and why community involvement, as well as individual 

1 See document EB87/1991/REC/2, p. 144. 
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participation, had been so limited. One reason was that in countries such as her own 
insufficient attention was paid to "health culture": such limited resources as were 
available were directed towards meeting economic needs. The reason why the community did 
not identify itself with programmes designed to protect its most precious heritage -
health - was that it was unaware of the value of that heritage. The crux of the problem 
was the lack of real health education. Colombia did in fact include health education in 
its school curricula, and all young people completing secondary education were assigned 
to an urban or rural district in order to teach the prevention of diseases, particularly 
tropical diseases. However, that system had unfortunately not achieved the desired 
results. 

The whole concept of health education should be widened, and the approach made more 
practical and direct. Health teaching should involve not only doctors, nurses and other 
health workers, but also civil servants, school teachers, fathers of families, workers 
and employers - in other words, the whole spectrum of society. The first aim of health 
education should be to teach the community how to use the resources of its immediate 
environment in a health-enhancing way. Many Colombians, for example, were not in the 
habit of eating fruit, although the country offered it in great variety, and people would 
sell eggs laid by their own hens in order to buy salt. Health education should teach the 
proper use of nature's resources, which was the best guarantee of good health. Often, 
however, people were taught merely to despoil their environment, for example by felling 
trees, instead of preserving it. 

She would be glad to learn from the Organization what teaching programmes 
accompanied the major programme under discussion, and to know more about their content. 
What was needed was not more seminars to expound abstract theories, but more practical 
teaching for everyday life, which would help people to involve themselves directly in 
improving their own health by making use of their own resources. 

Professor ANSARI (Pakistan) said he had been particularly struck by the comment in 
paragraph 5 of the programme statement that in one region approximately 40Z of total 
health spending was being wasted. It was a matter for serious concern, especially in 
view of current financial constraints, that such a large proportion of money made 
available to countries in need was not being properly utilized, largely because of a lack 
of proper management at the district and subdistrict levels. In Pakistan, for example, 
the rate of utilization of basic health units and of rural health centres was only 23X, 
which implied that more money had been put into bricks and mortar than into the actual 
delivery of health services. If the goal of health for all by the year 2000 was to be 
achieved, Member States would need to define their priorities, and to decide where the 
emphasis was to be placed. Management skills, and the maintenance of proper financial 
and economic discipline, were crucial. Joint consultations with WHO were held every two 
years, but it would be useful to have machinery for even more frequent consultations, so 
that Member States could learn whether whatever money was being spent was achieving the 
right results. 

His second point concerned transfer of technology. With the assistance of USAID, 
some progress had been made in Pakistan's malaria control programme； but considerable 
advances had recently been made in the technology for control of the disease, and 
appropriate technology transfer would therefore enable much better results to be 
achieved. 

He took the opportunity to offer Bangladesh and Guinea such support as Pakistan was 
able to offer following the terrible disasters those countries had recently undergone. 
He was sure that, with the help of WHO, the international community would be able to 
mount an effective joint relief operation. 

Dr JARDEL (Assistant Director-General) said the comments made would be most useful 
to the Organization in orienting the major programme under discussion. All speakers had 
been united in stressing that primary health care delivery needed to be improved, whether 
by upgrading management structures, by strengthening intersectoral coordination (as 
suggested by the United States delegate) or by trying to bridge the gap between the . 
community and the services available to it and increasing public awareness (as urged by 
the delegate of Colombia)• More should be done to make health a central element of human 
development and a matter of concern to everyone. All those issues were addressed in 
relation to the new health paradigm being developed by the Director-General. 

In reply to the delegate of Colombia, he pointed out that there would be an 
opportunity to discuss the whole question of health education and of raising public 
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awareness of health issues when the Committee came to discuss major programme 6 (Public 
information and education for health). Those points could also be taken up in the 
discussion of the various programmes under major programme 8 (General health protection 
and promotion), which the Committee would be considering the following week. 

The delegate of Pakistan had mentioned the problem of wastage, and the need for 
better control of resources made available for health. The programme on organization of 
health systems based on primary health care was in fact in the process of further 
developing activities designed to strengthen financial management capabilities at country 
level, with special emphasis on countries in greatest need. 

The comments on the need to expand emergency relief operations had been noted: in 
fact, the Director-General had strengthened WHO's activities in that area in recent 
years, although much remained to be done. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) in reply to the question 
raised by the delegate of Sweden, said that the proposal to set up a global centre for 
health development strategy in Kobe, Japan, had been discussed by the Executive Board in 
January 1991. In the context of the development of a new health paradigm, it had been 
strongly felt that such a proposal would be welcomed, and that it should involve Member 
States. 

On the matter of timing, the Director-General had been of the view that it would be 
useful to provide information on the proposed centre at intervals, through WHO press 
releases, so that constructive suggestions could be obtained. Regarding possible 
budgetary implications, he could confirm that the proposal had no specific relevance to 
the regular budget for 1992-1993 now under discussion. The preparatory work for the 
centre was to be financed by extrabudge tary contributions already pledged, in part by 
local groups, which were also considering providing the basic infras truc ture for the 
centre, including land. 

There was as yet no fixed programme structure, but it was envisaged that the plan 
itself would be launched in the mid-1990s, to allow time to decide what the best type of 
structure would be. 

It was envisaged that the January 1992 session of the Executive Board would make a 
full review qf the proposal on the basis of a study which it was hoped would be carried 
out in collaboration between WHO and outside contributors. It was planned to involve 
Executive Board members in that study, with a properly balanced representation. 

The intent was that the proposed global centre should operate as part and parcel of 
the whole network of collaborating centres and academic research groups already 
established within the framework of WHO. Any further suggestions on the proposed global 
centre that Member States might wish to make in the course of the year would be most 
welcome. 

(For continuation, see summary record of the eleventh meeting, page 168.) 

Development of human resources for health (major programme 5) (Documents PB/92-93, pages 
B-59 to B-65; EB87/1991/REC/1, Part II, Chapter II, paragraphs 44-46) 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that, as paragraph 3 of the 
programme statement rightly indicated, expenditure on health care staff accounted for 
more than half the recurrent costs of health budgets in many countries. Clearly, the 
training of such staff would count for a great deal in the success of health care 
efforts. Many countries now faced the primary problem of increasing, not the quantity of 
health personnel, but the quality of their training, and of achieving a balanced 
distribution of various types of health worker. WHO's support to countries in that 
regard was of the utmost importance. 

In that connection, his delegation welcomed the plans to convene, in 1992-1993, 
meetings of study groups on "problem-based learning" and on future patterns of nursing 
practice. It was unfortunate that there were no plans for carrying out research under 
the programme on an international scale in 1992-1993. The delegation of the Soviet Union 
deemed it particularly important for the programme to give due attention to policy and 
financial aspects of the development of human resources for health and their links with 
planning and training, as indicated in paragraph 41 of the programme statement. 

The programme's efforts to improve the methodology for planning and utilization of 
human resources for health by, inter alia, testing planning tools and microcomputer 
applications, were altogether in keeping with current needs, and he commended them. 
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Mr TESHIMA (Japan) endorsed the objectives and situation analysis set out in the 

programme statement, particularly the calls therein for realistic and affordable 
development and deployment of human resources. 

Japan welcomed the three broad groupings of activities - policy analysis, planning 
and management； education and training, including fellowships； and WHO staff 
development - which showed that WHO was striving for more comprehensive approaches to the 
development of human resources. 

Paragraph 58 of the programme statement mentioned a real decrease in funds for 
traditional human resource activities such as policy planning, management and education, 
and that was cause for concern. Three options might be considered to cope with the 
reduction: seeking other resources, both within and outside WHO; optimizing or 
rationalizing the activities； and under-funding or under-implementing activities. The 
third was, of course, to be avoided. His delegation's conviction that investing in 
people always yielded rewards led it to advocate mobilizing additional resources while 
optimizing WHO'S activities. 

The prospects for mobilizing external resources did not appear very bright, judging 
from the table in Annex 3 of the programme budget document, entitled "Sources of funds 
other than the regular budget: summary by programme". In 1988 his Government had made a 
first extrabudgetary contribution for the purpose of optimizing human resources by 
analysing human resource policies, and the experience had been very productive. It led 
him to wonder whether more active coordination should be sought between bilateral sources 
and WHO programmes that might be useful, inter alia, in the case of the 
Director-General‘s initiative for intensified WHO support to countries in greatest need, 
which Japan had already strongly endorsed. 

Concerning the optimization of activities, his delegation believed role-sharing 
between headquarters and the regional offices was very important. The programme 
statements indicated that it was the role of headquarters to develop methodologies and of 
the regional offices to promote technical cooperation, and that was a sound distribution 
of roles. The two functions were complementary, however. He trusted that the 
Organization would work closely with Member States, thereby enabling the best use to be 
made of existing resources and avoiding duplication of efforts. 

Optimization of activities might also require establishing priorities among the 
planned activities. Due attention should be given to the applicability and cost of the 
methodologies being developed. Human resources policy and planning, for example, was 
known to be costly in both time and money, and the development of methodologies to cut 
down on such investments would be extremely useful. 

His delegation supported the further development of human resources for health and 
endorsed the proposed budget for the programme. 

Dr NOVELLO (United States of America) said her country believed strongly in the 
development of human resources for health and had seconded a nursing officer to assist 
WHO in its activities for the next two years. 

The proposed programme budget for 1992-1993 showed only a moderate increase over 
1990-1991, and that caused her delegation to wonder whether WHO expected additional 
extrabudgetary resources to be forthcoming as the biennium approached. 

The United States agreed that, in addition to developing human resources, it was 
important to maintain a health care delivery system that could efficiently utilize health 
manpower. Paragraph 6 of the programme statement referred to the unemployment of 
physicians in both developed and developing countries after they had undergone extensive, 
and expensive, training. Since human resources frequently claimed the major part of 
health budgets, their efficient management was a critical issue, and must be addressed 
accordingly. 

Regarding the inadequate distribution of human resources - another problem common to 
developed and developing countries alike - she asked whether WHO had an 
information-sharing programme to keep Members informed of successful approaches to that 
serious problem. 

The WHO fellowships programme had the potential to be an effective tool for national 
training, but every effort must be made by headquarters, the regional offices and Member 
governments to award the fellowships in a manner that stressed both economic realities 
and relevance to the national health-for-all objectives, and that allowed for evaluation 
of their effectiveness. 
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Mrs GALVIS (Colombia), noting that allocations for country activities in the Region 

of the Americas had decreased by US$ 576 800 compared with the previous biennium, while 
the budget for regional and intercountry activities in that Region had grown by 
US$ 390 700, asked for an explanation of the changes and of their magnitude. 

Dr CHUNHARAS (Thailand) supported the emphasis placed on the programme within WHO'S 
overall activities. Thailand's main concern related to the granting of fellowships, a 
lengthy process that often delayed the completion of national activities. His country 
had made many attempts, at both the country and the regional levels, to expedite the 
granting of fellowships and, to that end, would like to see the relevant regional 
communications and procedures streamlined. 

Mrs TAMAYO (Cuba) said the training of human resources called for particular 
attention from international organizations. She agreed that the fellowships programme 
should be administered with a view to efficacy and maximum cost-effectiveness. 

Her country had been training its health care professionals through programmes that 
corresponded to its development targets, its needs for health care, especially at the 
primary level, and its objective of making the most effective use of available human and 
financial resources. Cuba had promoted cooperation with other countries in the training 
of medical staff. Hundreds of young people from over 15 countries were now studying in 
the country's numerous schools of medicine and specialized medical institutes. The 
programme for training family doctors had brought about a major improvement in primary 
health care. 

Cuba also attached importance to fellowships for postgraduate study, such activities 
being a form of continuous education. In that connection, she was pleased to report that 
her country was complying with the fundamental provisions of WHO'S policy on fellowships, 
namely follow-up of the utilization of fellows, passing on acquired knowledge, evaluation 
of impact on health services, and fostering of changes in health care management and 
delivery. Cuba had also developed methodological texts for use by a fellowships 
committee headed by a Vice-Minister and made up of officials of the Ministry of Public 
Health. WHO and РАНО staff were invited to attend meetings of the committee. 

The fellowship selection procedure in Cuba conformed to the approved policies and 
programmes for the development of human resources, particularly regarding support of the 
35 recognized medical specialties in Cuba. In that connection, she expressed gratitude 
for the technical support given by PAHO/WHO to her country in developing its policy for 
training human resources for health. From 3 to 7 June 1991 a meeting of members of Latin 
American faculties of medicine, stomatology and nursing would be held in Cuba, offering 
an opportunity for teachers to exchange views and discuss the latest advances in 
methodology and training. 

Dr NTABA (Malawi) said human resources development was an important matter, given 
the resource constraints now being faced. Shortage of staff often emerged as a problem, 
yet in fact the human resources were frequently available - they merely needed further 
training. If sufficient attention was given to the problem, a solution could surely be 
found• 

He agreed with the comment in paragraph 1 of the programme statement that health 
personnel must be available in adequate numbers, must be socially responsible, and must 
be equipped with the necessary scientific, technical and managerial competence. That was 
all the more important in view of the reorientation required as part of the new 
approaches to health services. Attention should be paid not only to traditional aspects 
of developing human resources but also to giving a multisectoral, holistic orientation to 
the training. 

The problem of improper orientation and inappropriate distribution of human 
resources would be with the Organization for a long time unless a serious effort was made 
to address it. Everyone was aware of the difficulties caused by inadequate training and 
the brain drain; it was now time to search actively for innovative solutions. 

Dr KNOUSS (Regional Office for the Americas), replying to the question by the 
delegate of Colombia on the decrease in budgetary allocations for country activities in 
the Region of the Americas, noted that the proposed programme budget for 1992-1993 had 
been drafted in close consultation with the countries of the Region and, in particular, 
with their ministries of health. 
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In the Region of the Americas, WHO resources allotted to training as part of 

technical cooperation under specific programmes within the health science and technology 
component of the programme budget had frequently been increased, sometimes in preference 
to the infras truc ture component, depending on how the human resources development 
activities were to be utilized. Fellowships, seminars and other training activities 
appeared as elements not only of the human resources development programme, but also of 
specific programmes that were still to come up for discussion. 

The Region of the Americas was unique in that the regular budget comprised two 
components: one for WHO, and one for РАНО. The second component would not be made 
definitive until September 1991, and it was therefore difficult to comment on the total 
allocation to be made to human resources development for the biennium 1992-1993. 

Dr JARDEL (Assistant Director-General), replying to the remarks by the delegates of 
the United States and Japan, said every effort was being made to mobilize extrabudge tary 
resources for the programme. A number of countries, as well as nongovernmental 
organizations that supported activities in such areas as nursing care and development of 
learning materials, had already responded. Mobilization efforts would continue so as to 
compensate for the zero growth rate of the regular budget for the programme. 

Comments had also been made on methods of ensuring adequate utilization of trained 
staff and fellowships and on innovative approaches to the training and development of 
human resources. The Organization stood ready to participate in endeavours along those 
lines : for example, by developing better methods of evaluating the results of the 
fellowships programme. It should be understood, however, that in some cases, such as in 
the optimum deployment of fellows, the initiative must come from the countries 
themselves. 

Professor FÛLÔP (Network of Community-Oriented Educational Institutions for Health 
Sciences), speaking at the invitation of the CHAIRMAN, said that in the less than a dozen 
years it had existed, his organization had consistently pursued the objective of 
assisting institutions in countries that had a political intention to introduce 
innovations in the training of health personnel, with the ultimate goal of improving 
health care and contributing to the achievement of health for all. Its aims thus 
coincided to a large extent with those of WHO; it was gratifying to note that his 
organization was mentioned in paragraph 9 of the programme statement. 

The Network embodied the enormous innovative and creative experience of its more 
than 120 institutional and other members, all of which were in the forefront of health 
personnel education for community needs. It was prepared and more than willing to 
continue its close and fruitful collaboration with WHO, through the numerous WHO 
collaborating centres that were Network members. Its efforts would be brought to bear on 
increasing the relevance of the education of health professionals to the needs of their 
communities, assisting in national efforts to undertake major reviews of curricula in 
order to make them reflect the needs of the community more accurately, and supporting 
regional networks of institutions for the exchange of expertise and experience in 
educational sciences - objectives set out in paragraphs 47, 32 and 34 of the programme 
statement, respectively. The Network would also be very pleased to collaborate in and 
contribute to the very laudable efforts of the new WHO global task force on health 
development in the countries of central and eastern Europe• 

In the past two years, the Network had launched a decentralization process by 
establishing regional chapters. Network institutions now existed in all six WHO regions 
and, together with his organization's secretariat and its chapters and schools all over 
the world, stood ready to help in the work of promoting the achievement of health for all 
through the development of human resources for the health of the community. 

The meeting rose at 13h20. 
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The report was adopted.^ 

2á PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolutions WHA42.19, WHA42.43 
and WHA43.16;~documents EB87/1991/REC/1, Part I and Part II, Chapter II, A44/9 2 and 
A44/10) (continued) 

Public information and education for health (major programme 6) (Documents PB/92-93, 
pages B-66 to B-70;EB87/1991/REC/1, Part II, Chapter II, paragraph 47) 

Dr SARN (United States of America) expressed concern at the decrease in the regular 
budget allocation for major programme 6, particularly the marked reduction at country 
level for Africa. Health education was central to many primary health care activities, 
and had been shown to be extremely effective in motivating populations to accept 
preventive health care. Serious consideration should be given to whether it was really 
desirable to decrease the regular budget allocation as proposed, with particular 
reference to the decrease relating to the transfer of resources to major programme 14 
(Health information support). 

Professor MATTHEIS (Germany) endorsed the activities of the programme, but noted 
that it appeared to be suffering from a disproportionate decrease in budget allocation, 
from 2.39% of the total budget for 1990-1991 to only 1.90% of that for 1992-1993. The 
reason given for that reduction was internal restructuring, but it would be interesting 
to know whether a change in emphasis was taking place. The increasing importance of the 
impact of behavioural patterns and life-styles on the health of the population should be 
adequately reflected in the proposed programme budget. Public information and education 
for health was becoming ever more essential in offering new and multifaceted forms of 
health services. She welcomed the greater emphasis on concern for the environment； 
education for health could play an important part in that area, and environmental issues 
were an integral element of health promotion. WHO activities to promote non-smoking, 
planned within the framework of the Olympic Games in Barcelona and in Albertville, would 
support the campaign being mounted in Germany which also focused, inter alia, on sport. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for their interest in 
public information and education for health. The efforts made by the Government of 

COMMITTEE A (Document A44/53) 

(Pakistan), Rapporteur, read out the draft second report of the 

1 See document WHA44/1991/REC/2. 
2 Document WHA44/1991/REC/1, Annex 7. 
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Colombia to provide health education, particularly in schools and colleges, mentioned 
during consideration of major programme 4 (Organization of health systems based on 
primary health care), were greatly appreciated. It was important to involve young people 
in health education, as well as civil servants. Better life-styles were an important 
aspect of disease prevention. He agreed with the delegate of Germany that changes in the 
environment underlined the need for proper education in that area. The question of 
health education in relation to smoking would be dealt with during consideration of 
programme 8.4 (Tobacco or health). Referring to the remarks by the delegate of the 
United States of America, he noted that the budget decrease for health education in 
Africa had mainly resulted from reduced country requests. 

Mr DHILLON (Division of Health Education) stressed the importance of health 
education and community involvement in all programmes for control of diseases, especially 
tuberculosis and tropical diseases, arid in dealing with life-style-related health 
problems. At the previous meeting, the delegate of Colombia had effectively highlighted 
the importance of including education for health in school curricula. WHO'S health 
education and promotion programmes were substantial, and enjoyed a high level of support 
from extrabudge tary sources. Efforts were being made to promote healthy life-styles and 
to create a social climate which would enable and encourage people to adopt healthy 
habits. Those efforts would be continued, with added emphasis on strengthening education 
for health in schools and among children not attending schools. 

Research promotion and development, including research on health-promoting behaviour 
(major programme 7) (Documents PB/92-93, pages B-71 to B-75; EB87/1991/REC/1, Part II, 
Chapter II, paragraphs 48-50) 

Professor BORGOÑO (representative of the Executive Board), introducing the 
programme, said that the Executive Board had emphasized the need for research to provide 
a solid basis for health programmes at the global, regional and national levels. The 
recommendations of the Technical Discussions held at the Forty-third World Health 
Assembly, on the role of health research in the strategy for health for all by the year 
2000, should be implemented in accordance with the available resources and the priorities 
set out in the documents before the Health Assembly. The programme was being 
decentralized, with active regional advisory committees that could ensure participation 
of the countries in their regions, thus ensuring the relevance of research to real 
conditions within countries. There was a need to improve coordination with other WHO 
programmes with an important research component, particularly the Special Programme of 
Research, Development and Research Training in Human Reproduction and the Special 
Programme for Research and Training in Tropical Diseases. It was essential to avoid 
duplication and to ensure the rational use of resources in accordance with the policies 
and objectives of the Organization. In general, the budget allocation to the programme 
had remained stable, although there had been some small increases and decreases in 
various components. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that research promotion and 
development was one of the key programmes of the Organization, since it provided the 
scientific bases for the development of all other technical programmes. The Technical 
Discussions on the subject held at the previous Health Assembly had clearly demonstrated 
the important role that research had to play in attaining WHO's main goal - health for 
all by the year 2000 - and it was gratifying to note that work on the programme in 
1992-1993 would be conducted in the light of the recommendations emerging from those 
Technical Discussions. 

Nevertheless, as in previous years, the programme was not supported by adequate 
financial resources. In view of the financial constraints of the Organization, it would 
be desirable to attract more extrabudgetary funds to finance research activities, and it 
would be seen from the table on pages С-172 to С-174 of the programme budget document 
that some success had already been achieved in that regard; it was expected that 
extrabudge tary funds for research activities under all programmes in 1992-1993 would 
increase by more than 13% compared to 1990-1991 and would amount to US$ 227 million, more 
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than thirty times the regular budget allocation. That gave reason for hope that the 
scientific bases for WHO activities would be appropriately secured. 

Professor MATTHEIS (Germany) drew attention to the unique opportunity that existed 
in Germany to study the effects of two very different health care systems and patterns of 
health behaviour on two basically similar population groups. It was unlikely that German 
experts would be able to carry out the research because of the many things to be done 
within the country. Moreover, it would probably be preferable for the work to be done by 
outside experts. The time available for making use of that rather rare research 
opportunity wast of course, limited. 

Professor MANCIAUX (France) welcomed the emphasis on research promotion and 
development, recognizing that research formed an integral part of many programmes and 
that the funds devoted to it were far in excess of those mentioned on page B-75 of the 
programme budget document. Research was necessary to attain the goal of health for all, 
and it should be directed in accordance with health-for-all objectives, particularly 
where inadequate knowledge hindered the development of health policies. Operational 
research, including evaluation, was needed along with basic research. He particularly 
welcomed research on health-promoting behaviour, since many of the problems discussed at 
the Health Assembly, notably tobacco abuse, AIDS and alcoholism, were related to 
behaviour patterns that were detrimental to health. A comprehensive approach should 
therefore be taken and, along with promoting healthy life-styles, research should also be 
undertaken in the vast area of behaviour that was detrimental to health. It would be 
interesting to know why knowledge available to promote health and to prevent many 
diseases was not applied more effectively in practice, either through national health 
policies or as part of individual behaviour. 

Dr SZCZERBAN (Office of Research Promotion and Development) said that the programme 
had benefited from special scrutiny following the adoption at the previous Health 
Assembly of resolution WHA43.19 which called for certain specific actions. That had 
provided an opportunity to strengthen links between global, regional and country levels. 
The global and regional advisory committees on health research were promoting research at 
country and regional levels, as part of the decentralization strategy. The programme was 
designed to carry out overall promotional and developmental activities. In that context, 
the research opportunity mentioned by the delegate of Germany would be given careful 
attention. Indeed, WHO should extend its research activities to the problems of health 
systems in central and eastern Europe. He welcomed the support for research expressed by 
the delegate of the USSR. Certainly, as the delegate of France had noted, all WHO 
programmes had some research component and the role of major programme 7 was to harmonize 
research activities. Behavioural research was a new area but was of particular 
importance in health promotion. 

General health protection and promotion (major programme 8) (Documents PB/92-93, pages 
B-76 to B-92; EB87/1991/REC/1, Part II， Chapter II, paragraphs 51-57) 

Professor BORGOÑO (representative of the Executive Board), introducing programmes 
8.1 to 8.4, said that, as the programme on nutrition (8.1) was one of the five areas of 
emphasis proposed by the Director-General and endorsed by the Executive Board, an 
increase in the regular budget allocation was proposed. Malnutrition persisted and was 
worsening in various countries throughout the world. It was particularly serious as 
countries had to deal with it using their own resources. The Board emphasized the need 
for nutritional epidemiological surveillance and monitoring, not only to identify 
nutritional deficiencies, but also to detect incorrect nutrition or over-indulgence which 
led to other types of problems. The Board attached importance to the preventive 
programmes dealing with vitamin A and iodine deficiency, and the programme for the 
eradication of endemic goitre in the Region of the Americas. The joint FAO/WHO 
International Conference on Nutrition, to be held in Rome in 1992, with the participation 
of other United Nations agencies, would provide a good opportunity to review policies and 
strategies. 
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The oral health programme (8.2) faced a trend of increasing dental caries in 

developing countries, in contrast to the decreasing trend in developed countries. There 
was thus a need to undertake preventive action in the form of fluoridation of water and 
the provision of oral health education in schools. Oral health was fundamental to 
general health, and education on that aspect should be incorporated in general health 
education, as well as being stressed for all health workers. Unfortunately, the 
decreased budget allocation for the programme limited the scope for action. 

In many countries, accidents were the third most important cause of death. In order 
to elucidate the problem, better information was needed on the different types of 
accidents, especially traffic accidents which constituted one of the main causes of 
morbidity and mortality. Epidemiological surveillance and monitoring were therefore 
required to determine the real magnitude of the problems. The programme on accident 
prevention (8.3) was necessarily multisectoral, since many of the risk factors were 
outside the scope of the health sector: in order to be relevant, the programme had to 
coordinate with such sectors as transport, communications and education. The link 
between traffic accidents and alcoholism underlined the need for integrated action. The 
latter topic would be discussed during consideration of programme 10.2 (Prevention and 
control of alcohol and drug abuse). 

High priority had been accorded to the programme on "tobacco or health" (8.4), since 
tobacco use was a very important cause of morbidity and premature mortality and was a 
"man-made" problem. Despite the economic importance of tobacco in some countries, WHO 
had to be consistent in its promotion of health and should energetically advocate 
non-smoking. FAO had studied the problem and a rapid solution was feasible. Education 
of the population, especially the young, was fundamental to success； tobacco consumption 
was increasing in developing countries, in contrast to the decrease in developed 
countries. The programme could play an important catalytic role, for example through 
promoting "no-smoking" days. Nongovernmental organizations could also contribute to the 
control, if not the eradication, of tobacco use. 

Programme 8.1: Nutrition 

Mr DAYAL (India) said that malnutrition, particularly among children and mothers, 
continued to be a serious problem in most of the developing world. Nutrition was a 
function not only of food availability, but of food accesst supporting health services, 
and health and nutrition education, and food availability must be considered not only at 
the national level but also at the family level and in connection with the distribution 
of food within the family. India had undertaken a number of nutrition programmes and one 
experiment had shown that even serious malnutrition of children could be overcome 
successfully at the home level when supply of proper food supplements, support services, 
and health and nutrition education were integrated through properly trained 
community-level workers who were well accepted by the families and gave time to them. 
His delegation welcomed the joint FAO/WHO International Conference on Nutrition to be 
held in 1992, and hoped that it would pay particular attention to successful 
cost-effective experiences in the developing world in managing malnutrition among 
children and mothers. 

Dr FREIJ (Sweden) said that his delegation welcomed the increasing efforts being 
made to place nutrition issues on the international agenda and the trend towards 
increased cooperation between the relevant international agencies, as evidenced by the 
projected FAO/WHO Conference. In that context, it should be noted that the International 
Code of Marketing of Breast-milk Substitutes was now ten years old. However, 
breast-feeding was still on the decline, particularly in some urban areas of developing 
countries, and the practice of distributing free samples of infant formulas within 
institutions was still going on in some areas. His delegation would like to know how 
those issues were being dealt with at the regional and headquarters levels, and whether 
they were covered by the global nutrition task force. 

Dr NISHIDA (Japan) said that, in view of the importance of nutrition, the 
Director-General was to be congratulated on designating it as a main priority area and on 
his initiative in organizing jointly with FAO the International Conference on Nutrition, 
which would create a momentum for focusing on worldwide nutrition-related activities for 
the rest of the century. 
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Significant changes for the better had taken place throughout the world during the 

past four or five decades in the general socioeconomic situation, but the fact remained 
that poverty still existed in many countries and that in virtually every country there 
were vulnerable population groups which were affected by any crisis. Large numbers of 
children suffering from malnutrition were to be found, especially where tragic disasters 
such as famine, war and cyclones had struck. In considering worldwide causes of death 
and disability, however, it was important to realize that the incidence of infant 
mortality associated with infections and malnutrition was gradually being replaced by the 
disability and death associated with diet-related none ommun i с ab1e diseases, such as 
hypertension, obesity, cardiovascular diseases and cancer, which were due to a 
combination of excessive or poorly balanced food intake and unhealthy life-styles. Since 
the incidence of those diseases would increase in the near future in both developed and 
developing countries, the forthcoming international conference should focus on them as 
well as on the problem of undernutrition. 

Since nutritional status was one of the best indicators of the welfare of 
individuals and thus of societies, a special effort should be made to include nutritional 
status among the objectives of sectoral strategies and development plans. His delegation 
emphasized the great importance of nutrition for health for all and endorsed the 
programme as outlined in the proposed programme budget document. ^ 

Dr TEMBA (United Republic of Tanzania) said that in his country undernutrition was a 
major problem, with high rates of child and maternal deaths arid appreciable deficiencies 
in protein and energy, iodine, vitamin A and iron, leading to nutritional anaemia. It 
was estimated that, of the population as a whole, 28% suffered from protein-energy 
malnutrition, 32% from nutritional anaemia, 25% from iodine deficiency disorders and 6X 
from vitamin A deficiency. 

Government strategies to deal with the nutrition problem could be broadly divided 
into two. The first was policy formulation, giving direction and thrust for 
intervention. The policies concerned with nutrition were: the Arusha Declaration; the 
national food and nutrition policy; the agricultural policy; the national food 
strategy; the health policy; and the policy for women, all of them backed up by 
institutional frameworks for implementation. The food and nutrition policy also 
comprised a medium-term plan of action which addressed the causes of the problem, with 
provision for multisectoral and multidisciplinary cooperation. 

The second strategy was the formulation of programmes for specific nutrition 
problems at various levels. A number of programmes were under way, run by government 
agencies, nongovernmental organizations or donors in collaboration with the Government, 
most notably the joint WHO/UNICEF nutrition support programme and the UNICEF child 
survival and development programme which now covered nine regions, including nearly one 
sixth of all rural villages. Limited regional nutritional status monitoring over the 
past five years in those areas indicated a declining trend in the rates of protein-energy 
malnutrition, with the exception of the Mtwara Region, where that trend had been reversed 
by the severe floods of April 1990. The specific nutrient deficiency programmes 
coordinated by the Tanzania Food and Nutrition Centre (TFNC) had also shown an 
improvement in regard to the prevalence of iodine and vitamin A deficiency. 

The major constraints were related to the country's economic problems, as a result 
of which poverty had remained or increased in some areas, and the Government's ability to 
allocate enough resources to sustain and improve on achievements already made. There was 
thus a need to continue mobilizing internal and external economic resources, to develop 
human resources further through training, and to strengthen national institutional 
capabilities. It was hoped that the international community, through multilateral and 
bilateral sources, governments and nongovernmental organizations, would continue to 
support nutrition activities； in that regard, the support given by UNICEF, WHO and the 
Governments of Germany, Italy, the Netherlands and Sweden for nutrition activities were 
greatly appreciated. 

As a contribution to the 1992 joint FAO/WHO International Conference on Nutrition, 
the United Republic of Tanzania had hosted in Arusha, from 4 to 8 March 1991, a meeting 
of a drafting committee, which had prepared a document on the International Decade on 
Food and Nutrition in Africa. The Decade would focus concern on effective advocacy of 
the formulation and implementation of community-based nutrition plans supported by 
adequate economic, human and organizational resources. 

The programme for the control of iodine deficiency disorders, coordinated by TFNC, 
was the most notable specific nutrient deficiency programme in the country, started after 
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it had been realized that nearly 10 million people, or 40X of the population, were at 
risk, of whom 5 million suffered from endemic goitre, 160 000 were cretins and probably 
450 000 were cretinoids. The SIDA-supported short-term measures based on the use of 
iodated oil capsules so far covered more than 3 million people in severely affected 
districts, and a recent evaluation had shown a decrease of more than 50Z in the rate of 
visible goitres. There had also been good progress in the long-term programme of salt 
iodation, which was being supported by the Netherlands Government through UNICEF. 
Iodation machinery had already been installed at three sites, and production was expected 
to start in May 1991; the capacity was for the iodation of some 37 000 tons per year, 
about 40% of the national requirement for salt for human consumption. The United 
Republic of Tanzania firmly supported regional and global efforts for the virtual 
elimination of iodine deficiency disorders by the year 2000. The Government, through 
TFNC, had hosted meetings of the International Council for the Control of Iodine 
Deficiency Disorders (ICCIDD) and the African WHO/UNICEF/ICCIDD task force in 1990, as 
well as a successful two-week UNICEF/WHO/TFNC management training workshop on iodine 
deficiency disorders for English-speaking African countries from 4 to 15 February 1991. 

Dr CORNAZ (Switzerland) said that her delegation recognized the key role of 
nutrition in health and supported WHO's efforts in that area. Three specific aspects of 
nutrition called for particular attention: the nutrition of mothers, girls and young 
women, which was too often neglected, although it was vital for public health; the 
promotion of breast-feeding and sound weaning practices； and changes in eating habits 
due to socioeconomic development, which often tended to aggravate malnutrition despite 
certain economic advances. She requested further information on WHO's contribution to 
preparations for the joint FAO/WHO International Conference on Nutrition to be held in 
1992, on the role of collaboration with UNICEF in that regard and on the funding and 
terms of reference of the global Nutrition Task Force referred to in paragraph 6 on 
page В-77 of the programme budget document. 

Dr SARN (United States of America) endorsed the comments of the previous speaker 
concerning the role of nutrition and WHO's efforts in that regard. 

In paragraph 9 on page B-77 of the programme budget document, it was stated that in 
the Region of the Americas support would be extended to improve the quality of 
"convenience foods" for the Region's large urban populations, for example through their 
fortification with iodine, vitamin A and iron. It was to be hoped that that brief 
statement would not convey the impression to the public that the intention was to set up 
generalized and widespread fortification programmes without careful examination of 
micronutritional needs and food consumption patterns； it was specifically because of the 
differences in micronutritional problems throughout the Americas that national 
authorities were advised against iodine fortification of diets unless there was clear 
evidence of the need for that element. That recommendation was based on studies of both 
risk-benefit and cost-benefit considerations. 

Dr SAEID (Iraq), agreeing on the importance of nutrition, said that, whereas his 
country had previously had some excellent programmes in that area, which had led to 
substantial reductions in the infant mortality rate, the events of the past year had 
deprived the Iraqi people, particularly the children, of adequate nutrition; thus, milk 
prices were now exorbitant, and certain Member States of WHO were preventing milk 
supplies from reaching Iraq. When enormous sums were being allocated to the development 
of programmes for improving the nutrition of all populations throughout the world, WHO 
must play its part in making all Member States aware of the fact that political 
considerations should not be allowed to intervene in the field of nutrition and that no 
children in those States should be deprived of adequate nutrition, since that could only 
have an adverse effect on the Organization's programmes. Iraq fully supported the 
convening in 1992 of the International Conference on Nutrition, which could play an 
important part in promoting the ideas he had just outlined; Member States should adopt a 
very clear position on the issues to be examined by the Conference. 

Dr EGOZ (Israel) recalled that, when expressing support for resolution WHA43.3 on 
protecting, promoting and supporting breast-feeding, his delegation had noted that, 
whereas Israel's Ministry of Health had officially adopted the recommendations on 
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labelling of the International Code of Marketing of Breast-milk Substitutes, local 
compliance had been only voluntary, since the necessary legislation had yet to be 
introduced. Since then, appropriate laws had been enacted. Breast-feeding remained a 
basic component of parent information and education activities offered by the nationwide 
network of family health centres as well as by nongovernmental organizations. 

Professor MANCIAUX (France) said that his delegation generally supported the 
programme, although it considered that its importance warranted the allocation of much 
greater resources. The International Code of Marketing of Breast-Milk Substitutes was 
now nearly ten years old, and the time had come for an evaluation of its implementation, 
comprising inter alia a survey of the worldwide prevalence of breast-feeding and a study 
of regulatory and legislative changes that had taken place in various countries as a 
result of the adoption of the Code. The problem of nutritional anaemia among pregnant 
women was a cause for great concern, especially in developing countries where repeated 
and closely-spaced pregnancies in poorly nourished women, some of whom had begun their 
reproductive life before they had finished growing, had extremely adverse effects on the 
health of both mothers and children. He requested further information on WHO's 
activities in that area, which concerned not only nutrition but issues of family planning 
and maternal and child health. His delegation fully supported the convening of the joint 
FAO/WHO International Conference on Nutrition in Rome in 1992. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) joined previous 
speakers in welcoming the excellent proposals put forward in the programme budget and the 
progress achieved in improving nutritional status around the world, especially in the 
developing countries. He endorsed the comments of previous speakers concerning the 
importance of breast-feeding. The United Kingdom was in the forefront of the movement to 
promote breast-feeding throughout the world and he therefore seconded the proposal made 
by the delegate of France for an evaluation of the application of the International 
Code. His country would be most willing to share its experience during such an exercise. 

He joined the delegate of Switzerland in requesting further information on the 
progress made in plans for the International Conference on Nutrition, as some concern had 
been expressed about the state of preparedness for it. As had already been stated on 
other occasions, one of the important aspects of preparing for the Conference was that 
its primary focus should emerge from the country-level process preceding it. 
Country-level efforts were needed in order to determine each country's problems and their 
causes, magnitude and trends, existing institutional capabilities for tackling them, and 
needs and priorities for assistance. 

Concerning the International Code of Marketing of Breast-milk Substitutes, he 
requested information about the part played by WHO in the context of the preparation of 
the relevant European Community directives. 

Dr NAPALKOV (Assistant Director-General), replying to comments and questions, said 
that the question of breast-feeding and breast-milk substitutes would be examined in 
greater detail during consideration of programme 9.1 (Maternal and child health, 
including family planning). 

The Director-General had announced at the previous Health Assembly that nutrition 
would be one of the five critical problem areas to receive greater emphasis in the 
1990s. The joint FAO/WHO International Conference on Nutrition, to be convened in Rome 
in December 1992, represented one of the significant developments in that context. A 
technical preparatory meeting was to be held in Geneva in late August or early September 
1992. Despite the short time available for preparation, work had been initiated some 
time earlier and was progressing well. An official communication had already been sent 
to Member States of WHO and FAO, inviting them to participate in preparations. Bearing 
in mind the differences in nutritional problems in the world, the Conference could be 
expected to have a strong regional and country focus. Preparations were already under 
way in many countries, with existing FAO and WHO activities forming part of country 
contributions. The Conference would be a major event in the process of mobilizing 
national and international activities and in alleviating nutritional problems throughout 
the world. Country and regional findings would provide the basis for the development of 
main background documents giving an assessment and analysis of trends and current 
problems in nutrition, as well as for the plan of action and the generation of relevant 
principles and strategies at the Conference. 
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The most dramatic success in nutrition in the current decade would probably be in 

the area of specific nutritional deficiencies, with the global elimination of iodine 
deficiency disorders and of vitamin A deficiency and related blindness, as well as a 
substantial reduction in iron deficiency anaemia. In that context, he drew attention to 
the proposed international meeting to be held in Montreal, Canada, from 29 to 31 July 
1991, with joint WHO, FAO, UNICEF, World Bank and UNDP sponsorship and bilateral 
support. It would be a policy meeting to which Member States with significant iodine, 
vitamin A and iron deficiency problems would be invited with a view to mobilizing 
commitment, action and support to attain the goals of elimination by the year 2000. 

Dr ROCHON (Division of Health Protection and Promotion) confirmed that the approach 
adopted in relation to the International Conference on Nutrition took into account the 
socioeconomic aspects of nutrition, particularly the problem of poverty. Work was not 
merely focused on general policy but also specifically addressed regional and country 
problems. Preparations included analysis of nutritional and related health problems and 
an in-depth study of their major causes. Referring to the operational aspects of 
preparation for the Conference, he confirmed that, while the two main components of the 
management machinery - the joint FAO/WHO coordination committee and the joint 
secretariat - had taken some time to be established, they were now operating effectively, 
with the committee meeting regularly to discuss and resolve problems as they arose. Work 
was well under way and the two organizations were sharing the work fairly equally in 
respect of the preparation of case studies and of main documents, with WHO particularly 
involved in the technical aspects of nutrition in relation to health. A member of the 
FAO Secretariat would be present later during the Health Assembly and would be available 
to provide further information. 

On the question of the technical aspects of vitamin A and iodine deficiencies and 
nutritional anaemia t he confirmed that WHO had reacted promptly to recommendations made 
by other agencies, including UNICEF, for global action to deal with such problems. Two 
meetings had already been held on those subjects and it was planned to hold a third in 
Geneva at the end of May 1991 to look into the state of research and knowledge, in which 
the organizations concerned and experts on the subject would participate. While the 
technical work had been completed, the implementation of the relevant programmes was to 
be considered in greater depth in conjunction with the other WHO units concerned. 

Dr PRADILLA. (Food and Nutrition Programme) said, in reply to questions raised by the 
delegates of Switzerland and France, that there were three task forces concerned with 
nutritional aspects : the task force for child survival, which formed part of the 
organizing group for the meeting on micronutrients, to be held in Canada in July 1992; a 
regional task force involved in the preparation of the International Decade on Food and 
Nutrition in Africa, which was also active in preparations for the International 
Conference on Nutrition; and an internal task force to facilitate interaction in all 
divisions and programmes concerned with nutritional status and the prevention of 
malnutrition. Collaboration was taking place in relation to nutritional anaemia, with 
the Safe Motherhood Initiative playing a role in efforts to study and prevent nutritional 
anaemias during pregnancy. While the causes of deficiencies were known, there were not 
enough pharmaceutical agents appropriate for a long-term supply of iron, giving rise on 
occasion to difficulties in obtaining compliance on the part of the health sector and the 
patient. In the context of maternal nutrition, WHO was active in an interagency working 
group to study factors and means for measuring nutritional status in pregnancy. 

In reply to the request by the delegate of Switzerland for further information 
concerning the global Nutrition Task Force, he confirmed that the paragraph cited 
referred to the internal task force, which had been created as a means of 
institutionalizing the coordination action already taking place in practice and brought 
together seven important programmes related to aspects of nutrition, including those on 
environmental health, family health, communicable and noncommunicable diseases, economics 
and policy, in an effort to harmonize different activities, increase efficiency and 
minimize duplication of effort. 

(For continuation, see summary record of the seventh meeting, page 93.) 
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Programme 8.2: Oral health 

Dr DOSSOU (Benin) said that, while there could be no doubt that considerable 
progress in oral health had been achieved in the developed countries, the situation was 
becoming increasingly alarming in the developing countries f mainly as a result of 
changing nutritional habits, with the population - especially children - consuming 
increasing amounts of sugar and refined food. WHO had financed surveys in two areas in 
her country in 1989 and 1990. Of 2160 children aged 6, 12 and 15 years in Cotonou, 151 
had caries and over 90% had periodontal problems. It had also been noted that 90% of 
children still used traditional chewing sticks for cleaning their teeth, 10% used 
toothbrushes and 5X did not clean their teeth by any method. Given such alarming 
statistics, a WHO-supported programme was being undertaken, based initially on the 
training of teachers and health personnel as a first step in providing information and 
education on oral health. It was hoped that increased support from WHO and other 
development partners would be made available to strengthen existing oral health services 
and to establish a service in the sole remaining area of the country which did not yet 
have any such infrastructure. In addition, a local dental specialist was undertaking a 
study of the fluoride content of drinking-water in different areas t following which 
consideration was expected to be given to the fluoridation of drinking-water. The 
support of WHO and other organizations was greatly appreciated. 

Dr GEORGE (Gambia) commended WHO on recognizing the importance of oral health, 
especially the serious problems being encountered in developing countries, which were 
affecting the quality of life and having a negative impact on other programmes, such as 
maternal and child health and nutrition. The situation called for the integration of 
oral health into general health programmes in order to permit more cost-effective methods 
of oral health delivery making maximum use of existing health infras truc ture s and 
personnel. Emphasis must be given at country level to capacity- and institution-building 
through training and infras truc ture support. In that connection, he expressed 
disappointment at the reduced budget allocation for oral health at the country level in 
Africa and the absence of extrabudge tary resources at both country and regional levels. 

Professor MANCIAUX (France) congratulated the Secretariat on the sustained quality 
of its work in the area of oral health despite insufficient means. Oral health was an 
essential programme closely related to activities in other fields such as nutrition and 
health education. The increased prevalence of caries, particularly in developing 
countries, together with the absence of appropriate preventive measures and care, and the 
aging of the population meant that the problem was growing and greater efforts were 
required to overcome it. He requested information on the progress and role of WHO in the 
second global survey to study the prevalence of dental caries. He endorsed the statement 
by the delegate of Benin, which had rightly drawn attention to concerns about periodontal 
conditions related to lack of oral hygiene and aging. He also requested further 
information concerning the role played by WHO in regard to AIDS-related oral lesions and 
to studies on the subject. 

Dr TEMBA (United Republic of Tanzania) said that his country had a well-developed 
and well-managed oral health programme, which was fully integrated into its primary 
health care system. The programme stressed the promotion of community oral health and, 
accordingly, provided oral health education for health workers, schoolchildren and 
village populations. 

One major difficulty in delivering community oral health care was the lack of 
equipment in the majority of health care facilities, particularly those in rural areas, 
which were often still without electricity. The high cost of dental equipment, 
particularly anaesthetic cartridges, was impeding his country's efforts to train oral 
health workers. WHO, in collaboration with other interested partners, should study ways 
of manufacturing affordable dental equipment that was appropriate to rural environments. 

Dr NOVELLO (United States of America) commended WHO on its effective coordination of 
the work of WHO collaborating centres, in particular the cooperation between the oral 
health programme and centres dealing with HIV infection, which increased opportunities to 
discuss common initiatives, pool resources and avoid any duplication of efforts. 
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Dr SAEID (Iraq) commended WHO on its oral health programme. However, he wondered 

how his own country could achieve "health through oral health" as advocated in the 
proposed programme budget, page B-81, paragraph 6, when the boycott in force prevented it 
from receiving most oral health products. Did the United Nations not consider that oral 
health products were vital to his country? Oral health programmes in Iraq had suffered 
greatly during the Gulf crisis and were still suffering. In spite of those formidable 
difficulties, the Ministry of Health was endeavouring to ensure effective implementation 
of all WHO programmes. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) welcomed the 
excellent progress being made in the oral health programme. As in other industrialized 
countries, the prevalence of dental caries in the United Kingdom was decreasing. 
Consequently, the number of undergraduate dental students was currently being reduced: 
there had been a 10% cut in 1983 and a further 10% reduction had been approved in 1987. 
At the same time, as of 1991 the period of undergraduate dental training was being 
lengthened to five years. 

Dr NJELESANI (Zambia) said that in most countries oral health had been overshadowed 
by other more exotic aspects of medicine, resulting in a lack of progress in dental 
training. 

He agreed with the delegate of the United Republic of Tanzania that the high cost of 
dental equipment was a problem in rural areas and he therefore supported the suggestion 
that WHO should seek ways to make available appropriate dental equipment. He would be 
willing to discuss that matter with other interested parties. 

Dr BARMES (Oral Health) said WHO believed early diagnosis of oral mucosal lesions 
was vital to the entire AIDS campaign and it was therefore actively collecting data on 
those conditions and developing standards to facilitate the rapid and effective 
collection of such data. Of most concern was the condition of hairy leukoplakia and the 
recrudescence of certain periodontal conditions that had not been seen, at least in 
highly industrialized countries, until the beginning of the AIDS epidemic. WHO had 
produced a computer-assisted teaching programme in that field, which was being widely 
used. 

WHO had a task force which was trying to define simple, inexpensive dental equipment 
and to provide procurement assistance to countries. While hampered by scarce resources, 
WHO had had success in that area. There was one positive aspect to the scarcity of 
anaesthetic cartridges: it prevented oral health professionals from resorting to the 
wholesale extraction of teeth as a substitute for preventive and conservative care. 

The international collaborative study on oral health outcomes had been completed in 
New Zealand and Poland and was under way in Germany, USSR (Latvia) and United States of 
America. That exercise, which was a follow-up to a collaborative study undertaken in the 
1970s and 1980s, was designed to help shape future oral health strategies. The work of 
the global oral data bank complemented that of the study and kept WHO abreast of 
statistics on dental caries and periodontal disease. 

WHO was also ready to continue contributing to the survey work mentioned by the 
delegate of Benin. 

The Organization was aware of the need for a list of essential equipment items and 
had been working on that matter with the responsible authorities. 

Whereas dental schools were closing and the number of dental students was declining 
in many industrialized countries, concerns were quite different in some of the developing 
countries, where oral health problems were on the increase. In any event, it was 
important for all countries to look very carefully at the types and numbers of 
individuals being trained and to try to adjust to changing needs and to integrate such 
training into other health care training. 

Programme 8.3: Accident prevention 

Professor MANCIAUX (France) said that his country attached great importance to the 
programme on accident prevention. Accidents represented a major public health problem in 
terms of morbidity and loss of life. Yet the efforts of WHO and the health community as 
a whole in that area were inadequate, perhaps because accident prevention was a 
multifaceted issue calling for a multisectoral approach. 
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WHO needed to widen its approach to the field of health-damaging behaviour. It 

should attempt to combat not only accidents but the factors giving rise to them and 
should develop a strategy whereby safety education was incorporated into overall health 
education. In addition, the scope of the accident prevention programme should be greatly 
expanded to include all aspects of violence, to the extent that they affected public 
health. Such an expanded approach would certainly give renewed dynamism to the 
programme. 

Professor ANSARI (Pakistan) agreed with the previous speaker that safety education 
was an important aspect of accident prevention. 

A study in Karachi had demonstrated that nearly 36% of accidental deaths involved 
pedestrians, yet in Pakistan victims of traffic accidents were often not treated 
immediately because of complicated medicolegal formalities. He wondered if WHO could 
provide assistance in making the appropriate legislative changes so that the injured 
could receive immediate care. 

According to the programme statement (paragraph 23 on page B-87 of 
document PB/92-93), there were major shortcomings in the planning of national programmes 
and in evaluation. Since accident prevention was an issue of great importance, he urged 
WHO to give priority to resolving those problems. He hoped, however, that extrabudge tary 
funds could be found for the programme； allocations for it in the budget for the Eastern 
Mediterranean Region were very small. 

Dr NOVELLO (United States of America) agreed with the delegate of France on the 
importance of accident prevention as a public health issue. More mortality and morbidity 
data on accidents and injuries were needed in order to increase the awareness of those 
who shaped legislation on accident prevention. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that his 
country endorsed the general orientation of the programme on accident prevention and 
welcomed the increased budgetary allocation. It approved in particular the stress laid 
on accidents in the home, at the workplace and in the agricultural sector. 

Injuries from traffic accidents had been greatly reduced in many countries as a 
result of legislation making the wearing of seatbelts and protective helmets mandatory as 
well as active campaigns against drinking-and-driving. The same attention needed to be 
paid to accident prevention in other areas. 

Reducing accidents required a multidisciplinary and multisectoral approach and he 
commended the efforts of the European Regional Office along those lines. 

In its accident prevention programme, the United Kingdom had placed considerable 
emphasis on the need to change public attitudes. While health professionals were in a 
position to have a significant impact on societal attitudes towards accident prevention, 
their role in that respect was still poorly defined. His Government was thus encouraging 
health professionals and health authorities to become more active in accident 
prevention. WHO was also endeavouring to clarify the role to be played by health 
services in that field. 

Dr ROCHON (Division of Health Protection and Promotion) said that for the next 
biennium WHO would certainly follow the suggestions made concerning accident prevention. 
In particular, it would seek to give the programme a larger public health perspective and 
to emphasize the connection between health education and accident prevention. It would 
further seek to enlarge the programme to include violence as a public health problem and 
to address the separate concerns of various subgroups, such as elderly people and 
agricultural workers. 

The meeting rose at llhl5. 
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Programme 8.1: Nutrition (continued from the sixth meeting, page 89) 

Mr CLAY (Food and Agriculture Organization of the United Nations), said that the 
forthcoming International Conference on Nutrition would discuss one of the world's most 
serious problems - that of undernutrition, malnutrition and diet-related diseases - and 
FAO welcomed the opportunity to collaborate with WHO in assisting countries and agencies 
to deal with those problems and to raise the corresponding financial resources. As 
nutrition was a central link between agriculture and health, it was important that the 
two sectors should work together. He hoped that the International Conference on 
Nutrition, rather than reflecting the separate views of two international agencies on 
ways of improving nutrition, would provide an opportunity for joint action to focus 
attention on the problems within each country, problems that had persisted as a result of 
failed social and economic policies； to mobilize resources from donor communities； to 
enlist the cooperation of nongovernmental organizations regarding problems of 
malnutrition; and to develop effective and sustainable national programmes. As the 
problems of malnutrition extended far beyond the capacities of the agriculture and health 
sectors to alleviate them, FAO was collaborating not only with WHO but also with UNICEF 
and with the Subcommittee on Nutrition of the Administrative Committee on 
Coordination (ACC). It was essential to generate government commitment and willingness 
to direct resources towards the development of sustainable programmes, as a first step 
towards freeing the world from hunger and malnutrition. 

Programme 8.4: Tobacco or health 

Dr SANGSINGKEO (Thailand), welcoming the comprehensive approach to the problem of 
"tobacco or health" reflected in document A44/9 , which also covered the international 
trade in tobacco products, noted the correlation between the rapid increase in cigarette 
imports and the increase in cigarette consumption in countries where per capita 
consumption had been relatively low, which would jeopardize any advantage that might be 
derived from previous anti-smoking efforts. Control of tobacco trading, especially the 
international trade, was therefore essential if any anti-smoking programme was to be 
effective. 

His delegation hoped that WHO's action would increase awareness of the health 
hazards of tobacco products and the inadvisability of including tobacco products in any 
international trade negotiation. It supported the resolution on smoking and travel 
proposed by the Executive Board in its resolution EB87.R8. All domestic air flights and 
airconditioned buses and trains in Thailand were now smoke-free. 

-93 -

1 Document WHA44/1991/REC/l, Annex 7. 
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Dr СICOGNA (Italy) said that smoking was still a major health problem which, 

according to WHO estimates, killed about three million people per year. Although smoking 
rates were decreasing in several developed countries, they were still high in many 
countries of Europe and in the developing world. Italy had taken legislative measures,in 
line with action by the Member States of the European Community, to decrease the 
prevalence of the smoking habit and to prohibit smoking in cinemas, ground transport and 
domestic air flights. Concerted action on smoking and health within the European 
Community and among neighbouring countries was extremely important. 

He welcomed the fact that WHO continued to collect and disseminate data on the 
epidemiology of tobacco use, on tobacco-related diseases and on legislative measures to 
counteract the spread of the smoking habit, as it was only on the basis of accurate data 
that policy-makers and public health and education authorities could conduct effective 
national control. It would be useful if a report describing global trends in tobacco 
use, smoking rates and smoking-related diseases could be presented to the Health Assembly 
every three years. 

Dr NTABA (Malawi) expressed gratitude to WHO for having sent a consultant to his 
country to examine the economic issues related to tobacco - a long-awaited response from 
WHO to his country's repeated appeals for assistance in that respect. He hoped that the 
consultant's full report, to which there was a reference in paragraphs 86-92 of 
document A44/9, would be distributed to interested Member States. 

Although paragraph 40 of document A44/9 indicated that despite FAO's readiness to 
assist countries in investigating crop diversification possibilities, no request for 
assistance had been forthcoming, Malawi, having requested such assistance from WHO since 
1986, had referred to its economic dilemma in regard to tobacco at the meeting of FAO's 
Committee on Commodity Problems in June 1989. FAO had indicated the considerable work 
already done on the economic impact of tobacco and the difficulties of achieving crop 
substitution and crop diversification. The Committee on Commodity Problems had concluded 
that notwithstanding the adverse health effects of smoking, tobacco was of great 
socioeconomic importance - a conclusion that gave little real hope of tobacco crop 
replacement. Further work had been done with FAO in Malawi on crop diversification, 
which had proved difficult if not impossible to achieve. Furthermore, a Malawi 
Government/World Bank workshop on economic aspects of agricultural productivity and 
options for farmers had actually recommended tobacco production. 

Among the series of World Health Assembly resolutions adopted since May 1970, all 
calling for further study of crop diversification in tobacco-growing areas with a view to 
mitigating the anticipated economic consequences of the decrease in tobacco consumption, 
particular attention should be paid to resolutions WHA42.19 and V7HA43.16, which had 
requested the Director-General to carry out specific studies on economic issues in 
tobacco-dependent countries and provide information on effective progress regarding 
assistance to those countries. He left it to the Committee to judge whether document 
A44/9 fully responded to those requests. 

His country, whose economy depended heavily on tobacco, had received nothing from 
WHO in response to its requests, except the services of the consultant in June 1990. He 
was concerned over the statement in paragraph 20 of the document A44/9 that the "tobacco 
or health" programme had been confronted with opportunistic demands that were not 
directly in line with WHO's usual range of approaches, and over the suggestion in 
paragraph 21 that decisions on detailed priorities for the "tobacco or health" programme 
should be left to the Technical Advisory Group and the Director-General, while the 
Executive Board and the World Health Assembly would respecify the major orientations of 
the programme. His country disagreed with WHO's implicit denial of democratic choice on 
an issue as important as tobacco. No adequate assessment had yet been made of the 
benefit derived from tobacco production in terms of the foreign exchange position of the 
producing countries. He would like to see a balanced and pragmatic implementation of the 
Health Assembly's resolutions on tobacco, especially as FAO and others had not been able 
to suggest a significant solution to the tobacco dilemma. 

His delegation would not stand in the way of a consensus on the resolution 
recommended by the Board in resolution EB87.R8, but did intend, with other delegations, 
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to propose a further draft resolution concerning the social and economic issues of 
"tobacco or health". 

Dr LARIVIERE (Canada) commended WHO on the leadership it was providing and on the 
effectiveness of the "tobacco or health" programme. While understanding the difficulties 
faced by tobacco-producing countries, as described by the delegate of Malawi, he 
considered that the Organization had made every effort, within the limits of its 
competence, functions and resources, to tackle crop diversification and mitigate the 
socioeconomic impact of the "tobacco or health" programme in tobacco-producing 
countries. He supported the resolution on smoking and travel contained in resolution 
EB87.R8. 

Ms CONLEY (Australia) said that Australia strongly supported the aims of the 
"tobacco or health" programme and had taken firm and decisive action in putting its own 
anti-tobacco strategies in place. With the recent adoption of a national health policy 
on tobacco by all Australian states and territories, the anti-smoking initiatives being 
conducted under the national campaign against drug abuse had been placed within a defined 
and broad framework. The policy would facilitate decision-making and action at all 
levels in Australia and would ensure consistency of approach in future efforts to reduce 
the harm caused by tobacco to the community. It embraced aspects of the nine elements 
specified in paragraph 4 of resolution WHA39.14 and suggested strategies on marketing, 
availability, taxation, education, passive smoking, cessation services and monitoring. 

Other Australian initiatives to combat tobacco consumption included: an effective 
national media campaign to reduce smoking by young women； a ban on print media 
advertising of tobacco products from 28 December 1990; examination of methods used to 
eliminate the promotion of tobacco products through sponsorship of sporting and cultural 
events； a review of health warnings and content labelling on tobacco products； and an 
examination, just begun, of the feasibility of agreeing on a national approach to smoking 
in restaurants. Furthermore, the highest court in Australia had taken a landmark 
decision that would have a significant impact on the occupational health and safety 
aspects of tobacco smoking and exposure of nonsmokers to it. The court's finding that 
compelling scientific evidence existed that exposure to cigarette smoke caused lung 
cancer, asthma and, in young children, respiratory diseases, would have profound 
implications for workplace practices and broader societal attitudes in relation to 
smoking, both in Australia and elsewhere. 

Australia had also taken action on the issue of tobacco smoke in public transport, 
including banning smoking on domestic airline flights and commuter services as well as on 
the Australian component of international flights. In considering unilateral and 
bilateral action to eliminate smoking on international flights, Australia would fully 
support consideration of smoking restrictions through ICAO and other appropriate 
multilateral organizations. The Minister for Transport and Communications had recently 
offered to engage in bilateral discussions with Canada aimed at eliminating smoking over 
certain sectors on the Australia-Canada route. 

Dr TAWFIK (Jordan) welcomed the efforts the Organization had made to control and 
reduce the spread of tobacco consumption throughout the world. In Jordan, legislation 
had been promulgated to combat tobacco consumption, which included a ban on advertising 
in public places and a ban on smoking in public transport and in public places. Health 
centres had also taken vigorous measures, in cooperation with governmental and 
nongovernmental organizations, to alert vulnerable population groups to the dangers of 
tobacco. In addition, the people's active cooperation was being sought in a campaign 
against smoking through the establishment of an anti-smoking federation. 

In view of the current heavy advertising of tobacco in mass media internationally, 
Jordan considered that WHO should recommend a universal ban by countries on all cigarette 
advertising in any form of mass communication. Governments should shoulder their 
responsibilities in that connection. He himself, as a former heavy smoker who had 
voluntarily given up the habit, was conscious that smokers everywhere needed to be helped 
to make the right choice by being made aware of the serious health risks for themselves 
and others, as well as of the financial implications. Likewise, countries must take the 
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humanitarian and moral decision to ban sales of tobacco products despite the loss of 
revenue involved. It was paradoxical that, as has happened in Jordan recently, a major 
newspaper could run a story about a child developing lung cancer through passive smoking 
and at the same time carry a full-page advertisement for cigarettes. Firm measures must 
be taken by States if the adverse effects of tobacco use were to be reduced. 

Dr MIRCHEVA (Bulgaria), commending the "tobacco or health" programme, said Bulgaria 
was prepared to implement the measures recommended to combat smoking. However, no trend 
towards a reduction in smoking had as yet been observed in her country. In addition, the 
extension of the habit to younger age groups did not augur well for the country's future 
health. She agreed that the State had a vital role to play in the fight against smoking 
in view of the economic and health implications of the production and use of tobacco. 
Unfortunately, despite legislation and health education, Bulgaria's efforts to combat 
smoking had not given as satisfactory results as those achieved by other countries. The 
problem had still not been placed on a proper scientific or social footing. It was also 
a fact that smoking was not solely a medical matter and could not be tackled through 
health measures alone. Unfortunately, the medical profession was not actively engaged in 
the fight against smoking nor was sufficient attention given to it in the educational 
field. Tobacco advertising did exist, although in an indirect form. No economic 
measures had yet been taken by the State to curb the spread of smoking or of tobacco 
production. The first priority for and the most promising approach to the control of 
smoking in Bulgaria would be the preparation of a national strategy on the basis of an 
epidemiological survey that determined smoking patterns, the motives for acquiring the 
habit, the level of health awareness, the demand made on medical services for the care 
and support of those wishing to give up smoking, the potential for reducing cultivation 
of tobacco, and the economic impact of doing so. 

Professor LU Rushan (China), welcoming the Director-General‘s report, said that 
tobacco was a major cause of disease and premature death. He endorsed the objectives and 
measures set out in the programme statement, and in particular promotion of the concept 
of a tobacco-free society. In view of the number of children at risk of tobacco-induced 
diseases, there was an urgent need for campaigns against tobacco use and in particular 
against exposure to passive smoking in public places and public transport, including 
aircraft. The holding of World No-Tobacco Days was also an important promotional 
measure, as would be the publicizing of a slogan promoting tobacco-free transport. 
Example was another extremely important means of persuasion; health workers, teachers 
and even film stars should be seen to be non-smokers or former smokers who had given up 
the habit. The information system described in paragraph 28 on page В-91 of 
document PB/92-93 would prove extremely useful in the preparation of national and 
regional programmes. 

In recent years, cigarette smoking had declined in industrialized countries but was 
increasing in the developing world. The sale of tobacco products to developing countries 
was thus a matter for concern. China was a major producer and consumer of tobacco 
products and had suffered considerable harm from their use. Sixty per cent of men and 
40X of women were smokers. Anti-tobacco campaigns had been conducted with the 
cooperation of the Ministry of Health. In the spring of 1990 a national "tobacco or 
health" association had been founded with branches in centres throughout the country； it 
would hold its second national congress in late May 1991. In addition, China had adopted 
many legislative measures to combat tobacco use. It was hoped that WHO and other 
international organizations would continue their joint efforts to improve control of the 
use of tobacco. 

Dr VAN ETTEN (Netherlands) welcomed the Director-General‘s report and commended the 
activities of the Organization on tobacco control. It was gratifying that tobacco 
consumption had decreased in industrialized countries, as a result in part of governments 
following policies recommended by WHO. Although national, regional and international 
bodies had all contributed to tobacco control, WHO played an indispensable role. 

His delegation was concerned at the increase in tobacco consumption in developing 
countries and the increase of marketing activities in those countries and, more recently, 
in eastern Europe by multinational tobacco manufacturers. The Organization should 
continue to make reduction of tobacco use a priority, but should strengthen its 
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efforts to that end in developing countries and in eastern Europe. For that purpose, was 
imperative that WHO should continue its close collaboration with FAO and ILO. 

WHO might consider looking into the possibility of joining with other United Nations 
agencies and with multinational tobacco manufacturers for the purpose of drawing up a 
special code of marketing for tobacco products. Codes of that nature already existed in 
some European Community countries. An international code would reinforce other effective 
control measures, such as legislation and public information. 

Mrs TAMAYO (Cuba) said the Director-General‘s comprehensive report made a useful 
contribution to work on control of tobacco consumption. Cuba's activities were in line 
with WHO guidelines； efforts to improve health thus included active discouragement of 
smoking, which was a widespread habit in Cuba. Cuba's programme of action to discourage 
smoking took account of the need to involve other sectors as well as health in the task, 
through the work of a national group. The major thrust of the programme was to guide, 
inform and educate the general population to enable them to make informed decisions. 
Such action was backed by legal measures and by surveys to determine epidemiological and 
other data to provide feedback. Good results had been achieved at community level 
through health education and promotion by family doctors and by schools. The mass media 
were also playing a useful role. As a result of all those efforts, tobacco consumption 
had gradually been declining, by 1.36% per year between 1980 and 1990 for the population 
group of 13 years of age and above. For the population aged 17 years and above the 
annual decline had been 1.44% in the same period. Per capita consumption of tobacco 
between 1970 and 1990 in that age group had been almost halved. The official price of a 
packet of cigarettes had risen by 33% between 1973 and 1990. Those figures bore witness 
to Cuba's determination to pursue a programme that was making a real contribution to 
health. 

Her delegation endorsed the resolution proposed in resolution EB87.R8, particularly 
as Cuba was planning to adopt measures to publicize World No-Tobacco Day widely in all 
forms of public transport. 

Mr DAYAL (India) said that his delegation fully supported educational efforts to 
wean smokers from their habit. Several initiatives had been taken in India. Smoking had 
been banned on internal flights, in airconditioned railway carriages and in conference 
rooms in government buildings. His Government had considered banning the advertising of 
tobacco products, but while that had been possible on television and radio, problems had 
been encountered with regard to the printed media, since many newspapers and magazines 
available in India were published in other countries and carried aggressive tobacco 
advertising. His Government did not wish to deprive people of the content of those 
publications, but the difficult question arose of whether it would not be too harsh a 
step to compel publishers outside India to publish separate versions of their magazines 
that did not contain cigarette advertising. He proposed that in the near future WHO 
should make an effort to achieve an international consensus that printed media all over 
the world should not carry advertisements for tobacco products. A similar ban should be 
placed on smoking in international travel, and his delegation supported the proposed 
measures. He agreed with the delegate of Malawi that the subject of tobacco and tobacco 
products raised very complex social and economic issues - not only internal issues 
related to production and employment but also issues of imports and exports. He was 
unaware of any society within historical times in which some form of addiction had not 
existed, although perhaps large sections of populations were free of addiction. While 
implementing educational efforts to wean people away from tobacco, governments should be 
careful to ensure that tobacco habits were not replaced by more harmful forms of 
addiction. Societies in which tobacco consumption was decreasing might be monitored to 
investigate whether other, more harmful, addictions were replacing the tobacco habit. 

Dr NOVELLO (United States of America) said that the deleterious effects of smoking 
on health were well known, thoroughly documented and no longer contested. Her delegation 
fully supported the "tobacco or health" programme and in particular the proposed 
resolution on smoking and travel contained in resolution EB87.R8. The theme for the 1991 
World No-Tobacco Day was to be "Smoke-free public places and public transport". She was 
pleased to announce that on 18 December 1990, the United States Interstate Commerce 
Commission had voted to ban smoking on all interstate buses in the country. Smoking had 
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already been banned on all domestic flights except those longer than six hours. Her 
country thus appeared to be well on the way towards achieving smoke-free public 
transport. 

She was in complete agreement with the statement in paragraph 22 of document A44/9 
that the political decisions to implement "tobacco-or-health" policies and strategies 
must remain a matter for individual governments； however, the WHO "tobacco or health" 
programme would assist in promoting such policies. Her delegation also supported the 
idea that countries had a right to restrict or ban tobacco advertising in order to 
protect health, as long as both domestic and foreign brands were affected. Her country 
had adopted the goal for the year 2000 of eliminating or severely restricting all forms 
of advertising or promotion of tobacco products to which people under the age of 18 were 
likely to be exposed. A ban on advertising of tobacco on television and radio had been 
in place since 1981. The United States Secretary for Health and Human Services had 
recently urged promoters of sporting events to refuse support by tobacco companies. 

The United States Public Health Service had recently contributed US$ 250 000 to the 
WHO "tobacco or health" programme, and a physician had been seconded from the Carter 
Presidential Center at Emory University, Atlanta, Georgia, to work with the programme in 
Geneva for one year. Given the size of the tobacco problem, she urged other Member 
States to contribute similarly to the critically important programme. Looking forward to 
continued United States cooperation with the programme, she urged particular emphasis on 
three areas: (1) the collection and analysis of information on tobacco, including 
epidemiological data on mortality and morbidity by country, and dissemination of the 
findings； (2) guidance and assistance to governments in developing national tobacco 
control programmes and formulation of guidelines and training courses for the managers of 
such programmes； and (3) encouraging FAO to undertake agricultural projects that 
demonstrated how crop-substitution programmes could be implemented in countries whose 
economies were heavily dependent on tobacco production, and encouraging the substitution 
of alternative crops in those countries. In that connection, she agreed with the 
delegate of Canada that WHO had done all that its mandate allowed in its efforts to 
assist tobacco-dependent economies. 

Professor ANSARI (Pakistan) said that although his country was a tobacco producer, 
the Government had promoted a certain diversification of agricultural products and had 
encouraged industry in tobacco- and poppy-growing areasf especially near the North-West 
Frontier; curbs would be placed on the volume of tobacco production. Like other 
countries, Pakistan had tried to ensure the safety of non-smokers travelling on domestic 
flights and in various other situations. Document A44/9 indicated that consumption of 
home-made cigarettes such as bidis had increased in developing countries； anti-smoking 
campaigns did not appear to extend to such forms. There was a misconception among people 
in countries such as his that smoking tobacco through water in a hookah• shared and 
passed round to others, was less dangerous than cigarette smoking； however, that 
practice could result in the communication of other diseases, including, perhaps, in the 
future, AIDS. Oral carcinoma was due predominantly to chewing tobacco and taking snuff. 
Even worse was the observation, especially among young people with nutritional 
deficiencies, of thrombo-angitis obliterans, or reduced peripheral circulation, which 
often resulted in amputation of limbs. 

He offered three suggestions. First, as the sale of cigarettes in duty-free shops 
encouraged smoking, perhaps it should no longer be allowed. Secondly, in order to 
convince both the public and national governments of the efficacy of the "tobacco or 
health" programme, they should be shown, through the results of prospective studies, the 
benefits of stopping smoking, such as the elimination of precancerous conditions. 
Thirdly, as had been noted by the delegate of India, tobacco advertisements were 
particularly attractive； anti-tobacco advertisements should be equally attractive and 
conducive of safe habits in the young population who would be convinced by the 
advertisements. 

Dr NIZANKOWSKI (Poland) said that consumption of tobacco in his country had risen 
between the late 1940s and the 1980s, to the extent that Poland now had one of the 
highest levels of consumption in the world. The population was suffering from an 
increasing number of tobacco-related diseases, predominantly bronchocarcinoma and 
cardiovascular disorders, resulting in increased mortality, particularly among young 
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men. His delegation fully supported the WHO "tobacco or health" programme and hoped the 
Organization would support efforts in his country to reverse the rise in tobacco-related 
diseases. Since tobacco was a primary cause of death in many countries, he considered 
that the budget for the programme should be increased. 

Dr VIOLAKI-PARASKEVA (Greece) said she was alarmed to note from paragraph 5 of 
document A44/9 that tobacco use was estimated to account for three million deaths per 
year. Although Greece was a tobacco-producing country in which there were many smokers, 
an active anti-smoking campaign has been undertaken by the Ministry of Health, in close 
collaboration with anti-smoking and anti-cancer associations. No matter how many 
resolutions were adopted on the subject, however, some people would continue to smoke in 
open spaces and public places, including male and female doctors. Since 1989 a warning 
to the effect that smoking severely damaged human health had appeared on all cigarette 
packets and on all posters and advertisements for cigarettes in newspapers and 
magazines； the warning was also given regularly on radio, television and other mass 
media. A recent investigation of a random sample of 4000 individuals showed that 2742 
were smokers. The results indicated that warnings about the ill-effects of smoking had 
had little effect in convincing people to give it up. On World No-Tobacco Day in 1990 
many activities had taken place in Greece and others were planned for 1991 as part of the 
Europe against cancer programme. Smoking on internal flights was not allowed and the 
existing ban on smoking in enclosed public places would be more fully enforced. 
Furthermore, an interministerial effort was being made to adopt effective anti-smoking 
measures in workplaces. 

She requested information on how the "tobacco or health" programme was related to 
other WHO programmes and to the work of other United Nations agencies. In the resolution 
recommended by the Executive Board in its resolution EB87.R8, she proposed amending the 
first words of the last preambular paragraph to read: 

Deeply concerned by the dangers to the health, and the violation of the right 
to health, of non-smokers • " . 

Dr NUKURO (Solomon Islands) said that, although there had been an increase of 6.74% 
in the budget allocation for "tobacco or health", he noted with disappointment that the 
budget for country activities in the Western Pacific Region had been reduced from 
US$ 97 900 to US$ 14 500, or a drop of nearly 85%. That was due to the fact that only a 
few countries in the Region had requested funding and was the unfortunate result of 
having to work within limited WHO budgetary allocations. 

The dangers of smoking were of concern to all； even the innocent passive smoker was 
at risk of developing tobacco-related diseases. Although the prevalence of smoking was 
decreasing in most developed countries, there was an alarming increase in smoking in 
developing countries, including the Solomon Islands. That new threat came on top of the 
already very serious fact that infectious diseases, such as malaria, tuberculosis and 
leprosy, were still not under control. His delegation therefore supported the draft 
resolution recommended by the Board in resolution EB87.R8. However, to make it a more 
useful instrument to oppose the power and influence of the tobacco industry and permit 
ministries of health to get legislation passed in national parliaments, it needed to be 
more forcefully expressed. He therefore proposed that operative paragraph 1 be amended 
to read as follows : 

URGES all Member States to: 
(1) adopt appropriate measures for effective protection from involuntary exposure 
to tobacco smoke in public transport; 
(2) ban smoking in public conveyances where protection against involuntary exposure 
to tobacco smoke cannot be ensured, and adopt effective measures of protection 
wherever possible； 

Mr DEBRUS (Germany) said that he supported the Board's recommended resolution, 
which, however, called exclusively for State or institutional measures to protect 
travellers from involuntary exposure to tobacco smoke. Public conveyances were mentioned 
in particular. It made no reference to educational activities to encourage people to 
protect themselves and their families, for instance, when travelling by car. After 
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several hours in a closed car in which a person was smoking, the concentration of gaseous 
and particulate contaminants could be so high as to be detrimental to health. He 
therefore suggested that the draft resolution be amended to include that aspect, by the 
addition of a third subparagraph to operative paragraph 1, reading: 

(3) to promote educational activities necessary to make people aware of the 
importance of protecting themselves and their families, especially children, against 
passive smoking, for example, while travelling in private cars. 

Dr GEORGE-GUITON (France) said that a recent evaluation of the European strategy of 
the "tobacco or health" programme had shown that the situation in countries differed 
according to whether they used measures of information, legislative measures or both. It 
was quite clear that the greatest effectiveness was obtained in the last case. That was 
why France, which had previously relied above all on measures of information, had 
recently filled the legislative gap by adopting in its parliament a law containing three 
coercive sections； the first concerned public places, the second, labelling of cigarette 
packages, and the third and by far the most important, the prohibition of advertising. 
Obviously, the law had not been adopted easily by the parliament of a producer country: 
in fact, more than fifteen years of negotiation within the country had been necessary to 
reach a social, political and economic consensus on that law, a consensus all the more 
difficult to obtain in that the law was also aimed at alcohol advertisements. The 
usefulness of indicating on cigarette packages that tobacco caused cancer was well known, 
but the prohibition of smoking in public places had a much wider effect; WHO itself had 
chosen that theme to celebrate the next No-Tobacco Day on 31 May. The French law 
attempted to establish as a general rule that all public places were non-smoking areas, 
with the exception of some limited areas reserved for smokers. The third section 
concerned the total prohibition of advertising. That prohibition had already existed in 
France for television, but advertisers were full of imagination in getting around a 
limited prohibition and using indirect incitements. Consequently, the law was aimed at 
all advertising, direct or indirect, by whatever medium. Naturally, all sponsorship of 
sporting events fell under the ban. 

She hoped that the law would prove contagious, since although France could prohibit 
advertising within its borders, communications crossed national borders. 
Broadcasts crossed oceans and penetrated into all the countries in the world. 
Protectionism, fortunately perhaps, could not be used against satellite broadcasts. It 
was therefore necessary for countries that produced not tobacco but tobacco advertising 
to adopt the same attitude so that television screens, which were now almost universal, 
were protected by virtually universal legislation against incitements to smoking. 

There was no question of prohibiting smoking or drinking: all efforts to completely 
forbid drug consumption had failed. It was a matter of prohibiting incitement. One 
delegation had rightly observed that societies probably needed to use one drug or 
another; there was perhaps a sociological hard core of abuse. The problem was not to 
prohibit but to protect against incitement, particularly of young people who were the 
most sensitive to publicity. One very interesting argument used in the campaign against 
the anti - advert is ing law had been that of freedom of speech. That the argument was 
false: there could be no freedom of expression where promotion of dangerous products was 
concerned, for the only fundamental freedom was that of living in good health. 

Dr EGOZ (Israel) commending the Director-General on his interim report, said that 
Israel had increased its efforts to implement the "tobacco or health" programme during 
the past year. The Israel Broadcasting Authority had ceased to present on television any 
sports events where signs advertising cigarettes were posted. In addition to areas where 
smoking had been banned since 1984 - public transport, schools, hospitals, pharmacies, 
universities, supermarkets, indoor sports arenas, kindergartens and 50Z of the floor 
space in restaurants and coffee shops - smoking had now also been banned in all areas 
open to the public in banks and post offices and in those government offices dealing with 
the public. Following WHO recommendations, the price of cigarettes had been raised from 
the equivalent of US$ 0.55 in 1989 to US$ 1.20 in 1990, an increase of over 100%. 

Education and information activities included: (1) preparing a comprehensive 
education kit with special emphasis on smoking prevention - including printed and 
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audiovisual materials - which had been distributed throughout the educational system; 
(2) information and education carried out through the network of family health care 
centres, stressing the dangers of smoking during pregnancy and the effects of passive 
smoking on the health of children. 

However, a proposed law to ban all cigarette advertising had not been passed by the 
Knesset, owing to the enormous pressure exercised by local and foreign cigarette 
companies. The most recent survey, conducted in the previous month, showed that the rate 
of smoking in Israel remained stable at 33% of the adult population. Despite the 
considerable efforts of the authorities and organizations involved in promoting the 
"tobacco or health" programme, Israel still had a long way to go before achieving the WHO 
goal of 80% of the population as non-smokers and a 50X reduction in national tobacco 
consumption. Israel considered that goal to be one of its greatest challenges in the 
near future. 

With regard to the resolution on smoking and travel recommended by the Board in 
resolution EB87,R8, he noted that in Israel smoking was prohibited by law on all public 
ground transport, as well as on commercial flights of two hours' duration or less, 
thereby protecting non-smokers from the effects of involuntary exposure to tobacco 
smoke. Israel fully supported the resolution. 

Dr SALMOND (New Zealand) said that his delegation strongly supported the "tobacco or 
health" programme and had played a prominent role in advancing proposals which had led to 
resolution WHA43.16. The resolution on smoking and travel recommended by the Board was a 
logical development from previous resolutions aimed at the creation of smoke-free 
environments. 

In 1990 the New Zealand Government had passed a Smoke-Free Environments Act in three 
parts: the first, on smoke-free indoor environments, concerned smoke-free conditions for 
work, travel, shopping and eating out. The regulations under the Act required every 
workplace to have a written smoke- free policy in place by 1 March 1991. Implementation 
was proceeding well in general； the most difficult areas to supervise were restaurants 
and other eating places. The New Zealand smoke-free workplace experience was probably of 
the greatest interest internationally. The second part, of the Act related to tobacco 
advertising and sponsorship. The third established the Health Sponsorship Council. The 
legislation aimed at removing the pressures on young people to start smoking. It was a 
pro-sports and pro-health measure that tightly controlled advertising and replaced 
sponsorship by tobacco companies with government-funded health sponsorship for sports, 
the arts and cultural activities. The struggle to introduce the legislation had been 
hard and at times bitter, but implementation was going well. New Zealand's experience 
had been very similar to that described by the French delegate. His delegation supported 
the idea of internationally иcommunicableH legislation on smoke-free environments. 

Dr WIRJOWIDAGDO (Indonesia) said that his country was increasing its efforts in the 
anti-smoking campaign and that beginning in 1991 it would oblige all cigarette producers 
to put a label on their products informing the public that smoking was hazardous to 
health. The no-smoking campaign was being implemented gradually and was initially 
directed mainly at the younger generation and at pregnant women, so that at first there 
would be little if any influence on the amount of revenue received by the Government from 
the sale of cigarettes. The problem of appropriate crop substitutes for tobacco should 
be tackled by a cross-sectoral coordination mechanism involving the health sector, 
industry, agriculture, labour and trade in order to develop effective and comprehensive 
measures, and in that context he urged WHO to continue its cooperation with FAO. He 
welcomed the World No-Tobacco Day scheduled for 31 May, which would provide an excellent 
platform for strengthening his country's campaign. Cooperation with the Ministry of 
Transport in organizing World No-Tobacco Day was in progress. He supported the 
resolution recommended in resolution EB87.R8 and congratulated the Director-General on 
his report. 

Dr INFANTE (Spain), commending the Director-General on his report, called on WHO to 
continue devoting its efforts to the programme. He supported the resolution on smoking 
and travel recommended by the Executive Board: it was a very useful contribution to the 
debate on the various strategies for restricting the tobacco habit. In Spain an 
interesting debate was taking place over the new law on advertising, in which the Spanish 
health authorities were trying to introduce a change from partial limitation of tobacco 
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advertising to almost total prohibition. Strong resistance was being encountered: Spain 
was a tobacco producer and Spanish tobacco manufacture and distribution was largely a 
public enterprise of an almost monopolistic nature : the income of many tobacco growers 
in some areas of Spain was tied to its sale to that public enterprise. Since 1987 the 
Spanish administration had been working to decrease the consumption of tobacco, and the 
public enterprise had decreased its income from tobacco from 100% to 70% of the total, 
obtaining in three years more than 30% from new, alternative sources. Statistics showed 
that in the last three to four years per capita consumption by adults in Spain had 
stabilized or decreased, but more appreciable results had not yet been obtained, and 
young people were giving most cause for concern. In that connection he hoped that the 
law on advertising would prove to be greatly restrictive in regard to tobacco. As had 
been stated in the Executive Board, Spain was maintaining its commitment to the agreement 
between the International Olympic Committee, WHO and the Spanish Ministry of Health, that 
the next Olympic Games in Barcelona would boost smoke-free zones and the image of the 
non-smoker as a predominant social figure. One of the major difficulties Spain had 
recently encountered had been the opposition of many companies producing and distributing 
tobacco to measures to decrease or eliminate their sponsorship of professional sports 
teams. The issue was particularly sensitive because of the image created among young 
people of success in sports linked to brands of tobacco. 

Dr MILLAN (Mexico) said that in principle his country totally supported the 
programme. In Mexico the move to reduce tobacco consumption was linked with the adoption 
of overall health legislation and it was up to the governments of the federative bodies 
to organize, operate, supervise and evaluate the provision of services related to the 
tobacco control programme. Half the national territory of Mexico had acceded to 
agreements aimed at helping the state and federal governments to carry out coordinated 
activities to support the Secretariat for Health in the tobacco control programme. In 
order to promote and support the activities of the public, social and private sectors for 
preventing and combating health problems caused by tobacco and other addictions, as well 
as to advocate and evaluate the tobacco control programme, Mexico had created a council 
against addiction with members from the ministries of health (presiding), trade and 
industry, labour, agriculture, hydroelectric resources, and public education, the public 
prosecutor's office, and the national comprehensive family development system. In 
addition there were two representatives of the social sector and two from health-related 
organizations in the private sector. 

The Secretariat for Health, in order to strengthen the tobacco control programme, 
had published in the Official Journal on 17 April 1990 an agreement restricting smoking 
zones in its medical facilities and in national health institutes. That regulation also 
restricted zones for tobacco consumption in university lecture halls and areas of danger 
to labour and collective security, such as worksites in enclosed spaces. The Secretariat 
had drafted regulations in Mexico City aimed at protecting the health of non-smokers from 
the effects of involuntary inhalation of tobacco smoke in any form in enclosed places 
such as cinemas, theatres, indoor auditoriums, health centres, waiting rooms and 
government offices directly serving the public, as well as in banks, primary and 
secondary schools and public transport in Mexico City. 

The federal executive had also submitted an initiative for reforming the national 
health law, stipulating that the labels of cigarette packages should feature in 
alternation for at least six months the messages ！ (1) üliat ceasing to smoke reduces 
health hazards considerably; (2) that smoking is a risk factor in lung cancer and 
emphysema； and (3) that to smoke during pregnancy increases the risk of premature birth 
and low birth weight. The initiative provided that hospital arid clinical facilities of 
the national health service must have areas where consumption of tobacco was prohibited 
for protection of the health of non-smokers. Finally, in 1991 Mexico would have a 
national programme to promote the right of non-smokers to protection by regulations 
restricting areas for tobacco consumption in enclosed spaces or public service areas. 

Mexico had a very large tobacco industry; it had calculated the cost-benefit ratio 
of change to production of other products and had concluded that it would be far better 
to make that change because of the harmful effects of tobacco consumption. 

Dr LEPPO (Finland) said that the Director-General‘ s report was a very commendable 
response to the resolutions on the subject and covered the relevant issues in a balanced 
way. The link between world trade issues and protection of public health had been well 
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brought out. A new idea that had emerged in the debate had been the Netherlands proposal 
concerning a marketing code for tobacco products that could be developed between the 
health sector and industry. However, he must sound a note of caution based on the 
experience of Finland, which for a long time had tried the way of negotiation between 
industry and the health sector. It had not been possible to work out anything useful. 
The reason was that talks were only useful if some progress was foreseeable as a result 
of mutual interests. In his experience, the interests regarding tobacco were in such 
conflict that they could not be resolved through any voluntary agreement. 

He reiterated his strong support of WHO's "tobacco or health" programmey both at 
global and at regional level. Finland had benefited tremendously from WHO in developing 
its own "tobacco or health" strategy and was willing to continue to share its experience 
and assist countries most vulnerable to the smoking epidemic. He welcomed the 
strengthening of the programme through regular budgetary funds and supported the 
resolution recommended in resolution EB87.R8. 

Sir Donald ACHESON (United Kingdom of Great Britain and Northern Ireland) said that 
his Government strongly supported the resolution recommended by the Executive Board, but 
would have serious reservations about the draft resolution to be proposed on social and 
economic aspects of "tobacco or health". The first priority of the "tobacco or health" 
programme should be the implementation of the action plan, and efforts and resources 
should be concentrated exclusively on securing a reduction in the consumption of tobacco 
in all countries. 

His Government had recently announced that its aid programme would no longer be used 
for any purpose which supported the tobacco sector - a positive change of policy that had 
been well received in WHO by the Director-General and the Regional Director for Europe. 

Although the countries which derived economic benefits from tobacco growing deserved 
some sympathy, far greater sympathy was due to the millions of people whose illness or 
premature death was due to one of the many diseases caused by tobacco. He agreed with 
the comments by the delegate of Finland concerning negotiations with the tobacco 
industry; it was difficult to advise the Organization to enter into a discussion about a 
product which in scientific terms had no safe threshold. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for their interest in the 
tobacco problem and their understanding of its complexity, and for their support for 
WHO'S work. National contributions to the anti-tobacco campaign were most impressive and 
were very important for WHO's future work. He was particularly grateful to the 
delegations of Canada, the Netherlands, the United Kingdom and the United States of 
America, for their clear definition of priorities for WHO's activities in the domain 
under consideration, with all its medical, psychological and biological implications, 
which were envisaged in the Organization's mandate and corresponded to its specialized 
functions within the United Nations system. 

Dr ROCHON (Division of Health Protection and Promotion), responding to comments 
concerning resource allocation in so complex an area, said that it was understood that 
continued emphasis should be placed on epidemiological aspects relating, on the one hand, 
to the development of knowledge and the dissemination of information on the effects of 
tobacco on health and, 011 the other, to the utilization of epidemiological knowledge in 
the continued monitoring of trends in tobacco consumption and its effects on the 
population, and the development and impact of programmes in the countries themselves. 
Special attention should indeed be focused on public information and education both for 
the public at large and for specific groups such as health professionals, teachers and 
decision-makers. Another important aspect of the programme was support to Member States 
in devising policies, legislation and programmes for local implementation. Of particular 
importance in that connection were issues related to tobacco production and alternative 
crops. 

Any immediate stepping-up of the programme's activities in those areas would, 
however, require a substantial increase in resources and a consequent reduction in other 
parts of the programme. 

It had been suggested that more effective action in respect of tobacco production 
could only be taken after a debate at a higher level in the United Nations system, for 
instance in the Economic and Social Council, ensuring the participation of all the 
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organizations in the system, including WHO, which fully intended to continue to play its 
own role. 

In response to the suggestions by some delegations, for instance that of Jordan, 
concerning action to be taken by WHO to ban tobacco advertising, he assured the Committee 
that the Organization would pursue its action in that regard, on the basis, in 
particular, of resolution WHA43.16. Full support and technical cooperation would 
continue for Member States for that purpose. The interesting suggestion put forward by 
the delegate of the Netherlands concerning a code of marketing had been duly noted, 
although the Organization was well aware of the difficulties to which the delegate of 
Finland had referred: the best way to proceed might be to draw on the experience of the 
various countries in order to devise an appropriate approach. 

He drew attention to the footnote to paragraph 16 of document A44/9 concerning the 
linking of the Director-General‘s triennial reports on the monitoring and evaluation of 
implementation of national health-for-all strategies and the proposed biennial reports on 
the comprehensive tobacco-control programmes of Member States. The proposed three-year 
periodicity would make for more comprehensive reporting; moreover, it would be more 
appropriate to place reports on Member States' tobacco-control programmes within the 
context of health-for-all strategies than to conduct them in isolation. 

The CHAIRMAN invited the Committee to consider the draft resolution on smoking and 
travel recommended by the Executive Board in resolution EB87.R8, with the proposed three 
amendments. 

Dr PROST (Secretary) read out the amendment proposed by the delegate of Greece to 
the last preambular paragraph, the editorial adjustments proposed by the delegate of the 
Solomon Islands in operative paragraph 1, and the additional subparagraph proposed by 
Germany in operative paragraph 1. 

The draft resolution recommended by the Executive Board in resolution EB87.R8. as 
amended. was approved. (For continuation, see summary record of the eleventh meeting, 
page 164.) 

Protection and promotion of the health of specific population groups (major programme 9) 
(Documents PB/92-93, pages B-93 to B-117; EB87/1991/REC/1, Part II, Chapter II, 
paragraphs 58-63) 

Professor BORGOÑO (representative of the Executive Board), referring to 
programme 9.1, said that the Board had stressed the central role of maternal and child 
health in primary health care, and the need to consolidate the progress made in reducing 
child mortality. Intersectoral action was crucial to sustained progress. Safe 
motherhood was a matter of the utmost importance, and further efforts should be made to 
reduce maternal mortality, which was preventable. The Board had drawn attention to the 
close links between the work of the maternal and child health programme and that of the 
Special Programme of Research, Development and Research Training in Human Reproduction. 

The Board, underscoring the growing importance of adolescent health (programme 9.2), 
had considered that the funds allocated to the programme were insufficient; additional 
extrabudge tary resources should be sought. It had emphasized the need for close 
collaboration between programme 9.2 and other programmes of particular relevance to 
adolescent health. 

In connection with programme 9.3 (Human reproduction research), the Board had taken 
note of the report of the external impact evaluation team which had recognized the good 
work done by the programme. The Board welcomed the attention paid in research to 
behavioural, ethical, human-rights and cultural considerations, and commended the 
programme‘s capability-strengthening work carried out through the network of 
collaborating centres. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.28. 
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With regard to programme 9.4 (Workers' health), the Board regretted the delay in the 

appointment of a programme manager in an area that was of great importance, especially in 
the developing countries. It attached particular importance to new health risks arising 
from the use of computers and drew attention to the 
also gave rise to new health problems. 

On the subject of programme 9.5 (Health of the 
regard to programme management had arisen. In view 
population, the programme merited special attention 
priorities could be set. 

aging of the worker population, which 

elderly), a similar situation with 
of the general aging of the 
so that global, regional and national 

The meeting rose at 17h35. 
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Chairman: Dr J. FERNANDO (Sri Lanka) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolution WHA42.43; documents 
EB87/1991/REC/1, Part I and Part II, Chapter II; A44/10) (continued) 

Protection and promotion of the health of specific population groups (major programme 9) 
(Documents PB/92-93, pages B-93 to B-117; EB87/1991/REC/1, Part II, Chapter II, 
paragraphs 58 to 63) (continued) 

Programmes 9.1 to 9.3: Maternal and child health, including family planning: 
Adolescent health; Human reproduction research 

Dr WILLIAMS (Nigeria) welcomed the details provided in the programme budget 
document, which succinctly analysed the factors affecting maternal and child health and 
adolescent health. The strategies planned were practical and commendable, and it was 
hoped that adequate extrabudgetary resources could be mobilized to supplement the 
inadequate regular budget funds. It was particularly pleasing to note the emphasis on 
care of the newborn, and the technical report on that subject, to be presented to the 
eighty-ninth session of the Executive Board, was eagerly awaited. 

One of the reasons why family planning had yet to make a significant impact on 
population growth rates was that when a baby died soon after birth, the mother usually 
made plans for an immediate replacement. Such short birth intervals could endanger the 
health and nutritional status of the mother and other children in the family. 

In Nigeria, the infant mortality rate was scandalous: one out of 10 children did 
not live to celebrate its first birthday. An analysis of infant deaths showed that, 
while postnatal death rates were being reduced as a result of effective low-cost, 
high-impact intervention, early and late neonatal death rates continued to defy effective 
control. The programme on the health of the newborn therefore deserved urgent attention, 
backed by adequate resources. 

The situation regarding maternal deaths was also scandalous with more than 500 000 
maternal deaths per year, well over 90% of them occurring in the Third World. In 
Nigeria, there were about 1000 maternal deaths per 100 000 live births. The reasons for 
that situation were well known and complex, and involved social, political, economic and 
religious factors. Interventions must therefore be multisectoral and multidisciplinary 
in order to be effective. The emphasis on rapidly improving the status of women was a 
move in the right direction. 

As for adolescent health, the health of the future leaders of countries, it should 
be remembered that young people faced enormous problems and temptations, and needed to be 
constantly guided in the adoption and practice of healthy life-styles. Great influence 
was exerted in that regard by parents, teachers, artists, dramatists, health workers and 
religious leaders, and their position as role models should be constantly borne in mind. 

WHO and UNICEF had important complementary roles to play in the programmes under 
discussion. It was hoped that their collaboration could be quickly extended to regional 
and country levels. 

Ms RAM (United Republic of Tanzania) said that her country believed that maternal 
and child health, including family planning, was the cornerstone of the whole primary 
health care system, and through the programme a majority of the community had been 
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reached. Over 90% of all pregnant women attended maternal and child health clinics a few 
times during pregnancy and at least once after delivery, and full advantage had been 
taken of that opportunity to promote various components of primary health care, including 
universal child immunization, family planning, and general health education. Maternal 
and child health services were closely linked with the village health workers‘ progrânune, 
in order to facilitate and accelerate the promotion and coordination of community-based 
health care and economic activities. The United Republic of Tanzania was paying great 
attention to improvement and maintenance of the quality of care in maternal and child 
health care services, and had been advocating safe motherhood through sensitization 
seminars from grass-roots to national levels. Activities were carried out in close 
collaboration with nongovernmental organizations. 

Some 6000 traditional birth attendants had been identified, of whom 2000 had been 
trained and with whom there was close collaboration; it was hoped to train the remaining 
4000. Substantial and highly appreciated support for the programme had been received 
from multisectoral and bilateral agencies. 

Dr VAN ETTEN (Netherlands), referring to the maternal and child health programme, 
noted with pleasure the proposal made to the Committee at its sixth meeting by the 
delegation of France, and supported by the delegation of the United Kingdom, that an 
evaluation of the implementation of the International Code of Marketing of Breast-milk 
Substitutes be undertaken. During the Forty-third World Health Assembly, the delegation 
of the Netherlands had expressed the view that the time had come for a review of national 
experiences in implementing the Code. It had also suggested that WHO hold a meeting for 
that purpose, which the Netherlands would be happy to host. His delegation was pleased 
to announce that a meeting would take place in the Netherlands in October 1991 to review 
the various measures taken under the WHO/UNICEF breast-feeding strategy and consider the 
extent to which they had been effective. The preparatory work undertaken by WHO for the 
meeting was impressive, and he requested more information. 

Dr ZHANG Xiaorui (China) said that maternal and child health, including family 
planning, was a major element in primary health care, and that women played an important 
role in promoting the health of family members, particularly children. As indicated in 
the programme statement, although infant and maternal mortality rates had been reduced in 
many countries, they were not as low as had been expected, especially in developing 
countries. The delegation of China supported the targets for programme 9.1. However, 
mortality and morbidity rates in developing countries would only be reduced by 
multisectoral efforts at global, regional and national levels and full collaboration and 
coordination between WHO, UNICEF, UNFPA and nongovernmental organizations were essential. 

Although there was a moderate increase in the regular budget allocation and a high 
level of extrabudgetary funds was expected, total resources for 1992-1993 were far lower 
than those for 1990-1991. It was to be hoped that WHO would be able to mobilize 
additional resources. 

China had carried out many successful maternal and child health projects with the 
support of WHO and other international organizations and hoped that such collaboration 
would continue. 

China was very satisfied with its cooperation with WHO in human reproduction 
research and had made voluntary contributions to programme 9.3 since 1982. It was 
therefore pleasing to note the increase in the budget allocation for the programme for 
1992-1993. The programme would play an important role by laying a good foundation for 
future work. Appropriate support should be given to human resources development, to 
guarantee the implementation of the programme. 

Dr ELBAZ (Egypt) endorsed programme 9.1. Egypt was making great efforts in that 
area. A national committee for mother and child care had been established, and various 
associations throughout the country were implementing special programmes on the basis of 
detailed analyses and statistics. As a result, infant mortality had fallen dramatically 
from 94 per 1000 live births in 1985 to 43 per 1000 in 1989. Egypt had been one of the 
first countries to become aware of the dangers of unplanned population growth and had 
therefore established a family planning programme which had proved highly successful. 
Training and public education campaigns were also being carried out, with successful 
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Professor MANCIAUX (France) endorsed programme 9.1, which struck an appropriate 

balance between country activities and interregional and global activities. Country 
activities comprised primary health care for those vulnerable categories, women and 
children, that were essential for country development. The global and interregional 
programme was coherent and well balanced, covering family planning, reduction of maternal 
mortality, and care of infants and children, while at the same time paying attention to 
the methods and approaches to be used, policy development, management support, 
information and personnel training. 

Although the status of women and children was gradually improving in many developing 
countries, the situation remained disquieting and called for further efforts on the part 
of the international community. WHO had always proposed family planning as a means of 
improving maternal and child health. However, it should not neglect the demographic 
aspects and should study the various factors involved in demographic change, in 
particular the complex links between infant and maternal mortality and family size. The 
Expert Committee on Maternal and Child Health had last met in 1975 and it was high time 
for another meeting. He therefore welcomed the proposal to convene an expert committee 
on maternal and child health and family planning, outlined in paragraph 31 of the 
programme statement. The committee would be able to select new lines of action better 
adapted to the current status of women and children in countries at all levels of 
development. It should also look at the role of the father in family health, maternal 
and child health and development, a topic given insufficient attention by the programme. 
It might also consider children's rights on the basis of the United Nations Convention on 
the Rights of the Child, particularly, those Articles of the Convention that dealt with 
the right to health and cases where children were denied those rights. That would no 
doubt provide food for thought and suggest useful lines of action, taking into account 
the problems of health education, social problems, and education per se. particularly the 
education of girls, which was very important for the improvement of maternal and child 
health on a global basis. 

He supported the efforts being made to improve adolescent health. In certain 
developed countries, adolescents were the only age group in which mortality was currently 
increasing, owing in particular to violent deaths, which his delegation had mentioned 
during consideration of programme 8.3 (Accident prevention). Adolescent health problems 
were a major concern in most developing countries, and awareness and knowledge of the 
nature of those problems were growing. They were closely linked with sociological 
issues. The Technical Discussions at the Forty-second World Health Assembly in 1989 had 
contributed to awareness and had also suggested possible lines of action. While 
endorsing programme 9.2, he hoped that the points emerging from the Technical Discussions 
would provide a basis for its further development. 

Professor TORMEN (Turkey) said that the excellent report on women, health and 
development, which would be considered under item 20 of the agenda (document A44/15), 
provided an important reference document for the future status of women. 

Turkey was a young developing country, with 56 million inhabitants and an annual 
population growth rate of 2.3%. Women of child-bearing age and children up to 14 years 
of age made up 60% of the population. Infant and maternal mortality rates were not 
improving in line with social and economic progress. In 1991, therefore, the Ministry of 
Health had combined its resources with those of other sectors and voluntary 
organizations, and, in close cooperation with WHO, UNICEF and UNFPA, had started a 
national programme entitled "Survival and health care of mothers and children in Turkey". 
The programme focused on all aspects of preventable causes of maternal and infant 
mortality, with special emphasis on care of the newborn. The report on the care of the 
newborn, to which reference had been made by a previous speaker, was therefore eagerly 
awaited. 

Turkey, being a firm believer in the quality of life and healthy human growth and 
seeing family planning as an integral part of maternal and child health care, endorsed 
WHO'S Special Programme of Research, Development and Research Training in Human 
Reproduction, and was honoured to be a current member of the Programme's Policy and 
Coordination Committee. 
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Mrs WALLSTAM (Sweden) applauded the significant role played by WHO in setting the 

international agenda in the field of maternal and child health. Sweden had supported a 
WHO programme in perinatal care and was contributing in the area of safe motherhood. 

She endorsed the proposal made by France and supported by the United Kingdom, during 
consideration of programme 8.1 (Nutrition) at an earlier meeting, for an evaluation of 
the implementation of the International Code of Marketing of Breast-milk Substitutes. As 
the Code was a unique health policy instrument for inducing changes in patterns of 
breast-feeding, it was a matter of concern that no mention was made of it in the 
programme statement for programme 8.1, except for a brief reference to support for 
activities in the African Region, or in those for programme 9.1, although WHO had been 
actively involved in the Innocenti Declaration of 1990. The evaluation should review not 
only action at country level, as in the study to be undertaken during 1991 with financial 
assistance from the Government of the Netherlands, to which reference had been made 
earlier, but also actions taken at the international level by the parties involved in the 
creation of the Code ten years earlier, including WHO, UNICEF, FAO, the food industries, 
nongovernmental organizations and global organizations for health professionals. For 
example, it was already known that the International Baby Food Action Network played an 
important role in monitoring the Code. Such a review would provide guidance for future 
international action to implement the Code. 

She wished to point out the close relationships between rapid urbanization, 
inappropriate breast-feeding patterns, exposure to commercial infant foods and infant 
morbidity and mortality. The Code would thus appear to be of even greater importance 
today than when it was adopted ten years ago. 

Dr SIDHOM (Tunisia) pointed out that reduction in mortality and morbidity, 
particularly in mothers and children, was one of the main goals of WHO's programmes. 
However, most of those programmes had focused on infants or children rather than on 
mothers, so that while indicators for children had improved, maternal mortality remained 
high. Fertility control as a means of promoting maternal and child health had not been 
well accepted by all countries and the figure of 500 000 maternal deaths annually 
indicated in the programme statement showed that there was a long way to go to improve 
maternal and child health. He therefore endorsed programme 9.1 and welcomed the 
increased budget allocation to the Eastern Mediterranean Region. In view of the clear 
correlation between the level of education of women of child-bearing age and the size of 
their families and its effect on maternal and child health status, WHO should pay 
particular attention to education for girls. 

Dr CORNAZ (Switzerland) said that along with nutrition, maternal and child health 
constituted a key factor in the health of the population, and she was therefore pleased 
to note that WHO was giving priority to those areas. Special attention should be paid to 
the effective integration of those activities with other primary health care activities, 
in order to provide mothers and children with real protection. The health of infants 
depended on the health of their mothers and experience had shown that poor maternal 
health was one of the main factors in infant mortality and morbidity. 

Family planning was also a key element in basic health and WHO should be encouraged 
to continue to give priority to the support of health service and research activities in 
that field, taking account of sociocultural factors. She had noted with interest WHO'S 
collaboration with UNICEF, UNDP and UNFPA, as described in a joint declaration made by 
those agencies. 

While it was pleasing to note that in certain European countries breast-feeding was 
increasing, the trend appearing in urban or semi-urban areas of certain developing 
countries of abandoning breast-feeding earlier and earlier was a cause for concern. WHO 
should monitor national trends closely and should analyse the factors that had a positive 
or negative impact on breast-feeding by socioeconomic group in urban and rural settings. 
She supported the proposal made at an earlier meeting by France, and supported by the 
United Kingdom and a number of other delegations, that there should be an evaluation of 
the implementation of the International Code of Marketing of Breast-milk Substitutes and 
its impact on the promotion of breast-feeding. She asked what WHO had done or intended 
to do, in addition to the study carried out with the help of the Netherlands, and the 
meeting planned for later in 1991. The improvement of weaning practices should also 
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constitute an important aspect of WHO's activities and she would be interested to hear 
what projects WHO proposed in that field. 

Dr VIOLAKI-PARASKEVA (Greece) welcomed the well-balanced programme on maternal and 
child health presented in the proposed programme budget. It was distressing to note that 
500 000 maternal deaths still occurred each year. In Greece, maternal mortality was very 
low, perhaps 0.5 per 1000 live births. Efforts were under way to ensure that the needs 
of women were met, and programmes for maternal and child protection were being expanded. 

Family planning and counselling services were widely developed and, under special 
circumstances, abortion was legal. Every woman had access to health services and 
maternal and child care was included in primary health care. She fully supported WHO's 
regional and global efforts in that domain and had noted with satisfaction collaboration 
with other WHO programmes and integration of health and development activities for women 
in such programmes. WHO could play a major role in the health and development of women 
at the international level to ensure that the health status and quality of life of women 
received the necessary attention, especially in economic forums. 

Dr DAVIS (United States of America) approved the proposed maternal and child health 
programme, with its very appropriate emphasis on programme integration, family planning 
and major causes of perinatal and maternal mortality. The slight increase in budget 
allocation proposed for the programme was well justified, as was the larger proportional 
increase in resources proposed for country and regional activities in Africa. 

Dr TEMGOUA SAOUNDE (Cameroon), while welcoming the unprecedented attention paid by 
organizations of the United Nations system and other donors to the maternal and child 
health programme, suggested that it might be due to the family planning component of the 
programme and to certain alarmist projections of world population growth. That aspect, 
which was very complex and had a number of political implications, was not mentioned in 
the programme statement. Moreover, WHO representatives did not participate in 
deliberations at which population policies were defined. Nevertheless, it should not be 
concealed. 

He considered that while the programme on adolescent health should be given 
priority, it could not, with the available resources, be funded from the regular budget. 
However, adolescent health programmes integrated in national health services were 
specific enough to warrant financing from extrabudge tary funds and he was therefore 
anxious to learn more about the criteria to be met to that end. 

Dr DUALE (Zaire), referring to programme 9.1, stressed the importance of the 
statement in paragraph 4 on page В-93 of the programme budget document to the effect that 
the two elements that characterized countries with the greatest advances in the health of 
women and children were (1) that maternal and child health and family planning components 
had been fully integrated and balanced in their provision, management and financing; and 
(2) that family planning assistance was readily available in the health services. In 
that context, and in connection with the Safe Motherhood Initiative, Zaire called upon 
WHO to assist Member States and donors to secure balanced financing of all the components 
of the programme； the maternal health component must receive increased support if that 
was to be ensured. 

Dr GEORGE (Gambia) said that the maternal and child health programme continued to be 
the backbone of health delivery services in Gambia and served as the entry-point for the 
implementation of primary health care. Even with Gambia's good record in primary health 
care, the maternal mortality rate was still high, one of the factors being the delay in 
the presentation of high-risk patients at referral points. In that regard, the health 
services, with assistance from UNFPA and World Bank, had been studying the construction 
of maternity homes to accommodate high-risk patients near referral centres for a few 
weeks before delivery; those centres, when fully functional, would be managed by the 
community. 

Whereas some advances had been made in maternal and child health service delivery, 
the same could not be said for family planning services in developing countries, although 
family planning was one of the significant factors affecting maternal mortality. There 
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was a low prevalence of contraceptive use, poor access to family planning services, a 
lack of supplies and poor management. Much more attention to family planning was 
needed. 

In view of the importance of safe motherhood and childhood, the large number of 
projects operating in many countries called for donor coordination to ensure maximum 
impact, and WHO's role in such coordination could not be overemphasized. He endorsed the 
proposed programme. 

Dr NTABA (Malawi) observed that, whereas all countries could claim significant 
successes and achievements in maternal and child health, most of the developing countries 
needed to do much more with regard to family planning. The multiplier effect of access 
to family planning services was clearly described at the end of paragraph 5 on page B-94 
of the programme budget document : the benefits included a decrease in unwanted 
pregnancies and unsafe abortions, reduced neonatal mortality and morbidity, improvement 
of women's health and nutrition, and better quality of maternal care. In the face of an 
increasing lack of resources, the importance of reducing population pressures on those 
resources could not be overstressed. Most countries gave low priority to the reduction 
of their high population growth rates - understandably, because they were preoccupied 
with many other health crises and because the high population growth rate was not a 
visible health or development emergency. That was most unfortunate, however, since 
reductions in population growth rates would, perhaps more than anything else, pay 
significant dividends in the health and development of the countries concerned. 

The perceived traditional and cultural constraints on family planning programmes in 
many countries might have been unnecessarily overstated. In recent surveys in Malawi, it 
had been found that most families strongly wished to have fewer children and, in many 
areas where family planning or child spacing services had been introduced, there had been 
surprisingly little cultural resistance or none at all. In fact, the health services 
were finding that inadequacy of resources was preventing them from satisfying demandy 
even in distant rural areas. Assistance from donors had already been received in that 
respect, but considerably more resources were needed to take advantage of the current 
interest in and enthusiasm for child spacing in Malawi and to encourage male support for 
the child-spacing initiative, which was proving difficult. It was to be hoped that WHO 
would do a great deal more to advocate and promote family planning wherever possible, but 
he noted with some concern the marked reduction in the extrabudgetary funds for the 
programme in the African Region in 1992-1993. 

Professor LEGNAIN (Libyan Arab Jamahiriya) said that the infant and maternal 
mortality rate had declined dramatically in her country over the past few years thanks to 
maternal and child health care, although the hoped-for level had not been reached because 
of frequent pregnancies, many late in life. The family planning programme had been 
unsuccessful for various cultural and environmental reasons, and there seemed to be no 
grounds for hope of improvement in the near future. It was therefore intended to 
concentrate on fertility control education, maternal care with emphasis on nutrition and 
eating habits, and research into haemorrhaging and death in childbirth, subjects on which 
few if any studies had been carried out; infant mortality during birth also required 
more research. Such studies should not be conducted in distant countries with very 
different cultural conditions. In her country, a national maternal and child health 
council was responsible for control of maternal and infant mortality and research in that 
field. 

Professor KONDE (Guinea) said that the maternal and child health situation was still 
poor in a number of countries, including his own, in spite of a certain amount of 
progress. Concern was increasing owing to the impact of economic recessions in those 
countries, for which the proposed solution - structural adjustments - took only limited 
account of social aspects. In Guinea, maternal and child health activities were 
integrated in the national primary health care programme, in accordance with the Bamako 
Initiative. Family planning was also being increasingly integrated, as were surveillance 
of children's growth and nutrition, and health education. Nevertheless, he would like 
studies and research in that domain to be intensified with a view to obtaining more 
information on the sociocultural and behavioural characteristics of the population. A 
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maternal mortality programme had been instituted with the goal of reducing by 50% the 
maternal mortality rate, which was currently about 500 per 100 000 live births in Conakry 
and as high as 800 per 100 000 in some rural areas. In addition to maternal health, 
greater attention should be paid to the health of adolescents and of the newborn, 
particularly since many babies were still dying of such infections as neonatal tetanus. 
The interest taken by the Executive Board and the Director-General in the role of women 
in the promotion of health and development was most welcome, as was the increase in 
budgetary allocations, which should help to strengthen the delivery of primary health 
care in accordance with the Bamako Initiative. Finally, Guinea supported the French 
proposal for an evaluation of the implementation of the International Code of Marketing 
of Breast-milk Substitutes and endorsed the convening of an expert committee on maternal 
and child health. 

Dr ABDUL KARIM (Malaysia) welcomed the continued development of programme 9.1, which 
was a central programme within which almost every health activity for the family could be 
provided. He also welcomed the advances made by WHO and other agencies such as UNICEF in 
the development and promotion of simple and appropriate technology for various 
activities, such as oral rehydration salts and new vaccines, the progress made in 
promoting strategies for strengthening and extending health delivery systems, and efforts 
towards the integration of services. Action in the 1990s should be focused on 
consolidating and strengthening the maternal and child health and family planning 
programme and services to ensure that existing technology could be made available and 
accessible to all mothers and children. It was to be hoped that the programme would 
continue to assist countries in the development of strategies to serve groups which had 
not yet been reached or were difficult to reach. 

Malaysia congratulated WHO on its pioneering efforts in developing the Safe 
Motherhood Initiative and supported its endeavours to continue to promote action in 
developing countries for the reduction of maternal mortality, a serious problem facing 
women in that part of the world. It also supported WHO'S moves towards the development 
of strategies for reducing causes of maternal morbidity which had serious consequences 
for both mothers and newborn children. 

He noted that although the new initiative for maternal health and safe motherhood 
was given high priority in the developing countries, the resources of the regular budget 
could not meet those countries' needs. It therefore hoped that additional funds would be 
made available to WHO, to support country initiatives for the improvement of women's 
health and reduction of mortality. 

Malaysia considered that the time was ripe for a fresh and critical look at some 
seemingly basic issues in the provision of maternal and child health and family planning 
services - for example, why was such simple and cheap technology as the use of oral 
rehydration salts and immunization still not available to women and children in need? 
Why were family planning services still not acceptable? Why did women still prefer to 
give birth at home? As a multiracial country, Malaysia was concerned about those issues, 
and therefore proposed that WHO should give serious consideration to such questions as 
the needs of women and families for health care, how best to provide services given 
particular social, historical, cultural and religious backgrounds, how basic health 
education and information could best reach all women and their families, and how 
behavioural changes could be effected. That called for a fresh look at maternal and 
child health and family planning services, and it was to be hoped that the voices of 
women would be heard and considered in that new approach. 

Malaysia had worked closely with WHO and had implemented several strategies, such as 
the risk approach as an integral part of its maternal and child health care. It was now 
actively involved in the Safe Motherhood Initiative. The results in terms of reduction 
of maternal and infant mortality had been most rewarding and Malaysia would continue to 
support WHO in further efforts to improve the health of women and children. 

Malaysia supported the higher priority to be given to the development of the 
adolescent health programme, since diseases related to life-style were a growing problem, 
and also because it was looking to schoolchildren and adolescents as agents of change 
towards positive health habits and behaviour. 

Finally, in regard to human reproduction research, Malaysia proposed that further 
work be done on alternative methods of family planning that would be acceptable against 
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particular cultural or religious backgrounds, since it recognized that the women who 
needed family planning most were the ones who were unable to avail themselves of existing 
methods. 

Professor ANSARI (Pakistan), noting that in his country the maternal mortality rate 
was still very high at 50 per 100 000 live births and was accompanied by a high fertility 
rate of 3.1%, said that child survival, safe motherhood and population planning should 
become an integrated programme along the lines of the Expanded Programme on Immunization, 
particularly at the grass-roots level. Women's health was a matter of great concern 
since, whereas the life expectancy of щеп had risen to 61 years, that of women had 
remained stationary at 59 years. 

Health education for adolescents, particularly through school health services, was 
extremely important for the formation of safe living habits early in life, and it was 
regrettable that the budget allocation for that programme was so small. 

Finally, he endorsed the proposed human reproduction research programme but hoped 
that research on long-acting systemic agents and vaccines for fertility regulation, 
mentioned in the programme statement, would be given particular attention. 

Professor RUOCCO (Uruguay) said that maternal and child health was a priority 
programme in her country, where the infant mortality rate had been reduced to 19 per 1000 
live births, thanks to a campaign against diarrhoeal diseases and to primary health care 
education, based on the use of oral rehydration salts and immunization. Neonatal 
mortality stood at 11 per 1000 live births, and its primary cause was injury at birth or 
at the perinatal stage. The programme was, above all, directed towards early detection 
of pregnancy and ensuring care at delivery and paediatric care. Uruguay had no national 
family planning programme, only very limited programmes associated with maternity 
hospitals. The birth rate was 18 per 1000 inhabitants, and the low percentage of 
children under 15, less than 27% of the population, was a cause for concern. The 
adolescent health programme formed part of an integrated set of priority health 
programmes, which included maternal and child health, and was directed towards sport and 
health education dealing with such matters as sexuality and drug addiction, and 
especially education for pregnant adolescents. 

Mr DAYAL (India) fully supported activities aimed at controlling maternal and infant 
mortality and morbidity, and fertility. It should be emphasized, however, that the mere 
survival of children was not enough, since they should also have full opportunities for 
healthy growth and development: accordingly, nutrition and health care, as well as 
psychosocial stimulation throughout the period of early childhood, were absolutely 
essential and the need for integrated services must be borne in mind. 

With regard to adolescent health, it should be borne in mind that low birth weight 
was still a major problem in a large part of the developing world. It would therefore be 
desirable for WHO to start pilot projects on that topic, to take advantage of the growth 
spurt at puberty, to provide full health and nutritional support for female adolescents 
from puberty to child-bearing, and to determine whether such support would lead to an 
increase in birth weight; the collaboration of FAO might be sought for food supplements 
in such projects. In the health education of adolescents of both sexes, an attempt 
should be made to open their minds to the pursuit of intellectual and spirituàl joys, and 
that should be regarded as an essential part of the strategy of protecting young people 
from the scourge of AIDS, in addition to education in safer sex. 

Dr NUKURO (Solomon Islands), after welcoming the emphasis that WHO placed on 
maternal and child health and family planning, said that, although there was a proposed 
3.63% increase in the regular budget for 1992-1993, he was concerned at the marked 
decrease in extrabudgetary funding at the country level from US$ 32 million to US$ 5.7 
million, a reduction of more than 80%. He wished to thank various international and 
nongovernmental organizations, especially UNICEF, UNFPA, the Canadian Public Health 
Association and the Save the Children Fund of Australia, for their support of the 
programme in his country. It was gratifying to note that the theme for the Technical 
Discussions at the Forty-fifth World Health Assembly would be "Women, health and 
development"； Solomon Islands wished to cosponsor the draft resolution on that topic to 
be submitted during consideration of item 20 of the agenda. 



114 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
Dr SARR (Senegal) said that maternal and child health, including family planning, 

were accorded the highest priority in his country not only because women were the motor 
of socioeconomic development and children the future of the nation, but also because they 
were the victims of underdevelopment and continuing recession. In contrast, in developed 
countries, mothers and children were victims of the effects of development. After 
several years of family planning activities carried out without true political 
commitment, a national family planning programme had recently been adopted in Senegal. 
The detrimental effects of rapid population increase on socioeconomic development policy 
had become evident, and the programme aimed to extend family planning services to rural 
areas, where 75% of the Senegalese population livejd. Family planning services were 
integrated with the programmes for the prevention of maternal mortality and the 
eradication of neonatal tetanus• The infant mortality rate having been reduced through a 
successful vaccination programme, it was now necessary to strengthen family planning 
policies, to monitor pregnancy and to provide assistance at delivery. 

The programme on adolescent health appeared to duplicate a whole range of programmes 
dealing with health problems of the general population, which perhaps explained the low 
level of resources allocated to it. While programmes directed to target groups such as 
mothers, children and the elderly were justified because they were concerned with 
specific problems, the programme on adolescent health should be absorbed into other 
relevant programmes. 

Dr YOOSUF (Maldives) supported WHO's programme on maternal and child health at all 
levels. National health programmes were according greater priority to maternal and child 
health, perhaps as a consequence of the progress made with respect to traditional public 
health problems such as tropical diseases. It was also being recognized that resources 
devoted to maternal and child health produced the greatest real health benefit. That 
reasoning was certainly behind the priority that Maldives accorded to maternal and child 
health. Antenatal care, immunization, water supply, sanitation and diarrhoeal disease 
control had had a favourable impact on the status of mothers and children in his 
country. There had been significant declines in maternal mortality and child mortality, 
and infant mortality had dropped from 130 to 30 per 1000 live births in the past decade. 
Family planning had not enjoyed the same level of success, largely because of management 
constraints, rather than any lack of knowledge or commitment on the part of the 
community. In most developing countries, health education alone would not engender 
acceptance of family planning; availability, financial accessibility and choice were 
also required. In view of the importance of those operational factors, he supported 
WHO's efforts to promote country-based operational research in programme design and 
management. Finally, he thanked WHO, UNICEF and UNFPA for their support. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that the 
maternal and child health programme deserved greater support. Although there were signs 
of improvement in maternal and child health in many countries, there were equally signs 
of deterioration in the least developed countries. The situation was worse in those 
countries with poor infrastructures and where maternal and child health and family 
planning had not been integrated into primary health care. The statistics of maternal 
deaths appeared to show no sign of improvement. WHO should play a more active role in 
family planning and in developing strategies to improve the accessibility and quality of 
family planning services. He welcomed collaboration with UNFPA and the International 
Planned Parenthood Federation, and recommended that it be extended to the International 
Confederation of Midwives. The activities outlined in the programme budget were all 
praiseworthy, but it would be desirable for future programme budgets to contain a clearer 
definition of the expected outcome of the activities proposed, as well as a more detailed 
setting of priorities among them. 

The United Kingdom had always had a high regard for the Special Programme of 
Research, Development and Research Training in Human Reproduction and was one of the main 
contributors to it. It was gratifying to note that the Programme had begun to implement 
some of the recommendations contained in the report of an external evaluation, in 
particular in regard to Ph.D. studies, social science research and the involvement of 
women in policy-making decisions. It was important that the high standard of safety of 
contraceptives and safety in the development of new and improved methods for fertility 
regulation be maintained. He supported the steps taken to ensure the highest attainable 
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ethical standards in the work and welcomed efforts to promote ethical practices in human 
reproduction research. He recognized that the recommendations of the "external impact 
evaluation" had had financial implications for the Programme. The present donor base was 
too small and the Programme should make every effort to find new donors. The problem of 
population growth and the need for action had been highlighted during the Technical 
Discussions held during the present Health Assembly. The Programme provided a way of 
looking at the difficult worldwide problems and seeking some solutions to them. He 
welcomed the close collaboration with the Division of Family Health, and the intention of 
the Programme to explore with UNFPA and the International Planned Parenthood Federation 
opportunities for collaboration in presenting a well-thought-out research strategy to 
existing and potential donors. He awaited with interest the paper on the Programme's 
long-term strategy, to be presented to its Policy and Coordination Committee in June 
1991. 

Dr AL-JABER (Qatar) thanked the Director-General for his excellent report and agreed 
that maternal and child health should be accorded a high priority in all countries. 
Qatar had taken the important step of integrating maternal and child health into primary 
health care in order to provide comprehensive health services. The Expanded Programme on 
Immunization covered all children and, indeed, 95% of the whole population. In recent 
years, there had been no maternal deaths. The country, however, suffered from a lack of 
trained national medical staff and therefore had to rely on expatriates. 

Dr WIRJOWIDAGDO (Indonesia) congratulated the Director-General on his excellent 
report concerning the programme on maternal and child health, including family planning. 
There had been a significant decrease in the infant mortality rate over the past two 
decades in South-East Asia thanks to the close collaboration between national programmes, 
WHO, UNICEF, UNDP and USAID. The maternal mortality rate, however, remained relatively 
high. Experience in South-East Asia suggested that low prenatal coverage, due to the 
behaviour of the target group and the health providers, along with an ineffective 
referral system for high-risk prenatal conditions, were the underlying causes. He 
therefore endorsed the maternal and child health programme as promoting child survival 
and development, along with safe motherhood. In many countries in South-East Asia, 
family planning had been integrated into primary health care services and had been 
implemented vigorously in an effort to reduce the rapid population growth in the Region. 
The absence of strong policies at national level made it difficult to mobilize resources 
from governments for health of the elderly. He therefore urged WHO to promote the 
inclusion of health of the elderly in the national policies of Member States. Finally, 
he supported the WHO programme on health of the elderly. 

Dr SIKIPA (Zimbabwe) said that analysis of mortality patterns in Zimbabwe indicated 
that over 45% of all deaths occurred in children under five years of age, a pattern that 
he suspected would be repeated in other countries in similar circumstances. Mortality 
rates for women were also unacceptably high. In the light of those sad statistics, 
programmes to improve maternal and child health had received close attention in 
Zimbabwe. The national family planning programme enjoyed strong political support and 
had had success. He welcomed the report of the Director-General and thanked WHO, 
nongovernmental organizations and other donor agencies for their support. 

Dr HU Ching-Li (Assistant Director-General) thanked delegations for their support of 
the programmes on maternal and child health, including family planning, adolescent health 
and human reproduction research. The comments and suggestions on the further development 
of those programmes had been carefully noted. Although the regular budget for the 
programmes had been slightly increased, the increase was only symbolic and many speakers 
had noted that, even including extrabudgetary resources, funding was very limited. As 
the United Kingdom delegate had pointed out, new donors must be sought. Maternal and 
child health, safe motherhood, population issues and adolescent health presented great 
needs at country and intercountry level. 

Many delegates had expressed interest in the steps taken by WHO to follow up the 
International Code of Marketing of Breast-milk Substitutes. With contributions from the 
Government of the Netherlands and collaboration with SIDA, WHO's action to encourage a 
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thorough technical review and evaluation by national authorities of the steps they had 
taken to give effect to the principles and aim of the International Code was proceeding 
well. The results would be examined at a meeting in The Hague at the end of 
September 1991. The Organization welcomed the recent offer by SIDA to support the review 
by other interested parties of action in relation to the International Code. In view of 
the activities already in progress, it was merely a matter of establishing the timing and 
modalities for such a review. 

Dr PETROS-BARVAZIAN (Division of Family Health) thanked delegates for their 
encouraging comments and clear guidance on the programmes on maternal and child health, 
including family planning, and adolescent health. As part of the emphasis on newborns, 
priority was being accorded to four areas : the development of technology for 
thermoregulation； the prevention of infection; appropriate feeding; and the prevention 
of asphyxia and birth trauma. With the support of the countries, it was hoped that the 
programme on newborns would be accelerated. The emphasis on newborns was timely, as 
post-neonatal and infant mortality were decreasing and the remaining infant mortality in 
developing countries was related to newborns. A paper entitled "Child health and 
development: the health of the newborn", as requested by the Executive Board, would 
further elaborate on those issues and strategies, and would be presented by the 
Director-General to the Board in January 1992. 

Many speakers had stressed the importance of safe motherhood. The programme had 
taken off well, but its success would depend upon maintaining momentum and the 
availability of the necessary resources. 

Two aspects of family planning had been emphasized: health benefits for mothers and 
children as the cornerstone of integrated maternal and child health care and family 
planning; and the relation between family planning and population issues. Acceptability 
of various methods, quality of care, and responsiveness (particularly in relation to 
methods directed to women, their viewpoints and their participation) were among the 
remaining issues to be tackled. Management and technical guidelines related to those 
aspects were being developed to facilitate the use of various family planning methods in 
the implementation of programmes in Member States adapted to different socioculturel 
situations. 

Emphasis had been placed on the role of the father in the family in relation to 
maternal and child health and family planning. WHO would take the opportunity presented 
by the International Year of the Family, 1994, to make every effort to promote the 
concept of the totality of family health, in the belief that the health of the family was 
more than the sum total of the health of its individual members. WHO would have an 
opportunity to collaborate with Member States in highlighting, among other things, the 
role of the father. 

Regarding the emphasis on integrated programmes and the need for a new expert 
committee on maternal and child health and family planning, it should be noted that an 
expert committee meeting was planned for 1993, at which all the newer and emerging 
issues, as well as goals for the 1990s, would be discussed. 

Although the programme on adolescent health was a newly developed one, the 
experience gained earlier in relation to the reproductive health of adolescents would 
prove useful. As the delegate of India had pointed out, adolescent health was linked to 
the prevention of pregnancies early in adolescence. Such pregnancies resulted in a high 
number of babies of low birth-weight, which was in turn a cause of problems. Lessons 
learned and methods developed to deal with adolescents' reproductive health would be 
applied in a comprehensive approach to adolescents' health in general. As the delegate 
of Senegal had said, many health problems cut across various WHO programmes； in the case 
of adolescent health there was close collaboration with a number of programmes, 
particularly in relation to substance abuse, alcohol, drugs and tobacco, maternal and 
child health, sexually transmitted diseases, AIDS, health promotion, and health education 
in schools. Following the Technical Discussions held in 1989, many activities were 
focused on behavioural research, understanding of sociocultural patterns and active 
participation of young people, a unique aspect of the programme. 

The subject of women, health and development would be discussed under item 20. 

Dr BELSEY (Maternal and Child Health and Family Planning) said that he would respond 
to questions raised under programmes 8.1 and 9.1 concerning the International Code of 
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Marketing of Breast-milk Substitutes. In regard to the question raised by the United 
Kingdom delegate at the sixth meeting, on WHO's role in the preparation of European 
directives concerning the International Code, he explained that WHO, at the request of 
two Member States of the European Community, had provided detailed technical comments on 
the manner in which the directives related to the Code and to the relevant Health 
Assembly resolutions. Those comments were available to all Member States interested. 

Several delegates had requested a review of the ten years‘ experience of the 
International Code, in regard both to the prevalence of breast-feeding and to the steps 
taken by Member States to give effect to the principles and aim of the Code. A working 
group of the global nutrition task force had been set up, composed of staff of the 
technical programmes concerned, such as nutrition, and maternal and child health, and of 
the Office of the Legal Counsel, in order to draw up a coherent coordinated programme on 
breast-feeding and other aspects of infant feeding. The group had endeavoured to develop 
standard indicators for breast-feeding that could be used in surveys. Those indicators 
were being discussed with UNICEF and other agencies to ensure harmonization. Similarly, 
the methods for evaluating the prevalence of breast-feeding, developed over several years 
in WHO, were being refined and used by several programmes to obtain information on 
prevalence and patterns of breast-feeding, as well as on child spacing. That information 
was stored in a data bank. The next report of the Director-General on infant and young 
child nutrition would reflect those developments. 

The efforts of various WHO programmes to develop methods of training on 
breast-feeding, lactation management and support to countries on other aspects of 
breast-feeding and infant feeding were coordinated through the same working group of the 
task force. 

Thanks to the support of the Government of the Netherlands, WHO had been able to 
devise a common evaluation framework and methodology to review the action taken by Member 
States on the International Code. Reviews were at present in progress in 14 developed 
and developing countries, and the responses of three additional countries were awaited. 
The reviews would be discussed at a meeting to be held in The Hague from 29 September to 
2 October 1991 with the support of the Governments of the Netherlands and Sweden. The 
representatives of countries engaged in reviews would exchange their experience, with the 
participation of various interested parties representing consumer groups, the infant-food 
industry and professional organizations. The results of the meeting would be reflected 
in the Director-General‘s reports to the Health Assembly and the Executive Board in 
1992. WHO had thus been able to act rapidly and in a technically sound manner in 
obtaining the collaboration of a number of countries to review the impact of their own 
activities with respect to the principles and aim of the International Code. 

Programmes 9.4 and 9.5: Workers' health: Health of the elderly 

Dr VIOLAKI-PARASKEVA (Greece) said that in view of the forecast rise in the elderly 
population, the health of the elderly was becoming increasingly important. The 
Organization's main task should be to evaluate the experience of different countries and 
develop a comprehensive model of action for the elderly that took health and social 
aspects into consideration. It should also strive to integrate health of the elderly 
into the primary health care structure. 

In Greece, social support for the elderly was provided in collaboration with ten 
major associations for retired people, which represented their only means of political 
pressure. Her country had a system of social hostels providing temporary housing for 
adults of all age groups as well as a network of homes for chronically disabled adults. 
It was also developing a centre to disseminate knowledge of modern technology to assist 
the disabled. 

Greece had an active programme of research on the elderly. Several research 
projects were being undertaken by day centres for the aged in cooperation with hospitals 
and research institutions. Among the current projects was an evaluation of the 
medico-social situation of the elderly living in rural areas and a study on the mental 
health of the elderly. 

The social structure of Greece had changed in recent years. In particular, the 
increase in the number of working women had resulted in many new problems for the 
elderly. 
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Dr ZHANG Xiaorui (China) said that her country endorsed the programme statement on 

health of the elderly. At the same time, it believed that the budgetary resources for 
the programme should be increased. 

Life expectancy in her country was 69 years； and by the year 1992 those aged 60 and 
over would account for 11% of the population, making China an aging nation. China fully 
supported the programme objectives of making medical and health care and social services 
available to the elderly. Her Government had accordingly adopted a set of measures 
designed to provide such services with a view to making the lives of the elderly both 
healthy and satisfying. The services included special universities, clubs and social 
activities for the elderly and special services for handicapped elderly people. 

Family members were one of the main sources of care and support for the elderly. 
Traditional medicine also played an important role in providing them with health care. 

Confronted with the challenge of a rapidly aging population, China would continue to 
work with WHO on improving conditions for the elderly. 

Dr NTABA (Malawi) said that all States, and in particular the developing countries, 
should devote more attention to the issue of workers' health. Workers represented human 
resources that were of crucial importance for economic development. The financial losses 
arising from work-related health problems were very high. WHO should place more emphasis 
on the connection between workers' health and economic productivity. 

Rather than being limited to occupational diseases and hazards, workers' health must 
be considered in the context of an overall health care structure for workers. Promotion 
of workers' health, and provision of both preventive health care and conventional 
curative care should be as important as the efforts to reduce occupational health 
hazards. 

He welcomed the programme's emphasis on agricultural workers； although that group 
was of critical importance in many countries, it received less attention than any other 
group. Very little effort was devoted to designing better agricultural equipment or to 
preventing occupational hazards specific to rural workers. WHO should strive to make 
Member States more aware of the needs of such workers, so that the necessary corrective 
action could be taken. 

He was therefore concerned by the reduced levels of regular budget and 
extrabudgetary funding for the programme, particularly in the African Region. As Member 
States became more aware of workers' health needs, more resources would be required. 

Dr GEORGE-GUITON (France) endorsed the idea, suggested by Malawi, of expanding the 
concept of workers' health to include more than occupational injuries. There were many 
vulnerable working populations with little or no legislation to protect their rights, 
particularly in developing countries. Children, for example, often worked under 
conditions that were harmful to their health and intellectual development. The 
Convention on the Rights of the Child was a useful basis on which to develop programmes 
to protect the rights of working children. Women of reproductive age represented another 
vulnerable group in the workforce without the benefit of protective legislation. That 
issue might be addressed by a collaborative effort on the part of WHO and ILO. In view 
of its limited resources, WHO should consider strengthening its collaboration with ILO, 
going beyond the traditional issues and shaping a comprehensive concept of workers' 
health. 

She supported the observations of Greece with respect to the programme on health of 
the elderly. Developed countries were allocating more than 70% of their health budgets 
to that population. In fact, they were creating a new category: the fourth age, or 
persons over 80 years old. Unfortunately, persons in that category could not cope alone 
and that caused difficulties for the individuals themselves, their families and society. 
It was important to find ways of helping elderly people maintain their self-reliance, 
either by strengthening specific activities for them or by integrating them into the 
community. Certain experimental programmes were under way in France in which elderly 
people were helping other vulnerable population groups. 

In the developed countries in general, there was a widening generation gap and a 
breakdown of the family system. Those countries needed to forge anew the bonds of 
solidarity between the generations, a lesson they could learn from the developing 
countries, 

Dr SARN (United States of America) said that preventive and curative health services 
for the elderly were of growing importance. That age group had a significant impact on 
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the use of health services and resources, an impact that was more pronounced in the 
developed countries. 

He noted with satisfaction that the international research programme on aging would 
continue to be supported primarily by extrabudgetary funds. The United States National 
Institute 011 Aging was an active participant in that programme and would continue to play 
an active role. 

Professor ANSARI (Pakistan) said that the regional and country allocations for the 
workers' health programme were adequate. He observed that the allocation for one country 
in the Eastern Mediterranean Region had increased significantly. Other countries in that 
Region should also be given appropriate priority under the programme. 

Owing to increased used of tranquillizers and sedatives, elderly people were 
becoming less active. Physicians and other health professionals should be trained to 
promote an active and independent life-style for the elderly. A set of guidelines to 
that end would be useful. 

Mr DAYAL (India) said that more attention should be paid to protection of workers 
against occupational health hazards and that provision should be made for periodic health 
checks and supportive health services for workers in unorganized sectors, since they 
frequently put in long working hours, but remained deprived of the health services 
available to organized workers through their employers. 

As life expectancy increased, the problems of providing health services for the 
elderly were growing. For example, in India 81% of blindness was due to cataract, 
related to advancing age, and about 2 million cataract extractions were needed every 
year. However, present capacity was only 1.2 million, and his country would welcome any 
form of multilateral or bilateral cooperation that would enable it to handle the required 
number of operations. 

Dr ROCHON (Division of Health Protection and Promotion) assured delegates that due 
account would be taken of the suggestions made. 

The two programmes under consideration would be further developed during the 
forthcoming biennium. Within that context, an effort would be made to expand 
collaboration with other programmes not only under major programme 9 but also in other 
relevant programme areas. 

In view of the Organization's limited resources, interagency collaboration was of 
great importance. The next regular meeting of the Joint ILO/WHO Committee on 
Occupational Health in 1992 would in fact consider strengthening the collaboration 
between the two organizations. Similar efforts were planned in the reorganization of the 
programme on health of the elderly. 

Protection and promotion of mental health (major programme 10) (Documents PB/92-93, 
pages B-118 to B-131; EB87/1991/REC/1, Part II, Chapter II, paragraphs 64 to 69) 

Programmes 10.1 to 10.3: Psychosocial and behavioural factors in the promotion of 
health and human development: Prevention and control of alcohol and drug abuse: 
Prevention and treatment of mental and neurological disorders 

Professor BORGONO (representative of the Executive Board), introducing the programme 
on the protection and promotion of mental health, said that it had unfortunately not 
received adequate support thus far. 

The programme should be integrated into the primary health care structure. Certain 
countries had achieved limited success in that connection. General practitioners and 
other health care professionals should be trained to deal with mental health problems, 
which could often be treated at the primary health care level. 

Adverse conditions in the world had given rise to psychosocial problems with which 
the programme would have to concern itself. Of particular importance were the problems 
of workers and adolescents. It was therefore essential to coordinate the programme with 
other related programmes. 

Alcohol and drug abuse were issues to which careful attention must be paid. It was 
well known that drug problems had struck every region of the world. His own region, 
Latin America, was particularly affected. It was essential to adopt a multisectoral 
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approach, as health, welfare and legal issues were involved and needed to be given an 
appropriate place. WHO should increase its research efforts with respect to the 
behaviour of individuals exposed to risks. Similarly, up-to-date epidemiological 
information was needed. 

The prevention and treatment of mental and neurological disorders included attention 
to such problems as epilepsy, environmental hazards, the relationship between tropical 
diseases and neurological disorders, and neurological disorders resulting from HIV 
infection. 

Mr KUNIEDA (Japan) fully endorsed programme 10.2 on prevention and control of 
alcohol and drug abuse. Drug abuse had become a serious threat to the health and welfare 
of peoples in both developed and developing countries and would have to be combated by 
cutting off supplies and reducing demand. In connection with the latter, his country had 
been contributing financial and technical resources to the newly established WHO 
Programme on Substance Abuse and would continue to do so. It had organized an annual 
study programme for international experts on drug abuse and narcotics control and had 
contributed to a symposium designed to facilitate the exchange of scientific information 
on drug dependence. 

A scientific approach to reducing demand was needed. Among topics to which WHO 
should grant higher priority were the prevention of drug abuse through health education; 
assessment of the extent of drug abuse； and primary health care for drug abusers. 

His country strongly endorsed the Organization's leadership in combating the problem 
of alcohol abuse. It had hosted an interregional meeting in Tokyo in April 1991, where a 
number of specific recommendations for the reduction of alcohol-related problems had been 
made. Japan would be developing its national policy on the basis of those 
recommendations. 

Dr СICOGNA (Italy) shared the Organization's concern with respect to the prevention 
and control of alcohol and drug abuse. In Italy drug abuse had reached serious 
proportions, and the Government had taken a series of steps to deal with it: provision 
of improved public services for drug abusers； organization of training courses on the 
prevention of substance abuse； establishment of an interdisciplinary centre on drug 
dependence； and creation within the Ministry of Health of a special department on 
substance abuse. 

Both national and international efforts were needed to prevent and control substance 
abuse. He therefore welcomed and fully supported the new WHO programme on that subject. 

Dr VIOLAKI-PARASKEVA (Greece) commended the entire programme on the protection and 
promotion of mental health. The fact that least 300 million people in the world were 
suffering from mental and neurological disorders, and that about one-third of all cases 
of long-term disability were due to mental or neurological illness, was cause for serious 
concern. At the same time she wondered how the objectives could be attained with the low 
level of budgetary allocations proposed, with the exception of the provision for 
programme 10.1 on psychosocial and behavioural factors in the promotion of health and 
human development, which had been substantially increased. 

Mental health programmes should form an integral part of primary health care. 
People suffering from mental disorders constituted a vulnerable population in need of a 
great deal of protection and care. International programmes in that field were therefore 
of particular importance. 

She welcomed the integration of mental health issues into health programmes at the 
district level and their inclusion in training programmes for health professionals. She 
would appreciate more information about the proposed organization of mental health 
programmes in schools. 

As part of its psychiatric reform programme, Greece was currently drafting 
amendments to the existing legislation regarding the hospitalization, treatment and 
rehabilitation of the mentally disabled and had set up several intramural units and 
institutions for their social and economic rehabilitation. 

Prevention of alcohol and drug abuse, like other aspects of mental health, should be 
included in the primary health care programme and required a multisectoral approach. 
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Dr SIDHOM (Tunisia) said that WHO'S broad definition of health had three components, 

and health should therefore always be thought of in terms of its physical, mental and 
social aspects. Physical good health must be complemented by mental and social 
well-being. Within that context, WHO had assisted Tunisia in establishing a national 
programme for integrated mental health care. A multisectoral committee, representing 
several ministries (education, social affairs, youth and children, justice and cultural 
affairs), as well as several national organizations, particularly those concerned with 
young people, had been established to draw up the programme, which had been adopted in 
June 1990 and was currently being implemented. 

The programme was interesting because it was designed not only to prevent or treat 
mental and psychiatric problems, but also to prevent social problems such as delinquency, 
scholastic failure, social marginalization and the break-up of families. Furthermore, 
the health personnel involved in the programme would work alongside personnel from other 
sectors to provide the individual with integrated and complementary assistance. Such an 
approach was in line with WHO policy and he fully supported its objectives. 

Through that approach, the health sector would play a focal role in combating drug 
and tobacco abuse, scholastic failure and delinquency, problems which were as serious as 
schizophrenia or epilepsy. The approach was not simply to care for the sick but also to 
promote healthy life-styles and thus provide comprehensive care integrated in primary 
health care. He congratulated WHO on its work in promoting and protecting mental health 
and supported the objectives and strategies proposed. He hoped that more resources would 
be made available to the programme and that greater interest would be shown in the 
development of mental health personnel. 

Professor COSKUN (Turkey) commended the Director-General on the well-prepared 
programme for the protection and promotion of mental health. He was pleased to note that 
the amount allocated for that programme had not been decreased by as much as in the 
previous biennium and hoped that it could be increased in the future. He also thanked 
the representative of the Executive Board for his introductory remarks concerning the 
level of the budgetary allocation for mental health. 

As mental health was an integral component of public health, every effort should be 
made to improve the level of related services, both in planning and during 
implementation, and at the headquarters, regional, national and local levels. 

A serious obstacle in the way of developing and promoting mental health services was 
the different meanings attached to the term; while in some cases the services covered 
only the severely mentally disturbed, in others they were of much broader scope. Both 
extremes were to be avoided; there should be a well-balanced relation between mental 
health services and other health services and other sectors. While there was no doubt 
that such services should be mutually supportive, different ways of regarding mental 
health meant that some opportunities in that direction might at times have been missed. 
Examples of that could be found in the case of communicable diseases and family planning, 
where efforts to promote activities had failed partly because behavioural aspects had not 
been taken into account. 

It was important to consider the place of mental health services - or of departments 
of mental health - and how they should relate to other services - or departments - both 
in the health sector and in other sectors : should there be a special division or 
department and, if not, who should deal with mental health issuesf how and where? 

In Turkey, the Mental Health Department was attached to the General Directorate for 
Primary Health Care, and mental health hospitals to that General Directorate and to the 
Directorate of Curative Services, so that mental health activities could be developed and 
integrated in the primary health care system. He asked how other Member States were 
approaching the matter and how WHO viewed mental health coordination activities within 
the health sector and specifically at ministry level. 

Lastly, alcohol and drug abuse were topics that deserved much more attention and 
should also be integrated into primary health care. 

Dr GEORGE-GUITON (France) agreed with the previous speaker that there had been 
difficulties in finding the proper place of mental health in the scheme of things, both 
at national and at international level. That was clear from the recent decision to 
establish a relatively independent programme for the prevention of alcohol and drug 
abuse. 
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In France, up till ten years before, matters relating to psychiatry, neurological 

problems, alcohol and drug abuse had all been dealt with by the same unit in the Ministry 
of Health. In 1978-1980, it had been decided to separate alcohol abuse from the rest of 
the mental health programme, to give it a new identity and to include questions relating 
to tobacco and drug abuse. That initiative had proved to be satisfactory, although it 
was not considered that a total separation of the two sectors would be beneficial. 

The question of mental health was also difficult to address in that it was not 
always clear what was meant by it; a common language and classification had not been 
established among the personnel concerned in the different regions or medical cultures. 
In that respect she appreciated the efforts made to improve the most recent international 
classification of diseases, which made comparisons possible in the field of mental 
health. In France, a distinction had been drawn for the past ten years between 
neurological disorders and psychiatric disorders. While it might not necessarily be 
opportune to make such a distinction in all parts of the world, it had found general 
acceptance in her country. The Tenth Revision of the International Classification of 
Diseases was usable by all. WHO collaborating centres in France were endeavouring to 
develop their activities in ways applicable to other countries in order to facilitate 
harmonization in diagnosis. 

Concerning the integration of mental health services with other health services, it 
was clear that the prevention of mental disorders and the care of mental patients must be 
integrated with general and primary health care services. At the same time, however, it 
should not be forgotten that the care of mental health patients was often disturbing, 
tiring and stressful and that prior training was therefore necessary to ensure that 
nonspecialist personnel could cope； the training should be given in close collaboration 
with psychiatrists. 

Also to be taken into account were human rights and the need to prevent social 
exclusion. Legislation had recently been enacted in France to provide better protection 
of the rights of the mentally ill whether they had been hospitalized with or without 
their consent. Legal guarantees were provided so that they did not lose their dignity, 
their identity or their rights. 

The new programme to deal with alcohol and drug abuse must be closely integrated 
horizontally with all matters concerning the abuse of psychically active substances. In 
the context of prevention, it had been observed in France that it was often in the first 
years of life that the habit of oral consumption of medicaments was acquired. A major 
campaign involving the mass media was in progress in France to convey the message that 
taking medicaments, particularly those which were psychoactive, was not without 
consequences and should not be undertaken lightly, particularly where children and 
infants were concerned. 

Dr ZHANG Xiaorui (China) supported the content and goals of the programme. Mental, 
neurological and psychosocial factors had particular impact on the lives of children, 
adolescents, women, the elderly and the disabled, but they also affected the development 
of society as a whole. Unhealthy life-styles and drug and alcohol abuse must be 
considered together in the context of the programme on the protection and promotion of 
mental health. The control of various diseases also involved aspects of mental health 
and it was therefore important that there should be coordination between all programmes 
concerned, including those dealing with AIDS, adolescent health and maternal and child 
health. In addition, greater technical assistance should be made available to Member 
States. The budget for mental health had, however, been decreased considerably, in 
particular as far as extrabudge tary resources were concerned, and that was bound to have 
negative repercussions on programme implementation in the coming biennium. She urged 
further consideration of the matter. 

In China in 1986 the Ministry of Health, together with the Ministry for Civic 
Affairs and Public Order, had organized a second national symposium on mental health and 
subsequently established a coordinating committee on mental health. At the same time, 
prevention and training activities had been strengthened and international contacts 
intensified; China was grateful for WHO's support. 

Dr GEYER (Austria) commended the Director-General on the programme. Mentally ill 
and mentally handicapped persons were especially vulnerable. They required a high degree 
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of legal protection and medical care. The need for a clear definition of their rights at 
international and national levels had become increasingly evident in the light of recent 
scientific, technological and social developments which, although they could create 
better conditions of life, might also give rise to new problems. Almost in no other 
field could the boundary between respect and infringement of human rights and fundamental 
freedoms be crossed as easily as in the field of mental health care. The importance of 
all WHO programmes and initiatives set up to safeguard the mentally ill should be noted. 
The successful completion in November 1990 of the work undertaken by the United Nations 
Commission on Human Rights‘ open-ended working group on mentally ill persons, with the 
adoption of Principles for the Protection of Mentally 111 Persons and for the Improvement 
of Mental Health Care, should also be noted. Moreover, at its forty-seventh session the 
Commission had recommended that the Principles should be transmitted through the Economic 
and Social Council to the United Nations General Assembly for adoption. Her Government, 
which had actively participated in the working group, thanked WHO for its most valuable 
contribution. 

However, all international efforts would be in vain unless there was progress at 
national level. In that context, after lengthy discussion, the Austrian parliament had 
adopted in 1990 new legislation on the hospitalization and treatment of mentally ill 
persons that gave full consideration to human rights, and particularly the rights to 
liberty and privacy. Wherever possible, treatment required the informed consent of the 
patients, while conditions under which a person could be hospitalized against his will or 
without his consent were very restrictive and only applicable if there was no other way 
of protecting the life or health of the patient or third parties. Another feature of the 
law was the prevailing principle of strict control of its observance by independent 
tribunals. 

The value of the Principles would undoubtedly depend on the extent to which the 
provisions were implemented. An adequate follow-up process was therefore necessary to 
assist countries requiring advice on adapting legislation. That task could only be 
carried out with the help of agencies inside and outside the United Nations system, 
including nongovernmental organizations. For that reason, she was interested in 
examining the possibilities of making available advisory services for those countries 
wishing to draft new legislative provisions or adapt existing legislation to the 
standards of the Principles. 

Professor MWALUKO (United Republic of Tanzania) said that the protection and 
promotion of mental health remained one of the major challenges in health care systems. 
With the worsening socioeconomic situation in developing countries, protection and 
promotion of mental health was becoming even more crucial. Unfortunately, however, a 
wide range of social, cultural and economic factors influenced mental health in the 
community, with a resulting tendency to shy away from serious implementation of mental 
health programmes. That, together with traditional attitudes to the whole issue of 
mental health, had probably contributed to maintaining the low priority which mental 
health had in health systems. The programme on protection and promotion of mental health 
should therefore be given greater attention and the financial resources it merited. 

His country had some experience of the complexities of managing a mental health 
programme, both curative and promotional, at the community level. Although the national 
programme was integrated into the primary health care system, it was still hampered by 
inadequate supervision of activities in the community and insufficient availability of 
drugs. Community surveys to determine the incidence of epilepsy were, however, being 
carried out in accordance with WHO guidelines on the management of the disease at the 
primary health care level. A multisectoral programme was also being established to 
control alcohol and drug abuse, problems that his country was experiencing. 

Dr NTABA (Malawi), referring to programme 10.2 on prevention and control of alcohol 
and drug abuse, said that the issue of alcohol should be brought more to the fore in 
debate. While the problem of substance abuse, other than alcohol abuse, was 
realistically highlighted in the situation analysis for the programme, it did not give 
sufficient emphasis to alcohol. Considering the health hazards, poor economic 
performance and reduced productivity associated with alcohol abuse, its devastating 
effects on the social fabric and family structure of communities, and its contribution to 
road traffic accidents and other injuries and their consequent economic costs, it must be 
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recognized that it was a problem of truly global dimensions. It was a matter of concern 
that substance abuse never generated the kind of debate that took place on topics such as 
tobacco abuse or AIDS, perhaps because there was a general partiality to the use of 
alcohol, caffeine and other substances to varying extents. That lack of interest was 
perhaps also reflected in the budget figures for the African Region for both country and 
intercountry activities. He agreed with the Executive Board's view that WHO must do more 
to ensure that Member States gave the necessary priority to the problem and included 
attention to alcohol control in primary health care as a multisectoral concern. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) pointed out, lest 
there be any misconception in equating alcohol, drugs and tobacco, that while there were 
safe levels of consumption for alcohol, there were no parallel safe levels of consumption 
for either drugs or tobacco. 

The United Kingdom fully supported the new Programme on Substance Abuse； it was 
pleased to have been one of the first contributors to the programme, and in April 1991 
had chaired an inaugural meeting of donors and interested parties to discuss its work 
plan. The Programme had attracted experienced and competent staff and he was encouraged 
by its progress so far. However, only three countries had contributed financially to 
date and he therefore urged other donors to come forward. He fully agreed that the 
programme should work closely with the United Nations programme in that field and hoped 
that all WHO Member States would promote such cooperation. 

With reference to programme 10.3 on prevention and treatment of mental and 
neurological disorders, he agreed that the proposed activities were sound; but given the 
enormous problems that had to be tackled, the sum allocated to the programme was very 
modest. Mental health had always been the poor relation of health care services and its 
position was further weakened when cuts were made in funding, which had the effect of 
diverting attention and political interest away from the subject. WHO had a major role 
to play in awareness-raising in that field. It had been interesting to note from the 
discussion what trends were developing around the world. Various speakers had described 
changes in national legislation on mental health and it appeared that at times a number 
of countries had taken decisions to implement changes almost simultaneously without prior 
consultation. However, WHO was perhaps playing a greater role than might be imagined in 
sensitizing the world community to major problems. He recalled that the 
Director-General's report on the prevention of mental, neurological and psychosocial 
disorders made to the Thirty-ninth World Health Assembly had inspired a ministerial 
submission in the United Kingdom which had led to a number of important initiatives, 
including the establishment of a programme of education in mental health for general 
practitioners, the design of improved models of primary health care in mental health, and 
the setting-up of collaboration between the Department of Health and the Confederation of 
British Industry to encourage the further development of policies aimed at improving 
mental health at work. WHO therefore had a very important role to play in such matters. 

Dr DE SOUZA (Australia) joined previous speakers in supporting major programme 10. 
However, it was with some concern that he had noted in the report of the Executive Board 
that mental health was not receiving the level of support and attention commensurate with 
the generally high prevailing level of mental disorders. As the delegate of Greece had 
pointed out, at least 300 million people in the world were suffering from mental and 
neurological disorders. The Director-General had drawn attention, under the heading of 
psychosocial and behavioural disorders, to the fact that efforts to improve health care 
were still too rarely accompanied by efforts to increase awareness of the psychosocial 
aspects of health care among health workers and by the use of psychosocial measures at 
primary health care level. That deficiency had been recognized to some extent in the 
increase of some 14% in real terms proposed for programme 10.1 

Under programme 10.3 it had been observed that the rate of increase of mental and 
neurological problems in developing countries, coupled with trends towards population 
increase, exceeded the capacity of national health systems to deal with such problems. 
Under those circumstances, it was rather sad to note that there had been a reduction in 
activity related to prevention and treatment of neurological disorders in at least two 
regions. While it was recognized that the decrease in the regular budget was essentially 
due to reallocation of resources to other priority activities, the extent of mental 
illness in the world should not be forgotten. 
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Concerning programme 10.2, the Director-General was to be congratulated on the 16X 

real increase in the regular budget for the prevention and control of alcohol and drug 
abuse. He endorsed the comments of the United Kingdom and other delegates concerning the 
importance of the new Programme on Substance Abuse and requested Member States to give it 
their full support. 

Dr MILLAN (Mexico) fully supported the programme on the protection and promotion of 
mental health. In regard specifically to the problem of drug addiction, Mexico found 
itself between the producers and the consumers of drugs and was spending large amounts of 
money to combat the traffic in drugs. Already, over 200 members of the Mexican armed 
forces and the authorities had lost their lives in action to prevent drugs traffic. A 
national council had been established to educate the public and convince producers that 
land should be used for purposes other than cultivating drugs. Under existing 
legislation, land could be expropriated in the event of its being used to produce 
marijuana or other drugs. Although drug consumption was not as great a problem in Mexico 
as in some developed countries, education programmes addressed to schoolchildren and the 
public were being carried out through the mass media in an effort to improve the 
situation. Mexico would continue in the forefront of action against drug addiction, 
mainly through efforts to avoid the country's being used for the production of transport 
of drugs. 

Dr INFANTE (Spain) expressed support for the new Programme on Substance Abuse and 
announced that a substantial contribution from his country would probably be forthcoming 
in the near future. 

With regard to WHO's collaboration with other United Nations bodies and 
international agencies, it should be borne in mind that in Europe drug abuse control 
activities were being carried on not only by organizations of the United Nations system 
but by other bodies as well； indeed, a major meeting sponsored by the Pompidou Group of 
the Council of Europe had been held the previous week in Oslo. WHO should try to be 
represented in all forums where the problem of drug abuse was raised, since it was the 
only organization capable of providing a comprehensive approach to drug abuse as a public 
health problem - an approach not always adopted by other international organizations. An 
open discussion was currently going on in Spain on the touchy issue of the introduction 
of laws and regulations penalizing public consumption of illicit drugs. At the present 
time, such consumption was not an offence in itself, and Spanish legislation would 
possibly be changed in that respect. 

With regard to alcoholism, he agreed with the United Kingdom delegate that the use 
of alcohol should not be equated with the use of tobacco or illicit drugs, not only for 
the reasons mentioned by that delegate, but also because in some cultures, such as his 
own, the consumption of certain alcoholic beverages had age-old cultural roots, and 
therefore should not be approached in the same way as more recent forms of drug abuse. 
It was rightly pointed out in the programme, however, that all the messages concerned 
should be transmitted together, along with positive encouragement for healthy 
life-styles, if the consumption of alcohol, tobacco and other drugs was to be reduced. 
Purely prohibitive messages had little effect among young people in the experience of his 
country, where school programmes to encourage healthy life-styles were being introduced. 

Finally, an agreement had been reached recently on the establishment of a 
collaborating centre on mental health in Madrid, which would work closely with WHO in 
assistance for and prevention of mental health disorders within the framework of primary 
health care. 

Dr DOSSOU (Benin) said that, since health had been defined as a state of complete 
physical, mental and social well-being, mental health had to be paid as much attention as 
other components of health. The problem had assumed vital importance in her country with 
the application of structural adjustment measures and particularly the measures taken to 
reduce the number of civil servants, after freezing of recruitment in 1986 had led to an 
increase in the number of unemployed diploma holders. In addition, the consumption of 
drugs by young people, mainly as a result of unemployment, was leading to an increase in 
delinquency and cases of mental illness. In the face of that recrudescence of 
psychiatric cases, her country had had to take urgent steps to supplement the efforts of 
traditional medicine, which was very active in that respect. With regard to modern 
medicine, there was a marked shortage of qualified staff and psychiatrists for the 
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population of four million, Moreover, very little importance was attached to training 
psychiatrists, particularly in the framework of bilateral cooperation; in 1991, for 
example, 16 physicians in Benin had qualified for special studies, and the three 
psychiatrists among them had found it difficult to obtain funds for their third year of 
advanced training in European universities. It was therefore hoped that bilateral donors 
would attach special importance to the training of psychiatrists； similarly, in-service 
training of nurses and midwives would help to decentralize mental health activities and 
to integrate them in primary health care. She therefore supported the programme. 

The meeting rose at 13h00. 



NINTH MEETING 

Tuesday. 14 Mav 1991. at 14h30 

Chairman: Dr J. FERNANDO (Sri Lanka) 
later: Mr C. ORTENDAHL (Sweden) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolution WHA42.43; 
documents EB87/1991/REC/1, Part I and Part II, Chapter II; A44/10) (continued) 

Protection and promotion of mental health (major programme 10) (Documents PB/92-93, pages 
B-118 to B-131; EB87/1991/REC/1, Part II, Chapter II, paragraphs 64-69) (continued) 

Mr ANDRASEVIC (United Nations International Drug Control Programme) said that the 
United Nations International Drug Control Programme (UNIDCP) had been established with 
effect from 1 March 1991, in response to United Nations General Assembly resolution 
45/179, to bring together in one programme the functions of the former United Nations 
Division of Narcotic Drugs, the secretariat of the International Narcotics Control Board, 
and the United Nations Fund for Drug Abuse Control. In response to the many calls that 
had been made for improved coordination, the Executive Director of UNIDCP had been given 
exclusive responsibility for coordinating and providing leadership for all drug control 
activities carried out within the United Nations system and would thus ensure the 
coordination and complementarity of such activities and avoid duplication of work. The 
Programme had recently been admitted to membership of the Administrative Committee on 
Coordination (ACC), which was the principal coordinating body of the United Nations, 
chaired by the Secretary-General and comprising the heads of all United Nations 
specialized agencies and programmes. When the reorganization was completed in July 1991, 
the new programme's activities would be oriented along three main lines: treaty 
implementation； policy implementation and research; and operational activities. 

UNIDCP was well aware of the important work in international drug abuse control that 
had been undertaken over many years by a number of United Nations agencies. The events 
in the United Nations General Assembly which led to its establishment had been paralleled 
in other United Nations bodies, notably in WHO. The control of drug abuse, an issue with 
which WHO had been concerned for some time, had been given added priority with the 
establishment of the new WHO Programme on Substance Abuse, which, with its emphasis on 
reduction of demand, would be UNIDCP's principal partner in that area of control. In 
such activities, WHO's regional structure and its access to a widespread network of 
scientific and medical experts would be of immense benefit; UNIDCP intended to make full 
use of the Organization's experience and technical capabilities. As concrete evidence of 
its confidence in WHO and its programme on substance abuse, and as proof of the new 
spirit of cooperation operating in the drug control field, UNIDCP had already allotted 
funds to WHO for 1991 that were double the figure allotted for 1990. 

During the recent session of the Commission on Narcotic Drugs, the Executive 
Director of UNIDCP had drawn attention to the enormous number of texts of various kinds 
on drug abuse control adopted at global or regional level and warned of the danger that 
the United Nations was becoming so overloaded with mandates as to give rise to 
uncertainty and confusion. There was an urgent need for rationalization and, where 
possible, amalgamation of existing instruments to reduce their number and facilitate the 
setting of priorities to enable selected operational programmes to be carried out jointly 
with maximum efficiency. The Executive Director had also pointed out that the unchecked 
increase in drug control initiatives undertaken by a growing number of organizations 
within and outside the United Nations system, although it reflected the concern of the 
international community to seek solutions to the problem, could lead to confusion over 

-127 -



128 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
the direction to take. Even when the United Nations system had achieved proper and 
effective coordination of its drug abuse control efforts, it would still be necessary to 
ensure that activities of bodies outside the system were similarly harmonized with those 
of the system. 

It was a time of change in drug abuse control activities within the United Nations 
system. That had been recognized by the recent meetings of the Commission on Narcotic 
Drugs and by the interagency meeting on matters of coordination in international drug 
abuse control, both of which had discussed a number of difficult and in some cases 
intractable problems in a cooperative and constructive atmosphere. The newly-established 
UNDCP, in conjunction with all other bodies within the United Nations system concerned 
with international drug abuse control, looked forward to a new era of cooperation and to 
achieving a real impact on the problem for the benefit of all mankind. 

Dr FLACHE (World Federation for Mental Health), speaking at the invitation of the 
CHAIRMAN, said he was conveying a message from six nongovernmental organizations that 
reflected their will to work together and with WHO towards the common goal of better 
mental health throughout the world, with emphasis on the human rights of the mentally 
ill, the integration of mental health into primary health care, and the education and 
training of different categories of health care personnel. The increased collaboration 
of those six organizations with WHO was being carried out through a standing committee, 
set up in Geneva in January 1991, which included the presidents of the International 
Federation for Medical Psychotherapy, the World Association for Psychosocial 
Rehabilitation, the World Association for Social Psychiatry, the World Federation for 
Mental Health, the World Federation of Societies of Biological Psychiatry and the World 
Psychiatric Association, which together represented over 200 international, regional and 
national associations, both professional and voluntary, and over 200 000 individual 
members from over 90 countries on all continents. 

At a time when the United Nations Commission on Human Rights had finalized the 
Principles for the Protection of Persons with Mental Illness and for the Improvement of 
Mental Health Care, the standing committee was acutely aware of the grave disparity 
between the immensity of mental health needs and the limited means at its disposal. It 
believed that side by side with the efforts of the Commission on Human Rights, where WHO 
had been making a substantive and distinguished contribution, the Organization should 
continue and strengthen its help to governments in improving mental health care in their 
countries. 

Hundreds of millions of people were suffering from mental and neurological disorders 
causing themselves, their families arid communities unnecessary pain, disability and 
prejudice. Many could be successfully, quickly and inexpensively treated and 
rehabilitated; others could be helped through means that were currently available. 
Many problems could also be prevented, as the Director-General‘s report had stated. In 
addition, the psychosocial aspects of health and development programmes were a cause of 
major concern throughout the world. Not only did social change, wars, disasters and 
poverty cause psychological problems that needed attention but there were also many other 
respects in which expert knowledge on mental health was needed to deal with problems 
arising in health care, for example the promotion of healthier life-styles, prevention of 
burn-out in health personnel or ensuring compliance with prescriptions. 

Although the problems were vast, and despite the fact that many solutions were 
already available, action to develop mental health programmes remained slow in many 
countries. The nongovernmental organizations he represented would make every effort to 
improve the situation. In that task they would continue to rely on the leadership WHO so 
competently offered despite its severe budgetary constraints. WHO's contributions to the 
techniques of mental health work, and its reviews and digests had given the 
nongovernmental organizations and countries invaluable support. The nongovernmental 
organizations hoped that additional help would be given to the mental health programme so 
that it could continue and expand its leadership and technical support roles. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) expressed great appreciation of 
the work carried out under the mental health programme. A particularly important issue 
was the impact on mental health of deteriorating environmental conditions, especially in 
view of increasing world population, in the context of natural and man-made disasters. 
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Attention should be given to ways of speeding up the application of advances in 

fundamental sciences and of new techniques such as brain imaging and genetic and 
biochemical markers to the diagnosis and treatment of nervous and mental disorders. 

He welcomed the collaboration between the mental health programme and the Global 
Programme on AIDS in work on the prevention and control of AIDS. He would like further 
details of plans for research on mental disorders in HIV-infected persons. 

Dr SARTORIUS (Division of Mental Health) expressed his appreciation of the 
encouraging and constructive comments made with regard to the mental health programme. 

To answer the delegate of Greece, he explained that the school mental health 
programme had been started in view of the considerable time spent by children in school -
up to 20 000 hours according to a recently published book, which bewailed the fact that 
better use was not made of that time to promote health. The school mental health 
programme was concerned with the child, the teacher, and the child as a window into the 
family. In regard to children, the programme was concerned with the extent to which 
schools could be used: (a) to shape values and ensure that the health and life of the 
mind ranked high in the scale； (b) to equip children with skills that would enable them 
to gain more satisfaction from their lives and to help them to use those skills in 
dealing with temptations such as drugs or self-destructive or high-risk behaviour； and 
(c) to increase their tolerance of the disabled and teach them how to live with others 
and also with themselves. In regard to teachers, the programme was concerned with the 
extent to which they could become allies in promoting mental health and become involved 
in detecting minor psychological difficulties and sensory defects, such as myopia, in 
children and in encouraging parents to deal with such defects and to realize that 
children with faulty sight or hearing could still develop properly given the right 
attention. In regard to the child as a window into the family, the programme sought to 
ascertain the extent to which children could be used as an entry-point for family mental 
health, since families were often approached more easily through their children than in 
any other way. School mental health programmes had been launched in several countries 
including China, Egypt and Pakistan, and progress reports were available for any 
committee members interested. In addition, a meeting held the previous month had made a 
number of proposals with regard to school mental health and the promotion of mental 
health skills which schoolchildren aged 6-16 years could acquire in the course of their 
education. 

The delegate of Turkey had asked how mental health could best be inserted into other 
health programmes at national level and in WHO. One answer was through the creation of 
relatively small-scale coordinating groups at country level, as had been described by the 
delegate of Tunisia, which brought together representatives not only of different health 
disciplines but also of various social sectors. That strategy, which WHO was promoting, 
ensured that mental health aspects were not forgotten when development and health 
programmes were being implemented. Within WHO itself, the mental health programme was 
under the control of the Division of Mental Health, which made it easier to establish 
good working relations with other WHO divisions. The programme also regularly brought 
together people concerned with the psychosocial aspects of various WHO programmes with a 
view to finding a unified approach to problems. 

The delegate of France had drawn attention to the potential the International 
Classification of Diseases (ICD) offered for increasing understanding among countries. A 
cooperative effort was under way in 120 centres located in some 60 countries where, for 
the first time, systematic tests, training and preparation for correct use of the ICD, 
accompanied by specific sets of definitions for each category, drafted in 12 different 
languages, had been carried out. Initial results had been promising and a network was 
now in operation to establish a common terminology in mental health that would permit a 
comparison of findings and understanding of the work of others. 

The delegate of France had also referred to the difficulty of deciding whether to 
make a distinction between neurological disorders and psychiatric disorders. However, 
questions of professional demarcation debated in the higher reaches of various medical 
disciplines were not in fact of such essential importance to the recipient of mental 
health care at primary level. He, like the shopper at a supermarket, wanted only to be 
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assured of his access to the goods (or treatment and techniques) pertinent to his case 
and did not seek to know in which specialized factory (or discipline) they had their 
origin. 

In regard to the comments by the delegates of France and Austria on human rights, 
WHO had recently been called on to assist the Centre for Human Rights in the preparation 
of principles for the protection of the mentally ill and the promotion of mental health 
care. Now that those principles had been adopted, the task was to translate them into 
mental health legislation. That process had already begun in a large number of 
countries. A review of mental health legislation in 44 countries had been carried out a 
number of years previously, but a new worldwide review was about to be launched. He 
hoped, like the delegate of the United Kingdom, that that endeavour would prove a source 
of inspiration to countries in their own efforts. 

A number of speakers had deplored the low level of resources available to mental 
health programmes. In order to overcome the resultant restrictions in its work, ever 
closer collaboration was being sought with the many nongovernmental organizations in the 
various mental health disciplines, so that all available resources could be put to the 
best possible use. In June 1991 a meeting of professional associations was planned, at 
which it was hoped to come to a common understanding of the roles of different 
professionals in mental health programmes. 

Natural disasters had been mentioned by the delegate of the USSR. Leaving aside the 
question of the Chernobyl disaster, which would be discussed at a later meeting, WHO was 
developing a variety of programmes for refugees and the victims of natural or man-made 
disasters. On the question of HIV infection and mental health, it should be noted that a 
major cooperative international study was being conducted by centres in six countries to 
develop methods for assessing mental, neurological and psychosocial problems arising in 
the course of HIV infection. A first report was expected in August and it was hoped that 
the methods would subsequently be widely used in epidemiological and other studies. 
Projections of the likely numbers of cases of mental health problems arising as a result 
of HIV infection had also been prepared and would be made available during 1991. 

Mr EMBIAD (Programme on Substance Abuse) expressed his appreciation both for the 
expressions of support for the Programme from the Committee and for the more tangible 
forms of backing received from Member States, such as financial contributions. Concern 
had been expressed about the adequacy of the Programme's budget. In fact, nine countries 
had contributed funds, which had made it possible to prepare a plan of work and a budget 
for 1991 amounting to about US$ 4 million; pledges under consideration by other Member 
States would double that budget. The Programme aimed at a budget of US$ 8 million for 
its first full year of operation; to date, somewhat more than US$ 5 million had been 
received. Of particular concern with regard to substance abuse was reduction in demand. 
The new United Nations International Drug Control Programme (UNIDCP), the United Nations 
Commission on Narcotic Drugs, and the recent meeting of the Council of Europe in which 
WHO had been represented, had endorsed the strategy of the WHO programme and confirmed 
that the Organization was the main collaborating partner of UNIDCP, and that it 
represented the most important United Nations body for reducing demand for illicit 
substances. Licit substances, which included psychoactive agents and alcohol, also came 
within the Programme's mandate. International cooperation would be needed in respect of 
alcohol abuse, and the creation of the Programme on Substance Abuse offered the 
possibility of achieving that. Substance abuse control should be integrated into primary 
health care programmes, and that was reflected in the strategy document of the 
Programme； preventive action was also high on the agenda. 

Promotion of environmental health (major programme 11) (Documents PB/92-93, pages B-132 
to B-155;“""EB87/1991/REC/1, Part II, Chapter II, paragraphs 70-77) “ 

Dr MARGAN (representative of the Executive Board), referring to major programme 11, 
reported that the Board had reaffirmed the commitment of WHO to help mitigate the adverse 
effects of the environment on human health. They included stress-related illnesses, just 
discussed under programme 10.3, among which were those arising from fear of possible 
environmental hazards, and the Board had recommended that increased attention be paid to 
that problem. The Board believed that the work of the newly created WHO Commission on 
Health and Environment would significantly advance knowledge about the impact of 
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environmental changes on human health and would help solve problems related to the 
environment. It would consider establishing its own working group to study those issues 
after reviewing the report of the Commission at its eighty-ninth session. 

Safe water supply and good sanitation (programme 11.1) were essential components of 
primary health care； however, the goals of the International Drinking Water Supply and 
Sanitation Decade had not been attained, and the Board considered that international 
efforts to help countries improve their water supply and sanitation should be 
coordinated. As increasing quantities of chemicals were being released into the 
environment, assessment of the risks they posed (programme 11.3) was becoming more 
important； WHO should provide stronger and more visible leadership in that area. The 
Board supported in principle a proposal to establish an international programme to 
mitigate the health effects of the Chernobyl accident and to set up an international 
centre in Obninsk, USSR. A separate report on progress achieved would be discussed in 
Committee В under agenda item 18. The Board had emphasized the value of the steps being 
taken by WHO under programme 11.4 (Control of environmental health hazards) to assess the 
risks to human health of exposure to environmental chemicals. It also recognized 
successes in international cooperation to ensure food safety (programme 11.5), as 
exemplified by the Codex Alimentarius Commission, but realized that in many developing 
countries efforts to monitor the safety of food products remained ineffective. 

The CHAIRMAN proposed to postpone discussion of programme 11.1 and to proceed to 
programmes 11.2-11.5. 

It was so agreed. 

Programmes 11 12 to 11 T5;_Environmental health in rural and urban development and 
housing: Health risk assessment of potentially toxic chemicals: Control of 
environmental health hazards； Food safety 

The CHAIRMAN invited the Committee to consider the following draft resolution on 
urban health development proposed by the delegations of Australia, Canada t Indonesia, 
Mexico, New Zealand, Thailand, United Kingdom of Great Britain and Northern Ireland and 
United Republic of Tanzania : 

The Forty-fourth World Health Assembly, 
Noting that between 1950 and 1990 the world's urban population rose from 

734 million to 2390 million (more than triple), or from 295： to 45X of the total 
population, and that the increase is continuing; 

Aware that most of the increase was in cities of developing countries, whose 
urban population increased five-fold, from 286 million in 1950 to 1515 million in 
1990; 

Noting that annual urban population growth rates of 3% or more have been common 
in developing countries, and may continue over the next 20 years； that such growth 
exceeds the capacity of a city to provide adequate resources, housing, employment 
and services, and results in the exposure of increasing numbers of urban dwellers to 
the hazards of poverty, unemployment, inadequate housing, poor sanitation, 
pollution, disease vectors, poor transport, and psychological and social stress; 

Taking account of the conclusions and recommendations of the Technical 
Discussions held during the Forty-fourth World Health Assembly; 

Recalling action taken by WHO for health development in urban areas； 
Noting that the WHO Commission on Health and Environment considers urbanization 

a major driving force of development; 
Aware of the attention to urban development in the programmes of the United 

Nations Centre for Human Settlements, UNDP and UNEP, and in the preparations for the 
United Nations Conference on Environment and Development in 1992, 

1. URGES Member States: 
(1) to prevent excessive urban population growth by: 

(a) developing national policies that maintain urban population in balance 
with infrastructure and services, and that give due attention to family 
planning; 
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(b) adjusting urban and rural development policies to provide incentives 
for the public, industry, the private sector, and government agencies to 
prevent excessive concentration of population in potential urban problem 
areas； 

(2) to strengthen the capacity for healthy urban development by: 
(a) adjusting and implementing policies at all levels to render urban 
development sustainable and to preserve an environment supportive of 
health; 
(b) assessing the impact on health of the policies of agencies concerned 
with energy, food, agriculture, macroeconomic planning, housing, industry, 
transport and communications, education and social welfare, and adjusting 
them better to promote healthy communities and a healthy environment in 
cities； 
(c) developing suitable structures and processes for coherent 
intersectoral and community participation in the planning and 
implementation of urban development policies； 

(3) to ensure that responsibilities for urban development and management, 
including health and social services, are decentralized from the national level 
to a level compatible with efficient and integrated management and 
technological requirements； 
(4) to give priority to the development, reorientation and strengthening of 
urban health services based on the primary health care approach, including 
appropriate referral services, with particular emphasis on response to the 
needs of the urban poor; 
(5) to strengthen effective and full community participation in urban 
development by promoting strong partnerships between government and community 
organizations, including nongovernmental organizations, the private sector and 
the local people; 
(6) to develop national and international networks of cities and communities 
for health in order to increase community participation and gain political 
support for technical programmes to improve health services and environmental 
health; 
(7) to improve information and research in order to relate health data to 
environmental conditions and health services, and to measure health 
differentials between parts of towns or cities in order to guide municipal 
authorities in the planning and management of health development programmes; 

2. CALLS ON international agencies: 
(1) to give proper attention in their programmes to the relation between the 
urban crisis arid the growing degradation of the global environment； 
(2) to consider environmental, social and health needs when deciding on their 
priorities and allocations, and take into account the impact of those decisions 
on health; 
(3) to develop new ways of providing national governments, municipal 
authorities and community organizations with support in order to help them 
tackle urban health problems as part of urban development; 

3. REQUESTS the Director-General: 
(1) to further strengthen WHO's information base and ensure the availability 
of data to countries and cities so that they may deal with the human and 
environmental health aspects of urban development; 
(2) to strengthen technical cooperation in health development with and between 
Member States in order to increase awareness of the needs of the urban poor, 
develop national skills in meeting these needs, and support the extension of 
city networks for health throughout the world; 
(3) to promote regional networks and interdisciplinary panels of experts and 
community leaders to advise on health aspects of urban development； 
(4) to submit a report on progress in the implementation of this resolution to 
a future World Health Assembly through the Executive Board. 
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Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) observed that the 

proposed resolution summarized the main conclusions of the Technical Discussions held 
during the current Health Assembly. It provided guidance on ways of s trengthening 
national capacity for healthy development and preventing excessive growth of urban 
populations. It also called on international agencies to take environmental, social and 
health needs into consideration when deciding on priorities and service allocations. The 
content and provisions of the resolution were singularly uncontroversial, and its 
sponsors recommended it for adoption. 

His delegation commended the work in programme 11.3, most of which had been 
undertaken by the WHO/ILO/UNEP International Programme on Chemical Safety (IPCS). 
Exchange of information about the health risks of chemicals between Member States of WHO, 
as described in paragraph 6 of page B-142 in document PB/92-93, would aid both developed 
and developing countries. The proposed epidemiological studies in the Americas and in 
South-East Asia would be of particular value, provided that an attempt was made to relate 
data on exposure to the observed health effects； that aspect had been emphasized in the 
programme activities proposed for Europe. The establishment of scientifically based 
dose-response relationships between exposure to environmental chemicals and human health 
would assist in risk management and, perhaps, public perception of risks. The 
Environmental Health Criteria publications produced by IPCS represented an international 
consensus on the effect of individual chemicals on human health and were a good example 
of the kind of collaborative international scientific activity promoted by WHO. He 
understood that a forthcoming monograph giving information on poisons and guidance on the 
use of antidotes would also improve the international comparability of data on cases of 
poisoning. The availability of interpretable data on exposures in cases of poisoning due 
to industrial and agricultural chemicals would be of use not only in managing such cases 
in developing countries, where many occurred, but also in more developed countries where 
such data were scarce. On the basis of its accomplishments, IPCS had gained political 
and scientific international support. Its current activities would benefit from a 
s trengthening of its position within WHO and from increased manpower and financial 
resources. 

He welcomed the renewed emphasis in the situation analysis of programme 11.4 on 
specific, major environmental health problems in developing countries and also the 
establishment of an international environmental health centre in the European Region. 
Scientifically, it was quite difficult to assess risks on the basis of low-level 
exposures to chemicals, and high-quality research, linked closely to current developments 
in the biomedical field, was therefore needed. He welcomed the proposal outlined in 
paragraph 19 on page B-148 of document PB/92-93 to incorporate environmental pollution 
control within the initiative for intensified WHO support to countries in greatest need. 
Lastly, he would appreciate further information on the integration of global programmes 
to monitor air and water quality into a system that would also monitor health status, and 
the assessment of risks to health from the contamination of groundwater supplies by 
hazardous wastes, mentioned in paragraph 22 on that same page. 

Dr TEMBA (United Republic of Tanzania) said that the virtual disintegration of 
environmental health infrastructures in developing countries was a clear indication of 
the cumulative impact of their prolonged socioeconomic decline. As the capital 
investments needed for the maintenance of environmental health systems were heavy, there 
was persistent underfunding at the national level, so that the systems gradually broke 
down and the environment became unhealthy. In some countries, including his own, water 
supplies, sanitation and housing did not fall directly within the purview of the ministry 
of health, which, however, worked closely with relevant sectors and focused primarily on 
the promotion of environmental health at the community level as part of primary health 
care programmes. That was an area in which WHO could work more closely within the United 
Nations system and with other international agencies to mobilize more resources and 
support for Member States and especially for developing countries. His delegation 
supported the draft resolution that had been introduced. 

Mr DEBRUS (Germany) said that the promotion of environmental health was an important 
challenge at both the national and international level and would therefore be of high 
priority in the coming years in Germany. At the first European Conference on Environment 
and Health, held in Frankfurt in December 1989, the right of the individual to a healthy 
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environment had been endorsed. The industrialized regions of northern Europe, with their 
dense populations, were paying increasing attention to environmental health. The 
importance of maintaining a safe environment was well recognized internationally. The 
approaches used for solving the problems in industrialized countries could be shared both 
regionally and globally. Exchanges of knowledge and experience were important. He 
strongly supported WHO's environmental health activities, which contributed to the 
development of health policies, promoted international exchange and gave inspiration to 
politicians. He therefore welcomed the increase in the budget for programmes 11.3 and 
11.4 and recommended that those activities be intensified in the future. He also 
supported the draft resolution. 

Dr BERNARD (United States of America) said that he had been pleased to note the 
broad definition of environmental health adopted by WHO. Human health and the quality of 
life could not be separated from the environmental health of the planet, and both were 
inextricably tied to socioeconomic development. He was encouraged by the substantial 
increase in the budget for programme 11.2 (Environmental health in rural and urban 
development and housing). The Technical Discussions at the current Health Assembly, on 
strategies for health for all in the face of rapid urbanization, attested to an increased 
interest in health problems related to urbanization. By the year 2000, 24 cities in the 
world, 18 of them in developing countries, would have populations larger than 10 million 
people. A major goal of socioeconomic development was to improve the quality of life. 
The programme for the promotion of environmental health was in a strong position to help 
ensure that the environmental impact of development did not lead to a net loss in health 
and the quality of life. He commended WHO for establishing the Commission on Health and 
Environment, which would make important contributions to the United Nations Conference on 
Environment and Development to be held in Brazil in 1992. 

He supported programme 11.3 and the International Programme on Chemical Safety: 
toxicological evaluation of chemicals in food and the effects of other chemicals in the 
environment were of high priority, and shared knowledge on the subject would promote 
health for all. As epidemiology played a crucial role in programmes for chemical safety, 
he asked WHO to consider including epidemiological studies in IPCS. 

The increase in the regular budget allocations for programme 11.4 was welcome. 
Although air quality, groundwater purity and protection from hazardous wastes and 
radiation might appear at first glance to be problems of secondary importance to 
government leaders faced with political, social and economic change, the long-term cost 
of delayed action, both in lives and financial resources, would be of far greater 
importance. 

Two targets of programme 11.5 (Food safety) for 1995 were that 50% of Member States 
would have formulated and implemented policies to ensure food safety and 50% of Member 
States would have adopted standards recommended by the Codex Alimentarius Commission. 
Those targets were ambitious but were necessary in view of the fact that food 
contamination was a leading cause of illness and death in the developing world. 

Dr ZHANG Xiaorui (China) said that her Government considered programme 11.3 to be 
very important : when chemical substances were used in industrial production close 
attention should be paid to the protection of the environment and of people's health. 
Much work had been done by institutions and programmes at international and country 
levels. The International Programme on Chemical Safety, established 10 years before by 
WHO, UNEP, and ILO, had proved to be an effective tool for ensuring the safe worldwide 
use of dangerous chemical substances. The aim of IPCS was to reduce accidents and 
disease and to protect the environment everywhere. The complexities of the use of 
chemical products in all occupations should receive the greatest attention: in 
agriculture, people affected by the use of chemicals numbered one billion, or one-half of 
the world's total workforce. Furthermore, those workers were mainly found in developing 
countries, where conditions for health protection were quite poor. IPCS had served all 
countries regardless of their stage of development, focusing on the study of chemicals in 
the environment and their effect on health. The portals of entry of chemicals into the 
organism might differ, but the results were the same. China had been pleased with its 
collaboration with IPCS on many topics and by the fruitful results that had been 
achieved. In 1989-1990 UNEP, ILO, WHO and China had signed two memoranda of 
understanding on IPCS cooperation. There were already five agencies in China 
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participating in IPCS work, and a Chinese scientist had served as Vice-Chairman at the 
Sixth Programme Advisory Committee. Many documents on environmental health standards and 
safety guidelines had been translated into Chinese and a substantial number of Chinese 
scientists had participated in IPCS working group meetings. All in all, China had 
received much help through its cooperation with IPCS. Many countries hoped that FAO and 
other relevant organizations would continue to develop and strengthen the work of IPCS; 
China supported its further strengthening in WHO, which would enhance WHO's leading role 
in that public health field. 

Mr Ortendahl took the Chair. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that quantitative assessments 
of biological, physical and other pollutants in the indoor environment should be carried 
out under programme 11.2, on the basis of an integrated indicator of environmental 
quality. The Soviet Union wished to cosponsor the draft resolution on urban health 
development. 

With regard to programme 11.3, it would be desirable to carry out a number of 
studies either in 1992-1993 or in a future biennium depending on financial 
possibilities. Existing methods of assessing the toxicity and toxic risk of a number of 
substances and of their management should be evaluated. Recommendations or guidelines 
should be prepared on simple and rapid assessment methods for toxic chemicals and 
pollutants in water, food, soil and so on. Methods should be developed for elucidating 
the causes of high-level or medium-level intoxications of uncertain etiology that 
affected certain populations and seemed to be related to chemical pollution of the 
environment. He also proposed the conducting of surveys of the most significant 
population hazards, not only chemical but also biological and physical, 

Mrs DENOV (Canada) commended WHO on its activities for the promotion of 
environmental health. Not only were WHO programmes responding effectively to the growing 
concern about global environmental issues, but in many instances WHO had demonstrated 
remarkable initiative and leadership, as in the Director-General's decision to establish 
a high-level Commission on Health and Environment. However, even though the work of the 
Commission was progressing as expected and its conclusions were to be made public soon, 
she would appreciate more information on current progress. 

WHO had also demonstrated superb leadership in the International Programme on 
Chemical Safety, established in 1980 and со-sponsored by ILO and UNEP. The Canadian 
delegation had taken note of the information on pages В-144 and B-145 of document 
PB/92-93 and welcomed the increased funding for IPCS during 1992-1993 from regular and 
extrabudgetary sources. Canada would continue to support IPCS with extrabudgetary 
contributions. It commended the Director-General on the activities planned for the next 
biennium and welcomed the coordination by IPCS of epidemiological studies related to the 
safe use of chemicals. 

She believed that after 10 years of development and maturation IPCS had reached a 
stage requiring more cohesion and autonomy within the evironmental health programme, 
particularly in its relations with the corresponding units in UNEP, ILO and FAO, if it 
was to remain fully effective. Canada would warmly welcome a decision by FAO to become a 
cosponsor of IPCS. 

Mr KUNIEDA (Japan) supported the proposed activities for major programme 11. 
Environmental issues were becoming among the most important of the day, arid several 
international organizations were showing greater interest in them. The health aspects of 
environmental issues had not been fully examined, however, and he therefore greatly 
appreciated WHO's initiative in establishing the Commission on Health arid Environment, 
the report of which would form the major input of WHO to the United Nations Conference on 
Environment and Development to be held in Brazil in 1992. Japan expected that the 
Commission would make constructive recommendations on various health, environment and 
development issues and that WHO would take the necessary action to respond to them, as 
far as possible in consultation with Member States. 

He also greatly appreciated WHO's initiative in the International Programme on 
Chemical Safety. Japan had been pleased to provide financial and technical contributions 
to the activities of IPCS, and welcomed WHO's initiation of discussions aimed at 
strengthening or expanding those activities. 
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Mr YODA (Burkina Faso) welcomed the efforts of WHO to single out the most 

significant problems in environmental health and sanitation. For Burkina Faso, the 
provision of an adequate water supply and appropriate sanitation depended to a large 
extent on public information and education of the population. In many countries 
institutional crises led to a lack of coordination and a failure to take the decisions 
that were necessary. The Organization must do more to increase awareness of the 
importance of the health aspects of urban and rural development projects. He firmly 
supported all efforts by WHO to that end and endorsed the draft resolution before the 
Committee. 

Dr VAN ETTEN (Netherlands) said that the Netherlands continued to support the food 
safety activities of WHO; the necessity of WHO's programme had been proved by the recent 
outbreak of cholera. Health authorities must shoulder their responsibilities both at 
national and at international level and not leave the issue to FAO alone. Although 
microbiological food safety was a priority, chemical food safety was also important. The 
Joint FAO/WHO Expert Committee on Food Additives had grown into the most important 
international reference body for risk evaluation in matters of food safety, together with 
the joint FAO/WHO Meetings on Pesticide Residues. The financial contribution of WHO to 
the Codex Alimentarius should if possible be increased, as had been recommended at the 
recent WHO/FAO Conference on Food Standards, Chemicals in Food and Food Trade held in 
Rome in March 1991. Finally, the participation of developing countries and consumers was 
of great importance for worldwide acceptance of food safety standards. 

Dr BERWAERTS (Belgium) said that when the IPCS had been created In 1980 on the basis 
of resolutions adopted by the World Health Assembly, one of its essential objectives had 
been to carry out coordination and integration of the various activities relating to 
chemical safety in WHO and the two other organizations dealing with safety in the use of 
pesticides. He congratulated the Director-General on his initiatives； however, an 
important step remained to be taken within WHO so that the programme would at last become 
the solid and coherent body which all strongly desired it to be. The United Nations 
Conference on Environment and Development to be held in Brazil in June 1992 made 
restructuring the programme an urgent matter, since the Secretary-General of the 
Conference had been invited by the Member States to devise a project for setting up an 
intergovernmental mechanism for the evaluation and management of chemical hazards. The 
Member States, moreover, had desired that mechanism to be set up on the basis of IPCS； 
in particular it had become a matter of great urgency that essential activities, such as 
epidemiological studies of populations exposed to various chemical substances, the 
establishment of guidelines for acceptable levels of various pollutants of air and water, 
and other important activities previously dispersed, should be completely integrated 
within that programme even before the United Nations conference was held. 

Dr DE SOUZA (Australia) said that Australia had provided extrabudgetary support for 
the International Programme on Chemical Safety for a number of years. However, he 
endorsed the view that the time had come for IPCS to be given a higher profile. Enhanced 
support for IPCS would strengthen WHO's role in the United Nations Conference on 
Environment and Development. 

Dr KREISEL (Division of Environmental Health) thanked the delegates for their 
supportive comments on programmes 11.2, 11.3 and 11.4. He welcomed the great support for 
IPCS, which was having its tenth anniversary and was WHO's main instrument for the 
assessment of toxic chemicals and their health effects. 

In reply to the United Kingdom delegate's questions on the relation between exposure 
assessment and health effects and on groundwater contamination, WHO had developed over 
the previous eight years a programme called "human exposure assessment", part of which 
consisted in drawing up protocols for the monitoring of air, water, food and human tissue 
in biological monitoring. The protocols had all been finalized and studies were being 
carried out in accordance with them. WHO was now developing further protocols, for 
example, for suspended particulate matter. In that context a study would be implemented 
in Kuwait, where the environmental situation caused by the oil fires was very severe and 
direct health effects could be expected. The human exposure assessment programme would 
thus have an additional component in Kuwait. 



COMMITTEE A: NINTH MEETING 137 
With regard to groundwater contamination, it was planned to carry out literature 

reviews and expert evaluation similar to the recently published review of the public 
health aspects of agrochemicals. Groundwater would be one of the major concerns of the 
1992 United Nations Conference on Environment and Development in Brazil and the 
Preparatory Committee for the Conference was giving particular attention to hazardous 
waste components. WHO was collaborating closely with the working party on hazardous 
waste management and toxic chemicals management. 

In reply to the Canadian delegate's question on the progress of the WHO Commission 
on Health and Environment, there had been two meetings of the Commission, which was an 
independent body. The third and last meeting would be held in July 1991. The 
Commission's first draft report was currently being reviewed and would be submitted to 
Commission members within the next ten days. The report would be finalized by the end of 
September and published by November 1991: it would play a major role at the United 
Nations conference in Brazil, where the health dimension would be stressed, particularly 
because of the Commission's report. 

Mr ASHLEY (Industry Council for Development), speaking at the invitation of the 
CHAIRMAN, recalled the Council's pledge to do its utmost to mobilize industry resources 
to assist the Organization with its programme for the prevention of foodborne disease, 
and was pleased to note the increasing support given by the Health Assembly to that 
programme. Food safety was a major concern of food industry members of the Industry 
Council for Development (ICD), and they would continue to contribute to ICD's 
collaboration with WHO as they had done during the two rewarding years since ICD had 
entered into official relations with the Organization. In line with the concept that 
governments, industry and consumers shared responsibility for the safety of food 
supplies, an ICD working group had been established to formulate a multidisciplinary 
programme reflecting industry's responsibility for food safety. At the international 
level, experts from ICD member companies participated in various forums organized or 
coordinated by WHO, including the international task force on integrated approaches to 
health education in food safety. At the national level, the Council organized training 
seminars in various aspects of food safety, assisted governments in strengthening local 
institutions and helped to build national capacity for food safety through education and 
research training. Cooperation with WHO had led to the establishment of working 
relationships with governments and nongovernmental organizations. ICD member companies 
were working closely with those organizations both nationally and internationally to 
develop and implement innovative field projects in primary health care that could extend 
ICD cooperation to WHO programmes such as those on maternal and child health, nutrition 
and health education. 

ICD pledged its continued support and was currently stepping up its efforts to 
mobilize additional industry resources for the strengthening and extension of WHO/ICD 
cooperation in food safety. In order to ensure access to a ready supply of safe and 
nutritious food in the developing countries, practical solutions would have to be found 
to many of their economic and social problems. Infrastructures must be reinforced, 
people trained, intersectoral cooperation established, awareness created arid 
information disseminated so that people everywhere could help to protect the food supply 
from needless contamination. 

The CHAIRMAN invited further comments on the draft resolution on urban health 
development. 

Dr VIOLAKI-PARASKEVA (Greece) proposed the insertion of a new preambular paragraph 
after the fourth preambular paragraph, to read: "Recognizing the need for the 
reappraisal of urban health systems so that they contribute to the promotion of urban 
health in the context of health for all;". 

The draft resolution on urban health development, as amended, was approved.1 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.27. 
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Programme 11.1: Community water supply and sanitation 

The CHAIRMAN invited the Committee to consider the following draft resolution on 
water and environmental sanitation proposed by the delegations of Algeria, Argentina, 
Australia, Bolivia, Botswana, Canada, China, Colombia, Costa Rica, Denmark, Ecuador, 
El Salvador, Finland, Germany, Guinea, Hungary, Iceland, India, Jamaica, Kenya, 
Nicaragua, Nigeria, Norway, Pakistan, Peru, Sweden, Switzerland, Thailand, Tonga, Union 
of Soviet Socialist Republics, United Arab Emirates, United Kingdom of Great Britain and 
Northern Ireland, Yugoslavia, and Zimbabwe: 

The Forty-fourth World Health Assembly, 
Recalling resolutions WHA42.25 and WHA42.26; 
Noting that, despite significant progress in increasing the coverage of 

services to provide safe water and appropriate sanitation, 1200 million people in 
the developing countries still do not have access to an adequate and safe water 
supply, and approximately 1800 million are without appropriate sanitation, while in 
developed countries the waste from millions of households is not being properly 
disposed of; 

Emphasizing the crucial importance of adequate and safe water supply and proper 
sanitation as an essential element of primary health care and a vital requirement 
for the protection of human health and the improvement of the quality of life； 

Recognizing that, in view of the present situation and rapid population growth, 
particularly in urban areas, increased and improved action is needed; 

Recalling United Nations General Assembly resolution 44/228 on the United 
Nations Conference on Environment and Development (to be held in Rio de Janeiro in 
1992), which identifies the protection of the quality and supply of freshwater 
resources, the protection of human health and improvement of the quality of life and 
the living and working environment of the poor in urban slums and rural areas, as 
matters of major concern to be considered by the Conference； 

Recalling the New Delhi Statement on water supply and sanitation in the 1990s, 
advocating "Some for all, rather than more for some", which was adopted in September 
1990 by 115 countries, 

Emphasizing the need for a commitment by the international community to provide 
the resources to augment national efforts to achieve the objective of safe water and 
proper sanitation for all people by the year 2000； 

Convinced that WHO can make a significant contribution to the United Nations 
Conference on Environment and Development in 1992 as it has been invited to do by 
the Preparatory Committee, 

1. URGES Member States 

(1) to reaffirm the priority accorded to programmes for safe and reliable 
water supply and environmental sanitation as essential to disease prevention 
and the promotion of community health, with emphasis not only on under served 
people in the rural areas but also on the needs of the urban poor in the 
rapidly growing urban areas； 
(2) to ensure full participation of the communities concerned in the action to 
be taken； 

2. REQUESTS the Director-General: 

(1) to promote the development and implementation of innovative approaches in 
technology and financing for the provision of safe water supply and sanitation 
systems in order to ensure their accessibility to all and their long-term 
sustainability; 



COMMITTEE A: S E V E N T H MEETING 139 
(2) to cooperate with the competent organizations of the United Nations system 
in the elaboration of a global water supply and sanitation action programme as 
part of measures for the protection of the quality and supply of freshwater 
resources to be agreed upon at the United Nations Conference on Environment and 
Development; 
(3) to contribute to the International Conference on Water and the Environment 
in Dublin in January 1992, this being one part of the preparatory process for 
the United Nations Conference； 
(4) to report to the Forty-fifth World Health Assembly on the action taken in 
accordance with this resolution, taking into account the need to develop WHO's 
strategy for water supply and sanitation within the framework of the 
health-for-all strategy, as requested in resolution WHA42.25. 

Mrs FILIPSSON (Sweden) said that the International Drinking Water Supply and 
Sanitation Decade, which had ended in 1990, had been a success in defining global needs 
for water supply and sanitation, introducing improved technologies and methods for 
organizing and supporting expanded water and sanitation services, providing the rationale 
for cooperation in efforts to meet the needs, and initiating work on setting up 
programmes for better services. However, it was only a beginning; 1200 million people 
in the developing countries still had no safe and regular water supply and almost twice 
as many had no proper sanitation. The time had come to use the knowledge and momentum 
built up during the Decade to attend to the urgent need for improved water supply and 
sanitation for people at the community level, in both rural and urban areas. Increased 
awareness of growing environmental hazards to freshwater resources should not deflect the 
health community and the Health Assembly from that goal and that obligation. 

One way of sustaining the emphasis on people's needs was to ensure that water supply 
and sanitation issues were adequately dealt with at the 1992 United Nations Conference on 
Environment and Development and during its preparatory process. The draft resolution 
before the Committee was prompted by its sponsors' awareness of the danger that, unless 
the health community stressed the importance of human and health aspects at that 
Conference, especially those relating to water supply and environmental sanitation, the 
principle of water for people might be obscured by concerns about water for economic 
development. On behalf of the cosponsors, she hoped that the draft resolution would be 
adopted by consensus. 

Dr VAN ETTEN (Netherlands) said that the problems listed in the draft resolution 
should not be dissociated from the WHO Commission on Health and Environment or its 
contribution to the 1992 United Nations Conference on Environment and Development, for 
which it was now preparing its report. His delegation would therefore like to have 
information as to ways in which the activities proposed in the draft resolution could be 
linked to the Commission or to the follow-up of the Commission's work. 

Professor MANCIAUX (France) said that the programme, though well-structured and 
balanced, was very modest in comparison with needs. WHO should therefore fully utilize 
its expertise on the links between water, sanitation and health, play a catalytic role in 
multisectoral programmes carried out in conjunction with other United Nations and 
nongovernmental organizations, and mobilize all resources to improve the situation. 

His delegation had some reservations on the draft resolution before the Committee. 
Water issues raised a major public health problem and indeed warranted a more vigorous 
position than that taken in the draft resolution. Even in northern countries, successive 
dry summers had made people aware that the drinking water supply was precarious and 
limited, although the scale of the problem there was immeasurably smaller than in the 
developing countries. 

Unlike other environmental health issues, the question of water and health was very 
well documented scientifically, for instance in regard to microbiological and chemical 
pollution. The links between water and health lay at the heart of environmental health 
but were not sufficiently emphasized in the draft resolution. For instance, the preamble 
made no mention of the International Drinking Water Supply and Sanitation Decade. He 
agreed with the delegate of Sweden that the Decade had by no means resolved all 
problems； a strong follow-up programme should be considered and proposed. Moreover, the 
draft resolution did not refer to water-borne diseases as such. 
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His second objection was that the draft resolution gave the impression that its main 

object was participation by WHO in two international conferences. Such participation was 
undeniably important, but the nature of WHO's contribution was not clearly stated. If it 
was to be financial, the question of using already insufficient programme resources to 
finance international meetings should be raised. He therefore requested information on 
the nature of the Organization's expected contribution to the International Conference on 
Water and the Environment, referred to in operative paragraph 2(3). 

His delegation proposed three amendments to the draft text: to insert, in the first 
line of the second preambular paragraph, after the word "progress", the phrase 

especially under the International Drinking Water Supply and Sanitation Decade in 
the second line of the third preambular paragraph, after the words "a vital requirement 
for the", the words "prevention of water-borne diseases, ••； and, in the second line of 
operative paragraph 1(1), after the words "disease prevention", the phrase ••, especially 
the prevention of water-borne diseases,". 

Dr TEMBA (United Republic of Tanzania) requested the addition of the delegation of 
Tanzania to the list of cosponsors of the draft resolution. 

Professor ANSARI (Pakistan) proposed the insertion of the words "and cost-effective" 
before the word "approaches" in the first line of operative paragraph 2(1). 

Dr KREISEL (Division of Environmental Health), replying to questions raised by the 
delegate of the Netherlands, indicated that the WHO Commission on Health and Environment 
had a panel on food and agriculture which dealt with water resources management, water 
supply and sanitation. The Commission would definitely consider problems relating to 
lack of development and not solely to the consequences of development, and would make 
recommendations on water supply and sanitation. Regarding WHO's contribution to the 
International Conference on Water and the Environment, to be held in Dublin in January 
1992, WHO had seconded to the Secretariat of the United Nations Conference on Environment 
and Development in Geneva a staff member from the Division of Environmental Health 
responsible for the protection of the quality and supply of freshwater resources, who was 
well placed to cover issues relating to water and sanitation. The Dublin conference 
placed major emphasis on the environmental and economic aspects of water scarcity and 
water resources development, rather than on global questions of water supply and 
sanitation. It was important, however, that the conference should take into account 
problems of water supply and sanitation in both urban and rural areas. WHO was 
participating in Dublin conference planning committees on urban water resources and urban 
industrial development, and on agricultural wastes resources and rural settlements. 

The draft resolution on water and environmental sanitation, as amended. was 
approved. 

Diagnostic. therapeutic and rehabilitative technology (major programme 12) 
(Documents PB/92-93, pages B-156 to B-178; EB87/1991/REC/1, Part I, Part II, Chapter II, 
paragraphs 78-82) 

Programmes 12.1 to 12.4: Clinical. laboratory and radiological technology for 
health systems based on primary health care : Essential drugs and vaccines : Drug 
and vaccine quality, safety and efficacy: Traditional medicine 

Dr MARGAN (representative of the Executive Board) said that the Board, when 
reviewing major programme 12, had reiterated its support for programme 12.2 (Essential 
drugs and vaccines), which it viewed as a critical component of the health-for-all 
strategy. It was imperative that that programme should continue to receive sufficient 
resources, despite the worsening economic situation faced by many less developed 
countries. The Board had also expressed its satisfaction with the progress made by 
programme 12.3 (Drug and vaccine quality, safety and efficacy) and had underlined the 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.28. 
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importance of increased collaboration to establish quality control laboratories in 
developing countries. The Board had also noted the importance of traditional medicine 
(programme 12.4) for self-treatment of minor illnesses and in places where modern 
medicine was not available, and it recommended to the Health Assembly the adoption of the 
resolution contained in resolution EB87.R24. The Board emphasized the need for family 
and community participation in rehabilitation programmes (programme 12.5) and for the 
training of health personnel in rehabilitation, so that effective rehabilitation services 
could be established. 

The CHAIRMAN suggested that the Committee consider first programmes 12.1 to 12.4. 
In connection with programme 12.4, the Committee should consider document A44/10 on 
traditional medicine and modern health care, and Executive Board resolution EB87.R24. 

Dr KIM Won Ho (Democratic People's Republic of Korea), commending the 
Director-General‘s report on traditional medicine and modern health care, welcomed the 
substantial progress which had been made in that programme, particularly in linking 
effective traditional practices with modern scientific medicine within the national 
health systems. In developing traditional medicine - one of its constant policies - his 
Government maintained the principle of combining it with modern medicine on a scientific 
basis. The Government was endeavouring to consolidate and follow up the results 
achieved. He fully supported the resolution recommended in resolution EB87.R24. 

Mr DAYAL (India) supported all activities under major programme 12. In his country 
traditional medicine also included homoeopathy, of which there was no mention under 
programme 12.4. Homoeopathic treatment applied in India's primary health care system had 
proved cheap, non-toxic and effective in many domains, including allergies and mental 
disorder. He would welcome a reference to such practices in programme 12.4. 

Dr VAN ETTEN (Netherlands), referring to programme 12.2 (Essential drugs and 
vaccines) and to the conclusions of the recent meeting of the Management Advisory 
Committee for the Action Programme on Essential Drugs, supported the activities under the 
Action Programme as well as in the programme proposed for 1992-1993. He welcomed the 
clear information that had been received on the Programme's activities and their 
financial implications and would continue to follow its development closely, especially 
as regards management structure. 

Mr KUNEIDA (Japan) expressed the hope that WHO would continue to give high priority 
to programmes 12.2 (Essential drugs and vaccines) and 12.3 (Drug and vaccine quality, 
safety and efficacy) which had done much to improve the accessibility of safe and 
effective drugs of good quality in developing countries. His country had been pleased to 
make financial and technical contributions to support those activities and would continue 
its collaboration. His Government had also promoted international cooperation in that 
field through, for example, the organization of two annual study programmes, one on 
quality control of essential drugs and one for pharmaceutical experts. He supported the 
resolution recommended in resolution EB87.R24 on traditional medicine and modern health 
care, and considered that the proper use of traditional medicine was an important step 
towards achieving health for all. In Japan, the consumption of traditional drugs had 
been increasing since the introduction of freeze-dried extract preparations and they were 
used by doctors concurrently with modern medicines. 

Scientific research on traditional medicines was required in order to ensure their 
safety, efficacy and quality, and he therefore supported WHO'S leadership role in 
promoting the scientific approach to traditional medicine, notably by со-sponsoring the 
WHO Symposium on Plants and Health for All: Scientific Advancement, to be held in August 
in Kobe, Japan. 

Mr DEBRUS (Germany) expressed support for programme 12.2 (Essential drugs and 
vaccines). As his country's position on that question was well known, he would refer 
only to the WHO Certification Scheme. During the last meeting of the Management Advisory 
Committee for the Action Programme on Essential Drugs in February 1991, information had 
been provided on the use of non-authorized drugs in South-East Asia, although the stage 
of production had not been mentioned specifically. In order to prevent the import of 
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such drugs, he appealed to Member States of WHO to adopt or implement more effectively 
the WHO Certification Scheme as an appropriate instrument to improve drug safety and 
prevent the import of unauthorized drugs. 

He supported the resolution recommended in resolution EB87.R24 on traditional 
medicine and modern health care, and approved the general trend of programme 12.4. 
Interest in the use of traditional medicine was growing in his country, where a special 
commission had been set up by the Federal Health Office to decide on the admission of 
traditional drugs under German drug law. Support was also being given to research 
projects with a view to intensifying the contribution of traditional medicines to 
prevention and cure of diseases. Although the Government was not creating a national 
programme on traditional medicine, it was reviewing its positive aspects scientifically. 

The CHAIRMAN noted the appeal 
unauthorized drugs. 

made by the delegate of Germany against the use of 
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1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93 (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolution WHA42.43; documents 
EB87/1991/REC/1, Part I and Part II, Chapter II; A44/10) (continued) 

Diagnostic, therapeutic and rehabilitative technology (major programme 12) (Documents 
PB/92-93, pages B-156 to B-178; EB87/1991/REC/l, Part I, Part II, Chapter II, 
paragraphs 78-82) (continued) 

Programmes 12.1 to 12.4 (continued) 

Professor ANSARI (Pakistan) expressed support for programmes 12.1 to 12.4 (Clinical, 
laboratory and radiological technology for health systems based on primary health care； 
Essential drugs and vaccines； Drug and vaccine quality, safety and efficacy; 
Traditional medicine). With reference to programme 12.1, the development of laboratory 
and radiological services and technology and the creation of public health laboratories 
would help promote primary health care and a good referral system. The lack of 
standardization of laboratory and radiological equipment and materials, especially 
reagents, strips and X-ray films, created problems for developing countries. WHO should 
accordingly urge manufacturers to standardize equipment, to ensure its maintenance and to 
supply the materials required on a continuous basis； that would help to consolidate 
primary health care and preventive programmes. Properly functioning public health 
laboratories were essential for epidemiological surveys and the provision of 
scientifically valid information. 

With regard to programmes 12.2 and 12.3, in Pakistan, a list of 8000 drugs had been 
reduced to 350 essential drugs, in accordance with WHO policy. Since some traditional 
medicines might now be used in the place of scarce modern drugs, quality control ought to 
be strengthened to ensure a safe supply of effective standard preparations. The drug 
laws were being revised and heavy punishments were being imposed for substandard, 
counterfeit or spurious drugs. 

Finally, with reference to programme 12.4, he supported the resolution on 
traditional medicine and modern health care recommended by the Executive Board in 
resolution EB87.R24. Traditional healers should use traditional medicines; experience 
had shown that their use of small amounts of other drugs, such as cortisone, led to 
problems for patients. 

Mr Douglas took the Chair. 

Dr ZHANG Xiaorui (China) welcomed programmes 12.2 and 12.4. Programme 12.2, which 
ensured the availability of safe and reliable essential drugs and vaccines at a 
reasonable cost, had rapidly achieved notable results over the past few years. More than 
110 countries had adopted the WHO Model List of Essential Drugs or established their own 
lists based on it. Furthermore, over 40 countries had formulated, or were formulating, a 
national drug policy based on the essential drugs concept. China had been one of the 
first countries to draw up a national drug list in line with that concept. 

The supply of essential drugs was important for over 2 thousand million people 
throughout the world. In some countries, the average annual per capita expenditure on 
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drug consumption was about US$ 100, as against less than US$ 2 in the poorest countries, 
where 50% of patients could not afford to buy the drugs prescribed for them. WHO must 
therefore continue to encourage governments, the pharmaceutical industry, physicians, 
distributors and suppliers, universities and other educational institutes, as well as the 
general public and the mass media, to cooperate in ensuring the supply and rational use 
of essential drugs and vaccines. WHO's cooperation at country level with other 
international organizations, such as UNICEF, UNDP, UNCTAD, UNIDO and the World Bank was 
another key factor. 

With reference to programme 12.4, she welcomed the support for traditional medicine 
expressed by the delegates of the Democratic People's Republic of Korea, Germany, India, 
Japan and Pakistan. As stated in the programme budget document, the majority of the 
world's population received their health care from traditional systems of medicine so 
that traditional health workers were an important means of delivering health care. 
Similarly, medicinal plants were of great importance to the health of individuals and 
communities. 

The Chinese Government had done much to develop national programmes of traditional 
medicine. In 1988 the State had taken over administration of traditional Chinese 
medicine and was responsible for policy-making and legislation. There were at present 
about one million traditional medicine practitioners in China. China's Eighth Five-Year 
Plan placed Chinese traditional medicine and western medicine on equal footing, according 
priority to the consolidation of Chinese traditional medicine in rural areas, with a view 
to meeting the needs of primary health care. With WHO support, studies had been 
conducted on the safety, effectiveness and reliability of traditional drugs and medicinal 
plants. 

China, where acupuncture had originated, had participated actively in WHO's 
successful work towards a standard international acupuncture nomenclature and, with WHO's 
continued support, hoped to continue its cooperation with other Member States to complete 
the work. To strengthen training in acupuncture and, in particular, to ensure 
high-quality training of foreign students, an international qualification examination 
committee had been set up with WHO support in March 1991 to test the proficiency of 
foreign acupuncturists. The first examination would take place in October 1991, and 
several hundred candidates had already registered. 

In order to stimulate the exchange of traditional medicine among countries, an 
international congress on traditional medicine would be held, with WHO support, in 
Beijing in October 1991. The human and financial resources allocated to WHO's excellent 
programme on traditional medicine should be greatly increased. China was ready to 
continue its cooperation with other countries so that traditional Chinese medicine could 
contribute to the health of the people of the world. 

Dr GEORGE-GUITON (France) welcomed the programme on essential drugs and vaccines, 
which was necessary not only for the provision of primary health care but also for almost 
all WHO programmes. The programme might face financial difficulties during the 1992-1993 
biennium because of the reduction in some contributions； as an expression of its 
interest in the programme, France would increase its financial participation so that the 
concept of essential drugs and vaccines could be extended to developing countries. The 
rational use of drugs was strongly emphasized in France and was promoted through 
information and educational campaigns on the proper use of medicines. Information sheets 
were regularly circulated to all French physicians, as well as to international, 
governmental and nongovernmental organizations. 

With reference to the programme on drug and vaccine quality, safety and efficacy, 
great attention was paid in France to the quality control of medicines, both for domestic 
consumption and for export. France was cooperating bilaterally with certain countries, 
particularly in French-speaking Africa, to improve quality control. 

As for the programme on traditional medicine, WHO should make an attentive study of 
the traditional practices which, in many countries, formed the greater part of health 
care and were demanded by the population, and should continue its scientific evaluation 
in order to protect communities from dubious medicines and therapies. Similarly, work 
should continue on testing new preparations derived from medicinal plants. 

Dr JOHNSEN (United States of America) supported WHO'S efforts to advance traditional 
medicine, which might be of particular benefit to countries in the process of developing 
a pharmaceutical industry. The recently agreed link with the World Federation of 
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Proprietary Medicine Manufacturers could provide WHO with a valuable source of expert 
technical knowledge. He welcomed WHO'S plans to examine objective evidence of the 
efficacy of acupuncture under controlled clinical conditions and to begin a series of 
working group meetings to produce an authoritative statement on the proven indications 
for acupuncture treatment. Clinical studies of efficacy and applications of traditional 
remedies and techniques that scrupulously adhered to the highest standards of scientific 
investigation and analysis would effectively promote their acceptance and exploitation 
for the benefit of all societies. Promotion of the ethical and safe use of acupuncture 
by trained practitioners was a worthy goal. 

He strongly supported WHO's proposed activities under programme 12.2. Encouraging 
wider application of good management practices, promoting the certification scheme, and 
furthering training in quality assurance were particularly important. WHO's Action 
Programme on Essential Drugs relied on several of the functions of the pharmaceuticals 
unit, continued collaboration with which was very important. Cooperation with the 
pharmaceutical industry, other private sector organizations and developed countries in 
providing training and drug information should be expanded. 

Dr TEMBA (United Republic of Tanzania) welcomed WHO's leadership and coordinating 
role in the areas covered by the programmes under discussion. The inability of many 
developing countries to procure adequate supplies of drugs, the irrational use of those 
scarce commodities, and dependence on external assistance to meet drug needs were causes 
for concern. Drugs were virtually synonymous with health care: one could even say "no 
drugs - no health". The supply of medicaments therefore had considerable social, 
economic and political connotations. 

Despite the generous external assistance his country received in the supply of 
essential drugs, many district authorities were unable to cope with the escalating price 
of drugs, resulting from devaluation and high rates of inflation. Drug prices in the 
open market were even more prohibitive. National health and drug policies, including 
cost-sharing, were being reinforced, and the WHO Action Programme on Essential Drugs 
should continue its efforts to encourage the production of low-cost, good-quality, 
generic products, as far as possible at regional or national level, as a long-term 
measure. 

Although the establishment and strengthening of drug quality control centres in 
developing countries was an interesting step, the WHO Action Programme on Essential Drugs 
should also promote international control to prevent the manufacture and marketing of the 
fake or poor-quality drugs that were continuing to find their way to consumers in 
developing countries. 

With reference to programme 12.4, he welcomed WHO's active role in the promotion of 
traditional medicine. In the United Republic of Tanzania, efforts were being made to 
narrow the gap between traditional medical practice and the formal national health 
system. A traditional medicine unit had been established at the Ministry of Health to 
maintain contact between the two systems and to work out a national policy on the 
development of traditional medicine. The traditional medicine research unit in the 
Faculty of Medicine was producing some very encouraging findings. Much research and more 
positive attitudes would be required before the traditional system was fully integrated 
into the formal health system, as in China. Given the limited experience in that field, 
WHO should continue to facilitate the sharing of experience and the development of a 
common outlook. Lastly, he supported the resolution recommended by the Executive Board 
in resolution EB87.R24. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) supported WHO's 
Action Programme on Essential Drugs because of its vital importance for the effective 
development of primary health care. The optimism expressed about the Programme at the 
recent meeting of the Programme's Management Advisory Committee was encouraging. It was 
also gratifying to note that the staffing and management situation had been stabilized. 
That should encourage existing donors to increase their contributions, and attract new 
donors. The United Kingdom had actively supported and contributed to the Programme and 
would continue to do so; its contribution in 1991 would be almost double that for 1990. 

Mrs OLLILA (Finland) endorsed the comments made at the previous meeting by the 
delegate of the Netherlands concerning WHO's Action Programme on Essential Drugs. She 
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welcomed the Director-General‘s decision to bring the Programme within the ambit of the 
Division of Drug Management and Policies in order to assure better coordination of its 
activities with all components of WHO's revised drug strategy. 

Safety of blood transfusion had become an increasingly important issue in health 
care. She greatly appreciated the Director-General‘s efforts, through the Global 
Programme on AIDS, to help Member States make their blood supplies safe by establishing a 
global blood safety initiative. She supported all efforts to strengthen WHO's ability to 
cooperate with Member States in developing integrated blood transfusion services in order 
to guarantee the accessibility and safety of blood for those in need. 

Dr GONZALEZ CARRIZO (Argentina) supported major programme 12, and particularly 
programme 12.2, which had facilitated the drawing-up of health plans in his country. 
WHO's emphasis on essential drugs and vaccines had made it possible to achieve some unity 
in a country with provincial-level authorities, where various independent organizations 
participated in the social security system and where the pharmaceutical industry was 
quite developed. By 31 December 1994 Argentina, Brazil, Paraguay and Uruguay would be 
united in a common market; programme 12.2 would surely prove as useful as part of that 
dynamic integration process as it had been within his own country. 

Dr CAYCEDO BORDA (Colombia) supported major programme 12 as a whole. In Colombia, 
and in Latin America in general, traditional health practitioners provided health care in 
rural and sparsely populated areas. In their community work they used traditional 
methods and medicines to treat certain diseases f and Colombia had some experience in 
developing their skills and abilities. On the Pacific coast, extensive training of 
traditional birth attendants had contributed to a marked reduction in infant mortality 
rates. Furthermore, traditional practitioners had been trained to use certain diagnostic 
techniques and treatments for some tropical diseases, such as malaria. For example, they 
had been provided with microscopes and shown how to use antimalarial drugs. The result 
had again been a reduction in mortality rates. WHO should establish a special programme 
to train traditional health practitioners, with emphasis on referral systems. Such 
practitioners could then become useful primary health care workers. The approach would 
be all the more effective in that those practitioners, at least in Colombia, worked not 
only in rural and sparsely populated areas, but also in poor urban areas without basic 
health services. 

Dr MIRCHEVA (Bulgaria) supported the programme on traditional medicine. Although 
many aspects of traditional medicine were useful, others were of no use or could prove to 
be harmful. Efforts in that field in Bulgaria were aimed at ensuring safety and 
developing effective resources and methods within health systems. In that context an 
official national policy on traditional medicine had been adopted following the 
International Conference on Primary Health Care held in Alma-Ata in 1978； in 1988 the 
Council of Ministers had established a centre for phytotherapy and traditional medicine. 
Current problems arose from the failure to apply modern technologies to the use of 
medicinal plants and living organisms, insufficient cooperation on the part of 
institutions, and difficulties in making practical use of the services of traditional 
practitioners. National policy was currently being re-examined in line with the 
economic, social and ecological reforms taking place in the country. Legislation on 
traditional medicine and on the protection of both wild and cultivated medicinal plants 
was currently being considered, as was the establishment of health facilities 
specializing in the use of natural methods of treatment, including therapies based on 
plants, climate, water and so forth. It was also planned to establish a special 
department for traditional medicine. 

Mrs TAMAYO (Cuba) supported major programme 12, in particular WHO's work on 
essential drugs and vaccines. As part of its development strategy, her country had 
established a policy in that respect, that met a large part of its needs. 

She commended the Organization on the direction it had taken in relation to 
traditional medicine and on the importance which it had been accorded in the context of 
primary health care. Although traditional practices should be incorporated into the 
health system, it was important to carry out a thorough prior evaluation of medicinal 
plants and acupuncture and other methods employed. That evaluation should use modern 
scientific criteria, including clinical and preclinical assessments and quality control, 
and should be based on comparative results, taking into account available modern 
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therapeutic resources. The Cuban Ministry of Health was currently establishing an 
optional policy on the use of medicinal plants and acupuncture, carrying out preclinical 
and clinical evaluations of plants traditionally used in the country, and ensuring 
quality control of such plants and the products derived from them. Failure to make such 
an evaluation and to incorporate useful elements while protecting the population from 
harmful practices, might have an adverse effect on the integration of traditional 
medicine. Similarly, in the case of acupuncture, ethical considerations called for 
controlled clinical evaluation in accordance with modern scientific methods. In 
conclusion, she supported the resolution on traditional medicine and modern health care 
contained in resolution EB87.R24. 

Dr ADANDE-MENEST (Gabon), referring to programme 12.3, said that in recent years 
several countries had moved into pharmaceutical production, providing a variety of 
products that were flooding into a number of African countries, with no guarantee of 
safety or efficacy. Such products were brought into countries illegally and sold cheaply 
outside the official pharmaceutical network, in markets and from door to door, by 
unscrupulous and irresponsible persons without regard for the potential danger to the 
population. That development represented a real public health danger which deserved the 
Organization's serious consideration, in particular through appropriate international 
regulation. 

Dr VIOLAKI-PARASKEVA (Greece), referring to programme 12.4, drew attention to 
paragraph 17 on page B-173 of the programme budget document, which stated that WHO would 
promote the training of traditional health practitioners. While she supported the 
resolution contained in resolution EB87.R24, she suggested that it should be amended to 
refer to the introduction of regulation and control of acupuncture methods. She would 
submit her proposal in writing. 

Dr HU Ching-Li (Assistant Director-General) noted that many delegates had expressed 
support for programme 12.2 on essential drugs and vaccines, drawing attention to the need 
for their rational use and quality control. A relevant item was to be included on the 
agenda for the eighty-ninth session of the Executive Board in January 1992 on the report 
of the Committee on Drug Policies, with subiterns on essential drugs and the safety and 
efficacy of pharmaceutical products. The Health Assembly would therefore receive a 
detailed report on that matter when it next met. 

Traditional medicine was a treasure of mankind and WHO would do all it could to 
cooperate with Member States in that field. It was significant that not only developing 
countries spoke positively about traditional medicine, as in the past, but also many 
developed countries. 

Dr DUNNE (Division of Drug Management and Policies), thanking delegates for their 
supportive comments, noted the requirement in resolution WHA43.20 to report to the 
Executive Board and the Health Assembly in detail on all aspects of the revised drug 
strategy. In the light of the concern expressed by many speakers about counterfeit 
products within countries and internationally, he referred to resolution WHA41.16 of 
1988, in which the Director-General had been requested, inter alia, to initiate 
programmes for the prevention and detection of the export, import and smuggling of 
falsely labelled, spurious, counterfeit or substandard pharmaceutical preparations. 
Since then, it had been realized that the problem had greater dimensions than had been 
suspected. Indeed, people were dying because they were receiving false medicines and the 
infras truc ture of medicine was suffering in many countries as a result of those 
activities. New guiding principles for small national regulatory authorities - similar 
to those developed in the European countries over the past 30 years - were currently 
being drawn up. 

As the delegate of Pakistan had pointed out, there was a great need for quality 
control, and for the appointment of inspectors and registration personnel at national 
level. The WHO Certification Scheme on the Quality of Pharmaceutical Products moving in 
International Commerce was being revised and proposals would be submitted for 
consideration at the next Health Assembly, after discussion at the International 
Conference of Drug Regulatory Authorities to be held in Canada in October 1991. 
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The CHAIRMAN invited the Committee to consider the resolution on traditional 

medicine and modern health care recommended by the Executive Board in resolution 
EB87.R24. 

Dr CORNAZ (Switzerland) supported the draft resolution and the objectives of WHO'S 
activities in traditional medicine. However, the last phrase of the fourth preambular 
paragraph, which read "especially to populations with limited access to health care 
systems", might be taken to imply that traditional medicine was for deprived groups, 
whereas the real intention was that it should be integrated into health care for all 
sections of the population. She therefore proposed that those words should be deleted. 

Dr MARGAN (representative of the Executive Board) considered that such a proposal 
was acceptable and did not change the substance or intention of the resolution. 

Dr HU Ching-Li (Assistant Director-General) said that as traditional medicine was 
being integrated into essential care, not only in many developing countries but also in 
some of the developed countries, it should not be restricted to populations with limited 
access to health care services. 

Dr PROST (Secretary) read out the following amendment to operative paragraph 3 of 
the draft resolution, proposed by the delegate of Greece: 

H3. URGES Member States: 
(1) to intensify activities leading to cooperation between those providing 
traditional medicine and modern health care, respectively, especially as 
regards the use of scientifically proven, safe and effective traditional 
remedies to reduce national drug costs； 
(2) to introduce measures for the regulation and control of acupuncture 
methods；“ 

The draft resolution, as amended. was approved.丄 

Programme 12.5: Rehabilitation 

Dr FEHER (Hungary) strongly supported WHO programme activities on rehabilitation and 
drew attention to such important regional activities as the achievement of a balance 
between community and institutional services, since rehabilitation was still not 
adequately represented in the primary health care services； ensuring for the disabled a 
better quality of life and full participation in social life by means of improved quality 
of services, continuity of care and better coordination between physical, social and 
other rehabilitation services at local and governmental levels； and the coverage by 
rehabilitation programmes of patients suffering from chronic illnesses. The adequate 
training of personnel was of primary importance in all those target activities； his 
country suffered from a lack of well-trained personnel in the rehabilitation field. 
Global and interregional activities had similar basic targets in the WHO programme and 
were supported by Hungary. Research to assess effectiveness was very important, not only 
at global but also at regional and country level. The exchange of information on such 
research and on rehabilitation technology could be very beneficial to all parties 
concerned. 

In Hungary, community-based rehabilitation services had been introduced in small 
model experiments with some success. Training of personnel had increased and improved 
but was not yet at a satisfactory level. Economic difficulties were hampering 
rehabilitation by preventing provision of adequate technical aids, better quality of 
services, education and research. 

Transmitted to the Health Assembly 
as resolution WHA44.34. 

in the Committee's fourth report and adopted 
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2. THIRD REPORT OF COMMITTEE A (Document A44/54) 

In the absence of the Rapporteur, Dr FERNANDO (Sri Lanka), Vice-Chairman, read out 
the draft third report of the Committee. 

The report was adopted.^ 

3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93 (resumed) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS : Item 17.2 of the Agenda (Documents EB87/1991/REC/1, 
Part I and Part II, Chapter II) (resumed) 

Major programmes 14 and 15: Health information support: Support services (Documents 
PB/92-93, pages B-265 to B-286; EB87/1991/REC/1, Part II, Chapter II, paragraphs 
125-127) 

Dr MARGAN (representative of the Executive Board), introducing the programmes, said 
that while noting the overall budgetary increase in major programme 14 arising from the 
transfer of the activities connected with the magazine World Health, the Executive Board 
had appreciated the attempts to reduce the regular budget allocation for the programme, 
made in response to the recommendations of its Programme Committee. The Board had, 
however, been concerned at the disproportionately large allocation in comparison with 
other priority areas and had suggested that further savings might be possible, through 
the reduction in the amount and/or length of in-house documentation, for example. 

At the same time, the Board had recognized the role of major programme 14 in 
providing support for all WHO programmes. That support included library and terminology 
services and services normally associated with the production of documents and technical 
publications, whose quality, the Board had stressed, should be maintained. While taking 
note of the free distribution policy and of the cost recovery mechanism, the Board had 
nevertheless recommended that the Organization explore further ways of rationalizing the 
programme's operations. 

In the debate on major programme 15 (Support services) the Board had noted that the 
programme would receive just over 20% of the total budget, which represented an increase 
in comparison with the 1991-1992 biennium. Although there was to be no growth in real 
terms the cost increase was much higher than the average elsewhere. It had been 
explained that the share of the regular budget allocated to major programme 15 had 
increased from 18.57% to 20.14% because of exchange rate movements. 

The Board had also noted that the increase in the programme's percentage of the 
total budget derived principally from exchange rate movements of the Swiss franc, the 
CFA franc and the Danish krone in relation to the United States dollar. In addition, the 
standard rate of 13% for reimbursement of support costs received from extrabudge tary 
funds was inadequate in the light of a recent study estimating them to be 38%, and the 
Board had decided that the problem merited further study. 

Dr WIRJOWIDAGDO (Indonesia), referring to major programme 14, stressed the 
importance of up-to-date, accurate and authoritative international information on health 
matters. Such information was vital to decision-making at the various levels of health 
management. He therefore urged WHO to assist countries in developing information, 
publication and library services. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that his delegation was 
firmly opposed to any reduction in the number of WHO publications and any decrease in the 
number of languages in which those publications were issued. It was widely recognized 
that WHO publications had for many years served as guidelines for the formulation of 
national health policies, and had become even more important with the recent trend 
towards developing health system models. 

1 See document WHA44/1991/REC/2. 
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The quality of the publications could of course always be improved. Nonetheless, 

that fact did not in any way detract from the importance of major programme 14. 
Accordingly, the conclusions of the Executive Board in that connection should receive 
full support. 

Dr JOHNSEN (United States of America) said that major programmes 14 and 15 merited 
close attention, given that the proposed expenditures of nearly US$ 205 million were 
significantly greater than for all but one of the technical programme areas that the 
Committee had been considering. 

Faced with a substantial increase in assessments in connection with the proposed 
programme budget, everyone was interested in making programmes more cost-effective. The 
efficiency of the health information support programme could be improved without serious 
reductions in the number of publications. The budget for major programme 14, which would 
increase by nearly 27X in the next biennium, could be reduced by several million dollars 
a year without jeopardizing the Organization's most valuable health information 
products. Consideration should be given to instituting a chargeback mechanism for 
publication costs as a way of better determining publication priorities. He would 
appreciate information on the Organization's experience in recovering costs through 
publication sales and in the use of electronic transfer technology, and the prospects for 
extending such technology to Member States. The United States National Institutes of 
Health had for several years been distributing their guide for grants and contracts by 
electronic means, and were now making preparations for electronic submission of grant 
applications. He requested comments on the feasibility of making savings of IX-2% in 
major programme 14. 

Savings were also possible with respect to major programme 15 (Support services). 
For example, consideration should be given to block purchasing of computer hardware and 
to local licensing arrangements for the purchase of computer software. He had learned 
that new WHO travel regulations might have gone into effect, permitting staff to travel 
at standards that were higher and more expensive than in the past. The Forty-third World 
Health Assembly had rejected a proposal to raise travel standards for delegates and 
experts, considering that health programmes were a higher priority than the comfort of 
delegates. The same argument should hold true for staff. Modest travel standards could 
offer considerable savings. He would appreciate clarification with regard to current WHO 
travel policy and proposals for making cost savings in that area. The support cost issue 
also merited further study and he requested comments on the feasibility of reducing the 
costs of major programme 15 or, alternatively, reducing the overall budget by l%-2% to 
limit the impact on the assessed contributions of Member States. 

Dr VIOLAKI-PARASKEVA (Greece) said everyone was aware of the difficulties that would 
arise from any reduction in the allocation to major programme 14. The rapid spread in 
the use of computer technology was having an impact on working methods in health 
information support. However, conversion to new technologies was too costly for many 
countries. The policy of issuing publications for distribution outside WHO in the 
official languages should continue. Any change in that procedure would reduce the 
Organization's effectiveness. 

Dr LARIVIERE (Canada) commended the efforts to improve the efficiency of the support 
provided by major programme 14 for the other WHO programmes, in particular in regard to 
publications. An example of improved technology was the WHODOC information system, which 
was now available on diskette. Widespread use of that system would result in reduced 
production and postage costs for publications. 

A great deal of progress had been made in regard to translation. His country had 
recently provided WHO with a terminology databank of some one million technical and 
scientific terms. In that same connection, WHO might consider the use of 
computer-ass is ted translation systems, which would further enhance the translation 
process. Those were just some examples of what could be done technologically to prevent 
costs from escalating while maintaining the budget within reasonable limits. WHO should 
continue to study ways of making savings in major programme 14. 

Dr INFANTE (Spain) said that major programme 14 could certainly be more efficient 
and that cost reductions might be necessary in certain respects. However, the issue of 
publications was a very sensitive one: it involved the Organization's technical 
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effectiveness and moral standing and its ability to disseminate the WHO philosophy. Any 
strategy for improving the cost-efficiency of WHO programmes must take account of the 
cultural diversity on which the Organization was based. The current practice of 
distinguishing between working languages (two) and official languages (six) of the 
Organization should be maintained. Any other solution was likely to undermine the 
Organization's cultural diversity. 

Dr GEORGE-GUITON (France) said that her delegation supported major 
programmes 14 and 15, which were essential to the work of the Organization. It was 
important to remember that in financing those programmes, which were essentially support 
programmes, WHO was actually financing all the technical programmes. 

It might be useful to consider ways of reducing the length of documents such as 
those relating to the governing bodies. However, under no circumstances should WHO 
consider modifying its policy, for which there was statutory provision, of using six 
official languages and two working languages. 

She commended the Organization on its technical documents : they were of high 
quality, clear, up-to-date, accurate and timely. Those documents should continue to be 
published in the current number of languages in order to reflect the multicultural nature 
of WHO. Certain savings might be realized under major programme 14 and various 
possibilities were under consideration, including the use of new technologies and cost 
recovery mechanisms. Documents might be shorter, with a less sophisticated 
presentation. Any savings made should be used within the programme and should be 
allocated to priority areas, as determined by the Executive Board and the Health 
Assembly, as well as to free distribution of technical documents to the countries most in 
need. In general, the objective was to maintain zero growth. 

Mr DEBRUS (Germany) said that while certainly desirable, savings should not engender 
any decrease in the clarity and excellent quality of the overviews contained in the 
proposed programme budget document. It served as the basis for the Health Assembly's 
work; any modification in its content would reduce the overall quality of that work. 

Dr GONZALEZ CARRIZO (Argentina) endorsed the comments made by the delegates of 
France and Spain. While bearing in mind the need for budgetary austerity in general, he 
was in favour of maintaining the use of the six official languages and two working 
languages for documents and publications. That tradition reflected the Organization's 
multicultural diversity, which was a source of pride. Moreover, it enabled many 
countries to have access to information that would otherwise be unavailable to them. 

As had been observed by the delegate of France, since publications were all destined 
to support specific programmes, the costs involved were both necessary and worthwhile. 

Dr JARDEL (Assistant Director-General), replying to questions asked during the 
debate, said that the only real increase in the publications budget was due to the 
transfer of the magazine World Health from major programme 6, as the result of a 
rearrangement that had made it possible to eliminate one post and to make a real 
reduction in major programme 6. The apparent increase in major programme 14 was due to 
the very nature of a programme essentially based on human resources, which always 
accounted for the highest cost increases. In fact, there had been a real reduction of 
over US$ 1 million in major programme 14 in relation to the previous biennium, a 
reduction which comprised the abolition of three professional posts. Much had been said 
about the possibilities of making savings, and there was indeed room for improving the 
management of the programme, which was constantly being subjected to management studies 
and evaluations, while the publications committees at headquarters and in the regions 
paid close attention to the relevance and quality of what was produced. During the past 
few bienniums, the programme‘s level of funding had remained between 6X and IX of the 
regular budget, with a considerable increase in production. 

Savings could be made in a number of ways, first of all, by rationalizing the free 
distribution of publications, especially journals. The policy of free distribution to 
developing countries was being maintained, but efforts were being made to increase sales 
as far as possible. In 1990 a total of 1.5 million copies of journals and publications 
had been distributed free of charge or sold, and the point had now been reached when one 
copy was sold for every two distributed free, with a difference between journals, one 
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copy of which was sold for every three distributed free, and books, of which one copy was 
sold for each one distributed free of charge. The result was that, whereas in 1984-1985 
income from sales had amounted to US$ 3.3 million, in 1988-1989 it had reached 
US$ 5.8 million, and the estimate for the current biennium was approximately 
US$ 8 million. Maximum efforts were thus made to sell publications to those who could 
pay for them, which of course had a considerable effect on the capacity for free 
distribution to those who could not pay. That increase in sales was an internal savings 
factor but it also required a certain amount of investment. 

Reactions to the possibility of reducing the number of languages for publications 
had been negative, but savings could be made in the future on the translating capacity at 
headquarters, through the assistance of the terminology bank offered by Canada, and the 
possibility of improving the computer-assisted translation capacity, which would alter 
the staff requirements in that respect, although it would not necessarily result in a 
reduction, because different qualifications would be required. 

The use of new technologies was another way of rationalization, to the extent that 
the necessary investments could be made. Already, documentation kits had been made 
available to WHO representatives, including electronic equipment enabling them to set up 
a small documentation centre on WHO publications in their offices. That equipment was 
also available to ministries of health, documentation centres and librarians in Member 
States, thus helping to strengthen the support for countries. The bibliographic base on 
WHO documentation, known as WHODOC, so far published every two months in written form, 
would continue to be thus published, but it was now also available on diskette and 
through electronic mail, and would gradually become available through direct access； in 
addition, the entire WHO bibliographic data bases would soon be available on a number of 
compact discs. Electronic publication capacities were being developed that would make it 
possible to provide countries with texts and data directly selected, extracted and 
transmitted in the form required by users. Although those technologies did not eliminate 
the need to continue to publish on paper, they offered new opportunities for possible 
economies. He urged delegates to trust the Organization, to follow the results of its 
efforts for improvement and rationalization and, if they considered progress to be 
insufficiently rapid, to advise accordingly at relevant meetings. 

Mr AITKEN (Assistant Director-General), responding to comments made by the delegate 
of the United States of America, said that good progress was being made towards the block 
purchasing of computer equipment and that a possibility of licensing computer software 
was being studied, although it was not necessarily the best option in every case. The 
question of travel standards was not related specifically to major programme 15, since 
travel costs were not chargeable to any single programme, but were spread throughout the 
Organization. Changes had been made in order to obtain the best possible value from 
WHO's travel policy and to reflect the modern realities of the travel business, in which 
there was a myriad of fare structures and restrictions, so that WHO had to be pro-active 
in choosing how to send its staff around the world. The changes had also brought WHO's 
travel policy closer into line with United Nations standards and also reflected the 
special arrangements that the Organization had been able to make in negotiating good 
price agreements with certain airlines. In any case, he was confident that the changes 
would lead to no budget increase in 1992-1993. 

The answer to the question as to whether the budget for major programme 15 could be 
reduced was that there had been a real cut of 1.5%, which had been redistributed to the 
technical programmes and reflected the efforts to effect economies. 

4. WOMEN, HEALTH AND DEVELOPMENT: Item 20 of the Agenda (Resolution WHA38.27; 
document A44/15) 

The CHAIRMAN drew attention to the following draft resolution on women, health and 
development proposed by the delegations of Bulgaria, Cameroon, Canada, China, Denmark, 
Finland, France, Ghana, Iceland, India, Israel, Jamaica, New Zealand, Norway, 
Papua New Guinea, Poland, Sweden and the United Kingdom of Great Britain and Northern 
Ireland: 
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The Forty-fourth World Health Assembly, 
Recalling resolution WHA39.18 relating to the United Nations Decade for Women 

and resolution WHA42.42 on women's health, which emphasized the crucial role of 
women in health and development; 

Having considered the Director-General‘s report on women, health and 
development, and commending him on its excellence； 

Recognizing that effective socioeconomic development cannot be realized without 
improvements in the health and economic and social status of women; 

Concerned at the continued high mortality and morbidity of women at all ages in 
their life-cycle； 

Concerned at the lack of demonstrable progress in many parts of the world in 
implementing resolutions and programmes for the improvement of women's health, 
education, socioeconomic and political status, for equal remuneration of women for 
work of equal value, and for their full participation in health and development; 

Recognizing the urgency of the need to accelerate progress and strengthen 
action for the promotion of the status of women throughout the world, and to ensure 
their full and equal participation in all aspects of national and international 
health and development programmes； 

Noting that Technical Discussions on "Women, health and development" will be 
held during the Forty-fifth World Health Assembly in 1992, and in preparation for 
these discussions, 

1. URGES Member States: 
(1) to accelerate the implementation of measures for the improvement of the 
health of women and their economic and social status, and for their full, and 
equal participation in all aspects of national health and development 
activities； 
(2) to ensure that programmes on women, health and development include action 
to: 

(a) improve female literacy; 
(b) support the role of women as health educators and providers of care; 
(c) promote reproductive health, including family planning and safe 
motherhood; 
(d) provide in particular for the social, economic and health needs of 
female children and elderly women； 
(e) provide specifically for the prevention and management of chronic 
illnesses in women； 

(3) to adopt monitoring and evaluation methods, including appropriate 
performance indicators, in order to measure progress in the implementation of 
national programmes on women, health and development; 

2. INVITES Member States that have not yet done so, to designate a person as 
national focal point on matters of women, health and development, and to support and 
facilitate their participation in the preparations for the Technical Discussions to 
be held during the Forty-fifth World Health Assembly; 

3. REQUESTS the Director-General: 
(1) to ensure the integration of the aims and objectives relating to women, 
health and development in relevant WHO programmes at all levels； 
(2) to expedite the development of appropriate quantitative and qualitative 
indicators for monitoring progress in achieving global aims and objectives 
relating to women, health and development;-
(3) to provide Member States with technical support to enable them to 
accelerate the implementation of their programmes on women, health and 
development; 
(4) to report to the Executive Board and the Health Assembly on progress made 
in implementing this resolution. 

Dr MARGAN (representative of the Executive Board) said that the Board had reviewed 
the progress report of the Director-General on women, health and development presented to 
it in accordance with resolution WHA38.27 and submitted to the Committee as 
document A44/15. The report briefly analysed advances made in that field through 
integration of women's concerns in various regional and global programmes. 
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Concern about women's health was now seen as concern not only about inequity and 

injustice suffered by women, but also about a major cause of ineffective development. 
The task was now to find the best means of integrating women effectively and fully in the 
development process in partnership with men. Discussions in the Board had focused on the 
role of women in health and development from family to national level and on the health 
of women of all ages - female children and their health and nutrition, adolescents, women 
in their reproductive years and aging women. 

The Board had recognized that the high rate of preventable maternal mortality in 
developing countries was an indication not only of the existing shortcomings of maternal 
health care and family planning, but also of social, economic and cultural inequities in 
the investment of resources in women； hence the urgency of safe motherhood programmes. 
Despite women's special responsibilities for and contributions to health and development, 
their own health had deteriorated in some areas in the 1980s and had received far less 
than a fair allocation of resources : women were often marginalized by the development 
process. 

After the United Nations Decade for Women, national multisectoral task forces or 
commissions on women's health had been established with good effect in some countries. 
They could be of great use in drafting comprehensive plans for the promotion of women's 
health that took into account the specific features of the country concerned and were 
incorporated in the national programmes drawn up by the various sectors involved. 
Countries and international and nongovernmental organizations should cooperate in 
initiatives aimed at meeting both immediate and long-term health and development needs of 
women, including a more positive image of women in the media. Involvement of national 
women's organizations and groups in such a task would be indispensable in order to 
reflect women's outlooks on health and development. 

The Board had commended the work carried out on indicators that fostered integrated 
action and should be widely used among Member States in monitoring progress. The 
Steering Committee on Women, Health and Development, the membership of which had been 
expanded from eight to 16 members, could play an active role in ensuring that relevant 
programmes were fully integrated in development policies and strategies. 

The Board considered that WHO programme managers should specify more concretely in 
their work plans what they intended to do to ensure higher priority for women's 
concerns. It had also been suggested that, since nurses represented a large and highly 
important resource in the health care system, more information on the working situation 
of nurses in developing countries would be useful in the future. 

The Board had once again drawn attention to the need to appoint women to senior 
positions in both national and international bodies. In that connection, the Board 
looked forward to the greater involvement of women in the governing bodies of the 
Organization. 

WHO should continue to collaborate with the United Nations and other organizations 
and bodies of the United Nations system in promoting functional literacy and research on 
safe and effective contraceptives suitable for both men and women, and in combating 
traditional practices that had an adverse effect on women. 

Lastly, the proposal that "Women, health and development" should be the subject of 
the Technical Discussions at the Forty-fifth World Health Assembly in May 1992 had been 
warmly welcomed by Board members. 

Mrs HERZOG (Israel), as a sponsor of the draft resolution before the Committee, 
considered that an important point had been omitted, and proposed the addition of a 
subparagraph (f) at the end of operative paragraph (2) reading: "cooperate with 
voluntary agencies in their activities on behalf of women, health and development;и. The 
term "voluntary agencies" was more general than "nongovernmental organizations", since it 
covered all the different groups - international, regional and national - involved in all 
aspects of the subject under consideration. 

Ms CONLEY (Australia) noted with pleasure the fact that WHO activities had 
contributed to increasing recognition throughout the world of the significance of women's 
health and socioeconomic well-being, and particularly that emphasis had been laid on the 
close correlation between that situation and progress towards sustainable development in 
Member States. Australia further commended WHO's proposal that a concerted effort be 
made in the 1990s to integrate women effectively and fully into the development process. 
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That proposal was consistent with the Social Justice Policy of the Australian Government 
and had been set out in detail in the National Women‘s Health Policy which targeted 
women's participation in decision-making as a key area for action to improve women's 
health. 

Australia's National Women's Health Policy was based on extensive consultations with 
women of different socioeconomic and ethnic backgrounds and had singled out seven 
priority health issues for women in Australia which coincided with those listed in the 
Director-General‘s report: reproductive health and sexuality; health of aging women； 
health needs of women as carers； occupational health and safety; women‘s emotional and 
mental health; violence against women； and health effects on women of sex role 
stereotyping. The major issues of the policy were now being addressed through a series 
of Commonwealth- or State-funded health initiatives to provide women's health services, 
to implement information strategies and to provide training for health care professionals 
and teachers. 

Australia wished to cosponsor the draft resolution before the Committee and welcomed 
the particular reference to the health needs of female children and elderly women； it 
looked forward to a report on the implementation of that resolution. 

Mrs TAMAYO (Cuba) commended the Director-General's report and agreed with the 
statement that the efforts of the United Nations system to promote women's health and 
their role in development had yielded some results but none of significance. The topic 
was a difficult one because of the complex relationship between women's health and their 
social situation, which was affected by a number of economic, cultural, political and 
legal factors. In most countries, women were a socially disadvantaged group in that 
their legal and social status adversely affected their reproductive health, nutritional 
levels and access to health care, making them more vulnerable to harmful traditional 
practices. The integration of women in the development process could not be decreed, on 
the basis of good intentions, but required political will to bring about change, since 
women's integration depended on genuine access to employment, higher education and 
adequate training. That called for structural changes. There was no development without 
health, but the necessary action was not the responsibility of WHO alone； it required 
the collaboration of Member countries and of other health-related organizations. 

It was distressing to note from the statistics that half a million women were dying 
every year from causes associated with childbirth, maternity being every woman's right. 
However, the health of women should not be viewed solely in terms of their reproductive 
right, but as a whole, including their dual role as receivers and providers of health 
care. In that regard they had a decisive influence not only in the family but also in 
the community and ultimately, in society as a whole. Hence the special importance of 
promoting the mobility and participation of women in the community. There was an 
immediate need for a change in the unequal relations between sexes as an integral part of 
development, and of the health of the population as a whole, together with efforts to 
raise awareness of the importance of women's health and other problems that affect it, 
such as violence, physical abuse and a double working day. Women would never occupy 
their proper place as human resources for development unless efforts were made to remove 
the institutional obstacles that still stood in the way of their full participation in 
society, a problem to which in general not enough attention was paid. 

In her country, women played a role in society, and in the health sector priority 
was given to women and to national policies for the protection of their health arid that 
of their children. Bearing in mind the work of the United Nations Decade for Women, Cuba 
recognized the fundamental role of women in the development process. Women now had 
guaranteed employment and full access to health and education services, with the result 
that 55% of high-level professional posts were held by women and, since 1985, the work 
force included over one million women, or 38.9% of the population. Women's life 
expectancy was over 75 years, maternal mortality stood at 3.1 per 10 000 live births and 
over 69% of health workers were women. Those factors all militated in favour of the 
integration of women in the development process and their participation in community 
life. In addition, a whole set of legal and policy measures existed in Cuba to improve 
the status of women, including laws on such matters as maternal and occupational health, 
which protected women workers. 
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Women were a decisive factor in development; without them no development was 

possible, hence the importance of tackling the issue of women, health and development at 
the Technical Discussions during the Forty-fifth World Health Assembly. Cuba wished to 
cosponsor the draft resolution before the Committee. 

(For continuation, see summary record of the eleventh meeting, section 2.) 

The meeting rose at llh20. 



Wednesday. 15 Mav 1991. at 14h30 

Chairman: Mr E. DOUGLAS (Jamaica) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

FINANCIAL POLICY MATTERS : Item 17.3 of the Agenda (Documents EB87/1991/REC/1, Part I and 
Part II, Chapter III, paragraphs 128-131 and 137-139) 

The CHAIRMAN drew attention to the report of Committee В to Committee A 
(document A44/52) from which it would be seen that Committee В had endorsed the 
Director-General‘s proposal to reduce the level of the effective working budget for the 
financial period 1992-1993 from US$ 763 760 000 to US$ 734 936 000 by adjustment of the 
budgetary exchange rates and that it recommended to Committee A that US$ 24 929 000 of 
available casual income be used to help finance the 1992-1993 budget. 

The following appropriation resolution for the financial period 1992-1993 was 
therefore proposed: 

The Forty-fourth World Health Assembly 

RESOLVES to appropriate for the financial period 1992-1993 an amount of 
US$ 808 777 000 as follows : 

Appropriation Purpose of appropriation Amount 
section US$ 

1. Direction, coordination and management • “ 87 539 700 
2. Health system infrastructure 234 891 200 
3. Health science and technology: 

health promotion and care 130 709 400 
4. Health science and technology: 

disease prevention and control 94 243 600 
5. Programme support 187 552 100 

Effective working budget 

6. Transfer to Tax Equalization Fund 
1• Undistributed reserve 

734 936 000 

59 000 000 
14 841 000 

Total 808 777 000 

B. Amounts not exceeding the appropriations voted under paragraph A shall be 
available for the payment of obligations incurred during the financial period 
1 January 1992 - 31 December 1993 in accordance with the provisions of the 
Financial Regulations. Notwithstanding the provisions of the present 
paragraph, the Director-General shall limit the obligations to be incurred 
during the financial period 1992-1993 to sections 1-6. 

-157 -
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C. Notwithstanding the provisions of Financial Regulation 4.5, the 
Director-General is authorized to make transfers between those appropriation 
sections that constitute the effective working budget up to an amount not 
exceeding 10% of the amount appropriated for the section from which the 
transfer is made, this percentage being established in respect of section 1 
exclusive of the provision made for the Director-General‘s and Regional 
Directors' Development Programme (US$ 12 099 000). The Director-General is 
also authorized to apply amounts not exceeding the provision for the 
Director-General‘s and Regional Directors' Development Programme to those 
sections of the effective working budget under which the programme expenditure 
will be incurred. All such transfers shall be reported in the financial report 
for the financial period 1992-1993. Any other transfers required shall be made 
and reported in accordance with the provisions of Financial Regulation 4.5. 

D. The appropriations voted under paragraph A shall be financed by 
assessments on Members after deduction of the reimbursement of programme 
support costs by the United Nations Development Programme in the estimated 
amount of US$ 4 million, thus resulting in assessments on Members of 
US$ 804 777 000. In establishing the amounts of contributions to be paid by 
individual Members, their assessments shall be reduced further by (a) the 
amount standing to their credit in the Tax Equalization Fund, except that the 
credits of those Members that require staff members of WHO to pay taxes on 
their WHO emoluments shall be reduced by the estimated amounts of such tax 
reimbursements to be made by the Organization and (b) their part of the amount 
of interest earned arid available for appropriation (US$ 24 929 000) in 
accordance with the incentive scheme adopted by the Health Assembly in 
resolution WHA41.12. 

E. The maximum net level of the exchange rate facility provided for under 
Article 4.6 of the Financial Regulations is established at US$ 31 million for 
the financial period 1992-1993. 

Dr ELBAZ (Egypt) commended the Director-General on the efficiency and wisdom with 
which the limited resources had been distributed among areas of high priority. She fully 
supported adoption of the proposed programme budget. 

Mr BOYER (United States of America) regretted that, in Committee A's extensive 
review of the proposed programme budget, there had been relatively little discussion 
about the distribution of money among different programmes. That should be an essential 
part of the biennial review of the programme budget, so that account could be taken of 
Member States' comments about programmes for which funding should be increased and those 
that were overfunded and might offer opportunities for savings. The initial proposals 
had contained staggering increases in both budget level and assessments on Member States, 
and the assessments of almost half the Member States had then been raised even higher by 
application of the incentive scheme to promote timely payment. Those extensive increases 
should have encouraged efforts to determine areas in which savings could be made. Member 
States could not be expected to pay increasingly large sums when the budget was limited 
to zero real growth. 

He appreciated the efforts made to reduce the level of the budget and of the 
assessments, first, by adherence to the policy of zero real growth, which had the firm 
support of Member States, second, through recalculation of the budget and revised 
exchange rates, which had made a substantial difference in the nominal growth of the 
budget, which had been reduced from 16.83% to just under 12%, and third, through 
recalculation of the amount of casual income available to help finance the budget which 
had permitted a small reduction in the overall level of assessments. He was not pleased, 
however, by the unnecessary expenditure of casual income to increase the exchange rate 
facility for 1990-1991. He had voted against that proposal, because he considered that 
WHO should absorb cost increases of that nature and should save casual income in order to 
reduce the assessments on Member States. Similarly, the United States was not pleased 
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with the incentive scheme, which it had also opposed. If the Assembly was determined to 
maintain that scheme, despite its adverse effects on Member States, he hoped that its 
wording would be revised by the time of the next Health Assembly so that it applied only 
to the distribution of interest earned on the payment of assessments. In its current 
form, the scheme took away from Member States money that was legitimately theirs； that 
could not be condoned. 

He had hoped to hear proposals for ways in which the activities outlined in the 
budget and the costs involved could be reduced, and had suggested that the number and 
length of meetings of the governing bodies of WHO could be reduced. For instance, good 
progress had been made during the present Assembly, and it might be concluded earlier 
than had been planned, despite the fact that the Technical Discussions had been held and 
that there had been an extensive review of the programme budget. Next year, when there 
would be no budget to review, the Assembly could be planned to end on the Wednesday of 
the second week, with the Executive Board session taking place on the Thursday and 
Friday, thus saving four days' expense for delegates and Member States alike. He had 
previously mentioned possible ways of reducing expenditure on publications and on 
administrative costs. In particular, he considered that the expense involved in higher 
travel standards for WHO staff was unjustified, especially in view of the rejection by 
the Health Assembly in 1990 of higher travel standards for participants in meetings of 
the Organization. He had hoped to hear proposals concerning areas in which adjustments 
could be made that would result, with recalculation of the exchange rate, in a reduction 
in the overall level of the budget and thus of the level of assessments. If no specific 
suggestion were made, one way of dealing with the matter might be to apply, for example, 
a 1% or 2% reduction to the budget in general and then leave it to the Director-General 
to determine where cuts should be made. If that proposal were accepted, there was still 
time for it to be worked into the calculations before the budget was adopted. 

His feelings about the programme budget were somewhat mixed. WHO gave good value 
for money and conducted outstanding programmes which brought about genuine improvement in 
health for all in Member States, and he was pleased with the efforts that had been made 
to reduce the levels of the budget and of assessments. The net result, however, was that 
the level of the programme budget was still higher than it should be. As the new 
biennium began in 1992, it was to be hoped that efforts to find ways of saving money and 
operating more efficiently would continue, keeping in mind the concerns of the Member 
States about the continuing high level of assessments. 

Mr VARGAS-CAMPOS (Mexico) appreciated the exchange rate adjustments that had been 
made, which had allowed a reduction in the total budget. However, in view of Mexico's 
general policy with regard to the budgets of all international organizations - a policy 
made necessary by the country's economic situation - it would be difficult for him to 
join in a consensus to adopt the proposed budget. Measures for the rationalization of 
public expenditures with regard to international organizations were strictly applied in 
his country. Rule 72 of the Rules of Procedure of the Health Assembly stipulated that 
decisions by the Health Assembly on important questions be made by a two-thirds majority 
of the Members present and voting, and among those questions were decisions on the amount 
of the effective working budget. He therefore requested that the appropriation 
resolution be put to a vote. It was important that all Member States should express 
themselves clearly on such an important question. 

Mr MEYER (Brazil) said that he had difficulty in accepting the overall increase in 
the proposed budget. The very difficult economic situation of many developing countries 
had meant that several Member States had been unable to pay their contributions to WHO. 
The proposed budgetary increase, combined with the incentive scheme, which his delegation 
had opposed, represented an additional burden for many developing countries, including 
Brazil. He was opposed in principle to any increase in the level of the budget, 
especially when that increase represented items such as personnel, which would benefit 
only the headquarters of the Organization, instead of regional and national programmes in 
developing countries. He fully supported the work of WHO and its country programmes. 
Instead of raising contributions, however, resources should be reallocated within the 
budget, so that increases in programme costs could be compensated by a reduction in 
administrative costs. He therefore supported the Mexican proposal. 
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Dr SAVEL'EV (Union of Soviet Socialist Republics) commended the efforts made to 

distribute the available resources more effectively and more economically. He supported 
the proposal that had been made to reduce the level of the working budget and would vote 
in favour of the proposed budget. 

Dr GONZALEZ CARRIZO (Argentina) commended the efforts to reduce the total level of 
the budget as originally submitted. The work had not been completed to his entire 
satisfaction, however, and the problem now arose of how to apply casual income. The 
proposed manner of its use would be detrimental to some countries, including his own. 
After more than 40 years of faithful compliance, Argentina was faced with a transitory 
financial situation that made it difficult for it to fulfil its contractual obligations. 
It would be irresponsible for Argentina to accept any new increases that would give rise 
to new difficulties for the country and its relationship with WHO. His delegation was 
unable to accept the proposed appropriation resolution and supported the Mexican 
proposal. 

Dr LARIVIERE (Canada) pointed out that the Assembly had so far devoted all its time 
to discussing major health problems - tuberculosis, malaria, noneommuniсab1e diseases, 
the health of children and of the elderly - and agreement had been reached on their 
importance. In discussions on epidemics and natural disasters t calls had been made for 
collective support and for a generous response on the part of all Member States. Now was 
the time for Member States to respond individually to that plea. The budget was before 
them; they knew what the Organization needed; they knew what they needed. Now, they 
should determine what they were going to invest. Although common decisions had been 
reached about needs, there was a reluctance to adopt common responsibility with regard to 
means. He strongly supported the proposed programme budget. 

Mrs MONCADA FONSECA (Nicaragua) shared the concern the Director-General had 
expressed about means of obtaining zero growth within WHO. Assessments would clearly 
have to be increased in order to maintain the current level of programme management and 
implementation, and she commended the efforts to reduce the increase. She considered, 
however, that savings could have been made in the administrative component of each 
programme. Nicaragua was experiencing a very difficult economic situation; and the new 
burden, together with the punishment inflicted upon it by the approval of the incentive 
scheme, had further aggravated the situation. She regretted having to oppose the 16% 
increase in the 1992-1993 budget, but was obliged to do so because of the difficult 
economic situation in Nicaragua. 

Dr FOG (Denmark) commended the Director-General for having succeeded in maintaining 
zero growth for the fifth consecutive time. That meant that WHO had been able to absorb 
much of the cost increase without seriously affecting the level of assessments of Member 
States, and the Organization had been rightly praised in the international community for 
its achievement. Certain risks were associated with the maintenance of zero real growth, 
however, and its implementation during a period of extensive population increase in many 
parts of the world, associated with large health risks, had in fact limited WHO's ability 
to respond effectively to health hazards. New criteria should be developed for setting 
priorities in strategic areas, so as to enable the Organization to continue to play a 
leading role in responding effectively to the health needs of the world's population. 
The Director-General had reviewed the factors that might hinder achievement of the goal 
of health for all in the year 2000. He had stated that the budget for 1992-1993 should 
be viewed as a transitional programme budget, which would allow WHO to meet the demands 
posed by changes in political, economic and social climate. The Organization had 
realized the necessity for rethinking its strategy, and the resultant changes were 
reflected to some extent in the proposed programme budget. Denmark considered that the 
process that had been initiated would continue and would become increasingly conspicuous 
in ensuing biennial programme budgets. The present was not the time to limit further the 
ability of WHO to act: that would have negative implications for the world's already 
severely threatened health situation. On the contrary, there was a dire need for WHO to 
be able to support Member States, especially those suffering from the results of warfare, 
natural disasters, famine and increased incidence of communicable diseases. WHO must be 
able to assist them in re-establishing destroyed infras truc ture s and applying new and 
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more efficient strategies in primary health care. The Organization must continue to play 
a leading role in world health, and he was convinced that WHO had both the ability and 
the commitment to do so. Denmark therefore fully supported the proposed programme budget 
for 1992-1993 and recommended strongly that the proposal be adopted by consensus, to 
demonstrate the unity and strength of the Organization. 

Mr BARZUNA (Costa Rica) said that he would have much difficulty in accepting a 16X 
increase in the budget. His country was facing a difficult economic situation: during 
the past year the Government had drastically restricted its spending and the country had 
suffered two natural disasters within the past four months. Since he could therefore not 
accept an increase in the budget, he joined in supporting the Mexican proposal. 

Miss HERNANDEZ (Venezuela) expressed appreciation of the efforts to achieve a better 
orientation and distribution of WHO's resources； she supported the programmes that were 
being implemented. On principle, however, Venezuela could not accept a budgetary 
increase and therefore supported the Mexican proposal that the appropriation resolution 
be put to the vote. . 

Mr DAYAL (India) said that, although the proposed budget represented zero growth, a 
number of Member States perceived the figures as a 16% growth. The fact was that some 
elements were beyond the control of the Health Assembly - inflation and varying exchange 
rates, for example - and their effect might create a false impression of growth, 
particularly when some countries converted the WHO sums into their own currencies. The 
problems of perception to which he had referred arose mainly among the 122 countries that 
were assessed at a rate of less than 0.02% and whose combined contributions amounted to 
less than 2% of the total. Inflation and fluctuating exchange rates affected them 
greatly, but the assistance WHO gave to many programmes in those countries far exceeded 
in value the amount of their contribution to WHO. Nevertheless, many of them did find it 
difficult to pay even a small amount in a foreign currency. He wondered whether some 
countries might be authorized to pay their assessments in local currencies, the sums 
being used to finance programmes within the countries. Perhaps the Executive Board 
should be requested to consider the matter. 

With regard to casual income, he considered that income arising from interest should 
in all fairness be allocated to the credit of the State that had earned it; thust those 
that paid their assessments early should be given credit for the interest earned in 
respect of that money. Use of other sources of casual income should be decided by the 
Health Assembly. 

He agreed that the budgetary allocation of funds to programmes was an important 
matter that should be discussed in detail but considered that that had been done by the 
Committee. The Director-General was fortunately given some flexibility by the proposed 
appropriation resolution to transfer up to 10% of appropriations from one appropriation 
section to another. It was important, however, that the Director-General try to keep 
within the estimates that had been made for administrative costs. The cost of some 
administrative items was bound to rise, but so long as the increase was within the 
current rates of inflation, that should be considered acceptable. In considering the 
transfer of resources, preference should go to increasing allocations for country-level 
rather than global programmes. India would support the proposed appropriation 
resolution. 

Dr SARR (Senegal) thought it paradoxical that those very delegations that had 
earlier spoken in favour of strengthening one or another programme were now opposing any 
budgetary increase. The Health Assembly was the most appropriate place to demonstrate 
international solidarity, and despite the persistent recession, now was the time to ask 
the wealthiest to augment their participation in order to increase WHO'S budget. It was 
also reasonable to ask WHO to do all it could to integrate its programmes, just as some 
countries were doing, in order to make the most of the available resources. 

Miss CASSARINO (Uruguay) commended the efforts to reduce the budget level. 
Unfortunately, and despite those efforts, the delegation of Uruguay was deeply concerned 
by the proposed 16% increase and the consequent rise in contributions by Member States. 
Uruguay was in a difficult economic situation, which made it extremely hard for 
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it to assume new obligations. She therefore urged a continued effort to find further 
savings, and would support any measure to that end. 

Dr VIOLAKI-PARASKEVA (Greece) expressed surprise that, in the long discussions on 
the implementation of major programmes, almost no one had suggested cutting any of them. 
The only specific proposals had come from the United States delegate f who had suggested 
cutting administrative costs, urging in particular that personnel should travel with APEX 
fares but not taking into consideration the fact that it was sometimes necessary to 
travel very long distances and that therefore some degree of comfort was required. 
Otherwise, no concrete suggestions hafi been made, and it could therefore be considered 
that WHO gave good value for money. Although Greece contributed 0.39% of the budget, 
which was considerable, she supported the proposed budget for 1992-1993. 

Mr MACAULEY (Sierra Leone) expressed his appreciation of the efforts to reduce the 
amounts needed to run the Organization. However, Sierra Leone was at present undergoing 
serious financial constraints, and he found it therefore extremely difficult to support a 
16% increase in the budget, which would ultimately be reflected in an increase in the 
assessments on Member States. It believed that by taking a second look at the budget, 
cuts could be made in the administrative structure and perhaps in certain programmes so 
as to arrive at a lower figure. 

Professor MANCIAUX (France) agreed with the delegate of Senegal on the paradox of 
the Committee's discussions. Speakers on one programme or another would say that the 
corresponding budgetary allocations were derisory in the light of the magnitude of 
problems faced by countries and by WHO, but they now found the burden of financing too 
heavy. No one could contest the requests of several delegations for savings, for a 
reallocation of financial resources, and for better management of the available funds, 
but his delegation wished to stress the remarkable efforts already made by the 
Director-General in that direction, and of course it desired those efforts to continue. 
One way to achieve some savings on programmes, which were very often broadly 
intersectoral and overflowed the Organization's strict mandate, would be for WHO to 
confine its activities to matters narrowly within its terms of reference and within the 
United Nations system. He considered, however, that the programme budget was reasonable 
as proposed and that zero real growth should be adhered to. He also considered that any 
decrease in the regular budget would lead to greater imbalance between the sums available 
from the regular budget and those provided by voluntary contributions and other 
extrabudgetary sources. Such a drift was undoubtedly not good for the Organization. 
That was why he unreservedly approved the proposed appropriation resolution. 

Mr MILZOW (Germany) said that he could accept the proposed appropriation 
resolution. He was satisfied with the Organization's acceptance of the principle of zero 
real growth. Of course, additional savings and economies could be made, but the many 
cost absorptions made in the current biennium were in a way extrapolated into the next 
biennium by underbudgeting, especially as far as administrative and staff costs were 
concerned. He appealed to other delegations also to support the proposed appropriation 
resolution. 

Professor ANSARI (Pakistan) noted with approval the efforts that had been made to 
absorb budgetary increases as far as possible by reappropriation, as well as the fact 
that the budget proposed was nearly 1% lower than the previous one. In spite of possible 
financial constraints, at a time when WHO was tackling health problems boldly and 
broadly, Member States should give wholehearted support to the proposed budget and the 
proposed appropriation resolution. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) congratulated the 
Director-General and his staff for maintaining an appropriate level of service while 
keeping to zero real growth and absorbing a certain proportion of cost increases. He 
fully supported the proposed programme budget for 1992-1993 and hoped it would be adopted 
by consensus. That was not to deny room for improvement : all countries were 
experiencing economic difficulties, and he therefore supported those delegates who had 
suggested that closer attention should in future be paid to allocation of funding 
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based on programme priorities. Indeed, there was now a framework of priorities allowing 
that to be done. In that way the Director-General would continue to find the means of 
absorbing cost increases without damage to programmes. 

Dr ТАРА %(Tonga) said that he appreciated the different opinions for and against the 
draft resolution. As of May 1991 the proposed effective working budget supported by the 
Executive Board in January had been reduced by US$ 28 824 000. That was a windfall for 
which the Health Assembly should be grateful. At the Executive Board an appeal had been 
made to adopt the programme budget proposal by consensus. That appeal had been accepted 
by the Executive Board when the working budget level was higher; now that the working 
budget level was lower delegates should adopt the resolution by consensus in order to 
show the world that at difficult times WHO could demonstrate unity and solidarity in 
order to carry out programmes for suffering human beings in every Member State. He fully 
supported the proposed appropriation resolution. 

Mr AITKEN (Assistant Director-General), replying to the delegate of India concerning 
payment in local currency, said that the Executive Board had had a chance to review the 
matter earlier in the year and had felt that current practices should be maintained for a 
number of reasons. Details of the debate could be found in the summary records of the 
Executive Board. 

With regard to the general question of the possibility of further cuts, he pointed 
out that there had been a 5% effective absorption of cost increases even before the 
proposed programme budget volume had reached the Member States, despite the difficulty of 
coupling zero real growth with maximum possible cost absorption. The real figure in the 
budget was the same as that for activities undertaken in 1976-1977. If the Organization 
were to produce zero nominal growth, there would be a 16% cut on the 1976-1977 level, 
which would take the Organization back to a time even before the term "real growth" 
existed in economists' minds. He asked the delegates to reflect on that point. 

The CHAIRMAN said that the Committee had heard both an appeal for consensus and an 
invocation by the delegate of Mexico of Rule 72, which required that a two-thirds 
majority of members present and voting should take a decision on certain matters. 
Notwithstanding the arguments for consensus, it was incumbent on the Health Assembly to 
abide by a request for Rule 72 unless the delegate making the request withdrew it. That 
not being the case, he invited the Committee to vote by show of hands on the draft 
appropriation resolution for the financial period 1992-1993. 

The draft appropriation resolution was approved by 93 votes to 10 with 
1 abstention. 

The DIRECTOR-GENERAL thanked the Committee for recommending by such a large majority 
the approval of the 1992-1993 programme budget. He recalled that in his speech to the 
Health Assembly at the start of the general debate on items 9 and 10 he had asked that it 
should approve the budget, if possible, by consensus as a sign of unity and even 
fraternity. Unfortunately the budget had been recommended for approval by a large 
majority but not by consensus. He noted that fact for future consideration in budgeting 
exercises and also acknowledged both positive and negative comments from several 
delegates. He always shared the delegates' concern about WHO's budgeting exercise as 
well as its financial management. If the appropriation resolution was adopted in plenary 
session, the programme would be implemented actively with a clear understanding of the 
need for financial prudence. He asked delegates for their help in implementing the 
programme budget by keeping in close touch with the Organization at all levels to let it 
know how its programmes were progressing. Members could also help by paying their 
contributions as soon as possible to give the Organization the necessary funds. In his 
remarks to the Health Assembly he had said that the 1992-1993 programme budget was a 
transitional one. Indeed, the planning process was already under way for the 1994-1995 
biennium and even for the Ninth General Programme of Work, which would begin in 1996. 

1 EB87/1991/REC/2, pp. 260-262. 
2 Transmitted to the Health Assembly in the Committee's fourth report and adopted 

as resolution WHA44.35. 
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In determining the directions the Organization was to follow it was very important 

for everyone that there should be a common purpose in ensuring the success of WHO's work 
in 1992-1993. Those would be crucial years for demonstrating WHO's uniqueness in its 
structure and responsiveness to the health needs of the people. It was a time to start 
investing in health and not merely to look at health in terms of consumption. 

The debate on the programme budget in Committee A was a unique opportunity for 
Members to exchange views on WHO'S programmes, and he thanked all speakers for their 
constructive advice and comments, on which the Organization would build in carrying out 
the programme budget just recommended for approval, in preparing future budgets and in 
shaping a new paradigm for health in order to attain the common goal of health for all. 

The CHAIRMAN thanked the Director-General on behalf of the Committee and assured him 
of the support of all Member States in carrying out his mandate. 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (continued) 

General health protection and promotion (major programme 8) (continued from the seventh 
meeting, page 104) 

Draft resolution on social and economic issues of tobacco or health 

The CHAIRMAN drew attention to the following draft resolution on social and economic 
issues of tobacco or health proposed by the delegations of Belize, Botswana, Lesotho, 
Malawi, Maldives, Mozambique, Namibia, Nigeria, Swaziland, United Republic of Tanzania, 
Zambia and Zimbabwe : 

The Forty-fourth World Health Assembly, 
Recalling resolutions WHA33.35, WHA39.14, WHA41.25 and WHA42.19 on the health 

consequences of tobacco consumption and the WHO "Tobacco or health" programme, 
formerly the Action Programme on Smoking and Health; 

Recalling in particular resolution WHA43.16, requesting the Director-General to 
ensure that the report requested in resolution WHA42.19 is presented to the 
Forty-fourth World Health Assembly； 

Congratulating the Director-General on his interim report: "WHO programme on 
tobacco or health: implementation of resolutions WHA42.19 and WHA43.16"; 

Welcoming the collaboration between WHO and FAO in producing FAO Economic and 
Social Development Papers Nos. 85 and 86 (1990) mentioned in paragraph 40 of the 
interim report; 

Aware of efforts made by the Director-General to stimulate all appropriate 
organizations of the United Nations system to encourage crop substitution and 
agricultural diversification programmes in countries whose economies depend heavily 
on tobacco production; 

Concerned that no large-scale crop diversification or substitution programmes 
have yet been successfully implemented in countries that depend on tobacco as a 
major source of income, 

1. URGES all Member States to collaborate with WHO in encouraging appropriate 
organizations of the United Nations system (FAO, World Bank, UNDP) to support 
developing countries which depend on tobacco production as a major source of income, 
particularly with regard to research into appropriate crop alternatives for tobacco； 

2. REQUESTS the Director-General: 
(1) to continue to ensure that the social and economic consequences of the 
"Tobacco or health" programme, as they affect tobacco-producing developing 
countries, remain a matter of concern to the Organization; 
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(2) to continue to draw to the attention of the Executive Board and the World 
Health Assembly the complexities of the socioeconomic issues of tobacco as 
contained in the FAO Economic and Social Development Papers Nos. 85 and 86 
(1990), referred to in paragraph 40 of his interim report "WHO programme on 
tobacco or health: implementation of resolutions WHA42.19, УНА43.16И and in 
any other relevant documents； 
(3) to report biennially to the Executive Board and the World Health Assembly 
on progress. 

Dr NTABA (Malawi) proposed two amendments to the draft resolution on behalf of the 
cosponsors. Operative paragraph 2(2) should be reworded to read: 

"(2) to continue to draw to the attention of the Executive Board and the World 
Health Assembly the complexities of the socioeconomic issues of tobacco as contained 
in document A44/9, including the background documentation referred to therein, and 
in any other relevant documents, and to present the issues involved to future 
sessions of the Economic and Social Council of the United Nations (ECOSOC);" 

Operative paragraph 2(3) should be amended to read: 
"(3) to report on the matter to the Executive Board and the World Health Assembly in 
the context of the monitoring requested in resolution WHA43.16.и 

Dr DE SOUZA (Australia) said that although he well appreciated the problems facing 
tobacco-producing developing countries in the face of the world recognition of the 
adverse health effects of tobacco use and had indeed pressed for acknowledgment of those 
problems to be included in resolutions in the past, the draft resolution now before the 
Committee concerned only the adverse social and economic consequences for 
tobacco-producing developing countries and was not concerned with the health consequences 
of tobacco use or the adverse social and economic consequences of tobacco-related 
diseases. The important questions of crop substitution, agricultural diversification and 
support for developing countries dependent on tobacco production as a major source of 
income must not be neglected, but they lay outside the remit of the Health Assembly and 
the competence and expertise of the "tobacco or health" programme, whose goal must be the 
reduction of tobacco-related health problems through reduced tobacco use. The matters 
dealt with in the draft resolution should be tackled by other relevant agencies; they 
should involve continued intersectoral collaboration and cooperation but not at the risk 
of reducing the thrust of the "tobacco or health" programme. It would, moreover, be 
inappropriate to place additional strain on the programme's very limited resources. 

He therefore proposed that the draft resolution should be referred to the Executive 
Board for consideration of its implications for the "tobacco or health" programme and, in 
particular, the resource implications, the degree of priority within the overall 
priorities of the programme and of WHO, and, if appropriate, the degree of emphasis to be 
placed on the socioeconomic implications for developing-country tobacco producers in 
terms of the overall objectives of the programme on "tobacco or health". He would not 
support consideration of amendments to the draft resolution before the Executive Board 
had examined its substance and implications. 

Dr SIKIPA (Zimbabwe) supported the draft resolution. In Zimbabwe the tobacco 
industry employed no fewer than 90 000 people and supported about 5% of the total 
population. While he recognized the adverse effects of tobacco on health, he felt that 
it was the Health Assembly's responsibility to recognize the negative effects if the 
draft resolution were not adopted. 

Mr VAN HOOGSTRATEN (Netherlands) agreed with the views expressed by the delegate of 
Australia. The matter under consideration came not within WHO's mandate, but rather 
within that of other agencies such as FAO. The division of responsibility on such an 
issue was one which could be compared with the division of spheres of competence between 
ministries in any given country. . 

Dr LARIVIERE (Canada) shared many of the concerns voiced by the delegates of 
Australia and the Netherlands. Since it was desirable to reach consensus on Health 
Assembly resolutions, wisdom dictated that the matter should be referred to the Executive 
Board, which had a good record in resolving contentious issues. 
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Dr SALMOND (New Zealand) agreed with Australia, the Netherlands and Canada that the 

matter should be referred to the Executive Board to decide on the scope of the "tobacco 
or health" programme and the extent of WHO's involvement in the economics of tobacco 
production. Resolution WHA43.16 made specific mention of the needs of countries 
dependent on tobacco production, but the limits of WHO'S action, given restricted 
resources, must be carefully defined. What could be expected of other agencies like FAO 
must also be quite clear, and ways of encouraging such agencies to pass resolutions of 
their own on tobacco and health should be explored. Such a review would avoid confusion 
and enable further progress to be made. 

Professor MANCIAUX (France) endorsed the comments made by the delegate of 
New Zealand. As the delegate of Zimbabwe had said, there was some ambiguity in the 
Health Assembly's emphasis on the adverse effects of tobacco on health while recognizing 
the serious impact of a reduction in tobacco growing on the economies of countries for 
which its production was a significant source of income. Not all the aspects of the 
draft resolution came within WHO's mandate, and the matter was one which clearly called 
for an intersectoral approach, through a thorough debate involving the relevant 
organizations of the United Nations system, for instance within the Economic and Social 
Council. On that basis, any resolution passed by the Health Assembly on questions within 
its competence would be strengthened by resolutions adopted by other agencies on matters 
specifically covered by their own mandates. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) supported the 
Australian proposal that the matter should be referred to the Executive Board for study 
and a clear indication of the Board's wishes. Although he sympathized with the countries 
that were dependent on tobacco production, there were limits to what WHO could do. It 
should be pointed out that the Organization had made considerable efforts to meet the 
wishes of the Executive Board and comply with Health Assembly resolutions. The time had 
come for a reassessment, however, and that could best be done by the Executive Board. 

Dr NTABA (Malawi) said that Malawi had never been opposed to WHO's goal of reducing 
the global consumption of tobacco for health reasons. The concerns reflected in the 
draft resolution were twofold. First, the goal of a reduction in tobacco consumption was 
being achieved only in the rich countries, while the reverse was true in the poor ones； 
in fact, overall global consumption was rising constantly. That unacceptable situation 
would widen the gap between the health status of the haves and the have-nots, and must be 
faced. Crucial to that unwelcome development were the socioeconomic issues in question, 
which must be tackled more vigorously by the relevant United Nations bodies, Member 
States, and all concerned. A truly multisectoral approach of that kind was possible only 
through the involvement of the Economic and Social Council, as was proposed in the 
amended paragraph 2(2) of the draft resolution. 

Secondly, the question of crop substitution was extremely important, and the 
countries concerned should not be neglected in the global programme. There, too, the 
suggested multisectoral approach was necessary, both at the country and at the 
interagency level. 

As for the suggestion that the draft resolution should be postponed pending 
consideration by the Executive Board, the issues it raised were by no means new, had been 
discussed on several occasions at the Executive Board and at the Health Assembly, 
included in resolutions and described in document A44/9. Malawi had indeed attended the 
most recent Executive Board session as an observer, and its comments were reflected in 
document EB87/1991/REC/2. The draft resolution should not place constraints on the 
Organization. He was convinced that there was nothing to gain by delaying the adoption 
of the draft resolution and urged the Committee to consider and approve it. 

Mr DAYAL (India) felt that the difference of views between the delegate of Malawi 
and the delegate of Australia and others was only apparent: there seemed in fact to be 
general agreement that the reduction in tobacco consumption was a desirable goal, which 
should be pursued by WHO. The delegate of Malawi was simply requesting that other 
organizations should also study the issue, and that the respective responsibilities of 
WHO and those organizations should be clarified. He suggested that the draft resolution 
might prove generally acceptable to all if appropriately reworded. 
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Dr LARIVIERE (Canada), recalling the Malawi delegate's statement at the seventh 

meeting of the Committee concerning FAO and crop substitution, agreed that not much had 
been accomplished in that respect over the past 20 years. Another resolution might not 
prove useful unless organizations such as UNDP, FAO and the World Bank also cooperated. 
He felt that the time had come to adopt a different approach. 

Dr NTABA (Malawi), pointing out that the lack of results reflected the great 
complexity of the issues, said that the draft resolution highlighted the need for a new 
multisectoral approach within the United Nations system, for example through the United 
Nations Economic and Social Council, and for interagency collaboration to support 
tobacco-producing developing countries. 

The DIRECTOR-GENERAL said that there were two aspects to the amended draft 
resolution. First, as the delegate of Canada had mentioned, operative paragraph 1 called 
for an intersectoral approach. That suggestion had been put forward several times in the 
Executive Board, but in his view it had not yet given satisfactory results. If, however, 
many Member States wished that aspect to be given further consideration, in relation to 
countries where tobacco was a major economic resource, and to countries which accepted 
free trade in tobacco or unrestricted advertisement for tobacco, for example, that 
consideration would not be limited only to crop substitution: it would mean a review of 
all aspects of the matter within the competence of the United Nations bodies, including, 
for example, tobacco trade issues, government subsidies to tobacco growers, import duties 
and tobacco tax. He therefore appreciated the Australian delegate's request that the 
Executive Board should review the question in depth. 

Secondly, operative paragraph 2 of the draft resolution emphasized the socioeconomic 
aspects of tobacco. He reminded the Committee that the Director-General reported on 
major health issues to the United Nations Economic and Social Council in July of each 
year. He could include the tobacco issue in his report to the forthcoming meeting of the 
Council. The members of ECOSOC could, if requested, formulate their own resolutions, 
which would apply to all relevant United Nations bodies, and which need not be limited to 
crop substitution but could cover health, tobacco and socioeconomic development. In his 
view, that issue was as important as the Chernobyl accident, on which the Council had 
adopted a resolution. Such a resolution could be significant at country level, as 
ministers of health often had difficulty in convincing those in other ministries of the 
importance of adopting joint national policies on tobacco and health. He therefore 
proposed that the matter should be further examined in depth by the Executive Board, on 
the understanding that he would include the tobacco issue in his report to the 
forthcoming meeting of the Economic and Social Council in July 1991. 

Dr LARIVIERE (Canada) and Dr HYZLER (United Kingdom) supported the 
Director-General‘s suggestion. 

Mr VIGNES (Legal Counsel), clarifying the procedural position, said that the 
Committee had before it two formal proposals : the first in the draft resolution under 
consideration as modified by the delegation of Malawi on behalf of the sponsors； the 
second submitted by Australia and other delegations to refer the matter to the Executive 
Board. In accordance with the Rules of Procedure, the Committee would be required to 
vote first on the proposal to refer the matter to the Board. If that proposal was 
rejected, the Committee would proceed to vote on the draft resolution. However, the 
Director-General had made an additional suggestion that the Committee might wish to refer 
the matter to the Executive Board, with the commitment by the Director-General to include 
the issue in his next report to the Economic and Social Council. 

Dr DE SOUZA (Australia) said that in a spirit of consensus, he would certainly be 
prepared to accept the Director-General‘s proposal, which covered the basic points in the 
draft resolution and in his delegation's proposal. 

Dr NTABA (Malawi) stressed that his country's main point of concern was that the 
effect of the "tobacco or health" programme was to reduce tobacco consumption in 
industrialized countries while allowing it to increase in developing countries. The 
Health Assembly had been discussing the limitation of smoking since 1970. Concern had 



168 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
been expressed about crop substitution, marketing, quotas and similar issues in the 
Health Assembly, in FAO and elsewhere for years. Further proposals for yet more studies 
abounded. His country sought assurance of something beyond studies and promises. 
Concrete action leading to global results was needed. Nevertheless, he would go along 
with the consensus, albeit reluctantly. 

The CHAIRMAN said that if the Committee so agreed, the matter would be referred to 
the Executive Board for thorough study and the Director-General would include the tobacco 
issue in his report to the next meeting of the Economic and Social Council in July 1991. 

It vas so decided. 

Organization of health systems based on primary health care (maj or programme 4) 
(continued from the fifth meeting, page 78) 

Draft resolution on emergency relief operations 

The CHAIRMAN invited the Committee to consider the following draft resolution 
proposed by the delegations of Austria, Bangladesh, Barbados, Belgium, Cameroon, Canada, 
China, Colombia, India, Indonesia, Jamaica, Japan, Malawi, Maldives, Myanmar, Namibia, 
Pakistan, Peru, Saudi Arabia, Singapore, Sri Lanka, Swaziland, Thailand, and United 
States of America: 

The Forty-fourth World Health Assembly, 
Recalling resolution WHA42.16; 
Considering the succession of natural and man-made disasters that have occurred 

in various regions, including the severe cyclone which struck parts of Bangladesh on 
30 April 1991; i 

Recognizing the threat to health and the risk of outbreak of epidemic diseases 
among affected populations； 

Recognizing also the limited capabilities of affected countries to cope with 
such emergencies； 

Acknowledging the response of the international community and the efforts of 
the Organization to mitigate the health effects of these disasters, 

1. URGES international and regional institutions to afford greater priority to 
assistance aimed at mitigating the health effects of natural and man-made disasters； 

2. REQUESTS the Director-General: 

(1) to strengthen and expand all measures to ensure that the Organization 
continues to respond urgently and effectively to the health needs of the 
victims of catastrophes； 
(2) to ensure that the Organization plays an active role in the mobilization 
of resources to provide affected countries with the necessary financial support 
for the immediate and medium-term medical and health needs of the victims of 
natural and man-made disasters； 
(3) to submit to the Executive Board a report on the results of the action 
taken by the Organization in this regard. 

Professor COSKUN (Turkey) said that since his delegation fully endorsed the content 
of the draft resolution it wished to become one of its sponsors. 

Mr DUHR (Luxembourg) , speaking on behalf of the twelve Member States of the European 
Community, said that since effective cooperation among all those engaged in emergency 
relief operations in the field was of primordial importance, he proposed that the words 
"through appropriate cooperation with other United Nations agencies, nongovernmental 
organizations and other bodies involved in emergency relief operations" should be added 
at the end of operative paragraph 2(1). Should that amendment be acceptable to the 
Committee, the twelve Member States of the European Community would wish to join as 
sponsors of the draft resolution. 
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Dr CORNAZ (Switzerland) endorsed the Luxembourg proposal since it was important to 

prevent any misunderstanding or confusion over the respective terms of reference of the 
international organizations involved in emergency relief operations. Each had its own 
specific mandate. WHO, for instance, was not a disaster relief agency, but it could and 
should collaborate with such agencies and provide assistance. Furthermore there was a 
need for greater strengthening of collaboration and coordination among national agencies, 
and coordination of activities within any given country, which should continue to be in 
charge of them. In order to make those points, without in any way weakening the thrust 
of the resolution, she proposed the following amendments: (a) to add a sixth preambular 
paragraph reading, "Emphasizing the need for close collaboration among the agencies 
concerned and effective coordination within countries, bearing in mind the 
responsibilities of the United Nations system in that respect"； (b) in operative 
paragraph 1 to replace the words "greater priority" by "active and increased 
assistance"； (с) in operative paragraph 2(1) as amended by the delegate of Luxembourg to 
replace the words "to strengthen and expand all measures to ensure that the Organization 
continues" by "to strengthen the Organization's capacity"; and (d) to insert a further 
subparagraph after operative paragraph 2(2) reading "to contribute to strengthening 
countries' preparedness to respond to disasters". 

Dr LARIVIERE (Canada) fully endorsed the final amendment proposed by the delegate of 
Switzerland; it was imperative to give attention to the need to strengthen country 
programmes in the area of emergency preparedness. 

Dr DE SOUZA (Australia) endorsed the amendment proposed by the delegate of 
Luxembourg. While considering the amendments proposed by the delegate of Switzerland 
useful, he would like to see the revised draft resolution in writing before making a 
final decision. Should it find the revised text acceptable, his delegation would also 
wish to become a sponsor. 

Mrs FILIPSSON (Sweden) endorsed the amendments proposed by the delegates of 
Luxembourg and Switzerland. 

Dr SARR (Senegal) said his delegation endorsed the draft resolution and wished to 
become a sponsor. 

The CHAIRMAN suggested that a small drafting group consisting of the delegates of 
Australia, Bangladesh, Luxembourg and Switzerland should be established to prepare a 
revised text of the draft resolution, in the light of the discussion, for submission to a 
later meeting of the Committee. 

On a point raised by Mr KARIM (Bangladesh) that all the original sponsors of the 
draft resolution might not wish to continue to support it in a revised version, he said 
that it appeared from an informal consultation of the meeting that the delegations of 
Austria, Barbados, Canada} China, India, Jamaica, Japan, Maldives, Myanmar, Namibia, 
Pakistan, Saudi Arabia, Sri Lanka, Swaziland, Singapore and United States of America 
would continue to sponsor the draft resolution in a revised version incorporating the 
proposed amendments. He suggested, on that basis, that the text be submitted to the 
proposed drafting group for rewording on the understanding that the remaining sponsors, 
who might not have been in a position to voice an opinion on the present occasion, would 
be consulted about the final draft before its submission to the Committee. 

It was so agreed. (For continuation, see summary record of the twelfth meeting, 
section 2.) 

2. WOMEN, HEALTH AND DEVELOPMENT: Item 20 of the Agenda (Resolution WHA38.27; 
Document A44/15) (continued from the tenth meeting, section 4) 

The CHAIRMAN invited the Committee to continue consideration of the draft resolution 
on women, health and development which had been read out at the previous meeting. 
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Dr NOVELLO (United States of America) said she would have liked to add some wording 

to the draft resolution in recognition of the fact that although women made an essential 
contribution to social and economic development in many countries they did not yet enjoy 
the full benefits of that contribution. However, as time was short, the United States 
delegation in consultation with other delegations had decided not to table any amendments 
and was prepared to support the resolution as it stood, requesting instead that the 
Director-General send a special letter to Member governments announcing that in 1992 the 
theme of the Technical Discussions would be "Women, health and development" and inviting 
them to evaluate the health status of women in preparation for a discussion of national 
strategies, plans and activities geared to improving the accessibility, availability and 
quality of health care services for women, paying particular attention to nutritional 
status, adolescent health, safe motherhood and family planning, prenatal care and 
complications of pregnancy, the knowledge and practice of breast-feeding and family care 
skills, and special attention to post-menopausal women in the context of the prevention 
and management of chronic illness. In the same way, when evaluating the health status of 
women, countries should recognize that appropriate and sensitive indicators must be used 
that were relevant to women's life-styles. It was to be hoped that those recommendations 
and the outcome of the technical discussions on women, health and development would not 
only provide specific goals, strategies and plans for improving women's health, but would 
also provide the means of empowering women with the capabilities and resources to meet, 
achieve, implement, and facilitate their central and critical role in improving health 
and development in the nations of the world. She asked every Member State to ensure that 
the endless talk on improvement of the status of women was at last translated into action 
through serious initiatives, suited to the specific conditions in each country and aimed 
at meeting the immediate and long-term health needs of women throughout the world. 

Mr VAN HOOGSTRATEN (Netherlands) said that the subject of women, health and 
development played a prominent part in Netherlands development cooperation policy, and 
had been dealt with in a recent report to the Netherlands parliament entitled "A world of 
difference". In view of the importance it attached to the issue, his delegation wished 
to be a sponsor of the draft resolution. 

Furthermore, he would like to see the Organization implementing the principles 
embodied in the Nairobi forward-looking strategies for the advancement of women in order 
to ensure that its objectives regarding the health conditions of women might be achieved 
and that, as a result, the position of women in society and the health situation of women 
and those dependent on them would be improved. 

On a technical point, he asked why, as it seemed, the first monitoring exercise on 
the health status of women would not be undertaken until 1994, which appeared to be 
rather late. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the United Nations 
Decade for Women had led to an understanding of the positive and constructive impact that 
women could have on socioeconomic development and the level of health of the population 
in general and of children in particular. WHO's active involvement in the field was 
fully reflected in the report and was also borne out by the adoption of six resolutions 
on the subject by the Health Assembly during the past five years. In addition, many 
major WHO programmes included a "women's component". There was also active cooperation 
under way between WHO, other United Nations organizations and nongovernmental 
organizations in efforts to raise the social status of women, enhance their level of 
education, improve their health and that of children, and increase their participation in 
the development process and in public life. WHO's contribution to the programme deserved 
appreciation and support. 

However, enhancement of the socioeconomic status of women continued to be a subject 
of immediate importance, calling for further efforts, and not only in developing 
countries. The progress report recognized that despite some positive results advances 
had been slow and fragmented. Efforts ought to be continued and women's participation 
sought in the development process, which included health care, implementation of 
preventive measures, and decision-making in the field of health and welfare. 
Participation by women in the work of WHO should also be strengthened. 

The meeting rose at 17h30. 



TWELFTH MEETING 

Thursday. 16 May 1991. at 9hOO 

Chairman: Mr E. DOUGLAS (Jamaica) 

1. WOMEN, HEALTH AND DEVELOPMENT: Item 20 of the Agenda (Resolution WHA38.27; 
Document A44/15) (continued) 

The CHAIRMAN drew attention to the draft resolution on women, health and development 
that had been read out at the tenth meeting. 

Dr ABDUL KARIM (Malaysia) supported the implementation of strategies for improving 
maternal health care and the health of women. Greater participation of women in the 
developing world at policy and planning levels should be promoted by WHO through 
international and other appropriate networks. It would be desirable to include in the 
programme and in the draft resolution reference to efforts to reduce the gap between the 
health status of girls and women in developed countries and those in developing ones in 
terms of quality of life and reduction of mortality and morbidity. For the first time in 
Malaysia, the Sixth National Five-Year Socioeconomic Plan, beginning in 1991, had 
included a commitment by the Government to facilitate the full integration of women in 
development at all levels, and to upgrade the health status of women as one of the 
priority strategies for national development. 

While supporting the draft resolution and wishing to be included among the sponsors, 
she proposed the following amendments. In the fourth preambular paragraph, the words 
"especially in developing countries" should be added after "life cycle". In the fifth 
preambular paragraph, the word "remuneration" should be replaced by "recognition". In 
operative paragraph 1(2), a new subparagraph should be added to read: "(f) to promote and 
support women's and girls' income-generating opportunities to facilitate their health and 
development". In operative paragraph 3(1), the word "relevant" should be replaced by 
"all". 

Mrs MILLS (Canada) pointed out that the draft resolution had been initiated by the 
delegations of seven Commonwealth countries, whose names appeared in the list of 
cosponsors, but that it had actually been endorsed by all 50 countries of the 
Commonwealth. She had noted with great pleasure that other delegations had also joined 
in sponsoring the draft resolution. 

There were two main reasons for submitting the draft resolution: the first was to 
draw attention to the need for accelerated and more definite action on women, health and 
development; and the second was to ensure the best possible preparation over the next 
12 months for the Technical Discussions to be held during the Forty-fifth World Health 
Assembly in 1992. The issue was not only important to the well-being of women and 
children, but went to the very core of the family, and to the fabric of society itself. 
Her delegation appreciated the situation analysis in the Director-General‘s progress 
report, and could readily recognize the long-standing and emerging issues and the 
challenges related to women, health and development. In many previous discussions at the 
present and past Health Assemblies the importance of the subject had been stressed; it 
was clear that the focus should now be more sharply on action. The draft resolution 
urged an action-oriented programme, which would produce demonstrable results. Its 
sponsors sought the full support of the Health Assembly; it was vital that all Member 
States showed a common front so that definitive, purposeful and measurable action could 
ensue. 

Professor TORMEN (Turkey) welcomed the comprehensive progress report on women, 
health and development. The choice of "Women, health and development" as the topic for 
the Technical Discussions to be held at the Forty-fifth World Health Assembly was greatly 
appreciated, as the subject was vital to the growth and development of future societies. 
Her delegation wished to be included among the sponsors of the draft resolution. 
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Dr VIOLAKI-PARASKEVA (Greece), while welcoming the Director-General's progress 

report, was surprised to read in paragraph 10, that health and education spending had 
been cut in 37 of the poorest countries over the past four years. It should not be 
forgotten that women were health educators and health providers, and contributed to the 
formal health care system. Major public health problems, such as AIDS, were an added 
strain on their care-giving role. The multiple roles played by women had a major impact 
on their mental health. It must be recognized that women made an essential contribution 
to socioeconomic development, and yet were not enjoying its full benefits. WHO should 
intensify its efforts at the international level to ensure that the health status and 
quality of life of women received full attention, especially in economic forums. 

She supported the principle of the draft resolution, but wished to propose the 
following amendments. A new seventh preambular paragraph should be added reading 
"Recognizing that women make an essential contribution to the socioeconomic development 
of countries while not always enjoying the full benefits of this process". In operative 
paragraph 1(1) the word "status" should be inserted after "improvement of the health", 
and the words "of women and their" should be replaced by "of women, their quality of life 
and their". In operative paragraph 3(2) the words "sensitive to changes in women's 
health" should be inserted after "indicators"• A new operative paragraph 3(4) should be 
added to read "to intensify the advocacy role of WHO at the international level to ensure 
that the health status and the quality of life of women receive the required attention, 
especially in economic forums", the present operative paragraph 3(4) being renumbered 
3(5). 

Mr BRUNTON (New Zealand) welcomed the progress report and was pleased to cosponsor 
the draft resolution before the Committee. Health policies and programmes were enriched 
when they genuinely incorporated women's contributions. In New Zealand, the development 
of a national policy for women's health was an important priority. A women's health 
policy unit had been established in the Department of Health, with close links with the 
Ministry of Women's Affairs. Advisory and consultative mechanisms on women's health 
issues were to be found at national and regional levels. New Zealand supported the 
emphasis on full and equal participation by women in all aspects of national health and 
development. Experience in New Zealand at the regional level showed that the vision and 
leadership qualities of women appointed to senior management positions in the health 
service brought fresh insights and innovative approaches, which were proving invaluable 
in developing culturally sensitive, community-empowering and reoriented health care 
systems. He was pleased to support the initiatives outlined in the draft resolution. 

Mrs DAGHFOUS (Tunisia) welcomed the comprehensive report on women, health and 
development, which showed the efforts being made by WHO to promote the health of women in 
all its aspects and at all levels. On independence, Tunisia had proclaimed a code of 
civil status; women enjoyed the same rights as men, polygamy had been abolished, 
marriage could not take place before the age of 18 years, and other measures had been 
taken to ensure that women had access to higher education and work, including responsible 
posts at the national level. As to the right to health, she mentioned that access to 
health care, family planning and child spacing were major programmes. A recent study had 
shown that all women were aware of family planning, and 50% of them used modern 
contraceptive methods. However, the present rate of maternal mortality was estimated at 
39 deaths per 100 000 births. 

With the help of WHO, Tunisia was currently undertaking a national survey on 
maternal mortality. General coverage for prenatal surveillance was 67%, but coverage 
that included the four prenatal examinations required for proper surveillance was only 
32%. Some 70% of all births were assisted. A perinatal programme had been started with 
the aim of reducing infant and maternal mortality. Those health measures, together with 
social measures that included the payment of maternity allowances, were intended to 
ensure that women could lead a normal life, irrespective of the number of children they 
had. Efforts were also being made to improve nutrition, particularly for girls and for 
women of child-bearing age, and to improve health assistance during home and hospital 
births. However, efforts would only be successful if there was commitment on the part of 
the government, and if women were given the proper tools to engage in self-care. Women 
should occupy their rightful role within the family unit, and family planning should be 
their responsibility as well as that of their husbands. She therefore welcomed and 
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encouraged the coordinatory mechanisms established within the United Nations system 
between WHO and the bodies concerned with demographic and family planning as factors in 
development. She suggested that WHO should establish a procedure to follow up the 
monitoring and evaluation of progress achieved in programmes to promote women's health. 

Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland) welcomed the 
progress report and was pleased to cosponsor the draft resolution before the Committee. 
In planning and developing health policies for women it was impossible to ignore the 
historic and socioeconomic factors that dictated women's position and status in society. 
While the improvement of the position and status of women was a valid and necessary 
component of development cooperation, the utilization of women's skills was an important 
and efficient means of contributing to improving a nation's economy and health status. 
It was estimated that one-third of households in the world were now headed by women, and 
yet health care tended to focus on the reproductive, sex-specific indicators of maternal 
mortality and female morbidity related to women's biological functions. Consequently 
there was a failure to appreciate the interaction between health needs and the cultural, 
social and economic circumstances of women. 

The concluding section of the progress report, which described the emerging needs, 
issues, approaches and challenges for the 1990s and beyond, warranted particular 
attention. Several key issues emerged. First there was a need to recognize and 
acknowledge the unique contribution made by women to the health of the family and the 
community, not only as consumers but also as providers of health care. Many of the 
activities reported in the WHO programme centred around workshops, conferences and 
guidelines. Although such events might be useful in encouraging debate, a more 
action-oriented approach was now needed. The work carried out on indicators to monitor 
progress in women's health was to be commended, and she supported the request to the 
Director-General that WHO programme managers should specify more concretely in their 
forward workplans the activities they intended to undertake to give higher priority to 
women's issues. 

Secondly, there was a need to improve women's social status, so that they could 
contribute to the planning and development of their own national health programmes. 
Women often received far less than a fair allocation of resources devoted to health 
programmes. The contribution of women to economic and family life was often 
underestimated and little appreciated. The role of women in health depended on their 
economic and social development, which in turn depended on the education of girls and 
women. She supported WHO's efforts to show that the health of women was an integral part 
of economic development. 

Thirdly, the need for literacy programmes could not be overemphasized. Literacy 
programmes, particularly for young girls, required human and financial investment, and it 
was hoped that WHO would continue to give high priority to collaborative work with other 
organizations and agencies of the United Nations system, particularly UNESCO, to promote 
such programmes. Although it was recognized that literacy improved the quality of life 
for women and their families, illiteracy among women was increasing. It was therefore 
essential to give urgent attention to the problem. 

Resources should also be made available for culturally acceptable programmes on 
family planning and child spacing, aimed at both men and women, especially as some 
500 000 women died from pregnancy-related causes and a further 200 000 from illegal 
abortions every year. Programmes should recognize that women had different contraceptive 
needs and preferences and should explain the range of options available. It had long 
been recognized that WHO's programme on contraception and family planning made far too 
many demands on women, whose position in some societies was insufficiently strong for 
them to exert their own preferences in that area. It was important that men in all 
societies should recognize their essential responsibilities in family planning. 

Progress would only be made if women participated fully in political and economic 
dec i s ion-making. The proportion of women at the policy-making level in the health sector 
in the majority of national health planning systems was, to say the least, inadequate. 

In regard to the amendment proposed by the delegate of Malaysia to the fifth 
preambular paragraph of the draft resolution, it might be preferable to retain the word 
"remuneration"; the relevant phrase would then read "for equal recognition and 
remuneration of women". 
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She supported the proposal made by the delegation of the United States of America at 

the previous meeting that a letter be addressed to Member States requesting a report on 
the status of women, health and development before the Technical Discussions on that 
subject to be held at the Forty-fifth World Health Assembly in 1992. 

Dr ZHANG Xiaorui (China) commended the Director-General on his excellent progress 
report, which clearly showed that WHO had made great efforts in recent years to promote 
activities related to women, health and development. As stated in the report, WHO had 
obtained useful data in a number of selected countries； it was, however, to be regretted 
that some of the countries with very large populations were riot included among them. She 
therefore hoped that, in future, WHO would extend its work in that field to obtain a 
wider range of statistics. 

Sex-specific data available showed that, apart from life expectancy, the gap between 
men and women remained considerable in literacy, primary and secondary school enrolment, 
the labour force and among such groups as medical graduates in developing countries. 
Greater emphasis should be placed by WHO and Member States on measures to gradually 
narrow the gap. She hoped that WHO would continue to play a guiding role in that area at 
regional and country levels and would seek additional resources for the purpose. 

Ms RAM (United Republic of Tanzania) said that her country fully realized the 
crucial role that women had to play in accelerating health and socioeconomic development, 
both for women themselves and for the nation as a whole, through the development of the 
family and the community. She also appreciated the concerns expressed by the 
Director-General, as women in the community continued to carry a heavy burden as health 
providers, health consumers and child-bearers in addition to the economic role they 
played at family and national level. 

Many social, economic and traditional factors were hampering women's development and 
it was against that background that Tanzania had formulated a clear policy on and 
political commitment to women's development. Several initiatives were being 
implemented. A Ministry of Community Development, Women and Children's Affairs had been 
established. There was a constitutional requirement to reserve "special seats" for women 
in the National Assembly, so that a minimum of 15 women were assured of being 
represented. Of a total of 240 members of parliament 26 were women, four of them cabinet 
ministers. The ruling party had also established ten seats for women on its national 
executive committee. Various credit facilities were available for small-scale 
income-generating activities for women at all levels, in rural and urban areas. The 
national women's organization was provided with technical and financial assistance for 
women's development. Equal opportunities in higher education and employment and equal 
opportunities of promotion were being emphasized. A well-developed maternal and child 
health service, including a family planning infrastructure, had made it possible to reach 
90% of women through the Safe Motherhood Initiative. The United Republic of Tanzania was 
among many nations that were rich in traditional heritage. While some traditional 
practices were beneficial, others had adverse effects on the health of women and children 
and therefore contributed to high maternal and infant mortality rates. Strategies for 
the discouragement and the ultimate abolition of harmful practices were being elaborated, 
with the help of operational research. Lastly, the establishment of a number of 
nongovernmental organizations dealing with women's development had been encouraged, many 
of which received assistance from multilateral and bilateral agencies, including WHO, 
UNICEF, UNFPA, CIDA, NORAD and SIDA. 

She was pleased to note that "Women, health and development" had been selected as 
the topic for the Technical Discussions to be held at the Forty-fifth World Health 
Assembly in 1992. It was her hope to see many more women, especially nurses, 
participating in the Health Assembly. In that context, she commended the Regional 
Director for Africa, who had been active in ensuring implementation of an earlier 
resolution on that matter. Moreover, she supported the request made by a previous 
speaker that the Director-General should urge heads of state to step up activities 
related to women, health and development through the promotion of women to high posts, 
and that a report should be submitted to the Health Assembly. In conclusion, she 
strongly supported the draft resolution and wished to be included among the cosponsors. 
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Dr MBAMBO (Swaziland) commended the detailed and comprehensive progress report on 

women, health and development. In dealing with that issue, the interplay between the 
cultural, social and cultural factors that prohibited women from more practical 
participation in their own health and that of their families must be taken into account. 
Their numerous tasks left them little or no time to attend to their health. In addition 
to health sector programmes, multisectoral programmes should be geared to alleviating 
women's burdens, thus freeing them to participate in their own health care and that of 
their families. More support should be given to women during their reproductive years, 
especially during the immediate postpartum period, in order to encourage breast-feeding. 

Another group which needed special attention comprised refugee women and children, 
who were disadvantaged because of lack of health services and were subjected to many 
adverse conditions, including sexual abuse, affecting their health or that of their 
children. 

He wished to cosponsor the draft resolution before the Committee. 

Mrs HERZOG (International Council of Women), speaking at the invitation of the 
CHAIRMAN, said that on behalf of the 75 affiliates of the International Council of Women, 
she wished to commend WHO on its report on womeny health and development. While it would 
be incorrect to say that men and women did not share certain health problems, it was 
important to note the specific issues and problems which sex differences raised for women 
and men in their health and health care. Indeed the need for development of a woman's 
perspective on health matters had been emphasized by the Organization. 

In most societies, women still assumed the bulk of household and family 
responsibilities, regardless of whether or not they were in the paid labour force. The 
subsequent effects on their physical and mental health represented an important health 
problem. Intersectoral cooperation and coordination were necessary to create a healthy 
public policy. The politics of health care had implications for women's health; in 
every society, resources for maintaining and promoting the health of the population were 
limited, resulting in competition between various sectors. In a democratic society, the 
process of deciding how to divide and distribute the resources was a political one. The 
various professions and subgroups had different interests and values and a different 
scale of power and influence in the decision-making system. Thus, even after the health 
sector had received its part of national resources, the struggle and competition for its 
division between different groups continued and women were still under-represented in 
that process. Such decisions concerned not only medical, technical or scientific matters 
but were political decisions related to world views and values - decisions in which women 
should take part. 

She congratulated WHO on its achievements to date and proposed that the Organization 
might play a catalytic role in furthering the cause of women, health and development by a 
number of means, such as developing a woman's perspective on the problems of health in 
society; formulating an order of priorities for activity and intervention based on that 
perspective； designing educational programmes for women in subjects concerned with the 
maintenance and promotion of their physical, mental and social welfare； continuing to 
raise public awareness of the subjects related to women's health; raising awareness of 
those subjects among health professionals； continuing to act as an advocate of women's 
health; and working towards expanding the influence of women both as professionals and 
consumers in the determination of policy on health-related issues. 

Nongovernmental organizations should also intensify their activities and cooperate 
with other organizations concerned with women's health at national, regional and 
international levels. The International Council of Women pledged its commitment to 
cooperation with WHO in its efforts to promote the welfare of women and their involvement 
in development processes. 

Dr KIM Won Ho (Democratic People's Republic of Korea) congratulated the 
Director-General on the excellent progress report. It was clear that socioeconomic 
development would not be successful unless the role of women was taken into account. As 
women were not only recipients but also providers of health care, their role in the 
health sector was of great importance. As mentioned in the progress report, energetic 
action was being taken on a global scale to enhance the role of women in socioeconomic 
development and to improve women's health. Nonetheless a great deal remained to be done, 
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as distinctions by sex continued to exist. It was essential to provide legal and 
administrative guarantees of the equality of the sexes and to ensure that women enjoyed 
rights equal to those of men in all political, socioeconomic and cultural sectors. 

To promote women's development, his Government had, 45 years ago, introduced 
legislation on the equality of the sexes and established a policy to protect the health 
of women and children. It had also implemented a range of State social policies 
beneficial to women and children. 

He urged WHO to devise further measures to enhance the role of women in the 
socioeconomic and health field in the future, and supported the draft resolution. 

Dr BROWN (Jamaica) commended the Director-General on the progress report. Since 
women made the world go round, when attention turned to issues affecting the well-being 
of women, it was not to neglect men but rather so that all members of the population -
men and women and their children - would benefit. 

In Jamaica, various groups and individuals had been concerned with issues affecting 
women. For example, in 1935, Una Marson had participated in the first international 
women's congress, held in Istanbul. In the 1950s and 1960s, others had lobbied, 
inter alia, for the availability of family planning services for women and employment for 
women. The programme of the Jamaican Health Ministry on women in health and development 
dated back to December 1980, when a paper had been tabled at a WHO consultative meeting 
on women in health. The commitment of her Government to improving women's status had 
already been evident with the establishment in 1975 within the Ministry of Labour, 
Welfare and Sports of the Bureau of Women's Affairs, whose purpose was to encourage 
women's development. The Inter-Ministerial Committee on Women's Affairs gave advisory 
support to the Bureau. Since then, the country's programme had been strengthened by a 
plan of action drawn up in 1984, which was being implemented at national, regional, 
parish and community levels and had been integrated into the primary health care system. 
Regional nursing supervisors were coordinating implementation in the field. 

Jamaica, like other developing countries, had health problems that concerned women 
and they would be targeted over the coming five years. They were linked with 
reproductive health and women's life-styles. For example, a study on perinatal mortality 
completed two years ago had revealed a maternal mortality rate of 1.1 per 1000 live 
births, and high fertility rates prevailed among adolescents, with serious negative 
implications for the completion of their education, entry into the workforce and 
assumption of leading roles in society. Also a cause for concern were chronic diseases 
that reflected changing life-styles, including diabetes mellitus, hypertension and other 
cardiovascular diseases, mental illnesses and cancers of the cervix, breast and lung. 
Life expectancy was about 70 years and as more women were becoming elderly, there was 
greater strain on both the curative and preventive components of the national health care 
system and greater competition for attention in plans for provision of health care. 
National strategies were concerned with health awareness and promotion, using linkages 
with nongovernmental organizations, such as the Association of Women's Organizations in 
Jamaica; appropriate alternative counselling in family planning and the acceptability of 
family planning methods to adolescents and men as well as women； support for the male 
responsibility programme initiated by the Family Planning Board; promotion of self 
breast examination and strengthening of the cervical cancer screening programme； 
continued innovative strategies in recruiting and training nurses to fill the 50% of 
posts vacant； and monitoring of development through both traditional health indicators 
and lion-traditional ones, such as school enrolment by sex and numbers of women registered 
with small-business associations. 

She strongly supported the draft resolution and urged other delegates to do so. 
Innovative, non-traditional means of achieving goals might be necessary in that area, 
particularly for countries such as Jamaica, which were faced with overwhelming debt 
payments, the dwindling value of local currencies, and personnel restrictions, all of 
which were reflected in cuts in health budgets. Nonetheless, where there was a will, 
there was a way; health managers and politicians who took up the matter seriously would 
be going in the right direction to achieve improvement in the overall health status and 
development of their countries. 

(For resumption of discussion on item 20, see section 4.) 
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2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 

(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (continued) 

Organization of health systems based on primary health care (major programme 4) 
(continued from the eleventh meeting, page 169) 

Draft resolution on emergency relief operations 

Dr PROST (Secretary) drew attention to the following revision of the draft 
resolution on emergency relief operations. The revised draft resolution represented the 
agreement reached by the drafting group appointed by the Chairman at the previous meeting 
of the Committee. It was proposed by the following delegations, among which were a 
number of new sponsors: the delegations of Austria, Bangladesh, Barbados, Belgium, 
Cameroon, Canaday China, Colombia, Denmark, France, Germany, Greece, India, Indonesia, 
Ireland, Italy, Jamaica, Japan, Luxembourg, Malawi, Maldives, Myanmar, Namibia, 
Netherlands, Pakistan, Peru, Portugal, Saudi Arabia, Senegal, Singapore, Spain, Sri 
Lanka, Swaziland, Switzerland, Thailand, United Kingdom of Great Britain and Northern 
Ireland, and the United States of America. 

The Forty-fourth World Health Assembly, 
Recalling resolution WHA42.16; 
Considering the succession of natural arid man-made disasters that have occurred 

in various regions, including the severe cyclone which struck parts of Bangladesh on 
30 April 1991; � — 

Recognizing the threat to health and the risk of outbreak of epidemic diseases 
among the populations affected; 

Recognizing also the limited capabilities of the countries affected to cope 
with such emergencies； 

Acknowledging the response of the international community and the efforts of 
the Organization to mitigate the health effects of these disasters； 

Stressing the need for close collaboration between all agencies involved and 
the need for proper coordination within the countries concerned, 

1. URGES international and regional organizations to afford greater priority to 
assistance aimed at mitigating the health effects of natural and man-made disasters； 

2. REQUESTS the Director-General: 
(1) to strengthen the Organization's capability to respond urgently and 
effectively to the health needs of victims of disasters, working as appropriate 
with the various United Nations agencies, nongovernmental organizations and 
other parties involved in emergency relief operations； 
(2) to assist countries to reinforce their capabilities for emergency 
preparedness； 
(3) to ensure that the Organization plays an active role in the mobilization 
of resources to provide the countries affected with the financial support 
necessary to meet the immediate and medium-term medical and health needs of the 
victims of natural and man-made disasters； 
(4) to submit to the Executive Board a report on the results of the action 
taken by the Organization in this regard. 

Mr DAYAL (India) said that his delegation fully endorsed the revised draft 
resolution. 

Mrs GOKYAY (Turkey) and Mr WALKER (Australia) fully supported the draft resolution 
and wished to join the list of sponsors. 

The draft resolution, as amended, was approved. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.14. 
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3. FOURTH REPORT OF COMMITTEE A (Document A44/57) 

Professor ANSARI (Pakistan), Rapporteur, read out the draft fourth report of the 
Committee. 

The report was adopted.丄 

4. WOMEN, HEALTH AND DEVELOPMENT: Item 20 of the Agenda (Resolution WHA38.27; 
Document A44/15) (resumed) 

Dr SARR (Senegal) commended the Director-General on the high quality of his report. 
Women constituted the majority of the population of Senegal and were the driving force in 
social and economic development. At the same time, they were the first to suffer from 
the harmful effects of recession and underdevelopment. 

Promoting the health of women was tantamount to promoting the health of the entire 
population. His Government had therefore taken steps to improve the overall health 
situation of women and accorded high priority to their development. Women were involved 
in administration at all levels and held high political positions. Senegal had recently 
created a special ministry for children, women and the family and a ministry for 
literacy, both headed by women. 

He fully supported the draft resolution and wished to join the list of sponsors. 

Professor ANSARI (Pakistan) said that in Pakistan almost 50% of maternal deaths 
could be averted if women who did not want more children used contraception. The 
Organization should therefore give priority attention to that matter. Health and 
population planning efforts should be combined, as that would be of great benefit to the 
developing countries. 

His Government had a special division to oversee progress in the field of women's 
issues. In addition, it had prohibited discrimination on the basis of sex, race or 
religion with respect to admission to all institutes of higher learning, including 
institutions for training health care professionals. 

There should be a reorientation of priorities with respect to the health and status 
of women. In his country, a large corps of traditional birth attendants had been created 
in an effort to reduce maternal mortality rates. Yet, experience had shown that birth 
attendants were more interested in promoting high birth rates - because it was 
financially profitable for them - than in controlling the number of births. The 
programme had therefore been modified and was now using female community health workers, 
who would promote an integrated family health programme. 

His country wished to join the sponsors of the draft resolution. 

Dr ELBAZ (Egypt) said WHO assistance to her country's programmes for women was 
needed and most welcome. 

Egypt also wished to become a sponsor of the draft resolution, which was of direct 
interest to a large number of women in her country, and endorsed the amendments suggested 
earlier by the delegate of Greece. 

Mrs BUYANDELGER (Mongolia) said that her Government fully supported the draft 
resolution and considered strengthening the health of women and reducing female morbidity 
and mortality rates as among the most important of its objectives. Women in her country 
carried a dual burden of child-rearing and running the household. Many of the laws 
protecting the rights of women and children were not effectively enforced, owing to the 
lack of an organized State system to promote those rights. 

For many years, demographic planning in her country had failed to take into 
consideration the interests of women, economic factors, or factors affecting health. 
Policy had been aimed towards promoting high birth rates and reinforcing positive social 
attitudes towards large families. The limited availability of contraceptives had given 
rise to a cycle of multiple births, with little birth spacing. The average family in 

1 See document WHA44/1991/REC/2. 
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Mongolia had five children, while eight or ten were not unusual in the rural areas. 
Researchers were predicting that the population growth rate would remain high for the 
next 15 years. 

The population increase had also brought with it many social and health problems. 
According to 1990 data, there were 1.2 maternal deaths per 1000 childbirths； in 
addition, 25X of women had complications during delivery, a figure 3-6 times higher than 
those in developed countries. Those and other health problems were a result of 
insufficient attention to birth spacing, frequent pregnancies, and inadequate nutrition 
and medical care for children. 

Improvement of maternal and child health was a priority for the Ministry of Health. 
In that connection, her Government had approved in 1988 a programme of maternal and child 
health protection activities. It had also been developing a joint demographic and family 
planning strategy. Among the objectives were to provide the population, most of whom 
were engaged in nomadic animal husbandry, with mobile medical services and to provide 
women with contraceptive devices that were free of side-effects. 

Dr GEORGE-GUITON (France) said that women were increasingly called upon to bear the 
double burden of reproduction and production. In addition, there was an enormous gap 
between women of different socioeconomic levels, and particularly between women in highly 
developed and women in the least developed countries. Yet, even in countries like 
France, where the life expectancy for women was very high, women often ended up alone and 
isolated, no longer self-reliant and obliged to live out their days in institutions. 

The Organization's decision to integrate the activities of the women, health and 
development programme into those of other programmes was to be commended and encouraged. 
A systematic review of those other programmes should be based on three questions : Were 
women more vulnerable than men in that context? Were women potential agents for the 
improvement of their own status? and, To what extent did the morbidity and mortality 
rates for women impede development? 

Two issues deserved particular attention. The first, literacy and the education of 
young women, was the key to breaking the cycle of poverty and poor health. The second, 
access to methods of birth spacing, would free women of reproductive age from the burden 
of unwanted pregnancies. It was, of course, important that the idea of birth spacing be 
culturally acceptable to the female population of a country and not just a policy handed 
down by the authorities. 

Focusing attention on women should in no way diminish the importance of the role of 
men, whose participation was essential to any sustained improvement in women's status. 
The objective was to encourage men and women to consider health promotion a joint 
undertaking that would bring benefits to all. 

Special attention should be paid to the medico-social protection of working women 
and mothers. They should have the benefit of pre- and postnatal leave periods long 
enough to ensure the health of mother and child and to allow mothers to breast-feed as 
long as they wished. Working conditions and hours for nurses were of particular concern. 

France wished to join the list of sponsors of the draft resolution. 

Dr СICOGNA (Italy) said that good health and overall welfare depended on a number of 
factors: social and environmental elements, availability of the most recent medical 
technology, and personal awareness. 

Victims for many years of cultural stereotypes and attitudes, women were becoming 
the mistresses of their own fate, particularly with respect to the protection of physical 
and mental health, motherhood, and career. Women in his country had turned to the 
Government for assistance in promoting their goals. In response, the Ministry of Health 
had established an education and information programme on women's health. The 
programme's objective was to make women aware that good health depended on the ability to 
make informed decisions and that motherhood and child-rearing entailed many 
responsibilities. For example, proper health education and information could help women 
to detect and seek treatment for many diseases. The programme had four main themes : 
contraception, pregnancy, cancer prevention, and menopause. An information campaign to 
promote the programme was under way. 

He endorsed the draft resolution. 

Mrs OLLILA (Finland), speaking on behalf of the five Nordic countries, Denmark, 
Finland, Iceland, Norway and Sweden, congratulated the Director-General on his 
comprehensive report. She welcomed the choice of the topic of women, health and 
development for the 1992 Technical Discussions; she considered progress in that domain 
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as a prerequisite for the attainment of health for all, and she hoped that the Technical 
Discussions would provide a fruitful contribution to the International Year of the Family 
in 1994. 

Health generated development, and positive economic and social development led to 
health. Women's good health was closely associated with equal opportunity for education 
and the elimination of female illiteracy, with equity before the law, with the right for 
men and women to work on equal terms, and with equal remuneration for equivalent tasks. 
Women's good health, in particular, was critically linked with safe motherhood which, as 
a prerequisite, entailed access to contraceptives of good quality, thus enabling families 
to decide for themselves on the number of their children. In the Nordic countries, it 
had been argued that the overall improvements in economic and social structures and the 
rise in the educational level of the whole population, particularly women, were 
responsible for the fairly satisfactory development in the health status of their 
citizens. 

The Director-General‘s report quite rightly emphasized women in developing 
countries, who were still often deprived of their most basic rights. Although she agreed 
with the provisions of resolutions WHA39.18 and WHA42.42, as well as the 
Director-General's report, certain important issues should be emphasized. In order to 
achieve results, it was essential to set priorities. In the present world, population 
issues should be accorded a very high priority. As had rightly been pointed out, if 
women were to decide on the number of children they wanted to have, fertility rates would 
decline dramatically. Not only would effective family planning benefit women and 
families, but it would also reduce the number of abortions, both legal and illegal, and 
thus improve the reproductive health of women. In many programmes, although women had 
received relevant information on contraception and had access to relatively adequate 
services, they could not implement the recommended changes because the men who controlled 
decision-making and access to the necessary resources were uninformed and therefore 
opposed the changes. WHO programmes on family planning should emphasize ways of reaching 
men as well as women. 

Women had always played a key role as the providers of care in the family. In 
primary health care, women as community health workers, traditional birth attendants and 
nurses carried the heaviest workload in prevention and health promotion. There was an 
urgent need to intensify efforts to empower women as equal partners in working life 
through education, training, and appropriate support mechanisms. The principle of 
recognizing the unique potential and resources of women should be reflected more strongly 
in WHO programmes. 

A woman's socioeconomic independence was, to a large extent, determined by the level 
of her income. Programmes that enhanced women's income-generating opportunities and 
improved their management and business skills would make an impact on women and on their 
children's social, educational and economic opportunities. Those elements appeared to 
parallel positive improvements in health. It was also important to recognize women as an 
enormous resource and as cultural communicators in societies. Consideration should be 
given to cultural habits and their consequences for health in different societies, 
perhaps at future technical discussions. 

Finally, much remained to be done in the field of domestic and parental 
responsibilities. Women bore the main responsibility for the household and children. 
Thus, together with work outside the home, the majority of women carried a double 
workload. That situation would remain unchanged unless the role of men was emphasized as 
well. Equal conditions for men and women in all spheres of society presupposed that both 
men and women were prepared to change their ingrained traditions, attitudes and roles. 
The Nordic countries supported and were sponsors of the draft resolution on women, health 
and development. 

Dr ABABIO (Ghana) welcomed the positive role played by WHO since the United Nations 
Decade for Women, as well as the extensive analysis of women, health and development that 
was to be carried out in preparation for the Technical Discussions in 1992. 

Since the declaration of the United Nations Decade for Women, Ghana had put more 
emphasis on and resources into the health and development of women and children. A 
National Council on Women and Development, under the office of the Head of State, had 
been established and was working effectively to mobilize women's groups in the country. 
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That Council had also been coordinating closely with other sectors of the economy, for 
example, the ministries of health and of education, in implementing programmes such as 
the Market Women's Family Planning Programme, which provided training and distributed 
nonprescription contraceptives, the Functional Literacy Programme for Women, and a 
programme for the establishment of cottage industries in poor communities. In the area 
of health, resources had been directed to the following priority areas: safe 
motherhood; expansion of family planning education programmes to cover the male 
population, including long-distance drivers； management training for the providers of 
maternal and child health and family planning services； and the improvement of women's 
health in rural areas through expansion of the national traditional birth attendant 
training programme and the institution of a traditional birth attendant operational 
research programme. He congratulated the Director-General on the progress report and 
supported the draft resolution. 

Dr MILLAN (Mexico) said that it was difficult to add to the important statements 
already made, particularly by women, who could understand the problems of women and 
children better than any man. In Mexico, efforts were being made to improve the status 
of women in society and to ensure their integration and their equality with men. In 
order both to control the population explosion and to improve the position of women and 
children, the Mexican Government was promoting family planning. Family planning 
decisions should be made by the couple, and an attempt should be made to convince men of 
the need for family planning, rather than seeing it as being desired only by women. 

Special programmes had been established for cervical and breast cancer. In the 
poorer areas, some child nutrition programmes had been instituted in schools. Women had 
been appointed to the higher levels of government and were role-models for society as a 
whole. He welcomed the choice of subject for the 1992 Technical Discussions and asked 
for Mexico to be included among the list of sponsors of the draft resolution. 

Dr CAYCEDO BORDA (Colombia) welcomed WHO'S emphasis on a theme that was essential to 
health development, particularly in Latin America. Not only should women's health be 
studied in depth, but the role of the Latin American woman as the fundamental agent for 
ensuring the health of the family should be recognized. In Colombia, health policy 
proposals were focusing on women as natural agents of health; health promotion, 
education and development were being channelled through women's organizations. The draft 
resolution fully reflected the policy of Colombia and his delegation wished to be 
included among its sponsors. 

Dr FINDO (Czechoslovakia) welcomed the progress report on women, health and 
development. His post-communist country was in a situation that differed from that of 
most developing and developed countries. While moving from a planned to a market 
economy, Czechoslovakia had to strive to maintain what had been achieved in women's 
health since the Second World War. Family planning was a particular problem. Moral 
deterioration, inadequately met needs for effective and safe contraception, and a low 
level of health education concerning family planning had resulted in an average rate of 
50 abortions for every 100 liveborn infants, with an even worse ratio in some urban areas 
(150 abortions for every 100 liveborn infants). On the other hand, good results had been 
achieved in neonatal and infant mortality. Maternal deaths were rare and each case was 
examined individually. There was a high proportion of female physicians (around 50%), as 
well as of women nurses and laboratory workers. But the low sociocultural level in some 
rural areas had detracted from achievements in maternal and child health and in women's 
health in general. He hoped that the new orientation towards women, health and 
development would not be confined merely to political declarations, but that the worthy 
objectives set out in the document would be achieved in every Member State. 

Mrs BONNER (Medical Women's International Association), speaking at the invitation 
of the CHAIRMAN, reminded delegates that during the recent Technical Discussions she had 
stressed the importance of health education for young people, particularly girls, and 
that many previous speakers had emphasized the important role that women should play in 
the development of their country. She was speaking not only on behalf of her 
Association, but also on behalf of the United Nations Nongovernmental Liaison Service, a 
unique body in the United Nations system which linked specialized agencies and 
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nongovernmental organizations. That service had been working since 1980 on educational 
materials for the advancement of women, for use in women's working groups, seminars, 
youth groups, and so forth. 

As the main care providers for the family and for the health of the community, women 
all over the world needed to be aware of their requirements, their rights and their 
responsibilities to help to bring about a better world. That was exactly what the United 
Nations/NGO editorial board, a multisectoral cooperation group, was trying to do through 
a series of books, distributed free of charge to developing countries. An information 
leaflet had been made available to delegations, listing the titles of books published or 
in preparation. The volume already available was entitled Women and the world economic 
crisis• In 1991 three other volumes would be published, Women and disability. Women and 
the environment. and Women and health, a publication for which WHO was the lead agency 
and for which special thanks were due to the WHO Division of Family Health. Three more 
volumes, entitled Refugee women. Women and literacy and Women and the family would be 
published in 1992, and finally, Women at work would appear either at the end of 1992 or 
early in 1993. 

Ms PECK (International Organization of Consumers Unions (IOCU)), speaking at the 
invitation of the CHAIRMAN, thanked, on behalf of her organization, all the delegates who 
had spoken in support of breast-feeding and had referred to 1991 as the tenth anniversary 
of the International Code of Marketing of Breast-milk Substitutes. IOCU cooperated with 
WHO in several areas, including its tobacco and pharmaceutical campaigns. Its work on 
pesticides and hazardous products as well as global environmental concerns were other 
areas where the organization used WHO policy to sensitize its constituents and to help 
them organize for change. All those issues affected women's health and development, but 
the longest cooperation with WHO had been on the issue of infant feeding, since IOCU was 
а соfounder of the International Baby Food Action Network and had helped to draft the 
International Code. 

The Network's major task was to protect and promote breast-feeding in order to 
improve the health of women and children. Breast-feeding played a major role in women's 
health and safe motherhood. It reduced the incidence of post-parturn haemorrhage and was 
very important in spacing births, for it was still true that, the world over, 
breast-feeding prevented more births than all other means of contraception. With regard 
to cancer prevention, research had shown that breast-feeding reduced the risk of breast 
cancer, which was 43% less for women who breast-fed for a total of 25 months； since 
breast cancer was a major killer of women, breast-feeding could save several million 
women's lives throughout the world. 

Mention should also be made of the economic benefits of breast-feeding, since money 
spent on costly substitutes could be better used to improve the nutrition of women and 
their families. It was for those reasons that IOCU called upon WHO to increase its work 
on breast-feeding as part of the programme on women, health and development. 
Collaboration between the Network and WHO had been especially fruitful in 1990 and 1991, 
and the Network had helped in preparing for the forthcoming evaluation of the 
implementation of the International Code of Marketing of Breast-milk Substitutes to mark 
the tenth anniversary of the Code. 

The Network was currently collaborating with WHO on the evaluation and updating of 
the breast-feeding content of textbooks used in medical training, and was participating 
in a review of the content of such WHO technical documents as the "Breast-feeding the 
Disabled Child" module on breast-feeding for mothers with babies with a disability that 
was contained in the WHO publication Training in the community for people with 
disabilities (Geneva, 1989). Another of IOCU's major collaborative efforts was 
encouraging the translation, printing and distribution of the WHO/UNICEF joint statement 
entitled Protecting, promoting and supporting Breast-feeding: the special role of 
maternity services (Geneva, WHO, 1989). That publication was currently available or in 
preparation in some 20 languages. 

IOCU was also pleased to announce the establishment in April 1991 in New York of the 
World Alliance for Breast-feeding Action, a worldwide alliance of international 
nongovernmental organizations with a strong interest in the promotion, protection and 
support of breast-feeding. That new organization was an unprecedented alliance of 
nongovernmental organizations, agencies, institutions and individuals with the intent of 
working at the national, regional and international levels to make exclusive 
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breast-feeding the norm and to replace the present bottle-feeding culture by a 
breast-feeding culture. The Alliance called upon all those committed to the Innocenti 
Declaration to join in those efforts. 

Several delegates had expressed interest in the evaluation of implementation of the 
International Code, and IOCU and the Network were pleased to announce that they had just 
completed two major global surveys on the Code, one measuring code implementation in 
169 countries, and the other investigating marketing practices in more than 70 countries 
by 21 baby food companies and 20 feeding-bottle companies. The results were published in 
two charts released that month to celebrate the tenth anniversary of the International 
Code; the charts were entitled: "The State of the Code by Country" and "The State of 
the Code by Company"• IOCU also kept track of maternity legislation throughout the 
world, a summary of which was given on the country chart. IOCU recommended those 
documents to all those interested in the true story of implementation of the Code. 

Dr HU Ching-Li (Assistant Director-General) agreed with the many delegates who had 
pointed out that activities for women, health and development were not simply the concern 
of women but should also be supported by men. All the comments and suggestions made 
concerning the forthcoming Technical Discussions on women, health and development had 
been carefully noted and would be considered by a task force that would meet immediately 
after the present Health Assembly. The task force would, in particular, consider the 
suggestion made by several delegations that the Director-General should send a letter to 
governments requesting information on the health and social status of women. 

Dr PETROS-BARVAZIAN (Division of Family Health) thanked delegates for their 
encouraging comments and for their guidance on WHO's future action on women, health and 
development. The delegate of the Netherlands had earlier raised a question concerning 
the timing of the monitoring of the Nairobi forward-looking strategies for the 
advancement of women, as related to health-for-all monitoring and progress reports. A 
number of country reports were expected for the forthcoming Technical Discussions and 
they would provide further information. Furthermore, some of the main indicators of 
women's health had been added to the original list of indicators for monitoring health 
for all, and had thus become part of WHO's regular monitoring procedure. 

Clarification had been sought regarding the relationship between the objectives of 
the United Nations Decade for Women, the Nairobi forward-looking strategies and WHO'S 
action on women, health and development. The three main objectives of the United Nations 
Decade and the Nairobi forward-looking strategies were equity, development, and peace. 
The three main subthemes were health, employment, and education. The Nairobi 
forward-looking strategies were very much in line with WHO strategies, and their 
objectives converged. It was hoped that an integrated approach involving many programmes 
would achieve the implementation of those objectives. 

Many delegates had spoken on content and priorities. WHO fully agreed with 
according priority to the health of women of various ages, particularly those of 
reproductive age. WHO's policy was in line with the view expressed by many delegates 
that there was no inherent contradiction between women's reproductive and productive 
roles, provided that the family and society recognized and supported those dual roles. 

Some concern had been expressed regarding the over-medicalizatiori of motherhood. 
WHO had adopted a broad approach in the context of social, economic and cultural 
realities, the main strategy being social equity for women, maternity care for all, 
family planning for all couples, and referral facilities for high-risk pregnancies and 
obstetric emergencies. WHO particularly welcomed the remarks made about the health of 
girls and the reproductive health of the adolescent, the latter being related to 
perinatal health and the problems of low birth weight. 

The view expressed by many delegates that an integrated approach should be taken to 
women, health and development was most welcome. WHO had already adopted a 
"mainstreaming" approach, dealing with women, health and development across a range of 
programmes； a trend towards "mainstreaming" was evident among other United Nations 
organizations which had originally opted for separate programmes. As had been clearly 
pointed out, objectives had been set, resolutions had been passed, and the 1990s decade 
was the time for action. 

Many speakers had referred to the need to give full consideration to the woman's 
viewpoint in the development of programmes, particularly family planning programmes, 
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to the partnership of men and women in strategies at country level, and to the family and 
family responsibilities, and had stressed the importance of the social context. The 
International Year of the Family - 1994 - would provide a good opportunity for WHO to 
focus on those issues. It was hoped that gender-responsive indicators for impact and 
process evaluation would be further developed, to ensure that progress was related not 
merely to policies but also to actual impact in the countries. 

The CHAIRMAN invited the Committee to consider the draft resolution on women, health 
and development, as amended. 

Mr DAYAL (India), speaking as a sponsor of the draft resolution, said that the 
suggested amendments were acceptable. Concerning the reference in the amended fourth 
preambular paragraph to the continued high mortality and morbidity of women at all ages 
in their life cycle, especially in developing countries, he said that the available data 
indicated that in India mortality and morbidity rates in the over-45 year age group were 
higher among men than among women. There was no need for an amendment to reflect that 
situation, however, since there was always scope for improvement of women's health. But 
more than that, children should be educated to love and respect their aged mothers, who 
were often left alone in the world. 

After Dr PROST (Secretary) had recapitulated the amendments proposed, the CHAIRMAN 
invited the Committee to approve the draft resolution as amended and as now proposed by 
the delegations of Australia, Bulgaria, Cameroon, Canada, China, Colombia, Cuba, Denmark, 
Egypt, Finland, France, Gambia, Ghana, Iceland, India, Israel, Jamaica, Malaysia, Mexico, 
Netherlands, New Zealand, Norway, Pakistan, Papua New Guinea, Poland, Senegal, Swaziland, 
Sweden, Turkey, United Kingdom of Great Britain and Northern Ireland, and United Republic 
of Tanzania. In its definitive form it read: 

The Forty-fourth World Health Assembly, 
Recalling resolution WHA39.18 relating to the United Nations Decade for Women 

and resolution WHA42.42 on women's health, which emphasized the crucial role of 
women in health and development; 

Having considered the Director-General‘s report on women, health and 
development, and commending him on its excellence； 

Recognizing that effective socioeconomic development cannot be realized without 
improvements in the health and economic and social status of women； 

Concerned at the continued high mortality and morbidity of women at all ages, 
especially in developing countries； 

Concerned at the lack of demonstrable progress in many parts of the world in 
implementing resolutions and programmes for the improvement of women's health, 
education, socioeconomic and political status, for equal recognition and 
remuneration of women for work of equal value, and for their full participation in 
health and development； 

Recognizing the urgency of the need to accelerate progress and strengthen 
action for the promotion of the status of women throughout the world, and to ensure 
their full and equal participation in all aspects of national and international 
health and development programmes； 

Recognizing that women make an essential contribution to the socioeconomic 
development of countries while not always enjoying the full benefits of that 
process； 

Noting that Technical Discussions on "Women, health and development" will be 
held during the Forty-fifth World Health Assembly in 1992, and in preparation for 
these discussions, 

1. URGES Member States: 
(1) to accelerate the implementation of measures for the improvement of the 
health status of women, their economic and social status, and their quality of 
life, and for their full and equal participation in all aspects of national 
health and development activities； 
(2) to ensure that programmes on women, health and development include action 
to: 
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(a) improve female literacy; 
(b) support the role of women as health educators and providers of care； 
(c) promote reproductive health, including family planning and safe 
motherhood; 
(d) provide in particular for the social, economic and health needs of 
female children and elderly women； 
(e) provide specifically for the prevention and management of chronic 
illnesses in women； 
(f) promote and support women's income-generating opportunities which 
favour their health and development; 
(g) cooperate with voluntary agencies in their activities on behalf of 
women, health and development; 

(3) to adopt monitoring and evaluation methods, including appropriate 
performance indicators, in order to measure progress in the implementation of 
national programmes on women, health and development; 

2. INVITES Member States that have not yet done so, to designate a person as 
national focal point on matters of women, health and development, and to support and 
facilitate their participation in the preparations for the Technical Discussions to 
be held during the Forty-fifth World Health Assembly; 

3. REQUESTS the Director-General: 
(1) to ensure the integration of the aims and objectives relating to women, 
health and development in all WHO programmes at all levels； 
(2) to expedite the development of appropriate quantitative and qualitative 
indicators sensitive to changes in women's health in order to monitor progress 
in achieving global aims and objectives relating to women, health and 
development; 
(3) to provide Member States with technical support to enable them to 
accelerate the implementation of their programmes on women, health and 
development; 
(4) to intensify the advocacy role of WHO at the international level to ensure 
that the health status and quality of life of women receive the required 
attention, especially in economic forums； 
(5) to report to the Executive Board and the Health Assembly on progress made 
in implementing this resolution. 

The draft resolution, as amended, vas approved.1 

5. FIFTH REPORT OF COMMITTEE A (Document A44/59) 

Professor ANSARI (Pakistan), Rapporteur, read out the draft fifth report of the 
Committee. 

о The report vas adopted. 

6. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the 
Committee completed. 

The meeting rose at 12hl0. 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted 
as resolution WHA44.42. 

2 See document WHA44/1991/REC/2. 





COMMITTEE В 

FIRST MEETING 

Wednesday. 8 Mav 1991. at 14h30 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 21 of the Agenda (Document A44/39) 

The CHAIRMAN expressed gratitude for his election and welcomed all present. He drew 
attention to the third report of the Committee on Nominations (document A44/39) in 
which Dr E. Yacoub (Bahrain) and Dr N. M. Hien (Burkina Faso) were nominated for the 
offices of Vice-Chairmen of Committee В and Dr S. Chunharas (Thailand) for that of 
Rapporteur. 

Decision: Committee В elected Dr E. Yacoub (Bahrain) and Dr N. M. Hien 
(Burkina Faso) as Vice-Chairmen arid Dr S. Chunharas (Thailand) as Rapporteur.^ 

2. ORGANIZATION OF WORK 

The CHAIRMAN noted that, at its first meeting, the General Committee had assigned to 
Committee В two supplementary subiterns: 22.5, (Salaries of ungraded posts and of the 
Director-General)； and 22.6, (Proposed adjustment of budgetary exchange rates for 
1992-1993 in the light of currency exchange developments up to May 1991)； and had 
transferred item 18, (International programme to mitigate the health effects of the 
Chernobyl accident: establishment of an international centre), from Committee À to 
Committee B. He was sure that the discussions would be fruitful, but the Health Assembly 
had many items on its agenda and he therefore urged members to be brief in their 
statements, so that all those who wished to participate in the debates could do so. He 
reminded delegates of the problems created by the late submission of draft resolutions 
and said it would be desirable for all such texts to be submitted by the end of the first 
week of the Health Assembly. 

Referring to the role of the representatives of the Executive Board in the work of 
the Committee, he emphasized that they would be conveying the views of the Board only, 
not those of their respective governments. 

He noted that Rules 34 to 91 of the Rules of Procedure of the World Health Assembly 
would govern the Committee's work, and suggested that, in accordance with the Health 
Assembly's earlier decision, the working hours of the Committee should normally be from 
9h00 to 12h30 and from 14h30 to 17h30. 

It was so agreed. 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda 

Mr AITKEN (Assistant Director-General), introducing the item, said that its six 
component subiterns covered a number of issues, from the interim accounts for 1990 to the 

1 See document WHA44/199l/REC/2. 
2 Decision WHA44(4). 
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exchange rate to be applied in the coming biennium. There were reports on the current 
status of contributions and on the situation of Members whose arrears were sufficient to 
justify invoking Article 7 of the Constitution relating to voting rights. One subitem 
invited decisions on the use of casual income. Another subitem dealt with the salaries 
of the most senior staff of the Organization. Changes had recently been introduced 
throughout the United Nations system in the make-up of the remuneration of such staff, 
although the actual levels of remuneration remained unchanged. 

Interim financial report on the accounts of WHO for 1990 and comments thereon of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Health Assembly： Item 22.1 of the Agenda (Resolution EB87.R26; Documents A44/16 and 
A 4 4 / 4 0 ) ~ 

Mr SRINIVASAN (representative of the Executive Board), introducing the first report 
of the Committee of the Executive Board to Consider Certain Financial Matters prior to 
the Forty-fourth World Health Assembly (document A44/40), said the Committee had been set 
up with a remit to look into specified matters during the period from the close of the 
Executive Board's eighty-seventh session to the start of the Health Assembly, and had, in 
particular, considered the situation with regard to Members in arrears to such an extent 
that Article 7 might be invoked. As paragraph 3 of the report indicated, the Committee 
had noted that the rate of collection of assessed contributions for 1990 showed an 
improvement over the rates for 1988 and 1989, but it was still inferior to the rates in 
excess of 90% recorded between 1982 and 1985. Total outstanding contributions for 1990 
and prior years amounted to more than US$ 57 million. One Member alone owed 
US$ 28.8 million and seven others, with outstanding contributions of over US$ 1 million 
apiecey owed close to US$ 19 million. Forty-six Members had made no payment in 1990, as 
compared with 52 in 1989 and 44 in 1988. 

As paragraph 4 of the report showed, the Committee had taken into account the trends 
in timely payment of contributions. It had concluded that positive results could flow 
from the incentive scheme but had also felt that there was a need to explore other ways 
and means to encourage prompt payment of contributions. 

On the operation of the exchange rate facility for the biennium 1990-1991, the 
Committee's conclusions, set out in paragraph 5 of the report, were that given the 
fluctuations in the exchange rate, the original facility, set at US$ 31 million, would 
not be sufficient to meet extra costs. The Committee had therefore felt that the 
Director-General's proposal - endorsed by the Executive Board - to increase the level 
from US$ 31 million to US$ 43 million should be adopted. If the current favourable 
trends in exchange rates persisted, the additional facility for 1990-1991 might not have 
to be drawn fully. 

The amount of casual income available as at 31 December 1990 had also been 
considered by the Committee. The Director-General was recommending that it be used to 
help finance the 1992-1993 regular budget, and the Committee endorsed that view. 

The amount of casual income had improved: estimates made in January 1991 on the 
basis of figures covering the period up to December 1990 had been for a level of 
US$ 23 million, whereas the actual figures available at 31 December 1990 had indicated 
that the level was just over US$ 26 million. 

The Committee had also looked into the situation of the 1990-1991 regular budget. 
Allowing for what had been spent or obligated for 1990, the balance remaining for 
obligation for 1991 was US$ 142 million. That amount did not include staff salaries, 
which had been obligated for both years of the biennium. 

The Committee had thus considered all relevant factors during its deliberations, and 
had decided to recommend to the Health Assembly the adoption of a draft resolution, the 
text of which was to be found in paragraph 8 of document A44/40, accepting the 
Director-General‘s interim financial report for the year 1990. 

Mr BOYER (United States of America) noted from the report before Committee В 
(document A44/40) that of the US$ 671 million available for the 1990-1991 biennium, 
US$ 528 million had already been obligated at the end of 1990. That amounted to 
obligating 78% of the two-year total during the first year. He wondered whether that was 
good practice : what incentive would WHO have to operate more effectively in 1991 if it 



COMMITTEE A: TWELFTH MEETING 189 
had already spent 78X of its total budget? Moreover, given that 78% of the funds had 
already been obligated, he wondered whether there was a need to increase the exchange 
rate facility in 1991. 

Mr MILZOW (Germany) said that his delegation shared the concerns of the Committee of 
the Executive Board about the level of outstanding contributions. It endorsed the 
incentive scheme, which had produced results over the last two years. 

The Director-General had proposed a US$ 12 million increase in the exchange rate 
facility for 1990-1991. Yet, given recent currency trends, WHO was now in a position to 
use upwardly adjusted exchange rates to calculate its current exchange rate facility 
estimate； the proposed increase might thus be avoided. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that WHO continued to face 
serious financial difficulties which were due in large part to payment arrears. Measures 
to resolve that problem had had only limited success so far. 

Exchange rate instability necessitated increasing supplementary expenditure on 
programme activities. It was therefore particularly important to make the most effective 
and economic use - at all levels - of the resources available. In that connection, he 
echoed the sentiments expressed by the delegate of the United States with regard to the 
budgetary obligations made in the first year of the biennium. 

It was clear that extrabudge tary resources covered an increasingly significant part 
of the Organization's expenditure. Although that trend reflected the high international 
standing of WHO, it should be monitored carefully so that WHO would not lose control over 
established priorities. 

He supported the draft resolution contained in document A44/40. 

Dr WILLIAMS (Nigeria) recalled that, at its eighty-seventh session, the Executive 
Board had had extensive debate on whether contributions might be paid in local or 
non-convertible currency, particularly in the case of countries that were having 
difficulties meeting their payment obligations in convertible currency. The Board had 
concluded that such a system would not be practical for WHO. He would appreciate 
comments on that issue. 

Mrs JANSSEN (Netherlands) echoed the comments of the delegate of Germany. Her 
country was also very much concerned about the level of outstanding contributions and 
hoped that measures to encourage prompt payment, in particular the incentive scheme, 
would be fully implemented. 

Her delegation noted with satisfaction that recent currency exchange developments 
might lead to a reduction in the level of the proposed effective working budget for 
1992-1993. Like the delegate of Germany, she wondered why a similar reduction could not 
be applied to the US$ 12 million that would have to be drawn from casual income. 

Mr AITKEN (Assistant Director-General), responding to the delegate of the United 
States of America, said that the interim accounts before the Committee presented a 
partial picture of the Organization's financial circumstances； the Organization had a 
biennial budget and was under an obligation to record all its potential commitments for 
that period. Salaries at WHO accounted for approximately 55% to 60% of its total 
worldwide expenditure and consequently took up slightly more than half of the budget for 
each biennium. What thus remained for WHO to spend in 1991 was that portion of the 
budget excluding salaries for the biennium and the non-salary expenditure obligated in 
1990. 

The manner of recording obligations represented standard accounting practice. 
Unlike the interim accounts, the biennial accounts were subject to certification and 
reflected a complete financial picture of the Organization. 

In addition to the United States, several other delegations had raised questions 
regarding the exchange facility. He would prefer to respond to those questions in the 
debate on agenda item 22.4, Report on casual income, in which the subject would be dealt 
with in detail (see summary record of the second meeting, section 3). He wished to say 
only that the tightness of the budget for the current biennium in comparison to previous 
ones had prevented any reduction in the US$ 12 million request. 
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He preferred also to defer the discussion on the incentive scheme until the 

Committee addressed agenda item 26.3 on that subject. 
He had taken note of the comment by the delegate of the USSR regarding the 

increasing amount of extrabudgetary resources, and assured him that the Organization was 
very conscious of the need to monitor that trend carefully. 

In response to the observations by the delegate of Nigeria, he said that the 
Executive Board had in January 1991 considered at length the question of the use of other 
currencies for contribution payments. In the final analysis the arguments against the 
introduction of a new system had been very strong and, accordingly, the Executive Board 
had agreed that the status quo should be maintained. 

The issues raised by the delegate of the Netherlands would be discussed under agenda 
items 22.4 and 26.3. 

Mr SRINIVASAN (representative of the Executive Board), responding to a request for 
background information, said that, at its eighty-seventh session, the Executive Board had 
weighed the "pros and cons" of allowing countries to make assessed contributions in local 
currency. Those in favour had maintained that paying in local currency would benefit 
countries with balance-of-payment difficulties during a period of economic constraint. 
There were four arguments against such a system: first, organizations that accepted 
local currency payments had shown no great improvement in contribution payments； 
secondly, making a contribution to WHO in local currency would not significantly affect a 
country's balance-of-payments situation; thirdly, using a large number of currencies 
posed problems from the financial management point of view; and finally, maintaining 
bank accounts in different currencies would increase overhead costs. 

A consensus had therefore been reached that the status quo. namely payment in United 
States dollars, should be maintained, subject to certain exceptions. There had thus been 
no need to place the issue on the Health Assembly agenda. 

Mr MILZOW (Germany) sought clarification regarding the amount remaining for 1991 out 
of the US$ 13 million in unliquidated obligations linked to the exchange rate facility. 

Mr BOYER (United States of America) said that he had not received an answer to one 
of his questions. Surely the practice current in WHO of obligating salaries at the 
beginning of the biennium was not conducive to economy. As he had pointed out, in the 
current biennium, 78% of WHO's resources had been accounted for in the first year. Given 
the large proposed increases in assessments for the coming biennium, it was certainly 
important to review such practices. 

Mr AITKEN (Assistant Director-General), replying to the delegate of Germany, said 
that the casual income account did indeed show unliquidated obligations of over 
US$ 13 million for 1991 (see document A44/16, schedule 3, page 22). However, 
US$ 8 million of that sum had already been spent, arid the remaining US$ 5 million would 
certainly be required. He would go into more details later. 

In reply to the delegate of the United States of America, he said that WHO obligated 
salaries for contracted posts at the beginning of the biennium, as was the practice 
throughout the United Nations system. Other posts, including vacant posts which were not 
to be filled during the biennium, were not included in the obligations. He felt that the 
practice was not necessarily inconsistent with economy; it was merely necessary to 
decide at an earlier stage - for instance, when offering a staff member a contract -
whether the expenditure was really necessary. Thanks to that practice, effective 
budgetary control and monitoring could be ensured at an early stage. 

The draft resolution proposed in document A44/40 was approved.丄 

Status of collection of assessed contributions and status of advances to the Working 
Capital Fund: Item 22.2 of the Agenda (Documents EB87/1991/REC/1, Part 1, 
resolution EB87.R15 and Annex 2; and A44/17) 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.10. 
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The CHAIRMAN drew the Committee's attention to the draft resolution recommended by 

the Executive Board in resolution EB87.R15. The Executive Board's discussion had been 
based on a report on the matter by the Director-General. 

Mr SRINIVASAN (representative of the Executive Board) said that the Board had 
expressed deep concern at the level of outstanding contributions due from Member States 
and the impact of the shortfall on the Organization's programme of work. As at 
31 December 1990, the rate of collection of contributions in respect of the effective 
working budget had been 84.405：, resulting in a shortfall of US$ 47 831 752. Only 93 of 
the 162 Member States which had contributed to the effective working budget had paid 
their contributions in full for the current year, and 46 Members had made no payment at 
all. He recalled that, under the financial incentive scheme adopted by the Health 
Assembly in resolution WHA41.12, Member States which paid their assessed contributions 
for 1989 and 1990 early in the year would enjoy an appreciable reduction in contributions 
to the programme budget for the biennium 1992-1993, whereas Member States which paid late 
would enjoy little or no reduction in their contributions. 

The Executive Board called upon all Member States to pay their contributions as 
early as possible in the year in which they were due, in order to avoid endangering the 
programme of work and financial stability of the Organization. As the Assistant 
Director-General had told the Executive Board, the present shortfall in contributions 
amounted to one dollar in every six, or the equivalent of the entire expenditure on the 
programme of disease prevention and control. In view of the incentive scheme, early 
payment was also in Member States' own interests. 

He also wished to draw the Committee's attention to the updated report on the status 
of contributions as at 30 April 1991 (document A44/17), which showed that the situation 
had shown further improvement. 

Mr AITKEN (Assistant Director-General) said that document A44/17 showed that, as at 
30 April 1991, 49.59% of assessed contributions to the effective working budget had been 
paid. That was the highest collection rate as at 30 April in the history of the 
Organization, and was 15% higher than the previous year's figure. Nevertheless, 
89 Member States had still made no contribution at all. As at 1 January 1991, the total 
arrears of contributions for years prior to 1991, due from Member States who participated 
actively in the work of the Organization, had amounted to US$ 57 615 830. Payments 
received between 1 January and 30 April had reduced the total arrears to US$ 48 825 962. 
Forty Member States had still not paid their instalments due in 1990. 

Since the period covered in document A44/17 - i.e., in the first eight days of 
May - assessed contributions for 1991 totalling US$ 1.5 million had been received from 
12 Member States: Austria, Bolivia, Botswana, Gabon, Israel, Jamaica, Madagascar, 
Mauritius, Paraguay, Saint Lucia, Turkey and Viet Nam. In the same period, contributions 
for years before 1991 totalling US$ 1.1 million had been received from Algeria, Bolivia, 
Central African Republic, Gabon, Grenada, Guinea-Bissau, Kenya, Poland and Turkey. 

The draft resolution recommended by the Executive Board in resolution EB87.R15 vas 
approved 

Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution: Item 22.3 of the Agenda (Documents A44/41 and 
A44/INFTDOC./^ ) 

Mr SRINIVASAN (representative of the Executive Board) said that the Executive Board 
had examined the matter in detail at its eighty-seventh session and had decided to 
entrust it to the Committee of the Executive Board to Consider Certain Financial Matters 
prior to the Forty-fourth World Health Assembly. That Committee had carefully considered 
the communications received from Member States detailing the difficulties which they had 

1 Document EB87/1991/REC/1, Annex 2. 
2 Transmitted to the Health Assembly in the Committee's first report and adopted 

as resolution WHA44.11. 
3 Document WHA44/1991/REC/l, Annex 3. 
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encountered in the payment of their contributions. WHO was an organization founded on 
consensus, so that invoking Article 7, which could lead to the suspension of Members‘ 
voting rights and the services they received, was a very serious matter. 

The Director-General‘s report to the Committee of the Executive Board, contained in 
the Annex to document A44/41, listed the 19 Members which, as at 26 April 1991, had been 
in arrears in the payment of their contributions in amounts which equalled or exceeded 
the amounts due from them for the preceding two full years, namely Antigua and Barbuda, 
Burundi, Cambodia, Comoros, Congo, Dominican Republic, Equatorial Guinea, Gabon, Grenada, 
Guatemala, Guinea-Bissau, Iraq, Liberia, Mauritania, Peru, Sierra Leone, Suriname, Uganda 
and Zaire. However, Gabon, Peru and Uganda had since paid some of their contributions 
and were no longer liable for penalties under Article 7 of the Constitution. 

The Committee of the Executive Board had emphasized that the Health Assembly should 
consistently apply the principles laid down in resolution WHA41.7 in order to maintain 
equity among Member States. The draft resolution recommended by the Committee of the 
Executive Board called upon Member States to regularize their position at the earliest 
possible date or explain to the Executive Board why they were unable to do so. It 
further called upon the Director-General to pursue the matter with the Member States 
concerned. The Executive Board would consider their situation and decide whether they 
faced exceptional difficulties and whether the payments they had made were reasonable in 
the circumstances. If that was not the case, and if the Member State concerned was still 
in arrears by the beginning of the Forty-fifth World Health Assembly, its voting 
privileges would be suspended, although it would continue to receive services from WHO. 

The CHAIRMAN invited the Committee to consider the following draft resolution, 
recommended by the Committee of the Executive Board to Consider Certain Financial Matters 
prior to the Forty-fourth World Health Assembly: 

The Forty-fourth World Health Assembly, 
Having considered the report of the Committee of the Executive Board to 

Consider Certain Financial Matters prior to the Forty-fourth World Health Assembly 
on Members in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution; 

Noting that Antigua and Barbuda, Burundi, Cambodia, Comoros, Congo, Dominican 
Republic, Equatorial Guinea, Grenada, Guatemala, Guinea-Bissau, Iraq, Liberia, 
Mauritania, Sierra Leone, Suriname and Zaire were in arrears at the time of the 
opening of the Health Assembly to an extent that it is necessary for the Health 
Assembly to consider, in accordance with Article 7 of the Constitution, whether or 
not the voting privileges of these Members should be suspended； 

Reaffirming the principles laid down in resolution WHA41.7, 

1. EXPRESSES serious concern at the number of Members in recent years that have 
been in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution; 

2. URGES the Members concerned to regularize their position at the earliest 
possible date； 

3. FURTHER URGES Members which have not communicated their intention to settle 
their arrears to do so at the earliest opportunity; 

4. REQUESTS the Director-General to approach the Members in arrears to an extent 
which would justify invoking Article 7 of the Constitution, with a view to pursuing 
the question with the Governments concerned; 

5. REQUESTS the Executive Board, in the light of the Director-General‘s report and 
after the Members concerned have had an opportunity to explain their situation to 
the Board, to report to the Forty-fifth World Health Assembly on the status of 
payment of contributions； 
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6. EMPHASIZES the necessity of applying the principles laid down in resolution 
WHA41.7 consistently, so as to maintain equity amongst Member States; 

7. DECIDES : 
(1) that if, by the time of the opening of the Forty-fifth World Health 
Assembly, Antigua and Barbuda, Burundi, Cambodia, Comoros, Congo, Dominican 
Republic, Equatorial Guinea, Grenada, Guatemalaf Guinea-Bissau, Iraq, Liberia, 
Mauritania, Sierra Leone, Suriname and Zaire are still in arrears in the 
payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution, their voting privileges shall be suspended as 
from the said opening, unless the Executive Board has previously found that the 
Member concerned is faced with exceptional difficulties and the Member has made 
a payment considered by the Board to be reasonable in the circumstances； 
(2) that any suspension which takes effect as aforesaid shall continue until 
the arrears of the Member concerned have been reduced, at the next and 
subsequent Health Assembly sessions, to a level below the amount which would 
justify invoking Article 7 of the Constitution; 
(3) that this decision shall be without prejudice to the right of any Member 
to request restoration of its voting privileges in accordance with Article 7 of 
the Constitution; 
(4) that the provision of services to the Members concerned should continue 
uninterrupted. 

Mr AITKEN (Assistant Director-General) said that, since 6 May, two Member 
States - Grenada and Guinea-Bissau - had paid enough of their arrears of contributions to 
avoid the suspension of their voting rights. He therefore suggested that a new 
preambular paragraph should be inserted after the second preambular paragraph of the 
draft resolution, to read: 

Having been informed that, as a result of payments received after the opening 
of the Forty-fourth World Health Assembly, the arrears of contributions of Grenada 
and Guinea-Bissau had been reduced to levels below the amounts which would justify 
invoking Article 7 of the Constitution;. 

The names of the two countries concerned would then be deleted from operative 
paragraph 7(1). 

Dr NGENDABANYIKWA (Burundi) said that his delegation was not at all in agreement 
with the harsh decision taken by the Executive Board to suspend the voting privileges of 
Member States which were in arrears with their contributions. His country had been 
facing severe difficulties for a considerable time, which was why it had been unable to 
pay its contributions in full. The Committee should realize that Burundi had tried, 
insofar as its means would allow, to pay at least a small amount of the sum due； that 
showed that it was very far from acting in bad faith. It was not by the suspension of 
voting rights that his country would be encouraged to honour its obligations : the plain 
fact was that it was incapable of doing so. He urged the Health Assembly to take into 
account the particular circumstances of individual countries before taking a decision to 
invoke Article 7 of the Constitution. 

Mr DARAME (Guinea-Bissau) said that his country, too, was facing severe economic and 
financial difficulties. That situation was the result of the devaluation of its currency 
in relation to the dollar, as well as of galloping inflation. Thus, Guinea-Bissau's 
contribution, which was assessed at 0.01% both for 1989-1991 and 1992-1993, corresponding 
to US$ 31 055, was now equivalent to 108 692 500 pesos. Although that sum might appear 
insignificant, once account was taken of all the contributions paid by his country to all 
the various organizations of which it was a member, it would be seen that it could have a 
highly negative impact on the budget as a whole. World economic and financial 
imbalances, leading to a falling-off in economic activity, had resulted not only in 
unfavourable terms of trade, but also in uncertain performance and losses for businesses, 
a price structure out of line with economic realities, and rates of exchange which had 
led to serious shortages on the domestic market. 
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The measures taken under the recovery programme financed by the World Bank and the 

International Monetary Fund, involving a downward adjustment of prices of the country's 
main exports and a change in the exchange rates designed to stimulate agricultural 
production, had so far largely failed to achieve the desired results owing to 
difficulties in making institutional reforms and failure to control the budget deficit. 
Those difficulties had obliged the Government to initiate a structural readjustment 
process in 1985, but the results of that process had not been entirely satisfactory. 

It could thus be said that Guinea-Bissau's delay in the payment of its contribution 
was entirely the result of its current economic and financial position. His delegation 
would not like to see Article 7 strictly invoked: it would be preferable to seek other 
ways of dealing with the problem of arrears, or at least to endeavour to invoke it with 
some degree of flexibility. 

Mr ARRIAZOLA (Mexico) said that, when the question of arrears had been discussed the 
previous year, his delegation had opposed any automatic suspension of the voting 
privileges of Member States which had been unable to pay their contributions for the past 
two years. Such a procedure would render meaningless the statement of principles adopted 
by the Health Assembly in resolution WHA41.7, recognizing that there could be exceptional 
circumstances justifying measures other than suspension. On that occasion, the Health 
Assembly had decided not to suspend any Member's voting privileges and had also asked the 
Committee of the Executive Board to prepare a list of some of the circumstances which 
could be considered as exceptional. In defining such circumstances, priority 
consideration should be given to the economic problems of developing countries, which 
were the consequence, inter alia, of foreign debt repayment and servicing. Account 
should also be taken of the fall in value of the exports of such countries, as well as of 
the effects of the tariff barriers erected against them by the industrialized countries. 

Mexico's arrears of contributions to the Organization currently totalled 
US$ 2 800 000: like many other developing countries, it had been severely affected by 
the economic crisis, which had prevented it from fulfilling its obligations promptly. 
Nevertheless, his Government was making every possible effort to pay its contribution as 
speedily as possible. 

He had been encouraged to note the list of possible causes of delayed payment of 
contributions by Members that was annexed to document A44/INF.DOC./4 : that list could 
well be used as a basis for defining circumstances which could be considered as 
exceptional under the terms of resolution WHA41.7. The Committee had just been informed 
that 14 States now risked losing their voting privileges : it was hardly surprising that 
all those States were developing countries. While he realized that the Organization 
would be better able to carry out its work if it was in a healthy financial situation, he 
could not help wondering whether at least some of the 14 countries mentioned might not be 
deemed to be in exceptional circumstances. He had been particularly struck by the case 
of one Member State which, as had been widely reported in the media, was suffering from 
the effects of civil war. 

In his view, the Committee of the Executive Board, which each year considered the 
problem of arrears of contributions, did not take sufficient account of the statement of 
principles adopted in resolution WHA41.7. That was shown by the fact that, if the 
resolution now under consideration was adopted, all countries which had failed to pay 
their contributions for the past two years would, without exception, be penalized. 

His delegation would continue to oppose any automatic suspension of the voting 
privileges of Member States which had failed to pay their contributions. He urged the 
Health Assembly to instruct the Executive Board to prepare an indicative list of 
circumstances which could be regarded as exceptional. His delegation would vote against 
the draft resolution recommended in document A44/41. 

Mr JORGE (Brazil) said that the arrears of contributions of many developing 
countries were entirely the result of economic and financial difficulties, and 
particularly of external debt burdens. He was sure that those countries, like his own, 
were making all possible efforts to meet their obligations. His delegation, like that of 
Mexico, was opposed to any suspension of the voting privileges of countries in arrears, 
and consequently opposed the draft resolution. Studies should be continued in an effort 
to define the exceptional circumstances referred to in paragraph 2 of the statement of 
principles contained in resolution WHA41.7. 
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Professor AGBOTON (Benin) said the problem of invoking Article 7 of the Constitution 

was a very delicate one. It was true that the economic situation of a number of 
countries was critical, and it was for that reason that the Health Assembly had 
considered itself bound to study the case of any country which gave a written account of 
the particular situation it was facing. However, on the eve of the year 2000, when all 
countries were doing their utmost to speed up the pace of health development, could it be 
right to run the risk of paralysing the Organization by delaying payment of 
contributions? It had in all honesty to be admitted that the penalty being envisaged was 
not a very serious one, since it did not involve suspension of the services offered by 
the Organization. His delegation therefore urged Member States to make some effort, no 
matter how small, to assist the Organization to help them in solving their health 
problems, and thus contribute to solving development problems. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that his 
delegation was concerned that for the past two years the Health Assembly had not adopted 
the resolutions put forward by the Executive Board on the question of arrears of 
contributions. He had listened with sympathy to the arguments put forward by Member 
States whose voting rights would be affected if the resolution were to be adopted, but 
noted that paragraph (1) of operative paragraph 7 already provided that the countries 
concerned would not be penalized if the Executive Board had previously found that they 
were faced with exceptional difficulties. There was much merit in the Mexican suggestion 
that an indicative list of grounds for withholding suspension might be prepared. 

He hoped that the Forty-fourth World Health Assembly would adopt the resolution 
recommended by the Executive Board. It was important to bear in mind that suspension 
would apply only to voting privileges, and not to the provision of services. 

Mrs MONCADA FONSECA (Nicaragua) said that her delegation's position was the same as 
that of Mexico, in that it opposed the suspension of the voting privileges of countries 
in arrears. It would be worthwhile for the Executive Board to investigate, in a rather 
more conscientious and humanitarian way, the almost desperate situation of many of the 
countries concerned. 

Mr LAWRENCE (Canada) said that, while sympathetic to the difficulties some countries 
experienced in making payments, his delegation believed that there should be some form of 
penalty for not paying contributions. Since the scale of assessments reflected the 
economic and development status of countries, it ensured that contributions were 
equitable. Furthermore, application of the draft resolution would not affect the 
membership status of the countries concerned or their right to be heard, nor would it 
reduce in any way the services they received from WHO. Such countries would lose only 
the right to vote, an equitable measure, since it was illogical that countries which made 
no contribution to the Organization's budget should take part in decision-making with a 
bearing on that budget. 

Dr DUALE (Zaire) said that his country's delay in the payment of its contribution 
had been caused mainly by procedural and logistic problems together with the economic 
difficulties that it was currently facing. The expanded Transitional Government at 
present in place had, however, decided at a meeting in April to free the funds for 
payment of its arrears to WHO. The actual payment could well be made by Zaire's Minister 
of Health, who was expected in Geneva that evening. Zaire's willingness to pay was 
clear, but an understanding of its current economic difficulties was needed. Suspension 
of its right to vote would discourage rather than encourage such payment. 

Mr MILZOW (Germany) endorsed the draft resolution, the text of which had been 
formulated by the Board after much anxious discussion. He shared the view of 
the United Kingdom delegation that the resolution provided sufficient flexibility to meet 
needs such as those mentioned by the delegate of Burundi； since the draft resolution 
empowered the Board to review decisions, loss of voting rights would not necessarily be 
automatic. Further, it would be inadvisable to draw up a list of exceptional 
circumstances justifying retention of voting rights, since such circumstances could 
change with time. Each case should be considered individually. 
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Mrs JANSSEN (Netherlands) applauded the explanation given by the delegation of Benin 

of its reasons for endorsing the draft resolution. The object was to encourage good 
payment behaviour and thus enable WHO to carry out its work in the best possible way. 
It was for that reason that her delegation would vote for the draft resolution. 

Mr BOYER (United States of America), endorsing the view expressed by the delegate 
of the Netherlands, urged the Committee to adopt the draft resolution. As 
document A44/INF.DOC./4 had made plain, the policy and practice of a number of United 
Nations agencies with regard to members in arrears was much more stringent than that 
proposed for WHO in the draft resolution, whereby a country would not be subject to a 
loss of voting rights immediately upon becoming two years in arrears, but would be given 
one further year in order to comply with its obligations. 

Dr MEAD (Australia) supported the draft resolution as it stood, sharing the views of 
the Canadian delegation on the subject. A matter of principle was involved, since the 
Organization depended on the contributions it received from Member States. Under the 
terms of the draft resolution, voting rights alone would be withdrawn, riot the services 
provided by WHO. Moreover, the draft resolution provided for a 12-month period during 
which countries could bring their contributions into line and the Executive Board could 
consider any special cases. 

Mr GEDOPT (Belgium) joined previous speakers in endorsing the draft resolution. The 
question turned on a point of equity. The vast majority of developing countries, 
although clearly facing great difficulties, nevertheless paid their contributions on 
time. Some countries on the other hand, despite arrangements for the payment of their 
arrears f had made no payments for a considerable time. It was noteworthy that a number 
of organizations based in Geneva charged interest from the first day of non-payment of 
contributions and had no problems with arrears, indicating that WHO's flexibility in the 
matter was the cause of its difficulties. Since WHO's overall budget amounted to twice 
the total sum represented by the assessed contributions, a contribution of 0.01% in fact 
represented only 0.005% of the total budget, and thus accounted for only a very small 
component of the overall effort of the international community; the penalty was also a 
very small one. The Organization should therefore return to what was normal practice. 
The members of any club should meet their responsibilities. 

Mr BAIER (Austria) fully endorsed the draft resolution. Its adoption would uphold 
the WHO Constitution, while leaving an adequate margin of flexibility with regard to 
Member States faced with exceptional difficulties. 

Mr DEREPAS (France) said that, as the delegate of Benin had pointed out, the penalty 
envisaged by the draft resolution was not a serious one. It was a symbolic gesture, but 
that was in fact the source of its strength. In practice, loss of the right to vote 
implied no loss of sovereignty for a member of the Health Assembly, which operated 
principally by consensus； a major point was that WHO's services to the countries 
concerned would continue. However, failure to pay arrears adversely affected the 
Organization's ability to carry out its work. It was a disquieting trend that the number 
of countries in that position had increased from six in the previous year to 14. The 
fact that the penalties provided for under the Constitution and under a World Health 
Assembly resolution were not being applied did no service to the vast majority of 
developing countries which, despite considerable economic difficulties, still paid their 
contributions on time. A choice had to be made between taking the easy way out and 
making a bold decision. He was delighted that one developing country had opted for that 
bold decision, which all should follow and so give effect to Article 7 of the 
Constitution. 

Dr ТАРА (Tonga) said that in the present difficult times it was true to say that no 
single Member State of the Organization was exempt from economic and financial problems. 
He was not unsympathetic to the difficulties evoked by a number of countries, but the 
Constitution was like the rules of a club and as such had to be adhered to in order to be 
fair to all members. He welcomed the second report of the Board's Committee and its 
accompanying resolution, recalling that that body's recommendation on the same subject 
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the previous year had been rejected by the Health Assembly with consequent inequities to 
Member States. His delegation fully supported the draft resolution, as amended, on the 
grounds that it was fair and equitable, and urged other developing countries to do the 
same. 

The CHAIRMAN invited the Committee to vote by a show of hands on the draft 
resolution as amended, recalling that under Rule 72 of the Rules of Procedure of the 
Health Assembly a two-thirds majority of the Members present and voting was required for 
its adoption. 

The draft resolution, as amended. was approved by 42 votes to 13 with 10 
abstentions. 

(For continuation of the review of the financial position of the Organization, see 
summary record of second meeting, section 3.) 

The meeting rose at 17h45. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.14. 



SECOND MEETING 

Friday. 10 May 1991. at 14h50 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. ORGANIZATION OF WORK 

Mr ARRIAZOLA (Mexico) raised a procedural question on behalf of a group of Latin 
American delegations with respect to the vote taken at the end of the preceding meeting 
of Committee В on 8 May 1991, by which the Committee had approved the resolution on 
Members in arrears, including a clause on suspension of voting privileges, by 42 votes in 
favour, 13 against and 10 abstentionsf making a total of 65 votes. According to Rule 85 
of the Rules of Procedure of the World Health Assembly, the presence of a majority of a 
committee was required for a question to be put to a vote. The first report of the 
Committee on Credentials (document A44/44), which the Health Assembly had approved at its 
fifth plenary meeting, included a list of 139 countries whose credentials had been found 
to be in order. Yet, in the case in question, the required majority, namely 70 Members, 
had not been present. The vote was therefore not valid and, according to the Rules of 
Procedure, the Committee should proceed to a new vote. 

Mr VIGNES (Legal Counsel) said that, while a quorum was in fact needed for the 
Committee to proceed to a vote, that quorum was determined not by the number of votes 
cast but by the number of delegates present in the room. That was clearly stated in Rule 
85 of the Rules of Procedure. Prior to the vote on the resolution contained in document 
A44/41, the Secretariat had counted the number of Committee members present and there had 
indeed been a quorum. 

2. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: BIENNIAL REPORT: Item 30 of the Agenda 
(Resolutions WHA42.12 and WHA42.13； Document EB87/1991/REC/1, Part I, resolution 
EB87.R18 and Annexes 4 and 5) 

The CHAIRMAN said that the subject of the recruitment of international staff in WHO 
had been discussed at the eighty-seventh session of the Executive Board. The agenda item 
dealt with two different subjects: geographical representation of the staff and the 
employment and participation of women. He suggested that the Committee consider the 
subjects separately. 

It vas so agreed. 

Geographical representation of the staff 

Dr DAGA (representative of the Executive Board) said that the Director-General‘s 
report (EB87/1991/REC/1, Annex 4) reviewed the progress made between October 1988 and 
October 1990 in improving geographical representation in the Secretariat. According to 
the report, the progress reported to recent sessions of the Board and the Health Assembly 
in that respect had been fully sustained in the two-year period under review. The 40% 
target for appointments from unrepresented and under-represented countries had been met. 
The number of nationals of over-represented countries in excess of the upper limits of 
their desirable ranges had decreased by 11.7%, and the number of unrepresented countries 
had decreased by 9. The number of adequately represented countries - the ultimate test 
of geographical representation - had increased by 9, from 93 to 102. Finally, and 
perhaps most important, the number of Member and Associate Member States represented on 
the staff had reached its highest level to date: 139 out of the 166 Member countries 
were so represented, i.e. 84%. There had also been a good balance between developed and 
developing countries among the Member States represented. 

-198 -
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The Board had expressed its appreciation of the progress achieved. Its views on the 

subject were embodied in the text of the draft resolution recommended to the Health 
Assembly in resolution EB87.R18. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) said that the recruitment of 
international staff continued to pose a difficult problem, which affected the interests 
of all Member States and had a substantial impact on the effectiveness of the 
Organization. 

There had undoubtedly been some success in improving geographical representation in 
the Secretariat. WHO had not only reached but had at times surpassed its 40X target for 
appointments from unrepresented and under-represented countries, while the number of 
professionals employed from over-represented countries had declined. Such positive 
trends reflected the determination of the Organization to achieve its target goals. 

His delegation endorsed the draft resolution on the subject recommmended by the 
Executive Board. It hoped that WHO would continue to pursue its policy of balanced and 
equitable recruitment. 

Mr MILZOW (Germany) said that, while there had been general progress towards 
improving geographical representation, the increase in the number of over-represented 
countries from 21 in October 1988 to 23 in October 1990 was surprising. With respect to 
recruitment from under-represented countries, WHO should consider not only the fact that 
a country was under-represented but also the extent of that under-representation. 

Mr AITKEN (Assistant Director-General) said that he had taken due note of the 
comments made by the delegate of the USSR and assured him that WHO would continue its 
efforts to meet the various set targets. 

Geographical representation was an art, not a science, and everything was being done 
to achieve an equitable balance in recruitment. At the same time, quality of staff was 
an overriding requirement which might, in certain cases, result in a temporary deviation 
from the agreed-upon targets. 

The draft resolution recommended by the Executive Board in resolution EB87.R18 was 
approved. 

Participation of women in the work of WHO 

Dr DAGA (representative of the Executive Board) said that the Director-General‘s 
report (document EB87/1991/REC/1, Annex 5) reviewed the progress made towards reaching 
the target of 30Z as the proportion of all professional and higher-graded posts held by 
women； it also contained information for the period October 1988 to October 1990 on 
short-term assignments and consultancies undertaken by women； the participation of women 
in technical meetings and expert groups at headquarters； and the participation of women 
in WHO fellowship programmes. 

Overall, there had been some progress in the last two years. The percentage of 
professional and higher-graded posts in established offices occupied by women had risen 
from 22.3% to 23.2%. It was to be hoped that the rate of progress towards the 30% goal 
would accelerate in the future. Progress had also been made in placing women in 
positions of higher responsibility: 69 women occupied posts at the P.5 and P.6/D.1 
levels, 18 more than in 1988； the number of women directors at the D.2 level had risen 
from 5 to 6; and 6 women were now WHO representatives, as compared with 5 in 1988. There 
was, however, still a striking disproportion between the numbers of men and women at the 
higher levels. The proportion of women working in short-term and advisory capacities had 
increased slightly, from 20% to 21%. 

Among the recommendations made by the Steering Committee on the Employment and 
Participation of Women in the activities of WHO was that a minimum of 35% of all 
professional and higher-level posts in established offices should be filled by suitably 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.14. 
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qualified women candidates. The Director-General had accepted that recommendation, which 
had taken effect on 1 June 1990. That policy had been the subject of a brief discussion 
by the Executive Board. 

Miss BAUTY (Switzerland) asked whether the new quota of 35% for women working at 
headquarters, which had come into force on 1 June 1990, was compatible with Staff 
Regulation 4.3, which stated that staff members should be selected without regard to 
race, creed or sex. Her delegation welcomed any efforts to increase the participation of 
women in the work of WHO, and considered that measures such as those taken to ensure 
equitable geographical distribution of posts were both justifiable and desirable. 
However, she would like to be reassured that the establishment of quotas for women 
employees would not, in fact, discriminate against men. The Director-General‘s report 
stated that only 26% of candidates for professional and higher level posts were women, 
but they had accounted for 45% of those selected (see document EB87/1991/REC/1, Annex 5, 
paragraph 3.4). That meant either that the quality of the female candidates had been 
superlative - which would be most gratifying • or that they had been selected not because 
of their competence, but because of their sex. She would welcome an explanation from the 
Secretariat and the Legal Counsel on that point. 

Mr LAWRENCE (Canada) said that the quota of 35% of women in headquarters posts did 
not constitute discrimination； it merely meant that, when there was a choice between male 
and female candidates of equal merit, the female candidate should be selected. His 
delegation welcomed WHO's efforts to increase the participation of women in its work. 
The Director-General might consider establishing a fast-track training and development 
programme for promising women employees. 

Mr HEWITT (United Kingdom of Great Britain and Northern Ireland) agreed with the 
delegate of Switzerland that the main criterion quoted in both the WHO Constitution and 
the Staff Regulations was the efficiency, competence and integrity of staff members. The 
concept of a quota did, indeed, imply a bias against other groups. He hoped that the 
Committee would be reassured that men were not excluded from selection at any stage and 
that staff were appointed purely on the basis of competence and integrity. 

Mr AITKEN (Assistant Director-General) said that the women who had been recruited to 
WHO had been the best candidates for the jobs concerned. The mere existence of a quota 
had been enough to stimulate greater interest in women applying for posts with the 
Organization. There was no question of choosing a woman candidate merely because she was 
a woman. The suggestion made by the delegate of Canada about an accelerated training 
programme for women staff members had been noted, but he felt that such a programme would 
require a great deal of thought and preparation. 

Mr VIGNES (Legal Counsel) said that it was important to distinguish between a 
"target" for the employment of women by WHO and an actual "quota" laying down the number 
of women who must be employed. The practice followed by WHO - namely that, if two 
candidates were otherwise equal, the female candidate would be selected - did not 
constitute discrimination and was thus compatible with Staff Regulation 4.3. 

Miss BAUTY (Switzerland) pointed out that the Director-General‘s report referred to 
"quotas" and not to "targets". 

Mr AITKEN (Assistant Director-General) said that, although he did not understand the 
term "quota" to imply any preference for one group over another, it might be clearer to 
use the term "target" on appropriate occasions in future. 

The CHAIRMAN said that the Committee had noted the efforts made by the 
Director-General in promoting the recruitment and other forms of participation of women 
in the work of WHO and that account would be taken of the various points raised by 
members of the Committee. 
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3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda 

(continued) 

Report on casual income: Item 22.4 of the Agenda (Documents EB87/1991/REC/1, Part I, 
resolutions EB87.R12 and EB87.R13 and Annex 1; Part II, Chapter III, 
paragraphs 132-134; and A44/18) 

The CHAIRMAN drew the Committee's attention to the Executive Board's conclusions and 
recommendations concerning the use of casual income (document EB87/1991/REC/1, Part II, 
Chapter III), and the Director-General‘s report to the Executive Board (document 
EB87/1991/REC/1, Annex 1). The Executive Board had adopted two resolutions, namely 
EB87.R12, concerning the use of casual income to reduce the adverse effects of currency 
fluctuations on the programme budget for the current biennium 1990-1991, arid EB87.R13, 
concerning the use of casual income for the same purpose in the biennium 1992-1993. 

Three issues had to be addressed, namely the level of the exchange rate facility for 
the current biennium, the facility to be granted to the Director-General in 1992-1993 to 
offset any adverse effects of currency fluctuations during that period, and the actual 
amount of casual income which would be used to reduce Members‘ assessed contributions to 
the regular programme budget for 1992-1993, as described in document A44/18. 

Dr DAGA (representative of the Executive Board) said that the Board had based its 
discussions on the use of casual income on a report by the Director-General 
(document EB87/1991/REC/1, Annex 1). The Board had first reviewed the Director-General's 
proposal, which was repeated in Part A of the proposed programme budget for 1992-1993 
(document PB/92-93, page A-7, paragraph 35), recommending the appropriation of casual 
income amounting to US$ 22 million estimated to be available as at 31 December 1990, to 
help to finance the proposed programme and budget for the biennium 1992-1993. The Board 
had endorsed that proposal. The Committee of the Executive Board to Consider Certain 
Financial Matters prior to the Forty-fourth World Health Assembly had reviewed the final 
figure for casual income and had endorsed the Director-General‘s proposal, contained in 
document A44/18, that the Health Assembly should appropriate the sum of US$ 24 929 000 to 
help to finance the regular budget for 1992-1993. 

Secondly, the Executive Board had considered the considerable fluctuations in 
exchange rates during the current biennium and the Director-General‘s proposal that the 
Health Assembly should increase the sum to be taken from casual income to offset such 
changes from US$ 31 million to US$ 43 million. The extra US$ 12 million would cover the 
net additional costs arising from differences between the budgetary rate of exchange for 
the Swiss franc and the major regional office currencies and the actual United 
Nations/WHO accounting rates of exchange. Conversely, any net savings resulting from 
accounting rates of exchange higher than the budgetary rates for the currencies in 
question would be transferred to casual income. The Executive Board had endorsed the 
Director-General‘s proposal, which it had recommended to the Health Assembly in 
resolution EB87.R12. 

Thirdly, the Executive Board had considered the authorized use of casual income up 
to an amount of US$ 31 million to finance the exchange rate facility in the 1992-1993 
biennium. By resolution EB87.13, it had recommended to the Health Assembly the adoption 
of a draft resolution endorsing the Director-General's proposal. 

Mr BOYER (United States of America) said that his delegation could not support the 
proposal to authorize an extra US$ 12 million to offset possible exchange rate 
fluctuations. He had no objection to the principle of using casual income to cushion 
currency fluctuations, but considered that the original authorization of US$ 31 million 
was entirely adequate. Of course, currency fluctuations made it difficult for WHO to 
carry out its programmes as planned, and he realized that the Organization had already 
absorbed similar costs during the present biennium, but the current international 
financial situation made life difficult for all the international organizations, and 
Member States could not be expected to protect all of them indefinitely. Exchange rates 
had improved since the Executive Board had adopted its resolution EB87.R12. Was the 
extra US$ 12 million still needed, therefore, particularly since, as he had pointed out 
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Mr AITKEN (Assistant Director-General) said that the extra sum of US$ 12 million 

would be authorized from casual income, not from Member States' assessed contributions, 
arising during 1991. Accordingly, it would not affect the amount of casual income 
carried forward to the biennium 1992-1993, although it would affect the level of casual 
income in 1994-1995. Moreover, the extra sum would not necessarily be used: it would 
only be needed if exchange rates were unfavourable, and the Organization's financial 
procedures would ensure that it could not be used for any other purpose. 

The extra authorization was needed because without it WHO programmes would be 
insecure for the remaining months of the biennium. The sum already authorized, namely 
US$ 31 million, would all be needed, even at current exchange rates, and there was no way 
of predicting how exchange rates might fluctuate in the next few months. For instance, 
two weeks before, the exchange rate of the Swiss franc against the dollar had fallen by 
6 centimes in half a day. The extra authorization of US$ 12 million would allow the 
Organization to cope if such adverse fluctuations happened again. 

As the delegate from the United States of America had acknowledged, WHO had absorbed 
approximately US$ 11 million in unexpected cost increases already; it could not absorb 
any more. If the extra authorization were not granted, and exchange rates dropped again, 
WHO programmes would be severely affected, and the resources already invested in existing 
programmes might be lost; after all, programmes could not be stopped or started at a 
moment's notice. 

The figure of US$ 12 million had been decided upon in the light of past experience. 
For instance, in 1987, the Director-General had requested an authorization of 
US$ 10 million, but much more had been needed by the end of the biennium. To sum up, the 
extra authorization of US$ 12 million would constitute an "insurance policy" to protect 
WHO programmes for the remaining months of the biennium. 

The United States delegate had raised the question of the high percentage of WHO 
resources obligated at the beginning of the biennium. However, obligations which had not 
yet been spent were revalued every month, using the operational exchange rate for that 
month, and therefore fluctuated along with it. 

Dr ТАРА (Tonga) said that, although he had great respect for the United States of 
America as the largest contributor to WHO's budget, he did not share its delegate's views 
on the subject under discussion. He fully supported the draft resolution recommended by 
the Executive Board and would vote in favour of it. 

Mr MILZOW (Germany) thanked the Assistant Director-General for the additional 
information given in reply to the question he had raised earlier. However, he shared the 
view of the United States delegate that Member States could not afford to free WHO from 
the effects of every possible fluctuation in the exchange rate. 

Professor PACURARU (Romania) supported the arguments advanced by the delegates of 
the United States of America and Germany. 

Mr MEYER (Brazil) also endorsed those arguments. He intended to vote against the 
draft resolution recommended by the Executive Board. 

Mrs JANSSEN (Netherlands) said that her position was the same as that of the three 
previous speakers. Her delegation would like the Organization, so far as was 
realistically possible, both to cut costs and to absorb them. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution 
recommended by the Executive Board in resolution EB87.R12 on the use of casual income to 
reduce adverse effects of currency fluctuations on the programme budget for the financial 
period 1990-1991. 

The draft resolution was approved by 42 votes to 6. with 13 abstentions.丄 

1 Transmitted to the Health Assembly in the Commitee's first report and adopted as 
resolution WHA44.13. 



COMMITTEE В: SECOND MEETING 203 
The CHAIRMAN invited the Committee to consider a second draft resolution, 

authorizing the Director-General to use casual income up to an amount of US$ 31 million 
to finance the exchange rate facility for the 1992-1993 biennium. 

The draft resolution recommended by the Executive Board in resolution EB87.R13 vas 
approved. 

The CHAIRMAN drew the Committee's attention to an additional report by the 
Director-General (document A44/18) which also dealt with the subject of casual income. 
As the representative of the Executive Board had stated earlier, the Committee of the 
Executive Board to Consider Certain Financial Matters prior to the Fortyгfourth World 
Health Assembly had, at its meeting on 6 May 1991, reviewed the final figure of casual 
income available to help finance the 1992-1993 budget. That figure now stood at 
US$ 24 929 000, which was the amount now recommended for appropriation by the Health 
Assembly. 

Mr BOYER (United States of America) pointed out that the greater the amount of 
casual income that could be made available to help finance the budget, the smaller would 
be Member States' assessed contributions. In the last biennium, the amount of casual 
income available to help finance the budget had been approximately US$ 41 million. 

While his delegation appreciated the fact that the Organization had recalculated the 
amount of casual income available for the coming biennium, the sum arrived at was still 
not as much as had been available the previous year. That was regrettable, since it 
would mean larger assessed contributions for all Member States. 

Mr MILZOW (Germany) said that, although he appreciated the increase in the amount 
available for distribution, on the basis of figures available earlier in the year he 
understood that, of the interest earnings of about US$ 25 million, some US$ 1 million 
should be appropriated to the Real Estate Fund, and that some US$ 23 million would be 
distributed under the financial incentive scheme. In his view, it was not acceptable 
that, of the interest earnings available, which should by rights be distributed to those 
who had paid early, US$ 1 million should be appropriated to the Real Estate Fund. Such 
an arrangement would mean that the Fund was in effect being financed by those Member 
States which had paid early, and not by the others. 

Mr AITKEN (Assistant Director-General), in response to the point raised by the 
delegate of Germany, said that the Committee would be considering the question of the 
Real Estate Fund under a later agenda item. It was being proposed that the money 
appropriated to the Fund should be used to pay for a new telephone exchange for the 
Regional Office in Brazzaville. 

It was, of course, for the Health Assembly to determine how it wished to allocate 
casual income. The Executive Board had recommended that such casual income as was 
available should be allocated in the proportion of roughly 25 to 1, US$ 25 million being 
returned to Members and some US$ 1 million being paid into the Real Estate Fund. There 
had been a debate on the question in the Executive Board, and it had then been strongly 
urged that the proportion was the right one, and that it was proper that the 
US$ 1 million should be used to fund a key project which would ensure the continuing 
efficiency of the Regional Office for Africa. 

The CHAIRMAN noted that the Committee had now decided to recommend that 
US$ 24 929 000 of available casual income should be used to help finance the regular 
budget for 1992-1993. That recommendation would be included in its report to 
Committee A, a report which the Committee would have an opportunity to review at a later 
stage. The recommendation would form part of the overall appropriation resolution for 
1992-1993, which would be considered by Committee A at the end of its review of the 
proposed programme budget for the next biennium. (See summary record of the eleventh 
meeting of Committee A, section 1.) 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.14. 



204 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
Salaries for ungraded posts and the Director-General: Item 22.5 of the Agenda (Document 
A44/42) 

The CHAIRMAN said that normally the Executive Board would consider modifications to 
the salaries of ungraded posts and of the Director-General at the same time as 
modifications to salaries for the professional category and for Directors' posts. The 
latter point had indeed been considered by the Board at its eighty-seventh session, but 
at that time the corresponding adjustments to the salary of the Director-General had not 
yet been made available to WHO by the United Nations. Accordingly, the item had not been 
included on the agenda of the Board's eighty-seventh session, but had instead been 
referred to the Committee of the Executive Board to Consider Certain Financial Matters 
prior to the Forty-fourth World Health Assembly. 

Dr DAGA (representative of the Executive Board) said that the third report of the 
Committee of the Executive Board dealt with its consideration of the proposed technical 
adjustment to the salaries of the Director-General, Deputy Director-General, Assistant 
Directors-General and Regional Directors. 

After concluding its review, the Committee had noted that there were no budgetary 
implications, since the adjustment was based on a "no loss, no gain" formula. It had 8 
erefore recommended that the Health Assembly adopt the draft resolution set out in 
paragraph 8 of the report (document A44/42). 

The CHAIRMAN invited the Committee to consider the draft resolution. 

The draft resolution was approved.1 

Proposed adjustment of budgetary exchange rates for 1992-1993 in the light of currency 
exchange developments up to May 1991: Item 22.6 of the Agenda (Document A44/43 z) 

Mr AITKEN (Assistant Director-General), introducing the Director-General‘s report, 
said that owing to the s trengthening of the United States dollar since the preparation of 
the proposed programme budget for 1992-1993, the Director-General, bearing in mind his 
undertaking to the Board to reduce assessed contributions where possible, had proposed 
that the appropriation should be recalculated using the United Nations operational rates 
of exchange (the usual rates used for WHO accounting purposes) for the month of May. 
Those rates were set out in paragraph 3 of the report. Although exchange rates were 
continuing to fluctuate, the Director-General had decided after careful consideration 
that use of the latest exchange rates was justified. When allowance was made for the 
impact of local currency elements, use of the new exchange rates would reduce the budget 
by just under US$ 29 million, bringing down the original increase of 16.8% over the 
current biennium to 12.4%. 

As the United States delegate had noted earlier, the increase in assessed 
contributions between the two bienniums exceeded the corresponding budget increase. The 
reason was that the level of casual income available to offset assessed contributions had 
fallen owing to the high level of arrears in 1989. The increase in the level of casual 
income decided under agenda item 22.4 would, however, when taken also with the impact on 
the budget of the reduction for the new rates of exchange, reduce the proposed increase 
in assessed contributions for the biennium from 21.2% to 16%. That was an average 
figure； the exact percentage increase for any individual Member States would vary 
somewhat from that figure as a consequence of the incentive scheme. 

Should the Committee approve the changes set out in the report, amendments would 
have to be made to the draft resolution proposed in resolution EB87.R14, thus requiring 
Committee В to submit a report to Committee A recommending such action. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.15. 

2 Document WHA44/1991/REC/1, Annex 12. 
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Mr BOYER (United States of America) endorsed the proposal to recalculate the budget 

using the exchange rates proposed in the report, since that would produce considerable 
savings for Member States, which had all been concerned by the high increase proposed for 
assessed contributions in 1992-1993. Bearing in mind the ceiling of US$ 31 million 
approved under agenda item 22.4 for charges against casual income resulting from exchange 
rate fluctuations, he asked what would be the extent of the protection provided for 
programmes under that facility should the proposed Swiss franc/US dollar exchange rate of 
1.49 be approved for the 1992-1993 budget. 

Mr AITKEN (Assistant Director-General) replied that the exchange rate facility 
approved would provide protection for a fall in the Swiss franc/US dollar exchange rate 
to 1.30, and for comparable fluctuations in other WHO currencies. 

In reply to a question from Mr VARGAS-CAMPOS (Mexico), he confirmed that the matter 
at present before the Committee for approval was the exchange rate to be used for 
budgetary calculations in 1992-1993. Consideration of the appropriation resolution for 
the total budget, incorporating any changes resulting from adoption of a new exchange 
rate, would be a matter for Committee A. 

The revised 1992-1993 budgetary rates of exchange between the United States dollar 
and the Swiss franc and the major regional office currencies proposed by the 
Director-GeneraL were approved. 

The CHAIRMAN, referring to Mr Aitken's statement that a revised draft appropriation 
resolution for the financial period 1992-1993 would be prepared for the Health Assembly's 
consideration, said that the level of the revised effective working budget for 1992-1993 
would be set out by Committee В subsequently in its report to Committee A. 

4. AMENDMENTS TO THE FINANCIAL REGULATIONS AND RULES: Item 23 of the Agenda 
(Resolution EB87.R16; Document A44/19 2) 

Dr DAGA (representative of the Executive Board) introduced the Director-General‘s 
report (document A44/19), which contained the proposed amendments to the Financial 
Regulations. At its eighty-seventh session, the Executive Board had considered the 
proposals and, subject to two modifications, had recommended their adoption by the Health 
Assembly. A number of consequent amendments to the Financial Rules, in accordance with 
financial regulation 16.1, had been confirmed by the Executive Board and were brought to 
the attention of the Health Assembly. 

The first amendment to the Financial Regulations provided for a closer link between 
the raising of obligations in the current financial period and the delivery of goods, 
services and fellowships. The amendment required that such delivery be made within 
12 months of the end of the financial period, whereas under the present Financial 
Regulations, obligations for those items could be maintained indefinitely without a 
delivery limitation. The Board agreed, in that regard, that the sentence "the 
unobligated balance of the appropriations shall be surrendered and credited to casual 
income" should be added to the end of the proposed text for Financial Regulation 4.2. 

The other proposed amendment related to the inclusion, in the Financial Regulations 
and Rules, of provisions covering the operation of the exchange rate facility which had 
been implemented under Health Assembly authorization in each financial period since 
1978. The proposed text had been modified by the Executive Board to clarify the term 
"net savings" and to apply a ceiling to the facility, in terms of which the 
Director-General would be authorized to charge against casual income the net additional 
costs to the Organization under the regular budget resulting from differences between the 
WHO budgetary rates of exchange and the United Nations/WHO accounting rates of exchange 

1 See the table in document WHA44/1991/REC/1, Annex 12. 
2 Document WHA44/1991/REC/1, Annex 4. 
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prevailing during the financial period, with respect to the relationship between the 
United States dollar and the currencies of the countries of location of the regional 
offices and headquarters. Similarly, net savings that arose from more favourable 
accounting rates of exchange reverted to casual income. The new proposed Financial 
Regulation 4.6 provided for the inclusion of the facility within the Financial 
Regulations and Rules of the Organization and for the Health Assembly to set the maximum 
level of the facility at the time of adoption of the appropriation resolution for the 
programme budget for each financial period concerned. 

Should the Health Assembly concur with the proposed amendments to the Financial 
Regulations and Rules, it might wish to consider the draft resolution recommended by the 
Executive Board in resolution EB87.R16. 

The resolution vas approved.^ 

5. EXTERNAL AUDITOR: Item 25 of the Agenda 

Appointment: Item 25.1 of the Agenda (Document A44/20) 

Mr AITKEN (Assistant Director-General), introducing the Director-General‘s report 
(document A44/20) , said that the appointment of the present External Auditor was due to 
expire in March 1992, in advance of the Forty-fifth World Health Assembly in May of that 
year, when the external audit for the current biennium would have been completed. In 
order to avoid the possibility of the Organization being without an External Auditor at 
any time, the Director-General proposed that the present session of the Health Assembly 
should decide on the appointment of an External Auditor. It was proposed that the holder 
of the office of the Comptroller and Auditor General of the United Kingdom of Great 
Britain and Northern Ireland be re-appointed External Auditor of WHO for the coming two 
financial periods, 1992-1993 and 1994-1995. Paragraph 2 of the report set out the 
reasons why that re-appo intment was being recommended. The present Comptroller and 
Auditor General of the United Kingdom had confirmed to the Director-General his 
willingness to be proposed for re-appo intment for the two forthcoming bienniums. Should 
the Committee concur with that proposal, it might wish to approve the draft resolution 
contained in paragraph 4 of the report. 

Mrs WADHWA (India) sought clarification of the procedure for appointing an External 
Auditor. Financial Regulation 12.1 specified merely that the appointment should be in a 
manner decided by the Health Assembly. Furthermore, there appeared to be no upper limit 
to the total tenure of an External Auditor. Such a limit would appear logical in order 
to ensure rotation, thus giving auditors from different Member States the opportunity for 
appointment provided they met the requisite criteria for competence. 

She noted that past practice had been to appoint External Auditors for a period 
corresponding to a WHO biennium. The present proposal, however, recommended that the 
appointment cover two bienniums - a four-year period. Since audit tasks were undertaken 
on a biennial basis, her delegation proposed that the present appointment be limited to 
the biennium 1992-1993 and that a report on the procedure for appointment of External 
Auditors be submitted to the Executive Board for consideration before the next 
appointment was due. 

Mr AITKEN (Assistant Director-General) said that Financial Regulation 12.1 was the 
only provision within the Organization governing the appointment of an External Auditor. 
The past practice followed by previous Health Assemblies in appointing External Auditors 
had therefore been considered for guidance in the present case. It had, in fact, been 
usual practice for WHO to make appointments for four-year periods. It was also the case 
that the External Auditor had not been changed for some years, not only in WHO, but also 

1 Transmitted to the 
as resolution WHA44.16. 

Health Committee in the Committee's first report and adopted 
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in a number of other organizations. However, a trend had begun in the United Nations 
system to seek other potential External Auditors. WHO had already embarked on a number 
of consultations with governments for that purpose but the process was by no means 
complete. It was therefore considered that more time was needed to study the matter. 

It had been considered, further, that a four-year period of appointment was 
appropriate since, in the event of a change of auditor, four years would be the minimum 
period needed for a new auditor to gain sufficient experience of the Organization to 
accomplish the duties effectively. 

Mrs WADHWA (India) said she would not press her proposal and would accept 
appointment of an External Auditor for the next two bienniums. She welcomed the fact 
that WHO was sounding out other governments on the subject of External Auditors. The 
question of the criteria of competence for such appointments would need to be considered 
by the governing bodies on the basis of a report submitted to them. 

The CHAIRMAN invited the Committee to consider the draft resolution. 

The draft resolution contained in paragraph 4 of document A44/20 was a p p r o v e d ) 

Report on implementation of recommendations: Item 25.2 of the Agenda (Resolution 
WHA43.4; Document EB87/1991/REC/1, Part I, Annex 13) 

Dr DAGA (representative of the Executive Board), introducing the item, said that at 
its eighty-seventh session, the Board had reviewed the Director-General‘s report on 
progress made in implementing the recommendations of the External Auditor contained in 
the latter's report to the Forty-third World Health Assembly. The Director-General‘s 
report was to be found in document EB87/1991/REC/1, Part I, Annex 13. Paragraphs 3 and 4 
dealt with the External Auditor's two main recommendations concerning budgeting for 
manpower and staffing surveys. Paragraphs 5 to 12 dealt with planning, monitoring and 
evaluation procedures in the Regional Office for Africa and with the operation of the 
Regional Office's programme operations coordination system (AFROPOC). The document also 
dealt with several other concerns expressed by the External Auditor, including the hiring 
of staff and consultants. 

The Board, in taking note of the report, had expressed satisfaction at the 
Director-General‘s increasing and serious attention to ways of improving the 
Organization's work and to the External Auditor's recommendations. The opinion had also 
been expressed that similar follow-up reports should be made a regular practice in the 
future. 

Miss BAUTY (Switzerland) welcomed the work done in following up the External 
Auditor's recommendations: they had obviously been taken seriously. She agreed with the 
members of the Executive Board that the submission of reports on progress made in 
implementing the recommendations of the External Auditor should become a regular 
practice. The report itself was disappointingly terse, in view of the importance of the 
suggestions by the External Auditor - but perhaps that was because it was the first time 
such a report had been submitted, and delegations could look forward to a more thorough 
discussion of the issues in the next report. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) welcomed the fact that a report on 
implementation of the External Auditor's suggestions had been submitted to the Health 
Assembly, which attested to the increasing attention being paid by the Organization's 
senior officials to the comments of the External Auditor and to the need to modernize the 
Organization's work, especially in times of financial difficulty. The report showed that 
efforts were being made to comply with the External Auditor's recommendations, and that 
those efforts were bearing fruit. His delegation agreed that it would be useful in 
future to make the submission of such a report a regular practice. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.17. 
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Mr AITKEN (Assistant Director-General) confirmed that such reports, with appropriate 

detail, would continue to be submitted in future. 

6. SCALE OF ASSESSMENTS: Item 26 of the Agenda 

Assessment of New Members and Associate Members : Item 26.1 of the Agenda 
(Documents A44/21, A44/46, A44/47 and A44/48) 

Mr AITKEN (Assistant Director-General), introducing the item, said that 
document A44/21 dealt with the assessment of Belize. That country had acceded to 
membership of WHO under the provisions of Article 4 of the Constitution on 
23 August 1990, and the Health Assembly must now establish its rate of assessment. In 
the United Nations f the assessment had been fixed at a minimum of 0.01%, and the Health 
Assembly might wish to set the same amount for Belize. In considering the assessment for 
1990, the Health Assembly would no doubt wish to take into consideration 
resolution WHA22.6 } which provided that new Members would be assessed in accordance with 
the practice followed by the United Nations in assessing new Members for their year of 
admission. If that was done, and since Belize had become a Member of WHO in August 1990, 
the 1990 assessment would be reduced to one-ninth of 0.01%. The Committee might wish to 
recommend the adoption of the draft resolution proposed in document A44/21. 

Turning to documents A44/46, A44/47 and A44/48, on the assessment of Tokelau, the 
Marshall Islands and the Federated States of Micronesia, respectively, he noted that none 
of those countries were members of the United Nations. The Marshall Islands and the 
Federated States of Micronesia had been admitted to membership of WHO, subject to their 
depositing a formal instrument of acceptance of the WHO Constitution, and Tokelau had 
been admitted to associate membership on 8 May 1991. Concerning the Marshall Islands and 
the Federated States of Micronesia, the Director-General recommended that the Health 
Assembly establish a provisional rate of 0.01% until their rates of assessment were fixed 
by the General Assembly of the United Nations. Concerning Tokelau, the Health Assembly 
had decided, by resolution WHA27.9, that the assessment rate of Associate Members should 
be 0.01X. Since the three countries had been admitted to membership or associate 
membership in the first half of the year, and in accordance with United Nations practice, 
the 1991 instalment of their 1990-1991 assessments would need to be reduced to one-third 
of 0.01Z. 

The draft resolutions contained in documents A44/21. A44/46. A44/47 and A44/48 were 
approved. 1 

Scale of assessments for the financial period 1992-1993: Item 26.2 of the Agenda 
(Documents EB87/1991/REC/1, Part II, Chapter III, paragraphs 135-136; A44/22; and 
A44/INF.D0C./H ) 

Mr AITKEN (Assistant Director-General), introducing the item, said that in 
implementation of resolutions WHA24.12 and WHA26.21, the proposed scale of assessments 
for 1992-1993 had been calculated on the basis of the United Nations scale of assessment 
for the years 1989 to 1991, as approved by the United Nations General Assembly in 
resolution 43/223 and subsequently amended by resolution 45/256. In the proposed WHO 
scale for 1992-1993, no country was assessed at a level higher than the United Nations 
scale for 1989-1991. 

A draft resolution was proposed for the Committee's consideration in 
document A44/22. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolutions WHA44.18, WHA44.19, WHA44.20 and WHA44.21. 

о Distributed subsequently and reproduced in document WHA44/1991/REC/1, Annex 5. 
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In response to a question by Mr BOYER (United States of America), he referred to 

paragraph 2 of the draft resolution, under which the Director-General would be requested 
to adjust the scale of assessment if assessments were fixed for any new Members not 
already included in the scale. 

Replying to a question by Mr MILZOW (Germany), he referred to Financial 
Regulation 5.3, which stated that in the first year of the financial period, the Health 
Assembly could decide to amend the scale of assessments to be applied to the second year 
of the financial period. WHO did not amend scales of assessment in the first year of a 
given financial period, even as a consequence of decisions adopted by the United Nations 
General Assembly. The necessary financial information was usually not published by that 
body until the very end of the year, and retroactive adjustments were extremely difficult 
from the administrative point of view. 

The draft resolution contained in document A44/22 was approved.丄 

The meeting rose at 17h25. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted 
as resolution WHA44.17. 



THIRD MEETING 

Monday. 13 Mav 1991. at 9h00 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. FIRST REPORT OF COMMITTEE В (Document A44/51) 

Dr CHUNHARAS (Thailand), Rapporteur, read out the draft first report of Committee B. 

The report vas adopted.丄 

2. REPORT OF COMMITTEE В TO COMMITTEE A (Document A44/52) 

Dr CHUNHARAS (Thailand), Rapporteur, read out the draft report of Committee В to 
Committee A. 

The report vas adopted.1 

3. SCALE OF ASSESSMENTS: Item 26 of the Agenda (continued) 

Incentive scheme to promote timely payment of assessed contributions by Members : 
Item 26.3 of the Agenda (Document A44/23 z) ^ 

Dr DAGA (representative of the Executive Board), introducing the item, said that 
during the discussion which had led the Executive Board to adopt resolution EB87.R14 on 
the proposed appropriation resolution for the financial period 1992-1993, differences of 
opinion had emerged concerning the distribution of casual income under the incentive 
scheme to promote timely payment of assessed contributions by Members, which had been 
adopted by the Forty-first World Health Assembly in resolution WHA41.12. The Board had 
therefore decided to add to the provisional agenda for the current Health Assembly a 
subitem on the subject, to be considered by Committee B. 

Some members of the Board had considered that the initial implementation of the 
incentive scheme should be postponed until the 1994-1995 financial period. The view had 
been expressed that the increase in the level of the budget made necessary by the fall in 
the value of the dollar and cost increases, combined with a lower level of casual income 
available would result in large increases in the assessed contributions of Member 
States. The distribution of casual income under the incentive scheme would aggravate the 
situation of those Member States which, for various reasons, were unable to pay their 
contributions early in the year, since they would derive little or no benefit from the 
scheme. Many of those Member States were among the least able to pay and a substantial 
increase in their contributions would make their indebtedness even more onerous than it 
was at present. 

Other members of the Executive Board had opposed the suggestion that implementation 
be postponed until 1994-1995； they had pointed out that the scheme had been adopted by 
the Health Assembly by a substantial majority after lengthy discussions and on the 
recommendation of the Executive Board, and that postponement of its implementation would 
damage the credibility both of the Board and of the Health Assembly. Furthermore, a 
postponement would also be unfair to those Member States which had made a special effort 
in 1989 and 1990 to pay their contributions early, in the expectation that they would 

1 See document WHA44/1991/REC/2. 
2 Document WHA44/1991/REC/1, Annex 11. 
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receive incentive credits for the financial period 1992-1993 in accordance with 
resolution WHA41.12. The members of the Board in favour of the implementation of 
resolution WHA41.12 also considered that it was premature to evaluate the benefits to be 
derived from the scheme, since the first distribution of interest earnings would only 
take place during the financial period 1992-1993. They believed that the ultimate 
success of the scheme would lead to an increase in interest earnings, which would benefit 
all Member States, early and late payers alike. 

The Board had adopted resolution EB87.R14 on the proposed appropriation resolution 
for the financial year 1992-1993 which, inter alia, took into account the implementation 
of the incentive scheme； it had, however, decided to refer the latter matter to the 
Health Assembly. 

Mr AITKEN (Assistant Director-General), introducing the Director-General‘s report on 
the incentive scheme (document A44/23), said that in the fourth line of the first 
paragraph "1991-1993" should read "1992-1993". 

The financial incentive scheme was essentially a method of returning interest 
earnings to those Members whose contribution payments had generated them. As indicated 
by the Director-General in document A44/17 on the status of collection of assessed 
contributions, the rate of collection of the current year's contributions was at present 
the highest ever. However, cause arid effect were difficult to establish. The 
Organization liked to think that earlier payment of contributions was primarily a 
reflection of Member States' confidence in the work of WHO. Individual Members 
themselves would know whether the incentive scheme had influenced their decisions on when 
to pay. Of the 73 Members which, as of 30 April 1990, had made some payment towards 
their 1991 contributions, 48 had paid earlier than they had done in 1990. Similarly, in 
comparing the payment rates for 1990 and 1989, it would be seen that, of the 124 Members 
which had made some payment in 1990 towards their contribution for that year, 69 - or 
56% - had paid earlier in 1990 than they had done in 1989. 

The legality of any deferral of the application of the financial incentive scheme 
required clarification. The Committee might wish to invite the Legal Counsel to give an 
opinion on the matter. 

The main consideration that had given rise to the Board's proposal to defer 
implementation of the scheme had been the relatively large increase in the average 
contribution payable by Member States as between the 1990-1991 budget and the 1992-1993 
budget, based on the Director-General's budget proposals. Those proposals had now been 
substantially revised in the light of the additional casual income available at the end 
of the 1990 and of the United Nations accounting rates of exchange established for May 
1991, with the result that the contribution increase between the budget bienniums had 
fallen to an average of just under 1SX over a period of two years. Around that average 
increase the revised amounts due under the financial incentive scheme would vary for 
individual Members, from a maximum increase of 4Z for those Member States which had made 
no contributions or had paid very late in 1989 and 1990 to a 6X decrease for those Member 
States which had paid very promptly at the beginning of those years. 

Miss BAUTY (Switzerland) said that the matter had been abundantly discussed three 
years earlier and in the Executive Board. The eloquent silence in the conference room 
suggested readiness to implement the incentive scheme. The Committee could therefore 
move on to the next agenda item. 

Mr BOYER (United States of America) said that in his view the silence in the 
conference room indicated that some members who were hoping for a vote to delay the 
application of the incentive scheme had been waiting for more delegates to arrive. 
Document A44/23 seemed to be a departure from the traditional documentation of the Health 
Assembly. Normally, when a controversial issue was to be discussed, an objective 
description was presented and it was left to Member States to determine the outcome. 
However, document A44/23 contained three arguments in support of deferment of the 
incentive scheme and six in support of implementation, most of them passionately 
advanced; the Director-General himself came down strongly in favour of a particular 
position. Members of the Committee ought to be free to decide the issue themselves. 
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Thanks were due to Dr Daga for his objective presentation of what had actually happened 
at the eighty-seventh session of the Executive Board. 

According to the document before it, the number of members of Committee В who had 
voted in favour of the new incentive scheme in 1988 had been less than the number of 
countries that had voted against it or had abstained, showing that there had been 
confusion and mixed feelings concerning the matter. There still were. The scheme was 
not an issue on which Member States ought to abstain, since it had a direct impact on the 
treasuries of every one of them. If Member States had doubts on how it would affect 
them, they should compare the assessments for each Member State given in the proposed 
programme budget with the assessments proposed in document EB87/1991/REC/1, Part II, 
Annex 1. 

The United States delegation had opposed the adoption of the incentive scheme in 
1988. It believed that its position had been justified then, and that the scheme should 
not be applied now: there should be a simple decision by the Committee, not to cancel 
the application of the scheme but rather to postpone it. 

Under resolution WHA41.12, interest earnings were apportioned from the casual income 
account among Member States according to when they paid their assessed contributions. If 
a Member State paid early, it received its full proportion of interest earnings； if it 
paid late, it received little or no interest earnings. The assumption was that all the 
interest earnings in the casual income account were earned on the assessed contributions 
that were paid. If that were true, there might be an element of logic in the scheme. 
However, it was not true. Interest was earned on factors other than assessed 
contributions, such as savings arising from exchange rate fluctuations and gains, income 
from the sale of equipment, income from the parking garage, unliquidated obligations, 
income from the sale of publications, revenue from the Swiss postal authorities, payments 
of arrears of assessed contributions, and even interest earned on interest. All those 
funds belonged to all Member States, irrespective of when a particular Member State paid 
its assessed contribution, and should be distributed in proportion to the scale of 
assessment of each Member State. However, resolution WHA41.12 made no distinction 
between the different types of interest earnings and provided for the distribution of all 
interest earnings according to the scheme, thus taking away from countries money that was 
legitimately theirs. 

The motivation behind the scheme was good in so far as it provided an incentive for 
Member States to pay earlier, but many of the poorer countries continued to inform the 
Organization that they could not pay earlier, and under the scheme 44 countries would 
receive nothing in the distribution of interest earnings because they had paid little or 
nothing during the period under review. The domestic legislation of some of the larger 
contributors, such as the United States of America, simply precluded earlier payment. By 
and large, therefore, the result of the scheme for both the poorest Member States and 
even the largest contributor was likely to be punishment rather than an incentive to pay 
earlier. His own country would have to pay an assessed contribution for 1992-1993 more 
than US$ 6 million higher than it would have to pay without the incentive scheme. That 
increase was larger than the total assessed contributions of 151 other Member States. 
He, as a delegate of the United States of America, could not go home after the session 
and report that he had voted in favour of a plan that had cost his Government 
US$ 6 million. He therefore urged that the application of the scheme be delayed. 

Mrs MONCADA FONSECA (Nicaragua) said that the issue was highly controversial. 
Although the mathematical basis for calculating the distribution of the interest on 
casual income was logically impeccable, it disregarded the most important parameter, 
which was the economic and social situation of the developing countries. The scheme bore 
most heavily on those in greatest need; and she rejected its implication that countries 
did not pay in due time as a result of negligence or irresponsibility. Her own country 
had suffered a decrease in its gross domestic product for seven consecutive years. In 
1990 it had had a negative growth rate of 5.5% and inflation of 8 500%, the highest in 
Latin America. Economic stabilization was imposing enormous sacrifices on the people 
but, at the beginning of the current year, the Government had succeeded in paying to WHO 
its contributions for the years 1988 and 1989. Under the incentive scheme, not only did 
that enormous effort receive no recognition but on the contrary her country would lose by 
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not receiving a share in interest earnings representing 3.47X of the budget. For those 
reasons,the Nicaraguan Government requested a moratorium on the implementation of the 
incentive scheme for a period of at least four years, during which juster and more 
creative solutions to the Organization's economic problems should be sought. 

Mr LI Dachun (China) said that his delegation concurred with the analysis of the 
financial incentive scheme as set out in document A44/23. Resolution WHA41.12 was fair 
and reasonable； its implementation would lead to the timely payment of contributions to 
the benefit of all Member States. Endorsing the Director-General's additional report on 
casual income (document A44/18), he agreed that the available balance of US$ 24 929 000 
should be applied in connection with the financial incentive scheme, for rewarding Member 
States which had made early payment in 1989-1990 and reducing their assessments for 
1992-1993. He hoped that through the scheme, the rate of payment might return 
progressively to the level of 90% or more achieved in the period 1982-1985. Having 
learnt that to date the rate of collection for 1991 had exceeded 50X, which was the 
highest ever achieved in the history of the Organization, he believed that there might be 
a correlation between such timely payment and the financial incentive scheme. 

Dr KOSENKO (Union of Soviet Socialist Republics) recognized that during the past two 
years the notion of incentives seemed to have had a positive impact on the status of 
contributions. The rates of collection in 1989 and 1990 had been 88.84% and 84.4%, 
compared to 78.4% and 70.2% for 1987 and 1988. But the rates in 1982 and 1983, i.e. 
before the incentive scheme, had been 94% and 94.9%, and in 1979 the rate had been 98%. 
Delays in the payment of contributions would thus appear to indicate that Member States 
were labouring under substantial socioeconomic constraints. It must also be borne in 
mind that the major difficulties in the payment of contributions were experienced by the 
least developed countries and it was precisely those countries which would be placed in 
the most difficult position by the introduction of the incentive scheme, since their 
contributions would have to be increased by 25%, whereas if the incentive scheme had not 
been introduced the increase would only have been 21X. Although he did not oppose 
application of the incentive scheme, he would suggest that the timing of its introduction 
was not happy. For the 1992-1993 biennium a 16.83% increase in the budget was proposed, 
while contributions by Member countries were to increase by 21Z. The additional burden 
on the least developed countries and other Member States imposed by the scheme might well 
be too great. He consequently endorsed the view that the introduction of the scheme 
should be deferred to a time when the growth in the budget would not be as great as it 
was at present. 

Dr ТАРА (Tonga), commending the Director-General‘s report on the incentive scheme, 
said that it was now up to the Health Assembly to choose between immediate implementation 
and postponement to the 1994-1995 financial period. His delegation had voted in favour 
of resolution WHA41.12 in May 1988, and would continue to support the resolution and its 
implementation in a spirit of good faith and cooperation as had been envisaged when it 
had been endorsed by a large majority. The scheme was open to all Members of WHO in a 
fair and equitable manner and all Members had an equal opportunity to participate in it. 
His delegation valued highly the excellent reputation enjoyed by WHO throughout the world 
and it was therefore opposed to what it considered would be the establishment of an 
undesirable precedent which might be repeated in the future, by deferring implementation 
to 1994-1995. He urged Member States which had not yet participated in the incentive 
scheme neither to withhold nor to defer any credit due to those Member States which had 
taken advantage of the opportunity of participating in the scheme. 

Mrs JÂNSSEN (Netherlands) observed that the incentive scheme had been established 
after lengthy and detailed discussions and that resolution WHA41.12 had been adopted by a 
substantial majority. Her delegation insisted that the scheme should be applied from 
1992-1993, as foreseen, because it considered it to be both fair and just. Under the 
previous arrangement, late-paying Member States had profited since they could make use of 
sums as yet unpaid, while those paying on time had lost the interest their disbursements 
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might have earned. Moreover, because of later payment, the Organization had had to 
manage with a loss in interest earnings. The incentive scheme was a just way of trying 
to repair that shortcoming and thus provide the Organization with greater possibilities 
of performing its tasks and implementing its programmes. Her delegation would 
consequently insist that resolution WHA41.12 be implemented as envisaged by the Health 
Assembly at the time of its adoption. 

Mr ARRIAZOLA (Mexico) fully concurred with the delegates of the United States of 
America, the USSR and Nicaragua. When the incentive scheme to promote timely payment of 
contributions had been adopted, it had seemed a very positive step that would be of 
benefit to Member States. The aim was to obtain timely payment by those Members in 
arrears in their contributions to the Organization. However, even at the 1988 Health 
Assembly, some statements had been made and votes cast which showed that the scheme was 
not as effective as might have been hoped, since it failed to take account of a very 
important factor, namely that the time at which a country paid its contribution to WHO or 
to other international organizations did not depend solely on the wish of that country to 
pay its contribution at a given time. Instead, it depended on other factors, such as the 
country's economic situation, as well as administrative considerations, including the 
time at which the necessary resources became available, and many others. In retrospect, 
and despite the incompleteness of the information made available about the way in which 
the scheme had worked, the question before the Committee was not, as indicated in 
document A44/23, to decide whether the immediate implementation of the scheme would meet 
the criteria of justice and morality. On the contrary, it would be unjust and immoral 
not to consider the impact that such implementation would have on many countries. In 
essence, the scheme would benefit the developed countries, which did not require economic 
incentives to pay their contributions to the Organization in good time. Possibly the 
scheme had been flawed at its inception, because it should have been directed towards 
those countries that did require an incentive to pay their contributions, namely the 
developing countries, which were now suffering the most from its implementation. As 
indicated, the level of collection in the current year was at an all time high, but his 
delegation sincerely doubted whether that could be attributed solely to the incentive 
scheme. Did any countries attribute their timely payment of contributions to the 
incentive scheme? If that were so, it could be said that the scheme, in however small a 
measure, had achieved its objective, but he very much doubted that that was the case. It 
had been argued that the scheme was not a method of punishing Member States which, for 
whatever reason, were obliged to pay their contributions late, but it must be recognized 
that countries which could not share in the distribution of interest earnings generated 
under the scheme, although they did not lose anything thereby, failed to register a gain 
which might have been substantial if the system followed prior to the adoption of the 
scheme at the 1988 Health Assembly had been continued. For all those reasons, and in 
view of his country's current economic situation and the increase in the programme budget 
for 1992-1993 as compared with those for previous bienniums, his delegation would prefer 
the implementation of the scheme to be postponed until later and an assessment to be made 
of the benefits of the scheme for the developing countries, which were those most in need 
of such incentives. 

Dr BUDINICH (Chile) said that the comments made by the delegate of the Soviet Union 
suggested that the introduction of an incentive scheme required further study. The 
inevitable conclusion seemed to be that the factors involved were too complex for the 
problem to be solved by such a scheme. Concerning the comment by the United States 
delegate to the effect that the total assessed contributions of some 150 Member countries 
amounted to about US$ 6 million, he said it would appear that if those countries had paid 
their entire contributions they would have had an incentive credit of 
US$ 360 000 dollars, and their payments would, even if only slightly, have improved the 
financing of the Organization. In addition, the Organization would enjoy the benefit of 
interest earnings on early payments, although that would not in fact bring about any 
great change in the trend observed. He endorsed the suggestion that a more thorough 
study should be made, which would demonstrate the value of the incentive scheme, lest it 
should turn out to be a disincentive. Had any other organization benefited from a 
similar scheme? 

Miss HERNANDEZ (Venezuela) said her delegation shared the views expressed by the 
delegates of the United States of America, Nicaragua, the Soviet Union, Mexico and 
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Chile. A number of socioeconomic factors affecting the developing countries and the 
periodicity of domestic budgetary mechanisms had not been taken into account in the 
scheme, and as a result, the developing countries would never really benefit from it. 
Her delegation believed that implementation should be postponed and possible ways of 
benefiting the countries that needed assistance most be investigated more thoroughly. 

Mr LAWRENCE (Canada) said Canada had long favoured the application in WHO of an 
incentive scheme to encourage early payment. Many other organizations had equipped 
themselves with similar schemes, and WHO would be remiss if it failed to apply measures 
to encourage as many Member States as possible to pay as early as possible. 

He hoped that, even if the poorest countries and the richest countries were not in a 
position to benefit from the scheme, they would not oppose it. WHO was being sustained 
by a middle band of countries that made a point of paying their contributions in full and 
on time. Others must be encouraged to join that band of good, early payers. 
Efforts must also be made to remove some of the grave inequities in WHO's particular 
system of distributing casual income that might in future cause the early-paying 
countries to ask why they should subsidize the late payers. 

Some countries did not pay on time because they could not; others, because they 
wished not to. His delegation had every sympathy for the first group； but it had little 
sympathy for countries that did not pay in good time because they did not wish to pay. 
Those countries must be given the best possible incentive to improve their practice. 

The philosophy behind the incentive scheme could be encapsulated in a single word: 
fairness. His delegation hoped there would be a solid majority in favour. 

Dr GONZALEZ CARRIZO (Argentina) noted that a number of arguments, most of them 
economic, had been advanced for postponing implementation of the incentive scheme. The 
debate on the issue had to cover more than solely financial aspects, however: innovative 
responses to the problem of ensuring that WHO received the funds it needed were called 
for. Not enough time had been spent on analysis of all aspects of the issue: for 
example, insufficient consideration had been given to the sense of solidarity that 
prompted some countries, like his own, faithfully and fully to support the Organization. 

He did agree, however, that implementation of the scheme should be postponed. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) submitted that 
resolution WHA41.12 had been adopted after full and adequate debate. He agreed with the 
delegate of Tonga that overturning the resolution would jeopardize the Health Assembly's 
credibility. The most telling argument in favour of the scheme was that after its 
adoption the highest level ever of contributions had been paid. Moreover, countries had 
already made their contributions for 1989-1990 in the expectation of receiving benefits 
from the scheme. 

It was a fact that more than half of the countries paying the minimum contribution 
would benefit from the scheme if it was applied in 1992-1993: the argument that the 
developing countries would be disadvantaged therefore did not stand. All countries, in 
fact, would profit from implementation, for it would result in better financial 
management of the Organization in every area. 

Professor RAKOTOMANGA (Madagascar) said the incentive scheme conceived in 1988 
should not be stillborn. It should be given a chance to demonstrate its worth and its 
impact should be evaluated after a suitable period of time, at which point the 
Organization could always decide to abandon it. 

Mr MILZOW (Germany) said the report by the Director-General listed six arguments for 
and only three against the continued application of the incentive scheme. That was not 
at all surprising, for it was difficult to see how implementation of the scheme could be 
postponed in good faith. The available statistics revealed that the scheme had in fact 
benefited the Organization; in his own country's case, it had made it easier to pay 
contributions earlier in 1989 and 1990. 

Mr DARAME (Guinea-Bissau) said that the incentive scheme constituted a commendable 
initiative; its implementation could, however, cause problems for countries, especially 
the least developed countries that were already in arrears. He therefore favoured a 
thorough review of the pros and cons of implementation. 
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Dr GEORGE-GUITON (France) said her delegation was sensitive to the problems of 

countries that found it difficult to pay their assessed contributions on time. The 
adoption of the incentive scheme had demonstrated a spirit of imagination and initiative 
on the part of the Organization, however, and the scheme had not yet had time to prove 
its worth. It should be viewed as an encouragement, not as a punitive measure. She 
endorsed the views of the delegates of the United Kingdom, Canada, Germany and Madagascar 
to the effect that the plan should be fully and completely implemented before it was 
abandoned. Brutal shifts in course would not advance WHO's ship: a stable cruising 
speed could only be obtained on the basis of a stable policy. 

Mr MUKAI (Japan) remarked that all Members of the Organization were required under 
the financial regulations to pay their assessed contributions as soon as possible after 
the first of January every year. Each State had its own domestic financial regulations, 
however, some of which militated against early payment of assessed contributions. His 
delegation would consequently abstain during any vote on the issue. 

Dr ABABIO (Ghana) concurred with the delegate of France. The incentive scheme 
should be implemented and its results monitored with a view to determining, in a few 
years' time, whether it should be continued. 

Dr VAN DAELE (Belgium) said the Organization's credibility was an important 
consideration in the debate on the incentive scheme. The scheme had already had tangible 
results for his country in facilitating its early payment of assessed contributions, and 
he did not believe Belgium was alone in that position. Unlike punitive schemes, such as 
those adopted by the International Telecommunication Union, the WHO plan had clearly had 
a positive effect. 

Dr DE SOUZA (Australia) agreed that all Member States had the financial and legal 
obligation to pay their assessed contributions as early as possible. The current rate of 
contributions indicated that the incentive scheme was working well, and it should be 
given a chance to prove its worth, subject to review in a few years‘ time. 

Mr BAIER (Austria) considered that the incentive scheme had had a positive impact on 
the Organization's financial management. His delegation believed the provisions of 
resolution WHA41.12 should be implemented fully. 

Dr SHAMLAYE (Seychelles) noted that most of the arguments now being advanced had 
already been voiced in 1988, when resolution WHA41.12 had been adopted. It was incumbent 
on all Member States to pay their assessed contributions as early as possible. Economic 
difficulties were a fact of life, and world events in 1991 had exacerbated such 
difficulties, also for his own country. The incentive scheme was beneficial on the 
whole, however, and his delegation therefore supported it. 

Mr AITKEN (Assistant Director-General), responding to the question by the delegate 
of Chile on whether other international organizations had adopted similar schemes, said 
that most of them had indeed done so, with implementation to begin in the 1992-1993 
biennium. The schemes had not given rise to as much controversy in other organizations 
as had the one in WHO, but perhaps that was because the amount of the financial 
incentives involved was smaller. 

Mr VIGNES (Legal Counsel) said that a decision to defer the implementation of the 
financial incentive scheme must not be taken lightly, particularly since the scheme was 
currently being implemented and its adoption had involved an amendment to the Financial 
Regulations of the Organization. It did not seem sensible to change a policy which had 
already begun to take effect; such a step would also run counter to the generally 
accepted principle of nonretroactivity, since some States had already paid contributions 
in the expectation of receiving certain benefits under the incentive scheme. WHO had 
thus incurred a legal obligation towards those States, and they might be entitled to 
claim compensation if the benefits they had expected were not forthcoming. Naturally, 
the Health Assembly was free to reverse one of its own decisions, or even a policy 
already in operation, but it should be fully aware of the consequences. 
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Mr MILZOW (Germany), seconded by Mr LAWRENCE (Canada), proposed that the question of 

deferring the implementation of the financial incentive scheme should be considered an 
"important question" for the purpose of Rule 72 of the Rules of Procedure, which would 
mean that a two-thirds majority would be required in any vote on the issue. 

Mr BOYER (United States of America) asked for a vote on the German proposal. 
He was disappointed that the Legal Counsel had not adequately explained the legal 

issues that would arise if the Committee decided to defer the implementation of the 
incentive scheme. Instead, the Legal Counsel had merely related the problems which would 
result for his own department if the scheme was deferred. As the Legal Counsel had 
noted, the Health Assembly had every right to reverse its own decisions if it wished. 

Mr VIGNES (Legal Counsel) said that he had indicated the legal situation that would 
result if the Health Assembly decided to reverse its decision, and had himself made it 
clear that the Health Assembly had every right to reverse its decision if it chose. 

The present situation was that the delegation of Germany had proposed that the 
decision to defer the implementation of the incentive scheme should be considered an 
important question, which would require a two-thirds majority. In accordance with 
Rule 73 of the Rules of Procedure, the Committee had to decide on that procedural motion 
by a simple majority. 

Mr HEWITT (United Kingdom of Great Britain and Northern Ireland) asked for more 
details of the substantive proposal before the Committee. 

Mr VIGNES (Legal Counsel) said that the substantive question was whether to defer 
the implementation of the financial incentive scheme, although it was not clear whether 
the scheme was to be postponed indefinitely or until a specified date. 

In reply to a question by Mr HEWITT (United Kingdom of Great Britain and Northern 
Ireland), Mr AITKEN (Assistant Director-General) confirmed that the proposal before the 
Committee was to begin operation of the incentive scheme in the biennium 1994-1995, and 
not in 1992-1993, as originally intended. 

Dr ABABIO (Ghana) asked whether, if the decision was adopted, the incentive scheme 
would begin automatically in 1994, or whether there would be a further debate about it. 

Mr AITKEN (Assistant Director-General) said that the decision currently before the 
Committee neither assumed nor precluded further debate on the issue in later years. 

The CHAIRMAN invited the Committee to vote on the German proposal that the decision 
to defer implementation of the incentive scheme should be considered an important 
question. 

The proposal was adopted by 60 votes to 18. with 11 abstentions. 

The CHAIRMAN said that the decision was accordingly deemed to be an important 
question and that a vote on the issue would therefore require a two-thirds majority. He 
invited the Committee to vote on the proposal to defer the implementation of the 
incentive scheme until the biennium 1994-1995. 

The proposal vas rejected by 52 votes to 28. with 8 abstentions. 

The CHAIRMAN said that Committee had thus decided that the incentive scheme should 
take effect in the biennium 1992-1993, as originally intended. 

The meeting rose at llhOO. 



FOURTH MEETING 

Monday. 13 Mav 1991. at 14h30 

Chairman: Dr Sung Woo LEE (Republic of Korea) 
later: Dr E. YACOUB (Bahrain) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 
PALESTINE: Item 31 of the Agenda (Resolutions WHA43.1 and WHA43.26; Documents 
A44/25, A44/34, A44/INF.DOC./7, A44/INF.DOC./8 and A44/INF•DOC./9) 

The CHAIRMAN introduced the following draft resolution, sponsored by the delegations 
of Algeria, Austria, Cuba, Egypt, Finland, France, Greece, Iraq, Luxembourg, Senegal, 
Sudan, Sweden, Switzerland, Tunisia, Turkey, Yemen and Zimbabwe: 

The Forty-fourth 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； 

Recalling the need for the occupying power to observe strictly its obligations 
under the Fourth Geneva Convention (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 that are 
contrary to the Fourth Geneva Convention; 

Recognizing the need for increased support and assistance for the Palestinian 
people, as well as the Syrian Arab people in the Golan under Israeli occupation, and 
for stronger cooperation with them; 

Expressing its deep concern at the negative effects of the practices of the 
occupying power against the Palestinian people in the field of health during the 
intifada, at a time when social and economic conditions in the territories were 
deteriorating； 

Expressing the hope that a just and comprehensive peace can be achieved in the 
Middle East, based on the principles of international legitimacy and, in particular, 
on the relevant United Nations resolutions； 

Thanking the Chairman of the Special Committee of Experts set up to study the 
health conditions of the inhabitants of the occupied Arab territories for his note, 
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; 
Having considered the report of the Director-General on the health conditions 

of the Arab population in the occupied Arab territories, including Palestine, 

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; 

2. EXPRESSES CONCERN at the deterioration in the health conditions of the Arab 
population in the occupied Arab territories affirming that it is the role of the 
World Health Organization to assist in the provision of health care to the 
Palestinian people and the Arab population in the occupied Arab territories ; 
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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 continuing 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, requesting that Israel 
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-fifth World Health Assembly; 

7. RECALLS resolutions WHA42.14 and WHA43.26, 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. THANKS the Director-General for his efforts, requesting him 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 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 population in 
the occupied Arab territories and, in particular, the proposals contained in 
the reports of the Special Committee of Experts and, given the deterioration of 
the health conditions of the inhabitants of those territories, to adopt all 
available measures in this regard; 
(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 continue his efforts to seek funds from extrabudgetary sources in 
support of the special technical assistance programme； 
(6) to report on the above measures to the Forty-fifth 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. 

He announced that the delegations of Bahrain, Cyprus, Denmark, Ireland, Italy, 
Jordan, Libyan Arab Jamahiriya, Morocco, Oman, Pakistan, Portugal, Qatar, Saudi Arabia, 
Spain, Syrian Arab Republic, the United Arab Emirates and Yugoslavia had asked to be 
included among the sponsors. 

Dr IONESCU (Chairman of the Special Committee of Experts appointed to study the 
health conditions of the Arab population in the occupied Arab territories, including 
Palestine), introducing his note (document A44/34), said that from 1978 to 1985 the 
Special Committee had enjoyed the collaboration of the Israeli Government and, following 
its visits to the occupied territories, had reported to the Health Assembly on their 
various health problems. Proposals made by the Special Committee in its reports had been 
adopted by the Israeli health services, as shown by the reports presented to the Health 
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Assembly by the Israeli Government in the years 1980-1985. It was clear that the 
presence of the Special Committee in the occupied territories, as well as its 
observations and proposals, had helped to make the Israeli authorities and world opinion 
aware of the problems arising from the health conditions of the Palestinian people. 

Unfortunately, from 1986 onwards, the Israeli Government had refused to cooperate 
with the Special Committee, so that the Committee had had to confine its reports to a 
random presentation of information gathered from miscellaneous sources. Such a procedure 
was in marked contrast with established methods of medical investigation based on direct 
observation of individuals and communities. That raised the problem of the relevance of 
the information collected by the Special Committee and, in an acute fashion, that of the 
delicate position of its experts. The Organization nevertheless possessed information on 
the health conditions of the Palestinian people which had been gathered from various 
other sources, such as international foundations, experts employed by well-known medical 
institutes and by the Organization, and Palestinian experts themselves. That information 
was more comprehensive than anything that the Special Committee could provide, since it 
related to Palestinians living not only in the occupied territories but also in Arab 
countries. The complexity of the information issue at present prevented any global 
professional assessment of the health system in the occupied territories. Expert 
research and evaluation of specific problems remained a more valid tool of investigation 
than the work of the Special Committee. As he had indicated in his note, the Special 
Committee had been unable to do its work properly; in those circumstances he believed 
that other means had to be found to enable the Health Assembly to protect the health 
interests of the Palestinian people. 

He thanked the Director-General and his representative on the Special Committee for 
the assistance that the Committee had received, as well as the President of the 
Palestinian Red Crescent for the information he had furnished to the Special Committee. 

Dr COOK (Director of Health, United Nations Relief and Works Agency for Palestine 
Refugees in the Near East) said that the work of the Agency's Health Department had 
become more difficult than at any time in the past decade. Many economic problems had 
worsened in 1990, and even more so in the first quarter of 1991, added to which the Gulf 
crisis had imposed great strains on the economy, particularly in the West Bank and Gaza. 
Gross domestic product had fallen by one-half between the beginning of the intifada and 
July 1990 and had then plummeted further through loss of jobs in Israel, a steep decline 
in remittances from Kuwait and other States in the Gulf, damage to the export market and 
extended curfews which had prevented people from working and earning. With generous 
support from its donors, UNRWA had organized a massive emergency distribution of food for 
two months to relieve the ensuing distress. 

Shortage of money among the population to pay for doctors' services and medicines 
had led refugees to turn more than ever before to UNRWA's health services. Funding for 
its emergency programme (EMLOT) remained inadequate, but by the middle of 1990 pledges 
and prospective contributions had been sufficient to enable it to go ahead with 
preparations for building the UNRWA Hospital Gaza. Little progress had been made in 
improving the deplorable environmental health and sewage conditions in the Gaza and West 
Bank camps. 

Injuries sustained in the intifada from action by the Israel Defence Forces and by 
settlers had continued in 1990, aggravated by killings and woundings of alleged 
collaborators by unknown persons. 

Despite the exceptionally adverse circumstances he had mentioned, real progress had 
been made in matters under the Agency's own control. A nutrition survey had enabled the 
Health Department to phase out activities inappropriate to the population's present 
nutrition needs and concentrate on problems such as iron-deficiency anaemia, the 
remaining small number of growth-retarded children and standards of care for diabetes 
mellitus. The Emergency Medical Care programme had been greatly improved and doctors 
from every health centre had completed their trauma care and resuscitation programme. A 
mental health programme had been started in UNRWA's Gaza district. Much had therefore 
been done despite the limitations imposed by the Gulf crisis, curfews and travel 
restrictions. 

In its publication Global Strategy for Health for All bv the Year 20001. the 
Organization had affirmed the need for countries to become self-reliant in health and for 

1 Global Strategy for Health for All by the Year 2000. Geneva, World Health 
Organization, 1981 ("Health for All" Series, No. 3). 
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people to participate in the planning and implementation of their own health care. Since 
the Palestinians in the occupied territories could not at present exercise that right, 
UNRWA endeavoured to provide them with health care to the greatest extent possible, 
despite the obvious limitations of a health care system which did not benefit from that 
collective participation. 

Dr SEVER (Israel) said that since 1967 the health conditions of the Arab population 
in the territories had improved greatly under the Israeli administration, which had 
developed medical services to a remarkable extent. The Israeli authorities had 
consistently provided satisfactory medical care for the population, both curative and 
preventive, and had steadily developed primary, secondary and tertiary care. That 
beneficial trend had not been affected by disturbances provoked by violent local 
elements, nor by the Gulf war. Three months before the war had begun, medical and 
paramedical personnel in Judaea, Samaria and Gaza had been prepared for chemical warfare 
casualties and six hospitals had been equipped for appropriate treatment. 

In paragraph 1 of his progress report (document A44/25), the Director-General had 
stated that the general deterioration in living conditions in the occupied Arab 
territories had had important repercussions on Palestinian health institutions, and that 
capital investment in public hospitals had halted between 1987 and 1990. The true 
picture was quite different. In Judaea and Samaria the civil administration had opened 
new departments in four hospitals and had completed a new building comprising several 
facilities at a public medical centre in Gaza. Voluntary agencies had been encouraged to 
develop projects, hospitals and rehabilitation services. A great deal of investment had 
taken place between 1987 and 1990 in manpower development and training in various 
branches of medicine and psychiatry. It was therefore inappropriate to speak of a halt 
in investment or a curb on development. 

Paragraph 5 of the progress report referred to the disruptive effect of the Gulf 
crisis on the health of the Palestinian population in the occupied Arab territories. The 
truth was that throughout the Gulf crisis the health system and the entire network of 
health care units had continued to function. Ambulance services, which had been greatly 
expanded in 1990, operated freely in Judaea, Samaria and Gaza, even in periods of curfew 
or travel restrictions. That freedom had sometimes been abused, for example when a 
Palestinian male nurse had entered Jerusalem in a Gaza ambulance and murdered four 
women. Incidents of that kind made clear the need for ambulance movements to be 
supervised by the Israeli authorities. 

The statement in paragraph 7 of the report that during the period of armed conflict 
in the Gulf all immunizations and maternal and child health programmes had been brought 
to a complete halt by a 42-day curfew was also incorrect. Immunization programmes had 
continued in maternal and child health centres but those at schools had been suspended 
temporarily when the schools had been closed during the war. They had been resumed 
immediately afterwards. Moreover, the WHO collaborating centres for health services 
research in the occupied territories had continued to be operated by a joint staff of 
Israelis and Arabs. The local directors of the centres had expressed disappointment at 
the low level of support from WHO for research activities and training fellowships for 
the staff concerned. 

Israel had never neglected its commitment to provide satisfactory medical and health 
services for the population in the territories of Judaea, Samaria and Gaza. Over the 
years it had cooperated with WHO and other agencies in promoting the health of the 
population of those areas. It welcomed any contribution to that end both from Member 
States and from international organizations. 

The draft resolution before the Committee was irrelevant, based on distorted facts 
and prompted by political motives. The absurd repetition of the annual condemnation of 
Israel in the Health Assembly was all the more remarkable for coming so shortly after the 
end of the Gulf war - a war initiated by Iraq's aggression. It was unbelievable that 
Iraq should be a sponsor of that resolution. The war had jeopardized the lives and 
well-being of millions of people in the Middle East, including Israel. People had died 
and been wounded, their property destroyed and the environment of the region seriously 
affected. Some of the effects of the war would remain for a very long time, but none had 
yet been addressed in the Health Assembly. 
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Dr SAEID (Iraq), speaking on a point of order, protested that the reference to his 

country was totally unjustified, and urged the Committee to confine its attention to the 
substance of the item it was discussing. 

Dr SEVER (Israel), concluding his statement, said he felt sure that all Members of 
WHO would agree that the health conditions of any population should be assessed 
objectively, without political considerations being allowed to obstruct the process. 

Dr ARAFAT (Palestine) thanked the Director-General for his efforts to improve health 
care in the occupied territories. However, health in the occupied Arab territories was 
still a major concern, and the generally deteriorating living conditions had had a 
serious effect on the health of Palestinians. The occupying authorities controlled 65Z 
of the total area of the West Bank and 38X of that of the Gaza strip. The number of 
settlements for new immigrants to Israel in the area thus seized had increased to 224 and 
the occupying authorities had taken control of more than 80X of water sources. That was 
a flagrant violation of the Fourth Geneva Convention of 1949, was contrary to all 
international practices and had a direct bearing on the health of the people of 
Palestine. Economic problems had worsened and had had an effect on all aspects of daily 
life. The occupying authorities had escalated their operations in an attempt to destroy 
institutions. Schools and universities were closed. There was a policy of collective 
sanctions which was reflected in the health conditions of those in the occupied 
territories. Thus 58% of the territories did not receive primary health care, and 97% 
did not receive maternity and child health care. During the curfew that was enforced 
over a period of many weeks, there was no access to medical care or to medical centres. 
Statistics showed that there was one hospital bed per 2000 inhabitants, infant mortality 
was 100-150 per thousand, and 45% of births took place outside hospitals, a figure which 
had increased during the curfew. A high percentage of people suffered from malnutrition 
and anaemia. Environmental pollution had increased. As a result of the curfew, 
programmes for immunization and maternal and child care had ceased, 200 cases of measles 
had recently been noted, and tetanus, hepatitis and chronic liver and respiratory 
diseases had also reappeared. The occupying authorities persisted in their policy of 
expelling individuals, although 106 000 people, half of whom were women and children, had 
been injured during the intifada. The Director-General had referred to a health 
programme, but it was not consistently applied. The United Nations was prepared to send 
a mission to his country but that was opposed by Israel. Double standards were being 
applied, and a just decision must be taken. 

Mr ELARABY (Egypt) said that the draft resolution on health conditions of the Arab 
population in the occupied Arab territories, including Palestine, had over 30 sponsors, 
representative of the international community as a whole. The draft resolution was not 
political; it sought to address the present situation in the occupied territories and 
its sole objective was to contribute to improving health conditions in those 
territories. It was similar to the draft resolution adopted at the preceding Health 
Assembly. In the preamble, the text referred to the basic principle established in the 
WHO Constitution that the health of all peoples was fundamental to the attainment of 
peace and security. In the operative paragraphs, concern was expressed at the 
deterioration in the health conditions of the Arab population and at the Israeli refusal 
to permit the Special Committee of Experts to visit the occupied territories. Operative 
paragraph 8 requested the Director-General, inter alia, to pursue the implementation of 
special technical assistance to improve health conditions. The draft resolution was in 
no way controversial and he hoped that it would receive the overwhelming support it 
deserved. 

Mrs LUETTGEN ROS (Cuba) said that, in view of the special circumstances prevailing 
in that region, help for the Arab population of the occupied territories, including 
Palestine, demanded the special attention of the Health Assembly so as to improve the 
health of hundreds of thousands of human beings who were victims of repression and were 
denied appropriate health care. Foreign occupation of the territories was the main cause 
of the poor state of health of their population. The occupation authorities had done 
absolutely nothing to tackle the problems arising from shortages of hospital beds and 
medicines. The situation had worsened since the Palestinian uprising had started in 
1987； adults and children had fallen victims to the weapons, tear gas and other 
paraphernalia of modern technology in the service of repressive colonial policies. The 
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mass media had unfortunately paid less attention recently to events in the occupied 
territories, concentrating instead on the Gulf war and its consequences. The political 
situation in the occupied territories remained serious and consequently the health 
situation was also serious, since the two were interconnected. A curtain of silence had 
been rung down on what was happening in the occupied territories, but that should not 
absolve WHO from its responsibilities to the Arab population of those territories. The 
worsening health situation in the territories was a cause of concern and every effort 
should be made to alleviate it, using both regular and extrabudgetary funds for that 
purpose. That was why her delegation supported the draft resolution. 

Dr EL-JALJOULI (Jordan) said he found it strange that the delegate of Israel had 
questioned the accuracy of the reports on conditions in the occupied Arab territories, 
and drew attention to those of an Israeli human rights organization, which fully agreed 
with WHO's assessment of the situation in those territories. His country had always 
monitored events in the region very attentively and would continue to do so. He thanked 
all WHO officials for their efforts and pointed out that all those working in the 
occupied territories were suffering from the same conditions as the Arab inhabitants. 

Dr NOVELLO (United States of America) said that the draft resolution under 
consideration was virtually the same as that adopted by the Forty-third World Health 
Assembly in 1990. Her delegation had voted against that resolution and would vote 
against the one under discussion since it was provocative and antagonistic in political 
terms at a time when very serious efforts were being made to solve the problems of the 
occupied territories and the surrounding areas. The adoption of the draft resolution, 
which made unrealistic and unnecessary judgements, would undermine the constructive role 
of the whole United Nations system. Her country would support any resolution dealing 
with a difficult situation if it was relevant and appropriate, and not provocative. In 
that connection, she drew the Committee's attention to the constructive draft resolution 
on the difficult health situation in the Gulf. The same constructive approach should be 
adopted with regard to the health situation in the occupied territories. The Health 
Assembly should be allowed to deal with relevant health issues and not engage in their 
politicization, as that only served to divide the Organization at a time when a cohesive 
approach was needed. She looked forward to the day when a resolution acceptable to all 
could be adopted. 

Professor EL-SARAJ (Sudan) said that WHO was an organization which deserved the 
respect of all. He was therefore disturbed to note that the Israeli authorities had 
denied the Special Committee of Experts access to the occupied territories since 1985. 
He wondered how in such circumstances Israel could continue to be a member of an 
organization to which it paid such scant regard. He also wondered how the Israeli 
authorities could possibly reject the findings of that committee, especially since the 
refugee camps in those territories had taken the form of gigantic prison camps since the 
Gulf conflict. The note prepared by the Chairman of the Special Committee (document 
A44/34) and the Director-General‘s report (document A44/25) provided irrefutable evidence 
that the Israeli authorities had flouted the human rights of the Palestinian people, 
suffering from colonial rule. The practices of those authorities bore a striking 
resemblance to those of a racist regime in the southern part of Africa. During a recent 
visit to the Kingdom of Swaziland, he had heard reports of ill-treatment meted out to 
South African citizens, similar to that suffered by the Palestinian people. He endorsed 
the statement by the delegate of Egypt and supported the draft resolution, although he 
felt that it fell short of all the action required to solve the problems in the occupied 
territories. 

Dr ZHANG Xiaorui (China) stated that the question of Palestine, the crux of the 
Middle East problem, was as yet unsolved. It was a source of instability and seriously 
damaged the health and welfare of Palestinian people and those living in the occupied 
Arab territories. That issue was causing disquiet and even anxiety in the international 
community. The Chinese Government had expressed its concern, and called upon the 
international community to make greater efforts to seek a peaceful solution to the Middle 
East problem. Israel must end its opposition to Palestinians living in the occupied Arab 
territories and withdraw from that region, so that the Arab and Palestinian people might 



224 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
become masters of their own fate, improve their health conditions and implement the 
strategy for health for all by the year 2000 more effectively. 

The Chinese Government would make every effort to cooperate with WHO in improving 
health conditions in the occupied Arab territories. 

Dr JAEDI (Libyan Arab Jamahiriya) regretted that the fate of an oppressed people 
such as the Palestinians was the subject of endless discussions and no action 
whatsoever. At every session praiseworthy resolutions were adopted after routine 
discussions and the matter was swept under the carpet until the subsequent round of 
talks. The aims and purposes of WHO applied to all nations of the world and the right to 
health was a basic human right, yet might had been allowed to ride roughshod over right 
and the Palestinian people had been suffering for more than forty years at the hands of a 
cruel oppressor. The Palestinians were an Arab people with their own identity and 
homeland which was Palestine. The Palestinian people were even denied the right to 
membership of WHO which, it was said, was a humanitarian and apolitical organization. 
The basic purpose of the occupation policy was to destroy the identity of the Palestinian 
people, and the occupation authorities had in fact destroyed the country's entire health 
infrastructure and inflicted great damage on its agriculture, industry and services. His 
country had always and would always defend the rights of all oppressed peoples, Arabs and 
others alike. Words, reports, documents had not had the slightest effect on Israeli 
policy and he feared that if things were allowed to drift, the Palestinian people would 
have to suffer another forty years of oppression and hardship. He requested the 
Director-General to undertake investigations into the health conditions of the Arab 
population in the occupied Arab territories, including Palestine, so that his next report 
would reflect the true situation of the inhabitants of those territories. 

Dr LARIVIERE (Canada) asked that the vote on the draft resolution be deferred until 
the following morning, since his delegation had not yet received instructions. 

The CHAIRMAN said that in the absence of any objection, he would take it that the 
Committee wished to defer the vote on the draft resolution, as the Canadian 
representative had requested. 

It vas so agreed (see summary record of the fifth meeting, section 2). 

Dr Yacoub took the chair. 

2. REAL ESTATE FUND: Item 28 of the Agenda (Document EB87/1991/REC/1, Part I, 
resolution EB87.R19 and Annex 6) 

Dr DAGA (representative of the Executive Board) said that the Executive Board had 
examined the report of the Director-General on the use of the Real Estate Fund for 
various building projects, which was reproduced in Annex 6 to Part I of document 
EB87/1991/REC/1. The Board had taken note of the progress of projects approved for the 
period up to 31 May 1991, in particular the installation of a new telephone exchange at 
headquarters and the construction of an additional wing, in accordance with resolution 
WHA42.11. It had also noted the estimated requirements of the Fund for the period 1 June 
1991 to 31 May 1992. Owing to financial constraints, the Director-General had submitted 
only one urgent project: replacement of the telephone exchange at the Regional Office 
for Africa. With regard to the construction of an annex to the Regional Office for the 
Eastern Mediterranean, the Board had taken note of the agreement of the host authorities 
to maintain the Regional Office in Alexandria and to provide additional land for an 
extension. The Board had studied an information document submitted to it at the request 
of the Forty-third World Health Assembly, which reviewed the history and use of the 
Revolving Fund for Real Estate Operations established in 1965 and the Real Estate Fund 
which had replaced it in 1970. The Executive Board had adopted resolution EB87.R19, in 
which it recommended that the Health Assembly should authorize the appropriation of 
US$ 1 082 000 from casual income to the Real Estate Fund. 
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Mr MILZOW (Germany) said with regard to the proposed utilization of surplus casual 

income that his delegation had expected that as much as possible of the interest earned 
would be distributed in accordance with the incentive scheme. However, it had been 
evident from earlier documentation that only a part of that interest was available for 
distribution, and it was now proposed that a proportion of even that part should be 
appropriated to the Real Estate Fund. It appeared that those who had expectations with 
regard to the distribution of interest were being called upon to finance appropriations 
to the Real Estate Fund. That should not be the case. 

Mr AITKEN (Assistant Director-General) said that the amount of interest earned was 
just over US$ 25 million and the amount being distributed just under that figure. The 
balance of casual income of slightly under one million dollars was made up of factors 
other than earned interest. The position was not as bad as the delegate of Germany 
feared. However, in the future, it would remain for the Executive Board and the Health 
Assembly to decide how they wished to distribute the casual income between helping to 
finance the budget and other purposes, in accordance with their priorities. It would not 
necessarily be the case that all the earned interest portion would be available for the 
incentive scheme； part of it might be required to finance the exchange rate facility, or 
the governing bodies might decide to appropriate part of it to the Real Estate Fund. 

The draft resolution recommended by the Executive Board in resolution EB87.R19 was 
approved. 

3. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 29 of the Agenda (Decision WHA40(10); 
Document A44/242) 

Professor BORGOÑO (representative of the Executive Board), introducing the item, 
recalled that the Health Assembly's method of work had been periodically reviewed both by 
the Executive Board and by the Health Assembly itself. In 1987 the Board had adopted 
resolution EB79.R20 relating, inter alia, to the length of speakers' statements in the 
main committees of the Health Assembly, the submission of draft resolutions and the 
procedure for role-call votes. That resolution had proposed amendments to Rules 27, 50, 
52, 55, 57 and 74 of the Health Assembly's Rules of Procedure. However, by decision 
WHA40(10) the Executive Board had been requested to monitor the Health Assembly's method 
of work over the subsequent three years in order to determine whether it would be 
desirable to adopt such amendments. The Board had considered the Director-General‘s 
report on the monitoring exercise in January 1991. It had decided that the monitoring 
showed there was no need to make any change with regard to the length of speakers' 
interventions in the main committees. Similarly, it had noted that the great majority of 
draft resolutions were introduced within the time-limits set out in the current Rules of 
Procedure. A draft resolution containing the recommendations made by the Board in its 
decision EB87(12) appeared in document A44/24. There were three main proposals. The 
first was that the procedure for voting by roll-call should no longer be applied 
automatically at the request of a single delegate. It should be for the Health Assembly 
to decide whether it wished such a vote to be carried out. The second proposal was that 
Technical Discussions should not be held in the years when the programme budget of the 
Organization was under consideration since few delegations had sufficient members to take 
part both in the discussion on the programme budget and in the Technical Discussions when 
they were held simultaneously. The third proposal was that technical matters should 
first be broadly discussed by the Board and its views, accompanied or not by a draft 
resolution, should then be considered by the Health Assembly. That would avoid the 
situation of the Health Assembly's having insufficient information available to it. The 
recommendations had been approved by the Board virtually by consensus. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.29. 

2 Document WHA44/1991/REC/1, Annex 8. 
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Dr LARIVIERE (Canada) entirely concurred with the representative of the Executive 

Board in his interpretation of the Health Assembly's intentions in asking for a scrutiny 
of its method of work. 

He considered that the draft resolution contained in the document under discussion 
could be improved if its operative paragraph 3 were subdivided so that one part was 
devoted to the preferred voting method, namely, show of hands, and the other part to 
roll-call votes. 

According to his proposal, the new Rule 74 of the Assembly's Rules of Procedure 
would consist of the first sentence of the text proposed in operative paragraph 3. The 
remainder of that text would become the new Rule 75 but should begin with the words "The 
Health Assembly may vote . . .и. The existing Rule 75 would become the last sentence of 
the new Rule. No change should be made to the existing Rule 79. 

He emphasized that the changes proposed were merely editorial in nature and would, 
in his opinion, preserve the spirit of the Executive Board's proposals. 

Dr ALVAREZ DUANY (Cuba) said that the question of how the Health Assembly worked had 
been under consideration for some years, but no importance seemed to be attached to what 
it did. In its analysis of the Health Assembly's method of work, the Executive Board 
should devote time and effort to finding out, for instance, why the necessary documents 
were not sent to Member States in time for them to study the matters to be decided upon 
by the Health Assembly and what the Organization could do to help Member States to 
prepare better for participation in the work of its supreme organ. 

Questions of voting procedure did not arise so frequently as to be called problems. 
However, at a time when efforts were being made to democratize the United Nations, a 
draft resolution had been submitted to the Health Assembly that would curtail a sovereign 
right of Member States. It was a time-honoured practice that any delegation was entitled 
to request a roll-call vote, but the proposed amendment to Rule 74 of the Rules of 
Procedure would require a majority vote by show of hands to decide whether such a vote 
might be taken. That was unacceptable. There was no valid reason for that change, and 
to adopt the proposed amendment would, he suspected, only serve the narrow political 
interests of certain States. Paragraph 14 of the Director-General‘s report demolished 
the main argument in favour of the change, namely, the frequency of roll-call votes, for 
it showed that in the past three years only one such vote had been taken. 

He was willing to cooperate in making the work of the Health Assembly, one of the 
noble organs in the United Nations system, more efficient; however, for that purpose, it 
was not necessary to amend the Rules of Procedure but rather to apply them better. The 
suffering of a single man, woman or child might seem to be so trivial a matter as not to 
justify a roll-call vote, but to impede a proper decision-making process would dash hopes 
in a world in which many had in any case little to lose. 

Mr VARGAS-CAMPOS (Mexico) said that the rules of procedure of international 
organizations were not straitjackets, since they could always be changed by a simple 
majority vote. They provided a balance in dealing with delicate problems and it was in 
relation to the solution of such problems that they were used, as a time-honoured 
parliamentary practice. He therefore objected to the reference in paragraph 15 of the 
report to unwarranted recourse to the roll-call facility. The significance of such votes 
was perhaps exaggerated. The Rules of Procedure provided in any event that important 
questions had to be decided by a two-thirds majority. In some cases votes had been taken 
by a show of hands when a roll-call vote would have removed doubt as to the presence or 
not of a quorum. 

Since the report of the Director-General stated that there had been no abuse of the 
system in recent years, it was difficult to understand why the rule in question should be 
amended. More cogent reasons should be given for amending the rule. The adoption of the 
proposed amendment would not give greater flexibility but would be a backward step, since 
in the event of a vote by a show of hands there might be countless statements in 
explanation of vote, which would waste more time than a roll-call vote. 

He would like to hear from the Legal Counsel how many international organizations in 
the United Nations system had adopted in their rules of procedure a rule similar to the 
one proposed. 
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He was astonished by the suggestion that it was for the President to decide, in 

cases of doubt, whether a roll-call vote should be carried out. 
The adoption of the draft resolution would complicate matters； and if it was put to 

a vote, he would oppose the inclusion of operative paragraph 3. 

Mr VIGNES (Legal Counsel), replying to Mr Vargas-Campos, said that not only in WHO 
but also in the United Nations, FAO, UNESCO and ITU a roll-call vote was held if 
requested. In some international organizations such as ILO, UNESCO, WIPO and ITU a 
roll-call vote could be held if there was doubt as to the result of a previous vote, as 
was proposed in the draft resolution. It was left to a decision of the presiding officer 
to ask the meeting whether a roll-call vote should be held. In ILO and FAO a vote by 
roll-call was also necessary when a two-thirds majority was required. He would conduct 
further research if the Health Assembly so required. 

The meeting rose at 17h35. 



FIFTH MEETING 

Tuesday. 14 Mav 1991. at 9h00 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 29 of the Agenda (Decision WHA40(10); 
Document A44/24 ) (continued) 

Mr BOYER (United States of America) said that he was puzzled by the concern 
expressed at the previous meeting by the delegates of Cuba and Mexico regarding the 
provision in the draft resolution contained in document A44/24 which dealt with a 
roll-call vote. He did not see the provision, which was essentially the same as that 
relating to secret ballots, as undemocratic. On the contrary, the proposal that the 
Health Assembly should decide by a majority vote whether it wished to take a roll-call 
vote seemed to him the essence of democracy, and the existing rule whereby a single 
delegation might request and be granted a roll-call vote a tyranny. Attention had been 
drawn to the plenary of the previous day when a request for a roll-call vote had occupied 
30 minutes of the Health Assembly's time. Twenty-two resolutions had been adopted at 
that meeting; if just one delegation had asked for a roll-call vote on each resolution 
that would have occupied some 11 hours. 

Noting that the document submitted to the Executive Board dealt with a number of 
other issues with a view to improving the effectiveness and efficiency of the Health 
Assembly, he said that he would like to see an earlier deadline for the distribution of 
draft resolutions so as to give delegations more time to seek instructions. Changes in 
the closing ceremony should also be envisaged; and the presentation of awards could be 
streamlined. He endorsed the comments made by the Cuban delegate at the preceding 
meeting regarding the late arrival of documents. He also drew attention to the 
proliferation of resolutions focused on the health problems of a single country； such 
matters should be discussed in the regional committees and not necessarily in the Health 
Assembly. 

In sum, there were a number of ways in which the work of the Assembly might be 
improved, although not all needed to be the subject of a resolution. He supported the 
draft resolution before the Committee, with the amendment proposed by the Canadian 
delegate, which made the rules clearer. 

Mr VOIGTLÀNDER (Germany) said that the three proposals contained in the operative 
paragraphs of the draft resolution reflected the experience of recent years. The whole 
problem had been fully discussed in the Executive Board. Although there had been fewer 
roll-call votes in recent times, he recalled some occasions when a roll-call vote had 
been resorted to several times in very difficult situations； as a result, voting had 
taken up a great deal of time which might have been better used in discussing technical 
matters. Optimum use must be made of resources, and one hour of WHO's time cost a great 
deal of money. 

On the issue of roll-call votes, he said that a majority decision on the manner of 
proceeding would obviously be more democratic than situations where a single delegation 
could block the progress of the whole Health Assembly. He consequently supported the 
draft resolution, as amended by the Canadian delegate's proposal. 

Mr VARGAS-CAMPOS (Mexico) called for dispassionate consideration of what were 
basically procedural questions, which should be solved as such. At the preceding meeting 
his delegation had asked whether any other international organizations had in their rules 
of procedure the provision that a roll-call vote could only be taken if requested by a 
majority. He understood that the common practice was for such votes to be conditional 

1 Document WHA44/1991/REC/l, Annex 8. 
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on the request of one delegation. Moreover, he believed that the amendment proposed 
would, in the long run, lead to more problems, and would not save time. 

It was pointed out in paragraphs 9 and 12 of document A44/24 that the 
Director-General recommended no change in the existing practice or Rules of Procedure of 
the Health Assembly in connection with interventions by delegations or the circulation of 
draft resolutions. That was not the case in respect of roll-call votes, even though 
document EB87/33, paragraph 15, indicated that the Director-General did not recommend any 
amendment to the rules but would study the matter further. Recalling that there was some 
question of installing electronic equipment for the recording of votes at the Palais des 
Nations, he said that if that was done, loss of time would no longer be an issue. With 
all those considerations in mind, he proposed that operative paragraph (3) of the draft 
resolution be deleted; that the Director-General be invited to continue to study the 
question of Rule 74; and that serious consideration be given to the installation of 
electronic voting equipment. 

Mr HO‘OTA (Solomon Islands) said that his country had a motto according to which 
health was not everything, but without health everything else was nothing. WHO was a 
very special and unique organization and the embodiment of peace on earth and goodwill 
towards men. Statements made in the Health Assembly might sow the seeds either of hatred 
and ill-health or of happiness and well-being, and the Assembly's conduct and procedures 
must therefore be planned so as to sow seeds of health, happiness and cooperation. In 
order to speed up the process of decision-making, voting on ordinary matters should 
continue to be by a show of hands, but flexibility and the possibility of alternative 
methods must be incorporated in the system. It must be possible for serious decisions to 
be taken in a truly collective and discretionary fashion. Secret ballots might require 
more time, but would render decisions truly impartial. Although it would be a simple 
matter to amend the draft resolution so as to incorporate provisions for a secret ballot, 
he was not formally suggesting that; he entirely endorsed it in its present form. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) commended the 
Director-General on his excellent report, and said that his delegation generally 
concurred with the Executive Board's proposals. The results of the three-year monitoring 
exercise were encouraging, particularly as regards length of interventions, recourse to 
roll-call votes and submission of resolutions. But while he could agree that there 
should be no formal changes to the Rules of Procedure on certain of those issues (notably 
the time-limit on statements which he believed could properly be left to the Chairmen of 
the main committees to determine), he continued to believe that formal changes in other 
respects would be advantageous. The Director-General‘s report showed that there had been 
fewer roll-call votes recently, but there was no guarantee that future abuses of the 
facility, which was time-consuming and costly, might not occur. It would therefore not 
seem unreasonable to modify the Rules of Procedure so that a decision on a roll-call vote 
would not rest with a single delegate. He was in favour of the draft resolution in 
document A44/24 and endorsed the Canadian amendment. 

He supported the imposition of a time-limit for the submission of resolutions in 
normal circumstances, with discretion being given to the Director-General and Chairmen of 
the main committees, in consultation with the General Committee, to agree to exceptions 
in limited cases of exceptional urgency. He agreed with the Director-General that 
technical resolutions should be referred to the Executive Board. He also believed, in 
view of current financial constraints, that no resolution should be adopted until the 
financial and administrative implications had been examined and the Health Assembly was 
satisfied that resources were available to carry out the new tasks. Lastly, he supported 
the idea of doing away with regional statements during the closing ceremony and the moves 
proposed to reform the manner in which awards were conferred. He would also recommend 
further efforts to identify potential savings through administrative changes in the 
method of work of the Health Assembly, thus releasing funds for programme activity. 

Mrs MONCADA FONSECA (Nicaragua) endorsed the views expressed by the delegates of 
Cuba and Mexico and reiterated that her delegation was opposed to an amendment of Rule 74 
which it considered ran counter to a fundamental right of Member States. Events had 
shown that roll-call voting had, in a majority of cases, helped to defend the interests 
of the developing countries. Moreover, she completely failed to understand arguments in 
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justification of that amendment on the basis of time: it would surely take even longer 
to vote twice than once. She wondered whether there were not some more substantive 
motivations behind the amendment. If so, they should be clearly stated in the Committee 
and that might lead her delegation to reconsider its position. 

Mr VIGNES (Legal Counsel), referring to the suggestion by the delegate of the 
Solomon Islands, said it was not desirable to associate the question of a secret ballot 
with that of a roll-call vote. The two types of vote were quite different and requests 
for them were made for different reasons. One was a public vote and the other a secret 
vote. It would be undesirable, at that stage in the discussion, to introduce an idea 
which merited much more detailed consideration. 

Professor BORGOÑO (representative of the Executive Board) said that the me�thod of 
work of the Health Assembly was a dynamic process which required periodic monitoring and 
evaluation in order to increase efficiency. The Executive Board had recommended that the 
Director-General make no changes in respect of interventions by delegates and the 
circulation of draft resolutions, but had urged that a change be made in the procedure 
for roll-call voting: thus the matter had been included in the draft resolution. He 
stressed that only seven of the 31 Board members had spoken on the subject, four being in 
favour of change, and three against. 

A resolution on the closing ceremony was not necessary, but the Board believed that 
Committee В and the plenary should pronounce themselves on the change proposed by the 
Board whereby the six regional statements would be replaced by statements by the Chairman 
of Committee A, the Chairman of Committee В and the President of the Assembly. If that 
was agreed, the procedure would come into force at the Forty-sixth World Health Assembly. 

Mr GAMA (Brazil) concurred with the delegate of Mexico regarding operative 
paragraph (3) of the draft resolution. The experience of recent years showed that there 
had been no misuse of recourse to a roll-call vote and hence the introduction of the 
amendment would not lead to any time-saving. 

He asked for clarification of the words "technical matters" in operative 
paragraph (1) of the draft resolution. 

Dr LARIVIERE (Canada), pointing out that the question of a secret ballot was covered 
by Rule 78 of the Rules of Procedure, asked whether the delegate of the Solomon Islands 
could accept that and leave the section of the draft resolution on roll-call votes as it 
stood. 

Mr VIGNES (Legal Counsel), answering the question raised by the Brazilian delegate, 
said that his understanding of the Executive Board's proposal was that it was meant to 
confirm the spirit of the Constitution. The Executive Board was a technical body whose 
role was to prepare the work of the Health Assembly, in accordance with Article 28 of the 
Constitution. The Health Assembly was, of course, sovereign and could discuss any 
question it wished but the draft resolution was intended to reaffirm the technical role 
of the Executive Board as a preparatory body for the Health Assembly. 

Dr RAI (Indonesia) supported operative paragraph (2) of the draft resolution. He 
inquired whether, if the resolution was adopted, it would also apply to the work of the 
regional committees. 

Pointing out that statements for delivery in plenary were prepared long in advance 
and that most delegations had difficulty in relating their statements to those delivered 
by the Director-General and the representatives of the Executive Board, he sought 
guidance on steps which might be taken to improve that state of affairs. 

Mrs SAIF DE PREPERIER (Peru) concurred with the delegate of Mexico regarding 
roll-call votes, and said that she would vote against operative paragraph (3) of the 
draft resolution. It was the prerogative of every Member to request such a vote and she 
preferred the existing wording of the Rules of Procedure. There were other ways in which 
time might be saved. 

Mr GAMA (Brazil) said that even after the explanation by the Legal Counsel, it was 
still not clear to him how the distinction between technical matters and other matters 
was drawn. 
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Dr ТАРА (Tonga) observed that the reasons for the proposal to amend Rule 74 of the 

Rules of Procedure were set out in paragraph 14 of the report. At the Thirty-ninth World 
Health Assembly, there had been seven roll-call votes. Since each vote took nearly 
45 minutes to complete, a great deal of time was lost in such procedures. He fully 
supported the proposal in operative paragraph (3) of the draft resolution, and endorsed 
the Canadian amendment. 

He also endorsed the proposals in operative paragraph (1), which confirmed the 
Executive Board in its constitutional function of preparing technical matters for 
discussion at the Health Assembly; and in operative paragraph (2), to the effect that 
Technical Discussions should be held only in years when there was no proposed programme 
budget to consider. 

Mr VARGAS-CAMPOS (Mexico), stressing that the purpose of the draft resolution was to 
streamline voting procedures, reiterated that the best way to do so would be to install 
an electronic voting system in the meeting rooms. He therefore proposed the inclusion, 
in operative paragraph (3), of a proviso to the effect that that arrangement would be in 
force only until such time as an electronic voting system became available. 

Dr ALVAREZ DUANY (Cuba) said the proposal before the Committee should be voted on as 
an important question according to Rule 72 of the Rules of Procedure, because it affected 
the voting privileges and services to which Members were entitled under Article 7 of the 
Constitution. On the substance of the proposal itself, his delegation stood by its 
original position, namely, that it opposed an amendment to Rule 74 of the Rules of 
Procedure 

Mr VIGNES (Legal Counsel) said that the delegate of Cuba had expressed the view that 
the proposal should be decided by a two-thirds majority because it affected the voting 
privileges of Members. There was a distinction to be drawn, however, between voting 
privileges, or the right to vote, and the way the vote was carried out. The right to 
vote lay with all Members of the Organization and could be withdrawn only under Article 7 
of the Constitution, but there were many ways of exercising that right: through the 
achievement of consensus, by show of hands, roll-call, and so forth. 

Dr SALVADOR (Ecuador) said that there was indeed a distinction to be drawn, but it 
was between efforts to streamline the Health Assembly's procedures and infringement of 
Members' constitutional right to vote. The effect of operative paragraph (3) of the 
draft resolution, even with the amendment suggested by the delegate of Mexico, would be 
ultimately to limit Members' right to vote, and he would therefore oppose it. 

The CHAIRMAN suggested that in accordance with Rule 66 of the Rules of Procedure, 
the Committee should vote on parts of the proposal separately. 

Mr BOYER (United States of America) pointed out that there had been no opposition to 
operative paragraphs (1) and (2), so there was no need to vote on them separately. 

In response to the comments by the delegate of Ecuador, he observed that the Legal 
Counsel had just given his opinion that operative paragraph (3) would not in any way 
affect the right of Members to vote. 

Mr VIGNES (Legal Counsel) agreed with the delegate of the United States that if 
there was no opposition to operative paragraphs (1) and (2), there would be no need for a 
vote on those paragraphs. The amendment contained in paragraph (3) should, however, be 
put to a vote. 

Mr TAITT (Barbados) did not agree that operative paragraph (3) of the draft 
resolution would not affect the voting rights of Members. Rule 74 of the Rules of 
Procedure was designed specifically to give individual delegations the right to call for 
a roll-call vote, even if all other delegations opposed such a measure. That was a 
fundamental right that must not be abrogated. The right to vote comprised the ability 
not only to vote for or against a motion, but also to observe how other delegations 
voted, for such information was crucial to the fate of a given issue. 

For those reasons, his delegation could not vote in favour of operative 
paragraph (3). 
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Mr GAMA (Brazil) endorsed the remarks by the delegate of Barbados and agreed with 

the delegate of Cuba that the Committee should apply the terms of Rule 72 of the Rules of 
Procedure. 

Mrs GALVIS (Colombia) said that the provisions of operative paragraph (3) of the 
draft resolution constituted an outright negation of the fundamental democratic right, 
intrinsic to international forums, of individual delegations to call for a roll-call 
vote. Moreover, the proposed amendment, instead of streamlining the Health Assembly's 
procedures, would unduly complicate them. Her delegation would consequently vote against 
operative paragraph (3) and against the draft resolution as a whole. 

Dr BUDINICH (Chile) agreed with the delegate of Mexico that the installation of 
electronic voting equipment might offer the best solution in the long run. For the 
present, however, his delegation would favour existing procedures, especially with regard 
to roll-call votes； he therefore opposed the amendment set forth in operative 
paragraph (3) of the draft resolution. 

Mr MILZOW (Germany) submitted that the amendment proposed by the delegate of Mexico 
obscured rather than clarified the situation regarding roll-call votes outlined in 
operative paragraph (3). His delegation would support the draft resolution, with the 
amendment proposed by the delegation of Canada. 

Mr VARGAS-CAMPOS (Mexico) said that his delegation would withdraw its amendment, but 
that in the absence of consensus, voting on the draft resolution should proceed in 
accordance with Rule 66 of the Rules of Procedure. He asked whether there were plans to 
install electronic voting equipment in the meeting rooms used by the Health Assembly. 

Miss HERNANDEZ (Venezuela) said that her delegation had no problem with operative 
paragraphs (1) and (2) but could not accept operative paragraph (3) of the draft 
resolution. 

Dr SALVADOR (Ecuador) said he did not agree with the interpretation of the right to 
vote given by the Legal Counsel. The right to vote was indivisible and could not be 
broken down into the right itself and the manner in which it was exercised. Any 
modification to Rule 74 of the Rules of Procedure undermined the Member States' 
constitutional right to vote as they deemed fit. He therefore called on all delegations 
to oppose the adoption of operative paragraph (3�. 

Mr AITKEN (Assistant Director-General) said that it was not a responsibility of WHO 
to decide on the installation of electronic voting equipment in the Palais des Nations； 
that was incumbent on the United Nations. His understanding, however, was that such 
equipment would be installed soon, but only in the main plenary hall, not in the meeting 
rooms used by Committees A and В of the Health Assembly. 

Mr VIGNES (Legal Counsel) noted that the Committee had three issues before it on 
which it must vote. First, on the motion proposed by Cuba and Brazil under Rule 72 of 
the Rules of Procedure that the draft resolution be considered an important question 
requiring a two-thirds majority. Second, on the draft resolution itself, in two parts: 
the first being the preamble and operative paragraphs (1) and (2), and the second, 
operative paragraph (3). Lastly, Canada had proposed to split the amendment to Rule 74 
between Rule 74 and Rule 75. 

Mr TAITT (Barbados) submitted that the first issue mentioned by the Legal Counsel 
did not require a vote at all, for it was entirely clear from a reading of Rule 72 that 
the issue under discussion was an important matter under the terms of that rule. 

The CHAIRMAN said that owing to time constraints the Committee should suspend its 
consideration of the draft resolution. 

It was so agreed. (For continuation, see summary record of the sixth meeting, 
section 2.) 
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2. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, INCLUDING 

PALESTINE: Item 31 of the Agenda (Resolutions WHA43.1 and WHA43.26; Documents 
A44/25, A44/34, A44/INF.DOC./7, A44/INF.DOC./8 and A44/INF.DOC./9) (continued from 
the fourth meeting, section 1) 

The CHAIRMAN invited the Committee to vote on the draft resolution on the health 
conditions of the Arab population in the occupied Arab territories, including Palestine, 
which had been discussed at the previous meeting. Malta had asked to be included among 
the sponsors of the draft resolution. 

The draft resolution was approved by 90 votes to two. with eight abstentions.1 

Dr JAKAB (Hungary), in explanation of the vote, said that her delegation had voted 
in favour of the draft resolution because it agreed with the substantive provisions. 
However, if there had been a separate vote on the preamble, it would have abstained 
because of the political ideas expressed therein, which were inappropriate for a 
specialized agency such as WHO. 

Mr HANNOUSH (Australia) said that his delegation had voted in favour of the draft 
resolution, but that it did not approve of the politicized language. Although the title 
of the draft resolution referred to "Palestine", his delegation's vote should not be 
taken to assume that his country recognized the existence of a Palestinian State. 

Dr NIZANKOWSKI (Poland) said that his delegation had abstained in the vote on the 
draft resolution because it felt that WHO should concentrate on improving the health 
status of the people of the territories concerned, and not involve itself in purely 
political matters. He hoped that, in future, a wording would be found that would enjoy 
the support of all delegations and could, accordingly, be adopted by consensus. 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda 

World Summit for Children (follow-up action): Item 32.2 of the Agenda (Document A44/27) 

The CHAIRMAN welcomed Mr James Grant, Executive Director of the United Nations 
Children's Fund (UNICEF). He drew the Committee's attention to document A44/27, 
containing a report by the Director-General on action to follow up the World Summit for 
Children, held in New York on 30 September 1990. The annex to the document contained the 
text of the World Declaration on the Survival, Protection and Development of Children and 
the Plan of Action for implementing the World Declaration in the 1990s, which had been 
adopted by the World Summit. 

Mr SRINIVASAN (representative of the Executive Board) said that he was pleased to 
see both the Director-General of WHO and the Executive Director of UNICEF at the current 
meeting, adding that the World Summit for Children had been a joint endeavour involving a 
number of international organizations, as well as national authorities and countless 
families and parents. 

At its eighty-seventh session in January 1991, the Executive Board had discussed 
issues affecting children under several agenda items, including the Expanded Programme on 
Immunization, maternal and child health, and tropical diseases, and particularly during 
the stimulating debate on women, health and development, which was to be the subject of 
the 1992 Technical Discussions. 

The Director-General had reported to the Executive Board in detail on the historic 
World Summit for Children, which had been attended by 71 heads of state or government and 
by ministers representing more than 80 other countries. The Board had had before it the 
text of the World Declaration and the Plan of Action, whereby the world leaders undertook 
to improve the health, education and welfare of children and of women, particularly the 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.31. 
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mothers of young children. The Board had noted the high level of preventable maternal 
deaths, the increase in neonatal mortality, even in countries where infant mortality as a 
whole was declining, and the neglect of female children in many countries. 

Most of the health goals in the World Declaration and the Plan of Action had already 
been endorsed by the World Health Assembly, and the participants in the World Summit had 
recognized that fact. The Director-General had attended the World Summit, and had taken 
the opportunity to present to a wider international audience the Organization's policies 
and programmes and its commitment to achieving the Summit's health targets. 

The World Summit had been a meeting of governments, hosted by the United Nations 
with secretariat support from UNICEF, the lead agency in that area. Tlie United Nations 
General Assembly at its forty-fifth session had endorsed the World Declaration and the 
Plan of Action and, in resolution 45/217, had called upon all United Nations bodies to 
take into account the goals, strategies and related recommendations in those documents 
when carrying out their programmes. 

The Executive Board had welcomed the World Summit's integrated view of the needs of 
women and children and had recommended that the event should be called to the attention 
of the Health Assembly so that countries' specific requests for follow-up action would be 
noted by ministers of health. 

The Executive Board had also discussed the sustainability of initiatives for 
children in the field of immunizationt including a single children's vaccine for entire 
populations y the enhancement of national epidemiological capabilities and the optimal use 
of logistics and infrastructure. In the opinion of the Board, action in those areas must 
form part of health strategies and programmes using the primary health care approach. 

The Executive Board considered that the World Summit had provided a unique 
opportunity to capitalize on the political commitment of so many heads of state or 
government. It was not often that such a large meeting dealt so directly with the work 
of WHO and set targets which were of direct relevance to ministers of health. It was to 
be hoped that follow-up action would help to increase primary health care coverage and 
improve the health of all population groups. Moreover, the World Summit would provide a 
valuable counterbalance to the tendency of science to divide all issues into their 
separate components. Lastly, it was essential to keep the family at the centre of any 
action; the family was a valuable partner in development. It was essential to nurture a 
sense of responsible self-care and self-help within the family if the aims of the World 
Summit were to be achieved. 

The DIRECTOR-GENERAL welcomed the Executive Director of UNICEF, which was one of 
WHO'S closest partners within the United Nations system. His predecessor, Dr Mahler, had 
sometimes joked that WHO knew everything, but did nothing, and that UNICEF knew nothing, 
but did everything. The collaboration between the two bodies at the World Summit for 
Children had proved that, together, WHO and UNICEF could both know and do everything. 

During the World Summit, he had been impressed by the commitment of heads of state 
or government to ensuring a better future for children and their mothers throughout the 
world. By adopting the World Declaration and the Plan of Action, they had demonstrated 
their willingness to assume their responsibilities towards the children of the world. 
That was all the more remarkable because, even in September 1990, there had been clear 
signs of the current economic recession, which would have implications for the financing 
of the Plan of Action, and the clouds of war had been gathering over the Gulf. 

WHO and UNICEF had entered the war zone at the height of hostilities to bring 
emergency relief and to assess the health needs of women and children, thus responding to 
the World Summit's call for protection for the essential needs of women and children, 
even in time of war. He accordingly hoped that the same spirit would prevail now and 
that world leaders would support activities to protect and promote the health of the many 
people suffering from deprivation and the effects of civil strife, as well as the victims 
of scourges such as AIDS and cholera in various parts of the world. The UNICEF Executive 
Board had adopted a resolution on the current cholera epidemic in South America, and WHO 
and UNICEF had already begun joint action there and emergency relief activities in the 
Horn of Africa. 

The impetus gained from the World Summit should be used to improve health 
infras truc ture s and achieve health goals, but it was essential to integrate activities 
for children into primary health care rather than establish loosely related vertical 
programmes. It was also essential to remember specific goals such as the rapid reduction 
of infant and child mortality, as well as of maternal mortality, which had reached 
unacceptable proportions in many developing countries. 
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In his address to the World Health Assembly on 7 May 1991, he had spoken of the need 

for a new "paradigm" for health which would take account of the ever-changing social, 
political and economic situations of different population groups of different countries 
and even within countries, and of their repercussions on health. The health paradigm 
would avoid a piecemeal approach, and would promote a holistic view of the many factors 
which would determine whether health goals would be achieved and whether today's children 
would grow up to become productive men and women in a safe and supportive environment in 
which their human rights were respected. 

Promoting the health of women and children was an investment for the future, but it 
was essential to remember the needs of elderly people too, particularly at a time of 
increasing urbanization and urban health problems. The joint action taken by WHO and 
UNICEF gave due priority to the needs of women and children, but it also had implications 
for the whole field of health and social and economic development, as well as peace and 
security. He looked forward to hearing the Committee's views on WHO'S action to 
implement the World Declaration and Plan of Action, in accordance with the request of the 
United Nations General Assembly, and on the best way to implement the Plan of Action in 
the 1990s. 

Mr GRANT (Executive Director, United Nations Children's Fund) thanked the 
Director-General and the Chairman of the Committee for inviting him to attend the current 
meeting. The year 1990 would be remembered as a historic one for children's health, 
health for all and human development as a whole. Among the many notable events that had 
taken place during the year were the World Conference on Education for All in Thailand 
which, it was hoped, would do for basic education what WHO's Alma-Ata conference had done 
for primary health care; the meeting of the UNICEF/WHO Joint Committee on Health Policy 
which had led to the adoption of the Innocenti Declaration on the Protection, Promotion 
and Support of Breastfeeding； the Global Consultation on Safe Water and Sanitation for 
the 1990s held in New Delhi; the efforts of the Expanded Programme on Immunization to 
create the Children's Vaccine Initiative, the largest global collaboration ever achieved 
in peacetime； and the entry into force of the Convention on the Rights of the Child, a 
bill of rights laying down the responsibility of States and society for children's 
rights, including their right to health. The year 1990 had also seen the World Summit 
for Children, which had urged all countries to give top priority to children's rights and 
to give them the first call on resources in bad times as well as good ones. 

The achievements in 1990 had been based on the work of the previous decade and the 
years before that. The World Declaration on the Survival, Protection and Development of 
Children and its Plan of Action had drawn on the objectives and strategies developed by 
the World Health Assembly in its campaign to achieve health for all by the year 2000. 
The World Declaration and Plan of Action provided powerful leverage for the improvement 
of the health and well-being of children everywhere, which was an essential foundation 
for health for all. For the first time, international agreement had been reached on the 
goals which leading health officials throughout the world had long sought to achieve, 
along with the engagement and financial commitment of more than 100 heads of state or 
government and over 50 senior representatives from other countries. The World 
Declaration and the Plan of Action laid down not just principles, but realistic, 
measurable goals, with a timetable for their implementation which would be monitored at 
one-year, five-year and ten-year intervals and would be open to public scrutiny. 

On behalf of the participants in the World Summit, he thanked WHO for its direct 
contribution to the event, as well as its groundwork over previous years. UNICEF had 
relied greatly on WHO expertise in the elaboration of the World Declaration and the Plan 
of Action, and was grateful for the personal participation of the Director-General and 
other senior WHO officials. 

As the representative of the Executive Board had said, the United Nations General 
Assembly had endorsed the World Declaration and Plan of Action and had called upon all 
organs of the United Nations system to take them into account in their programmes and to 
inform the General Assembly of the progress they had made, starting in 1992. 

He thanked the Director-General for his outline of WHO's follow-up action, which 
drew upon the recommendations of the UNICEF/WHO Joint Committee on Health Policy and were 
an integral part of WHO's Eighth General Programme of Work. WHO would act as a leader in 
the achievement of the health goals for children to which the international community and 
more than 150 governments were now committed. 
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Of course, the ultimate test of any policy was its success at country level. The 

early indications were hopeful； at the last session of the UNICEF Executive Board, many 
countries had reported on the preparations they had made to follow up their commitments 
under the World Declaration and the Plan of Action. Impressive reports had been received 
from industrialized and developing countries alike. 

If the momentum gained from the World Summit was to be used to improve maternal and 
child health, it was the responsibility of health leaders - including the members of the 
Committee - to carry out the Plan of Action in their own countries. Paragraph 34 of the 
Plan detailed the immediate tasks to be completed by the end of 1991, such as the 
preparation of national programmes of action, re-examination of priorities, and budget 
reviews. The commitments concerning child health formed the core of all the commitments 
in the World Declaration and the Plan of Action, and their success - and thus the success 
of the World Summit itself - would depend on the leadership displayed by health officials 
in ensuring that their countries implemented the provisions of paragraph 34 of the Plan 
of Action, particularly subparagraphs (i), (ii) and (iii). 

While the World Summit had given new impetus to efforts to achieve common health 
goals, it had also been a challenge to WHO and UNICEF to step up their activities in 
several areas of critical importance to child health. He was pleased to note that the 
two bodies were now collaborating in a number of those fields, notably reduction of 
micronutrient deficiency (to be discussed at the conference, "Ending hidden hunger", to 
be held in Montreal in July)； control and treatment of acute respiratory infections (to 
be discussed at an international conference to be held in Washington, DC, in December)； 
the search for better and more comprehensive vaccines, notably through the Children's 
Vaccine Initiative, for which UNICEF funding had just been endorsed by UNICEF's Executive 
Board; prevention of HIV infection, and attention to the special needs of AIDS-affected 
children; and intensification of efforts to promote and protect breast-feeding. 

In regard to the last two areas, UNICEF had been requested by its Executive Board to 
take immediate further steps, in close cooperation and consultation with WHO, to help 
develop a strategy to combat the spread of AIDS. That effort would draw upon UNICEF's 
special capabilities in social mobilization for behavioural change, in the procurement 
and distribution of supplies, in the development of community-based projects, and in the 
involvement of nongovernmental organizations. It would be directed particularly at 
meeting the special needs of women and children affected by AIDS, notably AIDS orphans. 

With more than one million children still dying annually for lack of effective 
breast-feeding, UNICEF's Executive Board had also welcomed the joint WHO/UNICEF statement 
on protecting, promoting and supporting breast-feeding, as well as the Innocenti 
Declaration. The Board had urged UNICEF to make a special effort to encourage 
implementation by maternal services and hospitals of the ten steps to successful 
breast-feeding, and had called upon manufacturers and distributors of breast-milk 
substitutes to end by December 1992 the practice of supplying their products free, or at 
low cost, to maternity wards and hospitals. There had been a good response to that 
appeal on the part of manufacturers. UNICEF had also been considering the award of the 
accolade "baby friendly" to maternity services that practised the ten steps advocated by 
WHO and UNICEF, both as an incentive to hospital and other maternal health services to 
promote breast-feeding, and as a means of educating mothers. The concept needed to be 
further refined, and the range of criteria broadened to include other key factors which 
contributed towards the development of healthy babies. There was no doubt that the 
promotion of breast-feeding warranted special attention. 

The success of the greatest collaborative peacetime effort ever undertaken, 
protection of over 80% of the world's children against six preventable diseases, 
warranted more than a passing mention. The vision displayed by the World Health Assembly 
in setting itself the goal of universal immunization by 1990 had been fully vindicated. 
Together with the Director-General, he expected to announce formally later that year 
attainment of the 1990 goal of immunization of 80% of infants under one year of age. 
Over one hundred million infants were now being reached with vaccines four or five times 
during their first year of life, representing a total of some five hundred million 
contacts every year. Immunization delivery systems extended to remote villages and 
settlements, some not reached even by the postal service. The experience of the Expanded 
Programme on Immunization had revitalized primary health care systems in many countries, 
and had laid the foundation for efforts to attain the new set of goals for the 1990s. 
Success in meeting the current goal meant that some eight thousand children a day were 
now being saved - more than twelve million lives since the accelerated effort had begun, 
and three million during the previous year alone. 
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That was not only a medical and public health achievement； it also crowned the 

efforts of the countries concerned to educate, to communicate, and to mobilize 
so that advances in medical science could be applied. It was the result of the 
translation of political will into social action even during times of austerity, and of 
the broadest intersectoral and international cooperation. The success of the 
immunization effort provided a model for efforts to attain a whole range of other 
development goals during the 1990s. Indeed, achievements in child immunization and oral 
rehydration therapy were not only significant in their own right, but were also a useful 
means of mobilizing political support for the injection of new resources into the health 
system as a whole. One example was the involvement of Rotary International, which had 
raised more than US$ 300 million for the "Polio Plus" campaign. 

The challenge now was to sustain the flow of resources that had been generated, and 
to build up sustainable health care delivery systems. WHO and UNICEF were jointly 
committed not only to sustaining the successes they had achieved, but also to raising 
coverage of children under one year from 80X to 90Z； to eradicating poliomyelitis； to 
eliminating neonatal tetanus； to reducing measles incidence by 90X, and measles 
mortality by 95%； and to achieving universal tetanus immunization for women during their 
child-bearing years. It was clear that developing countries would need external 
assistance if they were to achieve those goals, and he wished to assure them that UNICEF 
would continue to provide them with financial support throughout the 1990s. 

Health care delivery systems needed to be made more affordable and sustainable. 
Primary health care systems could capitalize on the success achieved by the Expanded 
Programme on Immunization by securing greater support not only for the financing, but 
also for the management of health services. The experience of the Bamako Initiative 
should provide guidance in that connection. 

Without the successes achieved in the field of immunization, control of diarrhoeal 
diseases and oral rehydration therapy over the past five or six years, successes which 
had captured the attention of politicians and heads of state or government at the highest 
level, the United Nations Convention on the Rights of the Child might never have been 
established, or the World Summit for Children convened. UNICEF had been privileged to be 
a partner in WHO's outstanding achievements in the child health field in recent years. 

He was pleased to note that WHO, UNDP, the World Bank and UNICEF, together with the 
Rockefeller Foundation and many bilateral partners, had agreed to the broadening of the 
mandate of the body that was now called Task Force on Child Survival and Development. 
The Task Force had proved an invaluable stimulus for coordinated action in support of 
achievement of the 1990 immunization goal, and had helped to prioritize areas where there 
was the greatest need for external assistance. 

UNICEF estimated that attainment of the goals of the World Summit for Children in 
developing countries would require additional resources of some US$ 20 000 million per 
year by the mid-decade. Of that sum, some US$ 3000 million would be needed to meet basic 
health goals, some US$ 9000 million for safe drinking-water and sanitation, and some 
US$ 5000 million for education. Two-thirds of the resources needed would come from 
developing countries themselves, but some US$ 5000 to 7000 million per year would need to 
come from external assistance. The least developed countries, particularly those of 
sub-Sabaran Africa, would need proportionately more aid. Those resources could either be 
additional, or be derived from reallocations within current aid programmes, which now 
totalled some US$ 50 000 million per annum. Local resources might also be generated 
through various initiatives that could be summarized under the heading of debt relief for 
children. 

Although those sums were large, it should not be impossible to raise them. After 
all, over US$ 1 000 000 million a year was still spent on arms, and in North America 
tobacco companies still spent US$ 3000 million a year on advertising. With the necessary 
will, the resources needed to fulfil historic promises to children could be mobilized. 

Thirteen years earlier, the imagination of all those working in the public health 
field had been fired by WHO'S vision of health for all by the year 2000 through primary 
health care. At the World Summit for Children, the promises made at Alma-Ata had borne 
fruit in practical strategies which had received endorsement at the highest level 
worldwide. Never again was the world likely to experience such a convergence of vision 
and leadership on behalf of the well-being of peoples, especially of children and women. 
He urged the two organizations, each within its own area of competence, to make the most 
of the great opportunity offered to them. 
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Dr WILLIAMS (Nigeria) said that the recent World Summit for Children had made 

children the focus of international concern at the highest level. Both the 
Director-General of WHO and the Executive Director of UNICEF were to be congratulated on 
the role they had played in formulating the World Declaration and Plan of Action. 

The two previous speakers had stressed the complementary role of the two 
organizations in promoting and protecting of the health and well-being of women and 
children the world over. Although WHO had the advantage of technical expertise in 
devising initiatives that were simple and cost-effective, UNICEF had the advantage of 
experience in the fields of advocacy, social mobilization and fund-raising. 

WHO, as the lead agency for directing and coordinating international health work, 
was already carrying out many of the activities identified as crucial for attainment of 
the Summit's goals: those activities were reflected in the Eighth General Programme of 
Work, covering the period 1990-1995. The quantitative targets set by the Summit were 
ambitious, but not unattainable. However, countries differed widely in the resources 
they had available, and most Member States would find it difficult to improve the health 
of women and children unless they received massive aid which would enable them to resume 
economic growth. 

The first major goal of the World Summit had been reduction of infant mortality, and 
one of the best ways of achieving that goal was to continue to promote breast-feeding. 
He had been pleased to note that the Summit endorsed the Innocent i Declaration. He would 
urge WHO and UNICEF to continue to work together to attain the targets set by the World 
Declaration and by the Plan of Action. 

Nigeria had noted with concern that breast-feeding rates were still declining and 
that, despite all efforts, multinational corporations were still not complying with the 
International Code of Marketing of Breast-milk Substitutes. His delegation proposed that 
the draft resolution set out in paragraph 19 of document A44/27 be amended to emphasize 
the vital importance of breast-feeding, both for maternal and child health and for family 
planning, by adding the following text after the third preambular paragraph: 

Considering that breast-feeding provides the first immunization of the child, 
helps to space births, and thereby protects women's health and fosters safe 
motherhood, and that it is a major factor in the prevention of diarrhoea, acute 
respiratory infection and malnutrition, especially for those most at risk, 

WELCOMES the Innocenti Declaration on the Protection, Promotion and Support of 
Breastfeeding, and recommends that its operative targets become the basis for WHO 
policies and actions； 

REQUESTS the Director-General to integrate those targets in the relevant WHO 
programme, particularly in its diarrhoeal disease control programme and the women, 
health and development programme, and to report progress every two years. 

Dr ТАРА (Tonga) thanked the representative of the Executive Board, the 
Director-General of WHO and the Executive Director of UNICEF for their inspiring 
addresses. 

He fully supported the draft resolution contained in paragraph 19 of 
document A44/27, and wished to propose two amendments. In operative paragraph 1, the 
words "WELCOMES AND" should be added before "FULLY SUPPORTS", in order to make it clear 
that the World Declaration was fully in line with policies and resolutions adopted by the 
World Health Assembly. He also proposed that in the last line of operative paragraph 2, 
the phrase "in particular, paragraph 34, which suggests the action countries might take" 
be added after the words "Plan of Action". That wording would help to remind 
policy-makers that they should take their commitment to the world's children fully into 
account when elaborating development policy and allocating resources to social 
development, particularly health. 

Dr NOVELLO (United States of America) said the World Summit for Children had been a 
lofty concept, with lofty goals, but goals that were nevertheless attainable. Of the 
three million young people now living on the planet, 14 million would not survive the 
year, and in the next hour alone some 1000 babies would perish. The achievements of the 
World Summit for Children would demonstrate that such statistics need not persist. 
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The United States had recently launched a major initiative to promote the health and 

welfare of its children. The Department of Health and Human Services had created a new 
agency which would focus on child welfare and family issues, and would have an annual 
budget of US$ 27 000 million. 

Almost all WHO's activities, ranging from organization of primary health care to 
development of human resources, tropical disease control, essential drugs, and protection 
of the human environment, had an impact on child health. The United States was 
supporting all those activities, either directly or through bilateral child survival 
programmes. It was increasing its cooperation in all those areas as part of its 
commitment to the goals of the World Summit for Children. 

Under its foreign assistance programme, the United States would be increasing its 
support for prevention and control of measles, still the greatest killer of children 
among all immunizable diseases. It would be supporting the Children's Vaccine Initiative 
through its participation in the consultative group, and would also be intensifying 
support of programmes promoting breast-feeding. 

Her delegation wholly supported the goals of the World Summit for Children, and 
urged the Director-General to participate fully with other organizations and bodies of 
the United Nations system in helping to achieve them. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) shared the views 
expressed by the United States delegate. The United Kingdom took very seriously the 
commitments entered into under the Declaration and Plan of Action it had signed at the 
World Summit for Children. Efforts were now being made to prepare a coordinated national 
plan, which would enable the United Kingdom to meet all the targets set in the 
Declaration. The health content of the plan was seen as its most important feature. 

The plan covered not only the United Kingdom's responsibilities at national level, 
but also its commitments under aid programmes； the Overseas Development Administration 
was undertaking a review of such aid programmes to ensure that they were properly 
targeted to achieve the Summit's goals. 

His delegation commended UNICEF and WHO for their initiative, and fully supported 
the draft resolution contained in paragraph 19 of document A44/27, which should further 
strengthen the joint effort on which all had embarked. 

Mr ORTENDAHL (Sweden) thanked the representative of the Executive Board, the 
Director-General, and the Executive Director of UNICEF for their enlightening and 
enthusiastic addresses. 

Sweden, as one of the six countries which had initiated the World Summit for 
Children, attached the greatest importance to the political commitment called for under 
the World Declaration and Plan of Action. All organizations and bodies of the United 
Nations system should take the goals and strategies defined in the Declaration into 
account in their programmes, and should give countries the fullest possible support in 
achieving them. The Declaration was a challenge to WHO to mobilize resources and skills 
the better to meet the needs of the millions of children and women on the very edge of 
existence. 

His delegation believed that a health infras truc ture geared to a primary health care 
strategy, based on the principle of social equity, was the soundest basis for promoting 
the health of children and women throughout the world. Although there was no magic 
formula for achieving sustainable development for child health, WHO could begin by 
focusing on actions for which resources and technology were already in place. One 
example was promotion of breast-feeding, which had a bearing on many of the activities 
listed in paragraph 10 of document A44/27. Breast-feeding provided the child with early 
immunity, helping also to space children arid thus to protect women's health and foster 
safe motherhood. It was also a major factor in preventing diarrhoeal diseases and 
malnutrition, especially for children most at risk. 

It was now 10 years since the adoption of the International Code of Marketing of 
Breast-milk Substitutes, and time for all countries to take a close look at the way in 
which that Code was being implemented. The guidelines offered by the Innocenti 
Declaration on the Protection, Promotion and Support of Breastfeeding should be followed 
by all Member States. 

Although great success had been achieved by the Expanded Programme on Immunization, 
it did not include the administration of tetanus toxoid to mothers. In that respect, 
pregnant women were considerably underserved, and WHO should step up its activities if 
the target of elimination of neonatal tetanus by the year 1995 was to be reached. 
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It was stated in paragraph 18 of the report that a focal point had been established 

within the Organization for monitoring implementation of the Plan of Action: he would 
appreciate more information on the mandate and tasks of that body. 

The world's commitment to the cause of the child represented a unique opportunity, 
which should not be missed. Every effort should be made to implement the Declaration and 
Plan of Action, and his delegation would support adoption of a resolution to that 
effect. However, it found the text contained in paragraph 19 of the report somewhat 
vague as a guideline for action. Since a number of amendments had been proposed, he 
suggested that a working group be set up, which would define priority areas and fix a 
timetable for follow-up action. 

Dr SAEID (Iraq) commended the achievements of the World Summit for Children. In 
particular, he paid tribute to the role played by UNICEF in the recent crisis. 

He supported the draft resolution, and also the amendments proposed thereto by the 
delegate of Tonga. 

There were more than four million children in Iraq under the age of five. In the 
matter of action to promote their health, commitments made on paper were not always 
fulfilled in practice； but as far as WHO was concerned, the action taken had been highly 
effective. 

Mr DAYAL (India) fully supported and appreciated the follow-up action taken by WHO 
and UNICEF to implement the Plan of Action approved by the World Summit for Children. 
The future of mankind depended on the treatment given to children, who needed not only to 
survive but also to have every opportunity to grow and develop. The Task Force for Child 
Survival had appropriately been renamed the Task Force on Child Survival and Development, 
but the change of name would not accomplish the task to be performed. Activities such as 
the promotion of breast-feeding, the management of acute respiratory infections, oral 
rehydration therapy, and immunization, although important, would not in themselves 
achieve the goal of child survival and development. More children would certainly 
survive, but if they were to develop properly those activities must be viewed as critical 
components in a whole range of services in the areas of health, nutrition and education. 

In that connection it was necessary to think in terms of the integration of 
services, of workplaces, and of workforces which, at the community, neighbourhood and 
village level, should receive integrated training in supplying a full range of services 
to children. All communities should provide premises where young children could play and 
receive preschool education, psychosocial stimulation and immunization, where mothers 
could be educated in health and nutrition, where undernourished children could be given 
their food supplements t and where community workers trained in a variety of tasks could 
work with vertical support from persons more highly skilled in their individual 
professions. Such an integration of services and workplaces was absolutely essential if 
the fullest opportunities for development were to be provided to children. 

Mr GONGOR (Mongolia) stressed the importance of the World Declaration on the 
Survival, Protection arid Development of Children and the related Plan of Action, which 
was a clear illustration of the political commitment of States to promote a better future 
for all children. Individuals and communities must make every effort to implement the 
commitments undertaken at the highest level. In that context, WHO had a clear role to 
play in protecting the health of children and women, particularly in controlling 
children's diseases, in improving public hygiene and maternal health, and in promoting 
family planning. His delegation therefore supported the measures that the Organization 
was intending to take in collaboration with UNICEF. It also appreciated the 
Organization's willingness to take up all issues of priority for children's health within 
the general context of health development. It also supported the draft resolution before 
the Committee. 

The Convention on the Rights of the Child was a unique document designed to secure 
the protection and welfare of children. Mongolia had been one of the first signatories 
and would do everything within its power to promote its implementation. 

Unfortunately, the protection of children's health in developing countries was 
closely connected with economic growth. Although considerable progress had been made in 
improving the health of the population, Mongolia was a land-locked developing country 
facing enormous problems owing to the lack of certain food products, water and drugs and 
inadequate family planning. Infant and maternal mortality rates were intolerably high. 
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In addition, the country was in the process of shifting to a market economy； as a 
result, its economic situation was deteriorating and its health sector was facing a 
difficult future. In order to make the transition easier and to protect its children, 
Mongolia needed the assistance and support of the international community. WHO and 
UNICEF were to be warmly congratulated on the joint programme that they had begun to 
implement in Mongolia to control diarrhoeal diseases and respiratory infections, which 
were major causes of mortality among Mongolian children. 

Dr CORNAZ (Switzerland) noted that WHO was directly concerned with measures to 
follow up the World Summit for Children and with the action to be taken by Member 
States. Rather than place exclusive emphasis on specific activities, for which the 
structure was sometimes too vertical, her delegation considered that attention should be 
paid to the whole set of factors that affected the health and development of children. A 
general environment conducive to the promotion and protection of children's health and 
development was necessary. Among the factors determining that environment, particular 
attention should be paid to nutrition, sanitation, the control of infectious diseases, 
maternal health and family planningf basic education, particularly of young girls and 
women, as well as raising of the income of the poorest families, although that area was 
not within the purview of WHO. In each of its programmes in those fields the 
Organization should closely examine the effects of the factors involved in children's 
health and development. In WHO-supported activities, the situation of children must 
receive broad and active attention integrated into the overall effort to strengthen 
primary health care. WHO should encourage and support similar action in the Member 
States. 

Her delegation had been pleased to hear the confirmation of UNICEF's promotion of 
breast-feeding. The draft resolution contained in document A44/27 needed to be 
strengthened so as to give more guidance and to define more carefully the priorities to 
be pursued. She therefore supported the Swedish delegation's proposal that a drafting 
group be established for that purpose. She also agreed with the Chairman of the 
Executive Board that the family, rather than separate individuals, should be placed at 
the centre of the Organization's concerns. 

Mr SENE (Senegal) said that the World Summit for Children had been an exceptionally 
significant meeting of heads of state or government that had demonstrated the importance 
which the international community should attach to promoting the welfare and development 
of children. The meeting, at which Senegal had been represented by its President, had 
displayed a real political will that had led to the adoption of the World Declaration on 
the Survival, Protection and Development of Children and of a Plan of Action containing 
specific goals for the health of women and children in the 1990s. The Convention on the 
Rights of the Child had entered into force as a result of its massive ratification by 
States Members of the United Nations. WHO, in cooperation with UNICEF, had made all its 
scientific capabilities and technical potential available for the preparations for the 
Summit and was in no way behindhand in implementing strategies to promote the health, 
development and welfare of women and children. His delegation supported the draft 
resolution, which had been drawn up as part of the steps taken to follow up the Summit 
and was designed to achieve a more effective mobilization of political support and 
necessary resources and to attain the overall objectives of health for all. 
Nevertheless, the amendments proposed by the delegates of Nigeria and Tonga, as well as 
the comments made by other speakers, deserved to be given further consideration. In any 
event, the movement launched by the World Summit for Children, and the measures taken by 
the 150 governments which had committed themselves to attaining its goals, would 
certainly be helpful in establishing a true world partnership for that purpose. That 
would be an exemplary display of international cooperation among governments, specialized 
agencies, nongovernmental organizations and voluntary agencies to meet the challenges of 
promoting the health, survival and harmonious development of children and mothers. 

Mrs ARMIT (Canada) said that her country, building on the momentum provided by the 
World Summit for Children, had taken a number of follow-up actions which could ultimately 
have a bearing on the health of children, not only in Canada but also in other parts of 
the world. The Minister of National Health and Welfare, responsible for following up the 
World Declaration on the Survival, Protection and Development of Children, had been 
requested to set up a new mechanism to ensure coordination and consistency in activities 
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concerning children. An important step in that direction had been taken in January 1991 
with the establishment of a Children's Bureau responsible for preparing and implementing 
federal plans to give effect to commitments undertaken at the Summit, in partnership with 
the other federal departments and agencies, the provinces and territories, 
nongovernmental organizations, community groups, professional associations, and children 
themselves. 

Follow-up activities were also being undertaken by the Canadian International 
Development Agency, a number of them directly concerned with children's health. They 
included a new $ 5 million programme dealing with vitamin A and iodine deficiency 
reduction, participation in the steering committee of the forthcoming international 
conference on micronutrients, and the second phase of the Canadian international 
immunization programme. In the course of 1991 the Agency would also be making a 
considerable effort to elaborate a variety of policies related to the goals of the World 
Summit for Children. For example, a new AIDS policy was targeted on women and newborns 
with AIDS. A policy framework for population and health aimed at primary and maternal 
health care would be available shortly. 

Her Government was also taking initiatives to counter violence against children, an 
issue which had a major impact on the mental and physical health of children in Canada 
and throughout the world. A four-year family violence initiative, announced in February 
1991 with resources amounting to $ 136 million, would continue to work towards the 
elimination of child abuse in Canada. Activities would be undertaken to mobilize 
community action, to strengthen Canada's legal framework, to support services in 
indigenous communities, to strengthen Canada's ability to help victims and stop 
offenders, to provide additional housing for abused women and their children, and to 
develop better national information facilities. 

Lastly, Canada was concluding the process to ratify later in the year the United 
Nations Convention on the Rights of the Child. 

The world's future lay in the health of its children. Canada urged all States to 
implement measures aimed at improving the health of children and fully supported the 
goals and Plan of Action adopted at the World Summit for Children. It endorsed the draft 
resolution before the Committee. Through improved access to health care, clean water and 
sanitation, and protection from the diseases that ravaged the most vulnerable social 
groups, the world could be well on the way to ensuring a better future for all its 
children. 

Mrs GALVIS (Colombia) said that the World Declaration on the Survival, Protection 
and Development of Children was perhaps the most important document ever to have appeared 
in relation to protection of the world's children, as it provided criteria for overall 
policy. Her country had ratified the Convention on the Rights of the Child and had 
implemented a series of programmes designed to make those rights widely known in 
Colombia. 

However, care of the child must be based on two basic principles : protection of the 
family, which had to be ensured within the context of the Plan of Action, and adequate 
nutrition from pregnancy onwards, meaning that programmes should provide for satisfactory 
maternal nutrition. 

She fully supported the proposal to include a reference to breast-feeding in the 
draft resolution, bearing in mind, however, that the lactating mother had to be 
adequately nourished in order to breast-feed. Her delegation therefore suggested that 
WHO include family health in the integrated activities suggested by the Plan of Action. 
Family health was a broad concept that encompassed not only physical but also mental 
health, and entailed the elimination of not only violence but also coldness and 
indifference on the part of family relations. Children could suffer from lack of 
affection, from overprotection, or from authoritarianism and exploitation. Consequently, 
she would like the draft resolution to reflect, a little more strongly, those activities 
which WHO could undertake within the framework of the Plan of Action and to emphasize 
interdisciplinary work. She supported the suggestion that a drafting group be 
established to give the draft resolution a sharper profile. 

Mr GRANT (Executive Director, United Nations Children's Fund) thanked WHO for having 
invited him to the Health Assembly. He was pleased to inform the Committee that the 
arrangement whereby UNICEF coordinated its work with WHO through the UNICEF/WHO Joint 
Committee on Health Policy was so useful that a similar mechanism had been set up for 
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coordinating the work of UNICEF and UNESCO. He had been greatly encouraged by the 
references to breast-feeding, a practice that not only promoted health but also saved 
money, being in that respect symbolic of the challenge of the 1990s. The Innocent! 
Declaration on the Protection, Promotion and Support of Breastfeeding had provided an 
excellent summation, and many of its goals could be attained well before 1995. 

The CHAIRMAN, noting that a number of amendments had been proposed to the draft 
resolution contained in document A44/27, announced that, in accordance with the wishes 
expressed by several delegations, a drafting group consisting of the Rapporteur and the 
delegations of Nigeria, Sweden, Tonga and any other delegation that wished to participate 
would meet immediately after the close of the meeting to recast the text. 

The meeting rose at 12h45. 



SIXTH MEETING 

Tuesday. 14 Mav 1991. at 14h30 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

World Summit for Children (follow-up action): Item 32.2 of the Agenda (Document A44/27) 
(continued) 

The CHAIRMAN reminded the Committee that a drafting group had been set up to 
reconcile the various proposed amendments to the draft resolution. The drafting group 
had concluded its work, and the draft would be circulated during the afternoon. He 
therefore suggested that the resolution should be dealt with towards the end of the 
meeting when delegations had had time to study it. 

It was so agreed. 

Mr STEPANEK (Czechoslovakia) expressed the thanks of his delegation to UNICEF and in 
particular to Mr Grant, the Executive Director, for their endeavours in the field of 
child health. His delegation fully supported the World Declaration on the Survival, 
Protection and Development of Children adopted at the World Summit for Children. He was 
convinced that the rapid and effective implementation of the Summit goals could be 
achieved by close cooperation between UNICEF, WHO and UNESCO and other international 
bodies. His Government had ratified the Convention on the Rights of the Child the 
previous year. He recommended the adoption of the draft resolution and the amendment 
proposed by the delegate of Nigeria. 

Dr MARANDI (Islamic Republic of Iran) also thanked WHO and UNICEF for their work at 
the World Summit for Children. He supported the amendment proposed by the delegate of 
Nigeria on the subject of breast-feeding, and requested the Director-General to take 
action on the textbooks of paediatrics used in many medical schools throughout the world, 
some of which contained material discouraging the practice of breast-feeding. The 
duration of breast-feeding was also a cause for concern. In most WHO publications, it 
was recommended that breast-feeding should be continued well into the second year, but 
UNICEF, the Innocenti Declaration and the WHO/UNICEF technical meeting on the subject, 
held at WHO headquarters in June 1990, all recommended continuing it for two years and 
beyond. Over a thousand million Muslims throughout the world were taught by the Koran to 
breast-feed for two full years. In developing countries a great number of those mothers 
who breast-fed for two years did not have access to a nutrition programme to compensate 
for the obvious loss of calories that caused. His delegation hoped that WHO would adjust 
its recommendations accordingly. 

Dr AL-JABER (Qatar) said that the World Summit for Children had been useful at all 
levels and thanked all those who had participated in it. Qatar had carried out a 
comprehensive survey of children, infant mortality and maternal and child health care. 
The value of breast-feeding was emphasized in the textbooks used by medical students. 
Studies had shown that the services provided had reached an excellent level, as shown by 
the decrease in infant mortality to an acceptable rate. Other studies had shown that 
mothers were anxious to breast-feed their children. With regard to the immunization 
programme, it was hoped to reach the targets set in 1990. There was no vaccination 
against hepatitis B, which was to be coordinated with other vaccination efforts. 
Maternal and child care had improved greatly, not only in Qatar but also in other Gulf 
countries, and WHO should take advantage of their expertise so that it might be applied 
in other areas. His delegation supported the amendment to the draft resolution proposed 
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by the delegate of Nigeria. He agreed with Mr Grant that it was impossible to stand by 
and see one million children die annually as a result of inadequate breast-feeding. 

Mrs HU Sixian (China) said that children represented the future of humanity and the 
hope for social progress and economic development. Only by ensuring the welfare of 
children and their overall development could the world face the challenges of the 
twenty-first century. It was to be hoped that the international community would pay 
special attention to children in developing countries by providing good conditions for 
their survival and development. The World Summit for Children had been a meaningful 
initiative which had demonstrated the will of the international community to promote the 
well-being and development of children, particularly those in developing countries. 

There were 300 million children in China, corresponding to 30% of the population. 
From the outset, the welfare of children had been an important component of the 
socioeconomic development strategy of the country. The Convention on the Rights of the 
Child had been supported and ratified, and China had now also ratified the World 
Declaration on the Survival, Protection and Development of Children and the Plan of 
Action for its implementation. The Coordinating Committee of the State Council had 
therefore drawn up guidelines to ensure the healthy growth of children. The aim was to 
mobilize the whole population to that end and to meet the standards set out in the 
Declaration and Plan of Action adopted at the World Summit. 

Dr MMUNI (United Republic of Tanzania) said that his country had a very high 
percentage - approximately 40% - of young people in its population, but the infant 
mortality rate was nevertheless high. Among the principal causes of the latter were 
diarrhoeal diseases, measles, malaria, tetanus and malnutrition. In recent years AIDS 
had had a devastating effect in some areas； entire families had been wiped out and there 
were also many orphans. 

The United Republic of Tanzania had tried its best to care for its children by 
carrying out various programmes aimed at improving the health of mothers and children. 
About 80% of pregnant mothers did not attend antenatal clinics for the necessary 
immunizations and detection of any abnormalities. "Facts for life" programmes had, 
however, given renewed hope to parents and children. 

An immunization coverage of 88X had been achieved, leading the way to improved 
conditions for the children of his country. Efforts were also being made to deal with 
the large number of orphans. With the help of various international organizations such 
as the Red Cross, UNICEF and DANIDA, his Government was determined to continue its 
efforts to improve conditions for such children, and he called upon the international 
community to continue to provide assistance for their rehabilitation. 

Dr HENDERSON (Assistant Director-General) said that the suggestions of delegates and 
also the work of the drafting group to improve the text of the resolution contained in 
document A44/27 were appreciated. Specific note had been taken of the request of the 
delegate of the Islamic Republic of Iran in respect of improving or correcting paediatric 
textbooks and to the policies of WHO regarding the duration of breast-feeding. 

There was one specific question from the delegate of Sweden concerning the mandate 
and tasks of the focal point mentioned in paragraph 18 of document A44/27. That 
paragraph stated that "WHO has established a focal point within the Organization to 
ensure that achievement of the goals and implementation of the Plan of Action will be 
closely monitored . . .и. The Director-General saw the utility of using the Summit 
initiative as one way among others of strengthening internal monitoring and 
coordination. The focal point had been established in the Office of the Director-General 
and would work with the various individual programmes to track the development and 
implementation of the Action Plan and to ensure that WHO's own monitoring of the results 
was done in an effective and timely manner. 

That work was just beginning and the exact details of the operation were still being 
defined. The aim was very much to keep the process both flexible and supportive of 
individual programme efforts and their synergistic action to meet the Summit goals. It 
was not the intention to impose a bureaucratic layer to complicate the work being done, 
but to evolve the work methods in the light of experience. 

(For continuation, see page 255.) 
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2. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 29 of the Agenda (Decision WHMO(IO); 

Document A44/24 ) (continued from the fifth meeting, section 1) 

The CHAIRMAN invited the Committee to resume its consideration of the draft 
resolution on the method of work of the Health Assembly, contained in document A44/24. 

Mr VIGNES (Legal Counsel), replying to the statement made earlier by the delegate of 
Barbados f said that Rule 72 referred to the suspension of the voting privileges of a 
Member State. However, what the Committee was dealing with did not concern that matter, 
but modification of the procedural requirement for the use of roll-call voting, and that 
was not an important question within the meaning of Rule 72. Replying to the earlier 
query by the delegate of Indonesia, he said that the proposed amendment to Rule 74 would 
not apply to the rules of procedure of regional committees, since Article 49 of the 
Constitution provided that the regional committees should adopt their own rules of 
procedure. Referring to the point made earlier regarding voting procedure on the draft 
resolution, he suggested that the Chairman should ask the Committee to vote first on 
operative paragraphs 1 and 2 together and then vote on paragraph 3 as amended by Canada. 

Mr TAITT (Barbados) submitted that the Legal Counsel had distorted the meaning of 
Rule 72 in that it was not restricted to the matter of voting privileges but also bore on 
amendments to the Constitution and other questions. The amendment to Rule 74 under 
discussion was, by extension, an amendment to the constitutional instruments under which 
the Committee operated, so that it was ipso facto an important question. 

Mr VIGNES (Legal Counsel) said that the Committee was considering two different 
texts. Rule 72 covered amendments to the Constitution, which was the basic document of 
WHO, but the Committee was considering now an amendment to the Rules of Procedure. 
Rule 121 clearly stipulated that the Health Assembly was competent to add to or amend the 
Rules of Procedure, that is to say, in accordance with the normal voting procedure, which 
was for decisions to be adopted by a simple majority as provided for in the Rules of 
Procedure, unless there was a specific request such as the one made by the delegate of 
Cuba to consider that amendment to be an important question, in which case a two-thirds 
majority was needed. As to the decision whether or not to consider a matter to be an 
important question, it could be taken by a simple majority. 

Mr TAITT (Barbados) said that he did not wish to enter into a discussion on points 
of law with the Legal Counsel. The preamble to the Rules of Procedure made it clear that 
the Constitution prevailed over the Rules of Procedure in the event of a conflict between 
the two. It therefore stood to reason that, even if the Committee wished to amend a Rule 
of Procedure or any rule that was related to procedure in any aspect of the Health 
Assembly, that would fall within the ambit of the Constitution. He submitted that the 
Legal Counsel had shifted his ground in turning to Rule 121 when his attention had been 
drawn to Rule 72, which the Legal Counsel had interpreted as a rule dealing with the 
suspension of a Member State's voting privileges. He was willing to abide by the 
Chairman's acceptance of the Legal Counsel's interpretation, although he fully reserved 
his position. 

The CHAIRMAN pointed out that the debate on the item was closed and that the time 
had come to take a vote on the draft resolution before the Committee. 

Dr SALVADOR (Ecuador) said he understood that the Committee would be called upon to 
vote by a show of hands and by a simple majority whether or not the matter under 
consideration was an important question. He would like the Legal Counsel to confirm that 
that was the case. 

Mr ARRIAZOLA (Mexico) said that his question was similar to that asked by the 
delegate of Ecuador. What majority was needed for the adoption of an amendment to the 

1 Document WHA44/1991/REC/1, Annex 8. 
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Rules of Procedure of the World Health Assembly? He would also like the Legal Counsel to 
state which rule was involved. 

Mr VIGNES (Legal Counsel) said that the delegate of Ecuador was right in saying that 
it was necessary first to decide whether or not the matter constituted an important 
question. Rule 73 applied, that is to say, a decision whether or not a matter was an 
important question had to be taken by a majority of those present and voting. 

The CHAIRMAN invited the Committee to vote by a show of hands whether the matter 
under consideration constituted an important question. 

Mr MILZOW (Germany), speaking on a point of order under Rule 76, said that the 
matter had not been adequately explained. The explanation should have been as clear as 
that given the day before with regard to a decision on the substance of an issue which 
required a two-thirds majority. 

Mr ARRIAZOLA. (Mexico) pointed out that the Chairman had already invited the 
Committee to vote and that Rule 76 was quite clear. All questions should be raised 
before voting began. 

It vas decided bv 55 votes in favour. 19 votes against and 6 abstentions that the 
matter under consideration vas an important question within the meaning of Rule 72 of the 
Rules of Procedure. 

The CHAIRMAN invited the Committee to vote on the draft resolution contained in 
document A44/24. 

Mr ARRIAZOLA (Mexico) and Professor FIKRI-BENBRAHIM (Morocco) asked whether the 
Committee would be called on to vote on operative paragraph 3 of the draft resolution, 
since paragraphs 1 and 2 would be adopted by consensus. A clarification of the voting 
procedure would be appreciated. 

Mr VIGNES (Legal Counsel) reiterated that the Committee should first adopt 
paragraphs 1 and 2, which it was hoped could be done by consensus, and then vote on 
paragraph 3. 

The CHAIRMAN, in reply to the question raised by the delegates of Mexico and 
Morocco, said that the Legal Counsel had suggested that paragraphs 1 and 2 should be 
considered together, and he hoped that a decision could be reached by consensus. He took 
it that, in the absence of any objections, that suggestion was acceptable to the 
Committee• 

Operative paragraphs 1 and 2 of the draft resolution were approved. 

The CHAIRMAN then invited the Committee to vote by show of hands on operative 
paragraph 3 of the draft resolution. 

Operative paragraph 3 of the draft resolution was rejected by 54 votes to 24. with 5 
abstentions. 

Professor FIKRI-BENBRAHIM (Morocco) said that he was confused as to the outcome of 
the voting with regard to the draft resolution. 

Mr VIGNES (Legal Counsel) said that the text 
approved but without operative paragraph 3, which 

Mr ANOMA (Côte d'Ivoire) asked what the fate 
important, would be. 

The CHAIRMAN said that it would no longer form part of the resolution and as a 
result Rule 74 of the Rules of Procedure would remain unchanged. 

of the draft resolution had been 
had been deleted. 

of operative paragraph 3, which was 
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~The draft resolution, as amended. was approved.1 — 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (resumed) 

General matters : Item 32.1 of the Agenda (Resolution EB87.R20; Documents A44/26, A44/26 
Add.l and A44/INF.D0C./3) 

Dr DAGA (representative of the Executive Board) said that, in documents A44/26 and 
A44/26 Add.l, the Health Assembly had before it a more comprehensive report on 
international cooperation as it affected WHO's work than that contained in the 
Director-General‘s report to the Board on the subject in documents EB87/40 and EB87/40 
Add.l. The Executive Board had been informed that, although the crisis in the Gulf had 
overshadowed the work of the United Nations General Assembly, it had nevertheless 
achieved consensus on a number of resolutions. Specific reference had been made to 
actions of importance to health and development. 

The Health Assembly might wish to consider the General Assembly's call to 
specialized agencies to take measures to ensure the effective implementation of the 
commitments and policies agreed upon in the Declaration on International Economic 
Cooperation, in particular the Revitalization of Economic Growth and Development of the 
Developing Countries, adopted by the eighteenth special session of the United Nations 
General Assembly in May 1990. The International Development Strategy for the Fourth 
United Nations Development Decade, adopted in General Assembly resolution 45/199, 
contained health goals and strategies in harmony with the Organization's policies, which 
required cooperation within the United Nations system in implementation, monitoring and 
evaluation during the 1990s. The General Assembly had also endorsed the Paris 
Declaration of the Second United Nations Conference on the Least Developed Countries, 
which contained an appeal for international solidarity in tackling the deteriorating 
situation of most of those countries. The Board had been informed that WHO's strategy, 
especially its intensified cooperation with countries in greatest need, would continue to 
be the main channel of response to the Paris appeal. 

The Executive Board had also been informed that States Members of the United Nations 
and members of the organizations of the system had increased their efforts to improve the 
coordination of technical cooperation activities, particularly through the joint meetings 
of the Committee for Programme and Coordination and the Administrative Committee on 
Coordination, held in October 1990, in which the Director-General had participated. He 
had stressed the need for improved coordination, particularly at the country level, and 
for greater coordination among the various governing bodies of the system. 

Lastly, the Board had taken note of a number of matters, including United Nations 
support for the Global Strategy for the Prevention and Control of AIDS, international 
cooperation in mitigating the effects of the Chernobyl accident, human rights activities, 
control of drug abuse and illicit trafficking, and the International Decade for Natural 
Disaster Reduction. The Director-General had also presented to the Economic and Social 
Council, as requested, a report on the damage caused by torrential rains in Yemen and 
Djibouti, to which a coordinated response was being made by the Council and the General 
Assembly. 

Members of the Board had expressed their appreciation of the information provided by 
the Director-General. The Board had discussed and adopted resolutions on cooperation in 
respect of the Global Programme on AIDS and the Chernobyl accident. With regard to a 
possible overlap between the WHO/FAO International Conference on Nutrition to be held in 
December 1992 and the United Nations Conference on Environment and Development scheduled 
for June 1992, it was considered that, although the fields of nutrition and health and of 
environment and health overlapped in some respects, they also diverged and no duplication 
between the two conferences was foreseen. The Board had taken note of the report 
contained in document EB87/40. 

The Board had then addressed the specific issue of the implementation of General 
Assembly resolution 44/211 on operational activities for development of the United 

1 Transmitted to the Health Assembly 
as resolution WHA44.30. 

in the Committee's second report and adopted 
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Nations system. The Board had been informed of the implications of that resolution for 
the technical cooperation activities of WHO. The Organization's regional committees had 
reviewed the resolution in September and October 1990 and had taken note of the extent to 
which its themes corresponded to policies and practices already adopted by WHO. However, 
concern had been expressed as to the possible effect on WHO's cooperation activities of 
other aspects of the resolution, such as the promotion of central funding of operational 
activities through UNDP, the proposal to redefine the participation of specialized 
agencies in operational activities and the suggestion that the United Nations system 
should be restructured at the country level so as to bring about centralized 
coordination, which could adversely affect the efficient implementation of sectoral 
activities, particularly in the health sector. The Board had expressed broad support for 
the action taken by WHO to strengthen national managerial and operational capabilities, 
but had noted that some countries required greater support in implementing programmes 
than others. While recognizing the need for close cooperation within the United Nations 
system, Board members had emphasized WHO's constitutional mandate and its role as the 
directing and coordinating body in international health work. Consequently, the 
Executive Board had recommended to the Health Assembly the adoption of the resolution 
contained in resolution EB87.R20 

Dr KAWAGUCHI (Planning, Coordination and Cooperation), referring to Dr Daga's 
introduction, in which he had pointed out that the documents under review provided a more 
comprehensive report on WHO's collaboration with the United Nations system than had been 
presented to the Board, said that in fact the documents dealt only with selected aspects 
of such collaboration and did not cover collaboration with other development partners 
outside the United Nations. The Director-General would like to take the opportunity to 
express his appreciation for the continuing effective collaboration with the 169 
nongovernmental organizations currently in official relations with WHO and the many 
others with which the Organization worked. By sharing their special expertise, WHO was 
able to make mpre efficient use of its resources. The Director-General was also 
appreciative of the efforts of OECD and the members of its Development Assistance 
Committee to target official development assistance (ODA) to primary health care 
programmes. WHO used OECD data to obtain a better picture of the flow of such resources 
through ODA to the health sector in the developing countries. The Organization was also 
seeking stronger links with the Commission of the European Communities. 

Document A44/26 described a wide-ranging area of cooperation within the United 
Nations system. The Director-General attached great importance to improving 
collaboration with his United Nations partners both to secure intersectoral cooperation 
to support health and to strengthen the United Nations' development efforts. The United 
Nations system was being called upon to assume increased responsibilities in order to 
achieve the goals and objectives of the new international strategy for the 1990s. The 
system must respond despite serious economic constraints exacerbated by the necessity to 
provide relief from the natural and man-made disasters that were becoming daily 
occurrences. Document A44/26, section IV, referred to the preoccupation of governments, 
especially the major contributors, and the organizations of the United Nations system 
with coordination. While the Director-General agreed that coordination could and should 
be improved, especially at the country level, he had observed that it was not a problem 
to be solved by specialized agencies, such as WHO, alone； it was a problem confronting 
the whole of the United Nations system. The Administrative Committee on Coordination, in 
which the Director-General participated actively, was dealing with the problem and there 
was evidence that the system was indeed drawing closer together to meet the demands 
placed upon it. At the same time, the Director-General had noted that governments 
themselves needed to improve their coordination mechanisms and, when necessary, be 
supported in so doing. Representatives must speak with the same voice in the governing 
bodies and in support of the agreed priorities they had themselves identified. 

When the Director-General had addressed the second regular session of the Economic 
and Social Council in July 1990, he had stressed the powerful links between health and 
development and had made available to the Council a booklet entitled "Invest in People's 
Health" which contained statements by the President of Zimbabwe, the President of the 
Italian Council of Ministers and Dr Okita, a former Japanese Minister of Foreign Affairs, 
that had been made at the Forty-third World Health Assembly on that theme. The 
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Director-General had called on the Council to ensure sustained investment in people's 
health despite the debt crisis in order to avert catastrophe and promote development. 

One of the unique examples of collaboration in the United Nations system was the 
UNICEF/WHO Joint Committee on Health Policy (JCHP) which had existed for 40 years. Its 
most recent session, held in Geneva in January 1991, had been particularly important 
since it had focused on follow-up action to the World Summit for Children. The next 
session of the Executive Board would receive the report of JCHP and respond to its 
recommendations. 

WHO collaborated closely with other United Nations organizations, including UNDP, 
the World Bank, IMF, UNFPA, ILO, UNESCO, UNIDO and IAEA, and with FAO on aspects of food 
and nutrition policy and in the organization of the International Conference on 
Nutrition. WHO had also established links with the United Nations International Drug 
Control Programme, which integrated all the functions of the various United Nations drug 
control units. 

With regard to human rights, WHO had continued to work closely with the United 
Nations Commission on Human Rights to protect the rights of the mentally ill. WHO's 
policies concerning organ transplantation, especially trade for profit in human organs 
among living people, and discrimination against HIV-infected people and people with AIDS 
had also played a part in actions being taken by the Commission. The Convention on the 
Rights of the Child, to which WHO contributed expert technical advice, had entered into 
force on 2 September 1990, and the International Convention on the Protection of the 
Rights of All Migrant Workers and Members of their Families, adopted in December 1990, 
included their right to urgent medical care and other health protective measures. 

Section VII of document A44/26 referred to WHO's collaboration with the Organization 
of African Unity (OAU), to which the Director-General attached great importance. He had 
been pleased to note the increasing attention being given by OAU to social development 
and, in particular, to the health of the African people, as a key to progress in Africa. 
The Director-General had attended the Conference of African Ministers of Health held in 
Swaziland in April 1991 and pledged WHO's increased support to African countries. The 
United Nations system had been invited to assist OAU in establishing an African economic 
community. WHO was expected to contribute to human resources development; population 
programmes; strengthening of African capabilities in environmental protection to 
safeguard health and promote development； and improved management of emergency 
situations and the consequent flow of refugees and displaced persons. 

Dr Daga had already brought to the Committee's attention the resolution recommended 
by the Board in resolution EB87.R20. In conclusion, he wished to add that the 
implementation of General Assembly resolution 44/211 was a matter of constant concern for 
the entire United Nations system. The Director-General was continuing to address that 
issue in various forums, with a view to promoting effective collaboration within the 
system in the interests of Member States and in the context of WHO's mandate as the 
directing and coordinating authority on international health work. 

Mr AUSMAN (Canada) recalled that General Assembly resolution 44/211 had been adopted 
by consensus. It reaffirmed the leadership of the United Nations Director-General for 
Development and International Economic Cooperation in promoting the effectiveness of 
United Nations operational activities, and called for greater coordination of technical 
assistance activities at country level, while emphasizing the importance of national 
responsibility in determining priorities. 

Many United Nations bodies were doing their best to implement the resolution subject 
to certain reservations as to their mandates and modus operandi• but WHO tended rather to 
criticize and undermine it. The Organization was thus seeking to reopen a completed 
debate and to question decisions that the governments represented in the Health Assembly 
had already taken in New York. A more collaborative attitude ought to enable WHO to work 
more closely with other United Nations agencies in their contacts with central ministries 
of planning and finance and thus improve the Organization's impact. 

He believed that it would not be possible to find a consensus for approving the 
resolution recommended by the Executive Board in resolution EB87.R20 and therefore 
proposed that the Committee take no action on that resolution as it stood. 

Mr MILZOW (Germany) asked for clarification regarding the amounts of money involved 
in the reimbursement of support costs. The discussion in the Executive Board had shown 
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that the reimbursement received was of the order of 13% or 14%, while the actual figure 
for support costs was roughly 39%. Extrabudge tary funds amounted to more than US$ 900 
million, so that, if most bilateral donors followed the example of UNDP, more than 
US$ 200 million would have to be found for the subsequent biennium. Would that amount be 
subsidized from the regular budget? 

The report of the Joint Inspection Unit could be regarded as a manual of budgetary 
procedures and it would have been very helpful if it had been forwarded to the Health 
Assembly with the comments of the Director-General, because it contained the valuable 
recommendation that organizations which had not already done so should establish small 
groups of experts on budgetary, financial and programme matters as subsidiary units of 
their legislative organs in order to increase their efficiency in examining such 
matters. His delegation had found that in other organizations such a body provided close 
working relationships with the secretariat on financial, budgetary and administrative 
questions. Although the Executive Board met before sessions of the Health Assembly, he 
had the impression that a detailed discussion would sometimes have been helpful in 
clarifying questions for delegates. He therefore proposed that the matter should be 
examined and a report presented to the next session of the Health Assembly. 

Mr AITKEN (Assistant Director-General), replying to the questions raised by the 
delegate of Germany, recalled that when the issue of support costs had been raised at the 
January 1991 session of the Executive Board, a provisional report available at that time 
had indicated that the overall programme support cost rate for WHO had risen from a 
figure of 27% estimated in 1973 to 39%. The final report was now available and the 
figure indicated for the support cost rate was 36%. There was thus a substantial 
difference between the 13% reimbursement received and the actual figure for support 
costs, and that had to be met from the regular budget. It was intended to report in much 
greater detail on that point to the next session of the Executive Board; he hoped that 
consideration of the matter by the Executive Board would satisfy the delegation of 
Germany. 

The recommendation by the Joint Inspection Unit concerning budgetary practices had 
been discussed by the Executive Board. He had stated on that occasion that the Joint 
Inspection Unit had not recommended the establishment of a finance committee but rather 
that organizations should set up a small group of experts on budgetary, financial and 
programme matters so that such issues could be discussed before they were presented to 
wider forums. He had submitted to the Executive Board at the time that WHO'S practice of 
budgeting in several stages, through the regional committees and the Programme Committee 
of the Executive Board, was very much in line with the reasoning of the Joint Inspection 
Unit. He had felt at that time, and indeed still felt, that the addition of a further 
level of discussion would be redundant, in view of WHO's very extensive procedures. He 
believed that the point had been well taken at the Executive Board and he would still 
maintain it. 

Mr TILLFORS (Sweden) associated himself with the remarks made by the delegate of 
Canada. His country had wholeheartedly supported General Assembly resolution 44/211 and 
he urged full compliance by WHO. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) endorsed the 
comments made by the delegates of Canada and Sweden. Executive Board resolution EB87.R20 
was not in conformity with General Assembly resolution 44/211, which was intended to 
improve coordination between United Nations organizations - an ideal to which the United 
Kingdom was fully committed. The effect of the Executive Board resolution would be to 
place WHO outside the system. The United Kingdom could not take a different line in the 
Health Assembly from the one it had taken in the United Nations. He therefore urged that 
the Committee ask the Executive Board to reconsider its resolution by adopting the 
proposal made by the Canadian delegate. 

Mr BOYER (United States of America) welcomed Dr Kawaguchi‘s statement that WHO had 
established links with the new United Nations International Drug Control Programme. All 
delegations were very concerned regarding the impact of drug abuse and trafficking; and 
the Vienna Convention adopted in 1988 and the new United Nations programme in that field 
would have a strong impact in dealing with the problem. He also commended WHO for having 
established a new programme on substance abuse. 
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There was some confusion as to the date of the joint WHO/FAO Conference on 

Nutrition. A report had reached him that the Conference was to be postponed from the end 
of 1992 until 1993 to avoid clashing with the United Nations Conference on Environment 
and Development. He asked for clarification on that point. 

There was no need for continuing the regular activities of the WHO Management Group 
on Follow-up of Resolution WHA36.28 and he would concur in the recommendation contained 
in paragraph 28 of document A44/INF.DOC./5 that the Director-General call a meeting of 
the Management Group only if a specific need arose in the future. 

His delegation would support the draft resolution on the health situation of the 
displaced persons in Iraq and the neighbouring countries, to be introduced shortly. 

Ms LARSEN (Denmark) fully supported the remarks made by the delegate of Canada, as 
later endorsed by Sweden and the United Kingdom, regarding follow-up action by WHO on 
General Assembly resolution 44/211. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation), replying to the delegate of 
the United States of America, explained that the Management Group's report was mandated 
under resolution WHA40.24, which requested the Director-General to report periodically to 
the Health Assembly on progress. A new approach was recommended so that the situation 
could remain under review. Meetings of the Group could be convened either at the 
suggestion of the Director-General or of the members of the Group. 

With regard to resolution EB87.R20, the matter was in the hands of the Committee and 
the Health Assembly. The United Nations Director-General for Development and 
International Economic Cooperation had invited the views of all agencies on the follow-up 
of General Assembly resolution 44/211, a process that had taken almost a year in WHO, 
from the regional committee sessions to the subsequent Executive Board discussions； the 
views of all Member States had been taken into account； and the result was the proposal 
now before the Committee. The views advanced by several delegates, particularly Canada, 
would certainly be borne in mind by the Committee. 

The CHAIRMAN invited the Committee to vote by show of hands on the formal proposal 
of the Canadian delegation that the draft resolution recommended in resolution EB87.R20 
should not be considered by the Committee. 

The proposal vas adopted by 21 votes to none. with 40 abstentions. 

The CHAIRMAN drew the Committee's attention to the following draft resolution on the 
health situation of the displaced persons in Iraq and the neighbouring countries proposed 
by the delegations of Australia, Austria, Belgium, Bulgaria, Canada, Denmark, Egypt, 
Finland, France, Germany, Islamic Republic of Iran, Ireland, Italy, Kuwait, Luxembourg, 
Netherlands, New Zealand, Norway, Portugal, Senegal, Spain, Sweden, Switzerland, Syrian 
Arab Republic, Turkey and United Kingdom of Great Britain and Northern Ireland: 

The Forty-fourth 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; 

Recalling United Nations Security Council resolution 688, of 5 April 1991; 
Noting the appointment of the Executive Delegate of the Secretary-General for a 

United Nations Inter-Agency Humanitarian Programme for Iraq, Kuwait and the 
Iraq/Turkey and Iraq/Iran border areas; 

Noting the Memorandum of Understanding of 18 April 1991 between the United 
Nations and the Government of Iraq; 

Expressing its grave concern at the risks to the health of the refugees and 
displaced people who moved towards and across international frontiers； 

Recognizing the need to create conditions conducive to the early and safe 
return of Iraqi displaced people to their homes； 

Taking into consideration the health problems facing the Iraqi citizens and 
that require an urgent solution, particularly those affecting vulnerable groups； 

Noting with appreciation the considerable help offered by the neighbouring 
countries as well as the international effort to relieve the plight of these 
refugees and displaced people； 
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Recognizing the need to alleviate further the burden carried by the 

neighbouring countries； 
Aware that the solution of these problems demands considerable financial, 

logistic and other resources from the international community; 
Noting that the financial targets set by United Nations appeals have not yet 

been reached; 
Noting the action taken so far by the Director-General of WHO in providing 

health assistance in Iraq and in neighbouring countries within the context of the 
United Nations humanitarian programme, 

1. URGES WHO, in full cooperation with other agencies taking part in the 
coordinated United Nations humanitarian relief effort in the region, to take action 
to alleviate the heavy burden borne by countries neighbouring Iraq by improving the 
delivery of health care to refugees and displaced people, including preventive and 
hygienic measures； 

2. CALLS UPON Member States to facilitate WHO'S operations in this area by 
contributing to the health aspects of the United Nations emergency humanitarian plan 
of action for the region; 

3. CALLS UPON countries affected by the crisis in the region to take the measures 
necessary to prevent outbreaks of communicable disease as a result of the increased 
risk from mass population movement and disruption of the social and health 
infrastructure； 

4. REQUESTS the Director-General: 
(1) to provide the affected countries of the region with assistance in 
establishing effective epidemiological surveillance of communicable diseases； 
(2) to assist these countries in controlling communicable diseases and in 
developing the necessary resources for this purpose； 

5. REQUESTS the Director-General to report as necessary to Member States on the 
measures he has taken in the context of implementation of the United Nations 
humanitarian plan of action for the region. 

He said that Albania, Bahrain, Greece, Japan, Qatar, Romaniaf Singapore, Union of 
Soviet Socialist Republics, United Arab Emirates and Yugoslavia wished to be added to the 
list of sponsors. 

Mr GOKCE (Turkey) formally proposed the adoption of the resolution by consensus. It 
was primarily a humanitarian instrument which addressed the urgent need for a response by 
the international community as a whole to the unbearable health conditions facing those 
Iraqi citizens who had been displaced from their homes. Iraq's neighbours had done their 
utmost to alleviate their distress and greatly appreciated the assistance rendered by 
other countries, but the situation was tragic and called for urgent international action 
in the form of a clear mandate to the Organization - spelt out in the draft - to 
intensify the action it had already taken. He thanked delegations which had sponsored 
the resolution and those of other Members which had helped draft it, as well as the 
Secretariat for its valuable assistance. 

Dr SAEID (Iraq) said that his delegation did not oppose the principle of aid being 
given by WHO to Member States, especially in an emergency. It firmly believed, however, 
that the activities which the resolution contemplated should, because of their political 
dimensions, be undertaken by the United Nations through the Secretary-General‘s Special 
Representative, Prince Sadruddin Aga Khan, in cooperation with other specialized 
agencies. His delegation asked for that reservation to be placed on record. 

The draft resolution was approved by consensus.丄 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.31. 
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Mrs HU Sixian (China), explaining her delegation's support for the resolution, said 

that her Government was concerned at the internal situation in Iraq and the movement of 
Iraqi citizens to Turkey and the Islamic Republic of Iran. It sympathized with the 
difficulties faced by the latter countries but recognized the complexity of the problem 
and the fact that it involved the sovereignty of a State. China had therefore abstained 
in the vote on United Nations Security Council resolution 688, but had nevertheless 
provided humanitarian assistance to the Iraqi refugees and financial aid to Iraq, through 
the International Committee of the Red Cross, and also to the Islamic Republic of Iran 
and to Turkey. 

The CHAIRMAN drew the attention of the Committee to the following draft resolution 
on health and medical assistance to Somalia, proposed by the delegations of Bahrain, 
Somalia and Yemen: 

The Forty-fourth World Health Assembly, 
Deeply concerned at the situation resulting from the increase in the numbers of 

persons wounded, disabled and displaced following recent events in Somalia; 
Concerned also at the attendant and increasing harm inflicted on civilians, 

especially women, children and the elderly, as well as the damage to health and 
medical facilities that leaves them without water supplies； 

Aware of the heavy burden that must be shouldered by the Government of Somalia 
as a result of these events, which have now become so serious that immediate 
assistance is needed to improve health services, 

1. CONSIDERS that the deteriorating health situation necessitates immediate action 
to provide urgently needed health and medical assistance to Somalia; 

2. REQUESTS the Director-General to initiate a programme of health, medical and 
relief assistance to Somalia, and to mobilize all possible technical, material and 
financial resources for this purpose； 

3. CALLS UPON Member States, organizations of the United Nations system and all 
governmental and nongovernmental organizations to intensify their cooperation with 
WHO in this field. 

He said that Algeria, Egypt, Morocco and Sudan wished to be added to the list of 
sponsors. 

Dr EL-JALJOULI (Jordan) said that war and conflicts spelt disaster for human 
beings. At present, Somalia was unable to provide its population with health care. 
Injured persons were seeking assistance from hospitals inadequately equipped to deal with 
them, the immunization of children had ceased and epidemics of communicable diseases were 
feared. Somalia needed emergency assistance to enable it to deal with that situation. 
He formally proposed the adoption of the draft resolution as a humanitarian one whose aim 
was to meet a dire need. 

Dr PURRAN (Mauritius) proposed the addition, at the end of operative paragraph 2 of 
the resolution, of the words "as part of, and in cooperation with the special appeal of 
the Secretary-General of the United Nations for humanitarian assistance to Africa". 

Mrs BIHI (Somalia) said that health conditions in her country, which was one of the 
least developed countries, had always been of particular concern to WHO and the 
international community. Somalia's precarious health situation had been exacerbated by 
the tragic events which had occurred there from the beginning of 1991 onwards. The 
fighting in Mogadishu, the capital, and the southern part of the country had resulted in 
untold suffering to the civilian population, a total collapse of medical services and 
supplies and the non-availability of medical personnel. One million wounded, disabled 
and displaced persons had fled from the capital to various parts of the country or to 
Kenya and Ethiopia, and emergency relief was needed for them. The remainder of the 
population had also been affected by the fighting or by the prevailing drought. Millions 
were expected to die from malnutrition, starvation and communicable diseases. Any 
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assistance that WHO and governmental and nongovernmental organizations could provide 
should be allocated in a manner which ensured that it reached the needy. So far, only 
the International Committee of the Red Cross and a few friendly countries had given 
Somalia any effective assistance. That aid had filled a vital gap. Somalia was grateful 
to the governments of Ethiopia and Kenya for their hospitality to those who had crossed 
its borders, to the Secretariat of the Arab League for initiating the draft resolution, 
to its sponsors, and to the delegation of Jordan for proposing its adoption. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) suggested that the 
Committee should postpone its discussion of the draft resolution until Committee A had 
discussed the draft resolution which it had before it on emergency relief operations. 
That resolution was intended to cover the Organization's response to all disasters, both 
man-made and natural. 

It was so agreed. (For continuation, see summary record of the seventh meeting, 
section 4.) 

World Summit for Children (follow-up action): Item 32.2 of the Agenda (Document A44/27) 
(resumed) 

The CHAIRMAN drew the Committee's attention to the following draft resolution on the 
World Summit for Children: follow-up action, proposed by a drafting group: 

The Forty-fourth World Health Assembly, 
Having considered the report by the Director-General on action to follow up the 

World Summit for Children which was convened in New York on 30 September 1990 and 
which adopted the World Declaration on the Survival, Protection and Development of 
Children and a related Plan of Action containing "specific goals for children and 
development in the 1990s"; 

Recognizing that the Summit goals and Plan of Action are in accord with the 
global policy and strategy of health for all by the year 2000, based on the primary 
health care approach, and that they reflect the international health priorities and 
goals adopted by the Health Assembly in recent years； 

Expressing appreciation of the commitment made by heads of state or government 
to the goals and action for the health of children and women, particularly mothers, 
during the decade of the 1990s and beyond, as proclaimed at the World Summit for 
Children; 

Emphasizing the importance of a holistic and integrated approach to action to 
be taken to implement the Declaration and Plan of Action; 

Considering that breast-feeding: (a) is the only natural method of infant 
feeding, and is ideal for the harmonious physical and psychosocial development of 
the child; (b) helps to space births, protects women's health and fosters safe 
motherhood; and (c) is a major factor in the promotion of infant health, arid as the 
first immunization of the child, prevents diarrhoea as well as acute respiratory and 
other infections； 

Welcoming the Innocenti Declaration on the Protection, Promotion and Support of 
Breastfeeding which is a basis for international health policy and action, 

1. WELCOMES AND FULLY SUPPORTS the World Declaration on the Survival, Protection 
and Development of Children and its related Plan of Action with its appeal for a 
"first call for children", recognizing that attainment of the goals for the 1990s is 
essential for the overall goal of health for all; 

2. INVITES all Member States and other partners in the human development process 
to take concerted action, and to give the political and economic priority necessary 
to implement the commitments set out in the World Summit Declaration and Plan of 
Action, in particular paragraph 34 of the Plan of Action, which suggests action 
countries might take to give every child a better future； 

3. URGES Member States that have not yet done so to ratify the Convention on the 
Rights of the Child and promote its urgent implementation； 
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4. REQUESTS the Director-General, in close cooperation with UNICEF and other 
competent organizations of the United Nations system, as well as bilateral and 
nongovernmental organizations, to implement the action outlined in his report to the 
Health Assembly and to monitor achievements in child health in all countries, 
including the targets of the Innocenti Declaration, keeping future Health Assemblies 
informed thereon, within the framework of WHO's established system for the 
monitoring and evaluation of international health work. 

The draft resolution was approved.1 

The meeting rose at 17h25. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted 
as resolution WHA44.33. 



Wednesday. 15 May 1991. at 9hOQ 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. SECOND REPORT OF COMMITTEE В (Document A44/55) 

Dr CHUNHARAS (Thailand), Rapporteur, read out the draft second report of 
Committee B, and pointed out that a final sentence should be added, to read: 
"Committee В decided not to consider the draft resolution proposed by the Executive Board 
in resolution EB87.R20". 

The report, as amended. was adopted.工 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

Health and medical assistance to Lebanon: Item 32.3 of the Agenda (Resolution WHA43.12； 
Document A44/28) 

The CHAIRMAN drew attention to the following draft resolution proposed by the 
delegations of Algeria, Bahrain, Egypt, Iraq, Jordan, Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Morocco, Oman, Qatar, Saudi Arabia, Sudant Syrian Arab Republic, Tunisia, 
United Arab Emirates and Yemen: 

The Forty-fourth World Health Assembly, 
Recalling previous resolutions of the Health Assembly on health and medical 

assistance to Lebanon, particularly resolution WHA43.12； 
Taking note of United Nations General Assembly resolutions on international 

assistance for the reconstruction and development of Lebanon, calling on the 
specialized agencies and other organizations and bodies of the United Nations system 
to expand and intensify programmes of assistance within the framework of the needs 
of Lebanon, the latest being resolution 45/225 of 21 December 1990; 

Having examined the Director-General‘s report on the action taken by WHO, in 
cooperation with other international bodies, for emergency health and medical 
assistance to Lebanon in 1990 and the first quarter of 1991; 

Aware of the situation arising from the increase in the numbers of wounded, 
handicapped and displaced persons and the paralysis of economic activities and 
government organizations； 

Aware also of the considerable serious consequences of events in Lebanon in 
terms of damage to and destruction of the environment and institutions, 
homelessness, and harm to individuals and their health; 

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 1990-1991, 

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

1 See document WHA44/1991/REC/2. 
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2. EXPRESSES also its appreciation to the specialized agencies and other 
organizations and bodies of the United Nations system, 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. 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 to the extent possible funds from the regular budget and 
other financial resources； 

5. CALLS UPON the specialized agencies and other organizations and bodies of the 
United Nations system, 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； 

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

7. CALLS UPON donors to direct their assistance in cash or in kind to the Ministry 
of Health, which has responsibility for the health centres, hospitals and public 
health services, or to the Trust Fund for Lebanon established by the 
Director-General on the request of the Government of Lebanon, in order to ensure 
that Lebanon, like other countries, can take measures for the attainment of health 
for all by the year 2000; 

8. REQUESTS the Director-General to report to the Forty-fifth World Health 
Assembly on the implementation of this resolution. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that a joint 
programme review mission from WHO had been able to visit Lebanon in 1990, for the first 
time since country programming for Lebanon had begun in 1983. That was a positive 
development which would allow WHO's activities in the country to take on a more 
constructive and rehabilitative aspect. The proposed budget allocation for programmes in 
Lebanon for the biennium 1992-1993 was US$ 1 600 000. 

Progress in the implementation of primary health care programmes was very 
encouraging. Immunization coverage, which two years before had been below 40%, was now 
approaching 80%. Several workshops and training sessions on primary health care had been 
held. Besides its direct effects on morbidity and mortality, the civil war had 
extensively damaged the sanitation system, leading to an increase in diseases such as 
typhoid and dysentery. Nevertheless, the situation in 1991 was much better than in 
previous years, and there were grounds for looking forward to peace and the resumption of 
normal activity. WHO assistance in rehabilitation and training would accordingly be 
needed if Lebanon was to become stable and unified at last. 

Dr CHEBARO (Lebanon) said that the terrible war in his country over the previous 
16 years had severely affected the health sector. The Government had been excluded from 
the country and had therefore been unable to cope with the crisis. Nevertheless, no one 
in Lebanon had ever believed that all hope was dead: friendly countries and 
organizations were to be thanked for their steadfast help to the Lebanese people in its 
struggle for freedom, a life of dignity and national reconstruction. 

Bringing deprivation, disease, terror and disability in its wake, the war had 
affected the people both physically and mentally. Even now, many people were disabled or 
lived in conditions hazardous to their health and even their very lives. 

In the past, Lebanon had been known as the "Switzerland of the Middle East", with 
visitors flocking there from all over the world. For that very reason, its enemies had 
chosen it as the scene for their own conflict. It was Lebanon itself which had suffered 
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most from civil strife and violence but now the people knew that there would never be a 
war again and that everyone would work together, irrespective of religious differences, 
to rebuild the country. 

There were 26 public hospitals in Lebanon, with 1370 beds, of which 765 had been 
destroyed. In order to make up th.e shortfall, the Ministry of Health had concluded 
contracts with 97 private hospitals, at considerable expense, so that there were now 
1570 beds available throughout the country. However, the capital, Beirut, with some 
1.5 million inhabitants, had no public hospitals at all. The general health situation in 
the country gave considerable cause for concern, and all institutions needed new 
equipment and extensive repairs if they were to meet the people's needs. 

Lebanon no longer needed pure emergency relief: it was ready to receive programmed 
assistance that would allow it to plan its health policies. The Government, which was 
now completely in control so that there was no fear of mismanagement, had requested that 
all aid be channelled through the Ministry of Health in order to guarantee that it went 
where it was most needed and that there would be no problems of distribution. Lebanon 
would no longer accept aid and equipment which it did not need or which had been donated 
for political purposes or for the avoidance of taxation by the donor country. Nor would 
ineffective or untested medicaments be accepted. 

The gap between developing and developed countries was already enormous : because of 
the war, Lebanon's situation was even worse than that of the other developing countries 
and it should therefore be among the first to receive international assistance. He 
wished to thank WHO and the Regional Director, and all the countries and organizations 
that had helped Lebanon. He hoped that the cooperation would continue and that the 
Committee would approve the draft resolution before it by consensus. 

Mr QUTUB (Saudi Arabia) remarked that war invariably inflicted suffering on 
civilians, with damage to housing, transport and health infrastructure. Lebanon had 
suffered more than most countries in a conflict that had lasted more than 16 years and 
had left tens of thousands of people disabled. 

Now that the war was over and the Government was back in power, the health 
authorities would be able to receive assistance in rebuilding the country. He hoped that 
the Committee would approve the draft resolution unanimously. 

Mr ZODIATES (Cyprus) asked for his delegation to be added to the list of sponsors of 
the draft resolution. 

The draft resolution was approved by consensus.丄 

3. INTERNATIONAL PROGRAMME TO MITIGATE THE HEALTH EFFECTS OF THE CHERNOBYL ACCIDENT: 
ESTABLISHMENT OF AN INTERNATIONAL CENTRE : Item 18 of the Agenda (Resolution 
EB87.R10; Document A44/132) 

The CHAIRMAN drew the Committee's attention to the report on the development of the 
international programme (document A44/13) submitted by the Director-General in accordance 
with resolution EB87.R10. 

He further invited the Committee to consider the following draft resolution, 
proposed by the delegations of Austria, Brazil, Bulgaria, Egypt, Finland, France, 
Hungary, India, Luxembourg, Republic of Korea, Sri Lanka, Switzerland, Turkey, Union of 
Soviet Socialist Republics and Yugoslavia. 

The Forty-fourth World Health Assembly, 
Recalling resolution 45/190 of the United Nations General Assembly and 

resolution 1990/50 of the United Nations Economic and Social Council on 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.37. 

2 Document WHA44/1991/REC/1, Annex 9. 
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international cooperation on activities concerning the Chernobyl accident, and 
decision WHA41(9) of the Forty-first World Health Assembly authorizing the 
Organization to accede to the conventions concerning nuclear accidents； 

Noting resolution EB87.R10 of the Executive Board; 
Noting the Director-General‘s report on the international programme on the 

health effects of the Chernobyl accident; 
Referring to Article 18(1) of the WHO Constitution which provides that one of 

the functions of the Health Assembly shall be to establish such institutions as it 
may consider desirable; 

Aware of the Memorandum of Understanding between the World Health Organization 
and the Ministry of Health of the Union of Soviet Socialist Republics on the 
establishment of a long-term international programme to monitor and mitigate the 
health effects of the Chernobyl accident; 

Mindful of the severity of the accident and its grave implications for human 
health, especially in the areas of high radionuclide contamination； 

Noting the worldwide concern that this accident has caused among Member States； 
Taking into account the information and data concerning the consequences of the 

Chernobyl accident, and recognizing the important lessons to be learned from them by 
the world community when considering measures to deal immediately with any major 
nuclear disaster and its effects on human populations and when seeking a better 
understanding of the health effects of radiological accidents； 

Noting with appreciation the work already being done by WHO and other 
international organizations to monitor and mitigate the adverse effects of the 
Chernobyl accident, and the support being extended by Member States, 

1. ENDORSES the proposal to establish under the auspices of WHO an international 
programme financed from voluntary contributions to mitigate the health effects of 
the Chernobyl accident, including the setting up of an international centre； 

2. URGES Member States to participate actively in and to provide support for the 
implementation of the international programme； 

3. REQUESTS the Director-General: 
(1) to accelerate the implementation of the international programme and to 
proceed with the necessary organizational arrangements； 
(2) to seek outside financial and other material support for the programme； 
(3) to continue close collaboration with other competent international 
organizations, including organizations of the United Nations system, in the 
further development and implementation of the international programme ； 
(4) to report periodically to the Health Assembly on progress made in the 
implementation of the programme. 

Professor DENISOV (Union of Soviet Socialist Republics) said that the accident at 
the Chernobyl nuclear power station had been the most serious in the history of nuclear 
power. In a statement on the fifth anniversary of the accident, on 25 April 1991, the 
President of the Soviet Union, Mr Gorbachev, had stated that the tragedy of Chernobyl was 
by no means a thing of the past. The scale, duration and consequences of the accident 
had been so great that society was only just beginning to realize the extent of the 
social, medical and psychological problems it had caused. President Gorbachev had warmly 
praised the efforts of WHO and its Director-General to establish the long-term 
international programme to study the medical aspects of the disaster and set up an 
international centre. 

The effects of the Chernobyl accident were very different from the effects of a 
nuclear attack. Just as much could be learned from the mistakes which had been made in 
dealing with the disaster as from the successes. The human race was now irrevocably 
committed to the path of nuclear energy, and it was essential to analyse what had 
happened and produce a scientific model which would prevent a recurrence of such 
disasters. 
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The central Soviet Government and the republic governments of the Russian 

Federation, the Ukraine and Byelorussia guaranteed that experts from all countries would 
have access to all available demographic and dosimetric information. Opportunities to 
carry out field research would be accorded to interested specialists working on the 
project under the aegis of WHO. Moreover, information and the possibility of collecting 
new data would be available not only to governments participating in the programme but 
also to associated universities, scientific teams, foundations and nongovernmental 
organizations working with the WHO programme. Thirdly, the WHO-backed international 
programme would be carefully coordinated with the work of IAEA and other United Nations 
agencies. Lastly, the international nature of the programme would guarantee a high level 
of expertise, objectivity and independence. 

His delegation was grateful to the Executive Board for adopting resolution EB87.R10, 
in which it had approved the further development of the international programme, to be 
financed from voluntary contributions. 

The tragedy of Chernobyl reached out far beyond the borders of a single country. 
The experience gained in reducing to a minimum the medical impact of the disaster and the 
study of the long-term effects of low-dose radiation were of great significance for 
humanity in its entirety. He accordingly urged the Committee to approve the draft 
resolution. 

Dr NOVELLO (United States of America) said the nuclear accident at Chernobyl had 
been one of the most significant events of the age, with implications not only for the 
Soviet Union but for many neighbouring countries. The lessons to be drawn from the 
accident would be of global significance, and the establishment of the international 
programme marked an important step towards acquiring data which would improve the care of 
victims of such accidents. United States health agencies would be cooperating closely 
with the USSR in that effort. 

Her delegation welcomed the willingness of the Soviet Union to invite experts from 
other countries to study the health effects of the accident. WHO's assistance in that 
regard would be useful in giving the studies an international focus, and in ensuring that 
their findings were made available to all Member countries. The international programme 
would provide a framework in which the studies could be coordinated. 

She was glad to report that a number of bilateral initiatives involving the United 
States and the Soviet Union were already under way. At a joint meeting the previous 
year, the Soviet Health Minister and the United States Assistant Secretary of Health and 
Human Services had agreed to explore possibilities for cooperation in regard to medical 
consequences of the Chernobyl accident. Radiation experts from the United States 
National Cancer Institute had been acting as consultants to a joint working group on 
civilian nuclear reactor safety. The group's task would be to structure studies for the 
evaluation of cases of thyroid damage and leukaemia. Experts from the United States 
Centers for Disease Control and the National Cancer Institute were prepared to meet 
officials of the All-Union Research Centre for Radiation Medicine, of the Ukrainian and 
Byelorussian ministries of health, and of the Soviet Ministry of Health to help in 
tracing persons exposed to radioactive materials following the accident. The Centers for 
Disease Control had also been engaged in a fruitful exchange with the Ukrainian Ministry 
of Health concerning data collection and evaluation. A draft assessment plan had been 
prepared, and a visit to Kiev had been proposed. Within the United States, the Centers 
for Disease Control were involved in several complementary studies designed to evaluate 
the effects on human health of proximity to nuclear facilities, with the focus on 
dosimetry reliability and validity. 

Her delegation could support the draft resolution, on the understanding that none of 
WHO'S regular budgetary resources would be used to fund the operations of the 
international centre, and that the new programme would be financed entirely by voluntary 
contributions. She trusted that WHO would cooperate with the United Nations 
Under-Secretary-General to ensure that there would be no duplication of effort between 
the Organization and the many other bodies of the United Nations family that had 
expressed interest in studying the aftermath of the accident. 

The new programme and international centre alluded to in the draft resolution should 
be subject to study and evaluation. The Executive Board, at future sessions, should 
review experience gained and results obtained, with particular attention to the location 
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of the centre, availability of data, and possible overlap with other work being done in 
the same field, so that concrete decisions could be taken about further action. 

Research into the health effects of the Chernobyl accident was already under way, 
and she congratulated the Soviet Government on its willingness to internationalize that 
research. Her delegation joined with others in hoping that the programme envisaged in 
the draft resolution would produce fruitful results, and that all Member States would be 
able to benefit from evaluation of the accident. 

Dr ALVAREZ DUANY (Cuba) said his delegation was happy to endorse WHO'S initiative in 
launching the international programme to mitigate the health effects of the Chernobyl 
accident. Those effects had been felt far beyond the boundaries of the three Soviet 
republics that had been contaminated by radioactive emissions, and he therefore 
emphasized the need to speed up work on the problem, both within the Organization itself 
and through international collaboration. It might be advisable to establish new 
collaborating centres for radiation emergency preparedness and assistance, so that 
greater support could be given to the proposed new centre. 

The magnitude of the Chernobyl accident, the scale of its possible repercussions, 
and the severity of the radiation doses received justified the launching of the new 
programme by the Organization, and called for a corresponding response by countries and 
international institutions. He could endorse the general lines of the new programme, and 
the idea of a WHO international centre supported by international collaboration. It was 
right that the initial project should have been started as a matter of urgency, since the 
objectives were of fundamental importance. 

His country already had some experience of collaboration in that area. Since 
March 1990, 4262 children, together with 600 adults, had travelled to Cuba for medical 
treatment and health care in paediatric hospitals and other institutions in José Martí 
Pioneer City. The children had been divided into four groups: groups 1 and 2, 
representing 20% of the total, had been admitted to paediatric hospitals and other 
institutions in the city which had the right equipment and staff to treat them; while 
groups 3 and 4, representing 80% of the total, had been treated on an outpatient basis 
through a system of family visits by doctors and nurses. All the children had had their 
general medical history taken, a process which had included laboratory tests, and had 
been given check-ups by various specialists ； they had also been given stomatological 
treatment and dosimetric assessments. 

Cuba had treated more than 70 children with leukaemia, two of whom had received 
successful bone marrow transplants. Cuban specialists had made regular visits to the 
affected areas, and a small team was being maintained there. All the team's findings had 
been passed on to specialist institutions in the Soviet Union. 

It had been a source of great satisfaction to the people and Government of Cuba to 
make a modest contribution to the well-being and happiness of the thousands of children 
and their relatives who had visited Cuba at the invitation of President Fidel Castro. 

His delegation wished to be included in the list of sponsors of the draft 
resolution. 

Mr CIACEK (Poland) said his country's immediate proximity to the site of the 
Chernobyl accident had meant that a considerable segment of the population had received 
strong doses of radiation. Action on a wide scale had had to be undertaken in an effort 
to mitigate the resulting damage to the health of those concerned. The special nature of 
the accident had called for a national research and monitoring programme, and it was 
still in operation. 

Besides the serious consequences of the accident for health and the cost incurred as 
a result, there had been serious economic effects on the production and export of Polish 
agricultural commodities following the contamination of vast areas of land. Considerable 
efforts had been made both to mitigate the effects of overexposure on the population and 
to make good the economic losses suffered. Poland was also helping to rehabilitate large 
numbers of Soviet children directly exposed to radioactive emissions : successive groups 
of such children had been sent for treatment to regions of the country that had been 
least affected. 

In sum, Poland, which had been among the victims of the accident, was already 
participating in the efforts called for under the draft resolution, and would accordingly 
vote in its favour. 



COMMITTEE В: SEVENTH MEETING 263 
Mr VOIGTLANDER (Germany) said the Chernobyl accident had shown that use of nuclear 

energy in power stations had to be viewed in the context of the risk it posed to the 
international community. The accident had highlighted the need for international 
partnership in assuming responsibility and in taking the necessary safety measures. WHO, 
IAEA, UNEP, UNDRO, FAO and ECE had all launched activities or programmes to investigate 
the consequences of Chernobyl. Although those programmes were coordinated to some extent 
by the Inter-Agency Committee for the Response to Nuclear Accidents, overall coordination 
remained a problem, which was further complicated by the fact that many different 
countries were providing bilateral aid. 

In view of those considerations, the proposed new international programme now under 
discussion was timely, and could contribute to the development of the international 
partnership that was so urgently needed. Germany intended to support the programme. 

Germany had been making efforts to give practical help to the population of the 
affected area ever since the accident. For example, it had provided US$ 130 million 
worth of drugs and other medical supplies, and was organizing a summer holiday in Germany 
for some ten thousand children from the area. A project involving radiological 
monitoring of the environment and whole-body measurements of the population in the 
affected area had also been initiated; US$ 4.6 million had been made available to fund 
it. Following an agreement with the Soviet Government and with the authorities of the 
republics concerned, seven whole-body measurement teams would be investigating some 
100 000 persons between June and October. Another seven teams would be measuring soil 
and food contamination. Some 100 experts in all from Germany would be working on the 
project, in close cooperation with local authorities. Full account would be taken in the 
investigation of possible psychosocial effects of exposure to radiation hazards. It was 
hoped that both the project and its follow-up would be carried out in close collaboration 
with WHO. 

The development of the new centre in Obninsk, and its cooperation with the three 
subcentres in Briansk, Gomel and Kiev, would be of great interest. He understood that it 
was intended to be something between a WHO collaborating centre and a body such as IARC. 
Care should be taken to ensure that there was a clear division of responsibility between 
the centre and its subcentres, as well as good cooperation with other international 
agencies investigating the effects of Chernobyl, so that duplication of effort could be 
avoided. 

Expressing the hope that the new programme would mark a step towards true 
international partnership in assuming responsibility for nuclear accidents, he endorsed 
the draft resolution. 

Professor GIRARD (France) said his delegation believed that the international 
programme would offer countries a means of fulfilling two obligations, one political and 
one scientific. There was a political obligation in that all countries which possessed 
nuclear plants and derived a large part of their energy from nuclear sources had a duty 
to do everything in their power to reduce risks to a strict minimumf to assume 
responsibility for the consequences of incidents or accidents, and to act with the 
transparency the community was entitled to expect if it was to form a true picture of the 
risks involved. There was also a scientific obligation, since the unfortunate 
consequences of the catastrophe had furnished information which it would be unforgivable 
not to study in the greatest detail, specifically in respect of low doses, but more 
generally because of what could be learned about radiology. 

However, action would have to be swift: the consequences of the catastrophe were 
evolving day by day, and every year that passed would make the knowledge to be gained 
from it less relevant and render the support offered to the affected populations less 
effective. The international community, both in its own interests and out of a spirit of 
solidarity, should rally its forces without delay and take action, under WHO leadership, 
to foster collaboration between the different institutions which were concerned, in 
varying degrees, with those consequences. 

Since the sequelae of diseases were involved, it was proper that WHO should be at 
the centre of the new effort. However, collaboration between countries was equally 
important. Many Member States had in fact initiated bilateral arrangements and were thus 
concerned that there should be coordination with the USSR. It was for those reasons that 
France had joined in sponsoring the draft resolution, which it hoped would be approved 
unanimously. 
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Mr OGATA (Japan) said that WHO had the most important role to play of any of the 

various international organizations concerned with the health effects of the Chernobyl 
accident. He fully supported the development of the new international programme under 
the Organization's leadership. In view of the current severe financial constraints, 
however, the programme needed to be managed efficiently, using existing facilities and 
ensuring close cooperation with other organizations. 

Japan was particularly interested in cooperation to help mitigate the health effects 
of the accident, because that was a domain in which it could mobilize its own scientific 
knowledge and experience. Indeed, the Government had already begun to cooperate with 
competent national nongovernmental organizations. 

Earlier in the year, in response to the Director-General‘s appeal, Japan had 
contributed some US$ 20 million to the new programme to supply urgently needed medical 
instruments and equipment for carrying out blood and thyroid tests on the affected 
population. He hoped that supplies of that equipment would reach the affected areas as 
soon as possible. 

Scientific data on the health effects of radiation had been compiled in a number of 
institutes in Japan, including the Radiation Effects Research Foundation, which was one 
of WHO'S collaborating centres. Japan would like to continue its cooperation, both 
bilateral and multilateral, in that regard. He expressed his delegation's support for 
the draft resolution. 

Mr ZODIATES (Cyprus) said that the Chernobyl accident had rightly been characterized 
as the worst disaster of its kind. Its consequences would weigh heavily on the 
populations directly concerned for generations to come, while the damage caused to the 
environment could be described as irreversible. The accident had led humanity to realize 
that no border and no country were far enough away to escape the wrath of nuclear 
energy. In an era in which nuclear power constituted not only a powerful weapon but also 
an increasingly important source of energy, it had opened the eyes of the international 
community to the need for cooperation if it was to avoid, or to mitigate the effects of, 
an accident of the same kind in future. 

One of the most unfortunate lessons of Chernobyl had been the realization that no 
country was big enough or rich enough to face, by itself, the effects of a disaster on 
such a scale and that the need for cooperation and external assistance had therefore 
become imperative. Thus Cyprus endorsed the international programme to monitor and 
mitigate the health effects of the Chernobyl accident as outlined in the 
Director-General‘s report. His country's support had a dual significance. First, Cyprus 
believed that the adoption and implementation of the programme, the general goals of 
which were to mitigate the health consequences of the accident, and concomitant research 
on the health effects of mixed exposure to internal and external radiation and the 
development of guidelines for dealing with radiation emergencies in the future, would 
contribute towards the amelioration of the health of the populations concerned. 
Secondly, it believed that by implementing the international programme the world 
community would gain the necessary experience and be ready to face effectively any 
similar accident in the future. 

As a token of the solidarity of the people of Cyprus with the people of the Soviet 
Union, and especially those affected by the Chernobyl accident, his Government had 
decided to make a contribution to the international programme, the level of which would 
be announced at a later stage. Cyprus supported and wished to be added to the list of 
sponsors of the draft resolution. 

Mr LE LUONG MINH (Viet Nam) reaffirmed, with regard to the Chernobyl accident, the 
sympathy and solidarity of the Vietnamese Government and people with the Government and 
people of the Soviet Union, especially the populations of the affected areas. Viet Nam's 
sympathy and solidarity had found expression in concrete deeds. During the five years 
since the accident, national activities had been organized and coordinated in support of 
the victims, thus contributing to alleviation of the long-term effects. For example, 
there had been campaigns to collect coconut trunks, which served as an ingredient of 
decontamination materials to be sent to the Soviet Union. In the summer of 1990 many 
groups of people, especially children, from the affected areas had been invited to visit 
Viet Nam. 

Again over the past five years, in addition to the endeavours of the Government and 
people of the Soviet Union, major efforts had been made by the international community, 
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including governments, scientific institutions and various specialized agencies in the 
United Nations system, including WHO, to alleviate the adverse consequences of the 
Chernobyl accident. Viet Nam concurred with President Gorbachev's comment that it had 
become evident that the efficiency of the struggle to deal with the consequences of the 
catastrophe could be dramatically increased if many countries pooled their efforts. 

Given the magnitude of the consequences of the accident and the social, medical and 
psychological problems yet to be assessed and overcome, continued international 
cooperation was all the more necessary. His delegation joined in warmly commending WHO'S 
efforts to establish a global long-term international programme for investigation of the 
medical aspects of the accident, and to set up a WHO international centre for study of 
radiation-related medical problems in the Soviet Union. It supported the proposal to 
develop the programme and centre, which would be financed by voluntary contributions. 
The programme would help not only to mitigate the health effects of the accident but also 
to provide the world community with a better understanding of the consequences of such 
occurrences and promote preparedness to deal with any major nuclear disaster. His 
delegation had therefore decided to sponsor the draft resolution. 

Mr STEPANEK (Czechoslovakia) said that the Chernobyl accident had directly affected 
his country, where its harmful consequences for the people's health would be observed for 
at least several decades to come. Furthermore, all the technical problems associated 
with the Chernobyl nuclear power station were far from being resolved. There were fears 
that the radioactive dust inside the sarcophagus could, in unfavourable circumstances, 
escape into the atmosphere. If that happened, everyone would have to be ready to cope, 
quickly and effectively, with the threat of further radioactive contamination. At the 
same time, the long-term effects of the accident must be comprehensively monitored and 
appropriate measures taken to reduce them as far as possible. His delegation therefore 
considered the draft resolution to be extremely important and endorsed it unreservedly. 

Professor FIKRI-BENBRAHIM (Morocco) said that Morocco had followed with interest the 
events relating to the Chernobyl accident, particularly the elaboration of the 
international programme to mitigate the harmful effects. WHO and the Government of the 
USSR were to be congratulated on what had been achieved so far. Morocco fully supported 
the international programme and especially the establishment of an international centre 
at Obninsk. A WHO collaborating centre of that kind would no doubt contribute to a 
better understanding of the health problems associated with nuclear accidents and the 
formulation of a strategy to prevent and control the harmful effects of ionizing 
radiation, for the benefit of humanity in its entirety. For all those reasons his 
delegation endorsed the terms of resolution EB87.R10, and wished to be included in the 
list of sponsors of the draft resolution before the Committee. 

Mrs DAGHFOUS (Tunisia) expressed her country's support for the draft resolution. 

Dr EGOZ (Israel) said that his delegation had studied with great interest the 
Director-General‘s report on the international programme to mitigate the health effects 
of the Chernobyl accident, appreciated what had already been done in that respect, and 
endorsed the establishment,of an international programme. His Government's profound 
interest in the programme derived from the fact that Israel had absorbed large numbers of 
new immigrants from the Soviet Union in the past two years, including approximately 
70 000 from areas affected by radioactive emissions following the accident. Israel had 
thus become the country with the largest group of Chernobyl victims outside the Soviet 
Union. That group, of course, should also be monitored, followed up and treated. 
Coordination of activities through the proposed international centre seemed to be the 
most desirable way of accumulating and pooling as much information as possible, collected 
by standard methods, under central guidance. Israel was willing to collaborate with the 
programme in all its aspects. It supported the draft resolution before the Committee, 
and endorsed the content of resolution EB87.RIO. 

Dr VAN DAELE (Belgium) said that everyone must endeavour to ensure that events like 
the Chernobyl accident never occurred again. It was consequently essential to 
internationalize research on the health effects and environmental consequences of the 
accident in a fully open atmosphere, as envisaged in the draft resolution. Belgium 
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therefore supported the initiative to establish an international programme to mitigate 
the health effects of the Chernobyl accident and to set up an international centre. 

Dr JAKAB (Hungary) explained that her delegation had decided to join in sponsoring 
the draft resolution for a number of reasons. The Hungarian Government welcomed the 
initiation of a long-term international programme to monitor and mitigate the health 
consequences of the Chernobyl accident, and endorsed the establishment, at Obninsk, of an 
international centre to investigate, in collaboration with WHO, the health issues 
associated with radioactivity. Senior Hungarian scientists had participated in many 
cooperative undertakings by concerned international organizations in relation to the 
local and worldwide effects of the Chernobyl accident, such as those organized by WHO's 
Regional Office for Europe and IAEA. Chernobyl was indeed not only of national but also 
of international concern. The establishment of an international programme and centre was 
a reflection of the international solidarity required to provide people everywhere with 
reliable information on the use of nuclear energy. Besides supplying information, the 
centre could further promote research where it was still needed, by pooling world 
expertise. A very important area of research should be the study of low-level radiation, 
since the release of radioactive substances might expose a large number of people in 
several countries to doses below the threshold dose for acute radiation injury. Although 
such people would not be expected to develop acute radiation-induced illnesses, they 
experienced stress and apprehension, leading to the appearance of anxiety-induced 
symptoms. Another important consideration was that high priority was being given to the 
study of social, psychosocial and psychological aspects, which were extremely important 
both for the local population within the Soviet Union and for populations outside. 
Short-term and long-term studies of the impact of radiation had to be carried out in 
order to give the population a correct picture of the situation. 

Following the Chernobyl catastrophe, much information had already been made 
available to scientists. The setting up of a data bank at the Obninsk centre would 
provide a unique opportunity for experts to study aspects of radiation exposure in the 
unique circumstances that had arisen after the accident. It would be a pity not to make 
maximum use of such data, which might otherwise be irretrievable. An international 
centre of the kind being planned could also ensure coordination of all the activities 
carried out by different organizations. 

Her delegation appreciated the work already done by the Director-General with regard 
to the establishment of the centre and the long-term programme, as well as the work done 
by the Regional Office for Europe in coordinating WHO's post-accident response over the 
past years. If such a programme was finalized, medical and scientific staff at Hungary's 
specialist institutes would be pleased to join the project. 

Dr ZELTNER (Switzerland) said that his country, which attached great importance to 
radiation-related health issues, had supported and, from the beginning of 1987, 
со-financed the special project at the Regional Office for Europe for developing public 
health policy guidelines concerning the high doses of radiation resulting from nuclear 
accidents. A meeting would be held in Geneva in October 1991 to review the findings of 
working groups and to formulate recommendations. His delegation hoped that the reports 
and recommendations produced under the special project could serve as a basic element for 
the international programme which it was now being proposed to implement. 

The programme would provide a unique opportunity to improve scientific knowledge and 
to coordinate research on the effects of radioactivity. As the delegate of France had 
pointed out, it was very important that it be launched at an early date, since certain 
delayed effects of the radioactive emissions could appear soon. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that his 
country was very much aware of the magnitude of the problem and of the need for a 
positive and timely international response. United Kingdom scientists had already been 
cooperating with their Soviet counterparts on various aspects of the Chernobyl accident, 
and children from the affected areas had been received and offered facilities in the 
United Kingdom. His Government acknowledged the efforts already made by the Soviet 
authorities to mitigate the effects of the accident. The United Kingdom delegation had 
studied the outline of the proposed international programme and endorsed its objectives, 
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content and priorities, particularly with regard to the need for epidemiological studies 
and the long-term surveillance of persons exposed to radiation. It also welcomed the 
work that had been started on the three initial projects, as identified in paragraphs 23 
to 26 of the Director-General‘s report. The United Kingdom Government was actively 
considering ways in which it could develop working relationships with the proposed centre 
in implementing the programme. It already had long experience of positive and productive 
collaboration with the Soviet health authorities under its bilateral health cooperation 
agreement, and would be exploring ways in which that cooperation could be extended to 
cover the international programme. It would also be offering to send a task force for 
site visits and discussions to optimize the collaboration of United Kingdom scientists. 
His delegation fully supported the draft resolution. 

Mrs WADHWA (India) said that five years after the cataclysmic accident at Chernobyl, 
and with reports still flowing in on its tragic consequences, especially for the health 
of people in the immediate vicinity of Chernobyl and beyond, it was fitting that the 
Committee should discuss the grave implications of the accident for human health. In 
their search for energy sources, many developed and developing countries had had no 
option but to rely increasingly on nuclear power. Chernobyl, like Bhopal, was a very 
bitter way of learning what needed to be done when a major nuclear or chemical disaster 
occurred. In that context, the offer by the Government of the USSR to make all existing 
data available to the world community through the international programme and the 
proposed international centre was most commendable. The Indian Government endorsed the 
draft resolution and expressed its appreciation of the role played by WHO in 
collaborating with the national authorities of the USSR, in helping the world community 
to arrive at a better understanding of the consequences of such accidents and in 
elaborating measures to deal with them. 

Mrs HU Sixian (China) said that her delegation was very interested in the contents 
of document A44/13 and in the proposal for an international programme based on the 
Memorandum of Understanding between WHO and the USSR. A long-term programme should 
indeed be set up to enable all countries to cooperate in carrying out studies, to learn 
from the accident, to mitigate its consequences and to take the necessary protective 
measures so as to attenuate the health, mental and psychosocial effects of the accident 
on the local population and that of neighbouring countries. She endorsed the launching 
of an international study jointly by the USSR and WHO to deal with nuclear problems, 
radiation safety and nuclear contamination of the environment resulting from the 
accident. The study should also collect data on the health of the local population. 

Her country had a certain amount of experience and expertise concerning the effects 
of radiation on health. After the Chernobyl accident, the Chinese Government had stepped 
up its monitoring of environmental radiation and had begun continuous monitoring of 
radioactive pollution. It possessed substantial data on the subject and was prepared to 
participate actively in international cooperation. Her delegation therefore supported 
the draft resolution before the Committee. 

Dr ABABIO (Ghana) said that his delegation wished to be considered a sponsor of the 
draft resolution. The impact of Chernobyl had been felt throughout the world and the 
findings of his own Government's atomic energy studies clearly indicated that no single 
public health service could adequately address all its parameters. He endorsed the 
creation of the international programme to mitigate the health effects of the Chernobyl 
accident, as well as the establishment of an international centre for that purpose, but 
suggested that all findings be channelled through WHO and placed at the disposal of all 
other institutions. 

Professor MBEDE (Cameroon) associated himself with those who had expressed interest 
in and support for the international programme to mitigate the health effects of the 
Chernobyl accident. His delegation congratulated the Director-General on his report and 
the Soviet authorities on the initiatives they had taken in order to place the problem on 
the Health Assembly's agenda. It firmly supported the draft resolution under 
consideration and wished to be considered a sponsor. 
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Dr KREISEL (Division of Environmental Health) thanked all delegations for their 

unequivocal support for the establishment of the international programme to mitigate the 
health effects of the Chernobyl accident under the auspices of WHO. Their valuable 
comments would be taken into account in the further development of the programme. 

The draft resolution was approved by consensus.丄 

4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (resumed) 

General matters: Item 32.1 of the Agenda (continued from the sixth meeting, section 3) 

Mr TSEHAI (Ethiopia) referring to the draft resolution on health and medical 
assistance to Somalia introduced at the Committee's sixth meeting, expressed his 
delegation's support for that text. As stated by the delegate of Jordan, who had 
introduced the draft resolution, and later by the delegate of Somalia, the situation in 
Somalia did indeed require an intensification of health and medical assistance. Because 
of the complex effects of natural and man-made disasters, particularly in the Horn of 
Africa, all the countries in that region were at present in a very critical situation. 
All too often the effects of a disaster in one country spilled over into another. Thus 
Ethiopia had had to receive massive refugee flows during the preceding months and the 
refugee population in his country had increased to more than one million. Their health 
and general condition were deplorable. 

Ethiopia itself was suffering severely from natural and man-made calamities, and 
cyclical droughts resulting in recurrent and widespread famine were threatening the lives 
of a considerable number of people. They were in desperate need of health care and other 
basic necessities. Although the gravity of the situation might vary from one area to 
another, many countries in Africa were in more or less the same situation. It was 
expected that during the current year some 30 million people in Africa would require 
emergency relief in the form of health care, food aid including supplementary feeding for 
children, shelter and clean water. As he had stated, it was the countries in the Horn of 
Africa that were most affected. 

It was in response to that very critical situation that the Secretary-General of the 
United Nations had issued a special appeal to the international community for support of 
humanitarian and relief operations in Africa so as to alleviate quickly the suffering and 
avert the impending tragedy. His delegation therefore strongly supported the proposal 
made at the preceding meeting by the delegate of Mauritius to amend operative paragraph 2 
of the draft resolution in such a way as to make a reference to the Secretary-General‘s 
appeal, and was in favour of enlarging the scope of the resolution so as to include all 
countries in Africa severely affected by natural and man-made problems. 

Miss PICKERING (United Kingdom of Great Britain and Northern Ireland) formally 
proposed that the Committee postpone consideration of the draft resolution until 
Committee A had completed its consideration of the draft resolution on emergency relief 
operations. 

Mrs WOLTERS (Netherlands) supported the United Kingdom proposal. 

Mrs BIHI (Somalia) said that, as indicated at the preceding meeting, the draft 
resolution was of great importance to the people of her country. Moreover, the situation 
in Somalia had not been considered by Committee A along with other emergency situations 
because Somalia was in the Eastern Mediterranean geographical group and most of the draft 
resolutions concerning assistance to countries in that region were being considered by 
Committee B. In any case t there was no contradiction between the substance of the 
present draft resolution and the draft resolution on emergency relief operations which 
was under consideration in Committee A. Somalia was in a highly critical situation, and 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.36. 
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over a million people had fled the country in the last few months. She was prepared to 
defer discussion of the matter until Committee A had adopted the more general resolution, 
but formally proposed that the draft resolution on assistance to Somalia be considered as 
a separate text by Committee B. 

Mr VIGNES (Legal Counsel) said that that proposal should give rise to no problems. 

Dr EL-JERBI (League of Arab States) said that from the humanitarian point of view 
the people of Somalia were in a catastrophic situation and any delay in proffering help 
to them would have dire consequences； they would be subject to epidemics and infections, 
which might be transmitted to neighbouring countries. He asked the delegation of the 
United Kingdom to reconsider its position as stated at the preceding meeting. The draft 
resolution was a humanitarian resolution far removed from any political considerations} 
and he urged the Committee to adopt it as it had been submitted. 

On behalf of the League, he thanked the Chairman of the Committee, the 
Director-General and his staff and, in particular, the Regional Director of the Eastern 
Mediterranean Region for their tireless efforts to help all countries in the area. 

Mr MBOSO (Zaire) said that health conditions in Somalia were in a calamitous state 
and any delay in adopting the draft resolution could have dire consequences for the 
population. Some delegations had suggested that consideration of the draft resolution 
should be deferred; he urged them rather to submit amendments to the text so that they 
could be considered at once. He strongly supported the draft resolution and appealed to 
others to do likewise, stressing that the Organization should make every effort to 
dissociate health aspects from political aspects. 

The CHAIRMAN said that he understood the Committee had decided to defer 
consideration of the draft resolution until Committee A had completed its consideration 
of the draft resolution on emergency relief operations. 

Dr ROCHON (Division of Health Protection and Promotion) referred to the question 
asked by the United States delegate at the previous meeting concerning the possible 
postponement of the joint WHO/FAO Conference on Nutrition from December 1992 to 1993. 
That possibility had been considered, in particular, in order to ensure adequate 
participation at regional and country levels. He understood the United States delegate's 
concern, and assured delegates that proper consideration had been given to the question, 
and that the alternatives had been taken into account. 

It should be borne in mind that technical work for the conference had already been 
under way for more than one year and had increased in intensity over the last few 
months. Also, although the conference was a major event, it was at the same time an 
element in a process of mobilization on nutritional and health issues which must continue 
beyond the conference itself. Thus many activities at the local level were scheduled to 
be completed after the conference, which would provide greater visibility and support for 

, the continuation of those activities. Furthermore, a postponement of at least one year 
would be needed in order to make any significant difference to preparation of the 
conference. In such a situation the conference would no longer be integrated within the 
process of mobilization but would come towards the end of it. That would increase 
considerably the risk of anticlimax after the conference rather than ensuring support and 
enhancement of ongoing activities. 

Under the existing arrangements, he was convinced that a momentum had been achieved 
and that the joint management mechanisms set up between FAO and WHO were now efficient 
enough to ensure adequate preparation of the conference itself as well as to foster 
activities which would continue beyond the conference at local and regional levels. 

(For continuation, see summary record of the ninth meeting, section 3.) 

The meeting rose at llhOO. 



EIGHTH MEETING 

Wednesday. 15 Mav 1991. at 16h00 

Chairman: Dr N. M. HIEN (Burkina Faso) 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

Health assistance to refugees and displaced persons in Cyprus : Item 32.4 of the Agenda 
(Resolution WHA43.13； Document A44/29) 

Dr HAMAD-ELNEIL (Division of Emergency Relief Operations), introducing the item, 
said that the Director-General‘s report on health assistance to refugees and displaced 
persons in Cyprus (document A44/29) described two phases of assistance. The first had 
been the period up to 1989 when WHO and UNHCR completed their collaborative effort in the 
delivery of supplies and equipment for health services for refugees and displaced 
persons. In the second phase, which had begun in 1990, the main emphasis was on the 
development of human resources for health, accident prevention, clinical and laboratory 
technology for health and drug monitoring. 

Mr VALENTINO (Malta) drew the Committee's attention to the draft resolution entitled 
"Health assistance to refugees and displaced persons in Cyprus" proposed by the 
delegations of Argentina, Bulgaria, Colombia, Cuba, Cyprus, Czechoslovakia, France, 
Greece, India, Lebanon, Malta, Mexico, Sri Lanka, United Republic of Tanzania, 
Yugoslavia, Zambia and Zimbabwe, which read as follows: 

The Forty-fourth 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, WHA42.23 and WHA43.13； 

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 Coordinator of United Nations 
Humanitarian Assistance in Cyprus, and to report to the Forty-fifth World Health 
Assembly on such assistance. 

Malta had introduced similar resolutions over a great many years. His delegation 
had carefully studied the Director-General‘s report on the subject. The number of 
displaced and needy people in Cyprus who continued to require assistance, particularly 
health care, remained significant. He therefore felt that the support and assistance 
provided by WHO, UNHCR and other international organizations to implement such programmes 
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should be vigorously continued. The draft resolution dealt with purely humanitarian 
issues and, as had been the case on previous occasions, he was sure that it would be 
unanimously approved by the Committee. 

Mr ZODIATES (Cyprus) said that 17 years after the invasion of part of his country's 
territory, the burden of provisionally accommodating refugees and displaced persons was 
still beyond the limited possibilities of his Government. External assistance was 
therefore needed in many fields, including health, in order to satisfy the basic needs of 
the population of Cyprus. The people and Government of Cyprus were greatly indebted to 
WHO, which, in collaboration with other United Nations agencies such as UNHCR, UNDP and 
UNICEF, continued to contribute to the improvement of health conditions of the refugees 
and displaced persons in his country. Many projects had been successfully implemented 
and much support had been provided by WHO to the island's health programmes, but more was 
needed to improve the situation of the Cypriot people. The current situation could be 
ended only when a just, viable and lasting solution was found to the problem of Cyprus. 
The Government of Cyprus was fully committed to finding such a solution, as well as to 
safeguarding the welfare, well-being and health of all the island's citizens, 
irrespective of ethnic origin, religion or language. Thus, Turkish Cypriots enjoyed the 
same rights as their fellow citizens in terms of access to the health services and 
medical facilities of the Republic. He thanked the Director-General and Dr Gezairy and 
his staff for their unfailing and genuine interest in the Cypriot people and the 
delegations of Malta and others that had cosponsored the draft resolution, which he hoped 
would be adopted by consensus as in previous years. The best medicine that the 
international community could provide for refugees and displaced persons all over the 
world would be to make it possible for them to return to their homes and homelands in 
conditions of safety, security, peace and dignity - conditions which were necessary to 
ensure their physical, moral and psychological health. 

Mr BAYER (Turkey) said that the item under discussion had been on the agenda of the 
Health Assembly for the past 17 years and 16 resolutions had been approved. Year after 
year, Turkey had pleaded that the assistance furnished within the context of those 
resolutions should be extended on an equal basis to the two peoples living on the island, 
namely the Turkish Cypriot people and the Greek Cypriot people. It was on that 
understanding and solely for humanitarian reasons that his delegation had in the past 
joined the consensus. However, all WHO assistance had been channelled solely to the 
Greek Cypriot community which had a per capita income of US$ 8000, whereas the Turkish 
Cypriot people, who really needed assistance, received little if any. His delegation 
could no longer tolerate such a situation and unless it was put right and the Turkish 
Cypriots received their fair share of WHO assistance, his delegation would ask for the 
deletion of the item from the agenda of the next Health Assembly. Furthermore, it was 
his delegation's considered view that there were no refugees in Cyprus, only displaced 
persons from both communities, and that the item was being kept on the agenda for 
political reasons. In fact, the issue had been settled during the third round of 
intercommunal talks between representatives of both communities, held in Vienna from 
31 July to 2 August 1975. It had then been agreed to regroup the populations in their 
own respective territories, that is to say the Turkish Cypriots in the north and the 
Greek Cypriots in the south of the island. He expected that the distorted situation 
would be remedied at the next Health Assembly. It was on that understanding that his 
delegation was joining the consensus at the present session, but it would be the last 
time that it did so unless ways and means were devised to ensure access by the Turkish 
Cypriots to WHO assistance on an equal basis. 

Mrs HU Sixian (China) said that China had always felt great concern for the Cyprus 
issue and would like to express its sympathy to the refugees and displaced persons in the 
island. Her delegation endorsed the provision of assistance to them as that was not only 
in accordance with the spirit of the relevant United Nations resolutions and the 
fundamental interests of both ethnic groups in the island but would also promote peace 
and stability in the region. 

Mr ZODIATES (Cyprus) said that he had taken great pains not to indulge in polemics, 
but in view of the statement made by the delegate of Turkey he felt that he had to set 
the record straight. To solve the problem, all Turkey had to do was to withdraw its army 
of occupation from the island in accordance with United Nations resolutions. Referring 
to the Vienna agreement, he said that it did not provide for an exchange of populations. 
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Furthermore, Turkey had failed to implement the terms of that agreement and as a result 
only 500 Greek Cypriote were currently living in the occupied part of Cyprus as compared 
to 23 000 in 1974. He himself was a displaced person from Famagusta, which was in the 
occupied zone, but he looked forward to going back some day. He hoped that the draft 
resolution would be adopted by consensus as in past years. 

Mr BAYER (Turkey) said that he wished to clarify the issue by going back to the root 
causes and evolution of the question of displaced persons. The problem of displaced 
persons in Cyprus had emerged before the country became independent. It had begun in 
1958, when 33 Turkish Cypriot villages were attacked and destroyed. In December 1963 
there had been an onslaught on Turkish Cypriote aimed at their total annihilation, and as 
a result a United Nations peace-keeping force was sent to Cyprus in 1964. Nevertheless, 
during the period 1963-1974 Turkish Cypriot villages had been raided and 103 of them 
destroyed. Consequently, Turkish Cypriots had had to move to some 40 enclaves scattered 
around the island. During the events of July-August 1974 following the coup d'état, both 
Turkish and Greek Cypriots had left their homes to take refuge in what they considered to 
be safer areas. The persistent hostility of the Greek Cypriots had left the Turkish 
Cypriots with no alternative but to regroup the two peoples in two separate zones. Both 
sides had reached an agreement on such regrouping in Vienna in 1974. If, 16 years after 
that agreement, there were still any persons not properly resettled, and he doubted 
whether there were, the Turkish Cypriot community was not responsible in any way 
whatsoever. 

The CHAIRMAN appealed to all concerned to refrain from politicizing the issue. 

Dr ABABIO (Ghana), referring to the statement that one of the communities in Cyprus 
had not been receiving any WHO assistance, said that if that was the case, he would like 
to know what WHO was doing about it. 

Dr HAMAD-ELNEIL (Division of Emergency Relief Operations) said that the usual WHO 
procedure was to work on requests from governments and that WHO had not received any such 
request. He was sure that the Director-General and the Regional Committee would look 
into the matter and provide assistance to any body of people in any specific Member State 
that was not equitably receiving the collaboration of WHO. 

Mr ZODIATES (Cyprus) said that the accusations made by the delegate of Turkey about 
"killings" or "bad treatment" of Turkish Cypriots between 1960 and 1974 were not new to 
his delegation. His Government had repeatedly asked Turkey to join Cyprus in appealing 
to the International Court of Justice to decide the rights and wrongs of the case. So 
far, Turkey had refused to do so. Throughout the whole period, from 1950 onwards, Turkey 
had been a member of the Council of Europe and had had the opportunity, if it had so 
desired, to bring accusations against the Government of Cyprus before the European 
Commission on Human Rights. Turkey had not done that. The Republic of Cyprus had 
appealed to the European Court of Human Rights and the Court had found Turkey responsible 
for gross violations of the human rights of the population of Cyprus. 

Mr BAYER (Turkey) said that the problems of Cyprus should be settled between the two 
communities concerned and not between Turkey and others. A community with a per capita 
income of US$ 8000 was exploiting the international forums, including the Health 
Assembly, and was usurping the limited resources of the international community which it 
did not need, while in other parts of the world people who needed and deserved 
international assistance were facing starvation and lack of health care. That was the 
case in Africa, the Middle East, Asia and Latin America. Was the international community 
so rich that it could allocate its limited funds to a few affluent people just to satisfy 
political considerations? Furthermore, as a result of the inhuman embargo imposed on 
Turkish Cypriots by Greek Cypriots, all the WHO assistance so far extended to the island 
was reserved for the latter. A humanitarian organization like WHO could in no way be a 
party to such an inhuman act. The Greek Cypriots should, without further delay, respond 
publicly to the call made by the Secretary-General of the United Nations on 27 March 1991 
and resume negotiations with the Turkish Cypriots in good faith to resolve all aspects of 
the Cyprus question, which constituted an integrated whole. That was what, in fact, the 
Secretary-General and the whole world expected of them. He urged them to seize that 
opportunity. 
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The CHAIRMAN said that the observations of all the speakers would be fully reflected 

in the summary record. 
Turning to the draft resolution before the Committee, of which Algeria had also 

become a sponsor, he invited the Committee to consider it. 

The draft resolution was approved.^ 

Liberation struggle in southern Africa;_assistance to the front-line States. Lesotho and 
Swaziland: Item 32.5 of the Agenda (Resolution WHA43.14; Document A44/30) 

The CHAIRMAN drew the attention of the Committee to the Director-General‘s report 
contained in document A44/30 and to the draft resolution entitled "Liberation struggle in 
southern Africa: assistance to the front-line States, Lesotho and Swaziland", proposed 
by the delegations of Angola, Botswana, Denmark, Finland, Ireland, Mozambique, Namibia, 
Norway, Swaziland, Sweden, Zambia and Zimbabwef which read as follows: 

The Forty-fourth World Health Assembly, 
Considering that the front-line States still suffer directly or indirectly from 

the consequences of the social, political and economic situation in South Africa 
that hamper their economic and social development； 

Noting the positive developments in South Africa, which may lead to a just 
solution of the social and health problems of the country and the subregión; 

Considering that the front-line States have still to accept enormous sacrifices 
in order to rehabilitate and develop their health infras truc ture which has suffered 
in the past; 

Noting the initiatives being taken for community-based health care inside South 
Africa by the African National Congress and the Pan Africanist Congress of Azania 
and nongovernmental organizations； 

Considering 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, WHA41.23, WHA42.17 and WHA43.14; 
Bearing in mind that the consequences of the past political situation force the 

countries concerned to divert large amounts of financial and technical resources 
from their national health programmes to relief and reconstruction, 

1. THANKS the Director-General for his report; 

2. RESOLVES that WHO shall: 
(1) continue to take appropriate and timely measures to help the front-line 
States, Lesotho and Swaziland to meet health problems of displaced people and 
refugees in the area; 
(2) continue to provide the front-line States with technical cooperation in 
the field of health for the rehabilitation of their health infrastructure； 

3. CALLS UPON the Member States, according to their capabilities, to continue to 
provide adequate health assistance 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 maintain assistance in the field of health to the African National 
Congress and the Pan Africanist Congress of Azania; 

1 Transmitted to the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.38. 
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(2) to make use, when necessary, of funds from the Director-General‘s and 
Regional Directors' Development Programme and to mobilize extrabudge tary 
resources in order: 

(a) to assist the countries concerned to overcome the problems arising 
from the presence both of the South African refugees and of displaced 
persons； 
(b) to plan and implement in close cooperation with UNHCR and others 
concerned a special rehabilitation programme in the field of health for 
the thousands of refugees who wish to return to their homes in South 
Africa; 
(c) to support the initiatives in community-based health care being 
undertaken inside South Africa; 

(3) to report to the Forty-fifth World Health Assembly on the implementation 
of this resolution. 

Dr CHIJIKWA (Zambia) thanked all Member States for their efforts in support of the 
front-line States, the African National Congress (ANC) and the Pan Africanist Congress of 
Azania (PAC), Lesotho and Swaziland in the unstable conditions which had previously 
obtained in southern Africa owing to the policy pursued by the South African Government. 
His delegation recognized that, since the release of the political prisoners early in 
1990, there had been some positive developments. It was his sincere hope that the 
momentum would not be lost and that a new order would be established in the region. 
Nevertheless, in spite of the changes, the after-effects of the former policy continued 
to hamper social and economic progress in the area. He therefore urged the Committee to 
support the draft resolution. 

Dr NOORMAHOMED (Mozambique) said that although the prospects for peace in southern 
Africa were more promising than ever before, Mozambique continued to face widespread 
terrorist activities which had dramatic consequences for the health of the Mozambican 
people. Thousands were still obliged to leave their homes to take refuge in urban areas 
or in neighbouring countries. Nearly 1000 public health facilities had been affected by 
the insurgency, thus drastically reducing the extent of health care. In many parts of 
the country, particularly in the rural areas, health, as measured by health indicators 
and malnutrition, was continuing to deteriorate. 

He thanked WHO and nongovernmental organizations for their efforts to mitigate the 
suffering of the Mozambican people, and urged the Committee to support the draft 
resolution. 

Dr AMADHILA (Namibia) said that his delegation had noted positive developments in 
South Africa but the front-line States had to bear enormous burdens in rehabilitating and 
developing their health infrastructures, which had suffered in the past. His delegation 
had noted with appreciation the initiatives taken by the ANC and the PAC to develop 
community-based health care inside South Africa. He fully supported the draft 
resolution. 

Dr FRIEDMAN (Swaziland) said that an influx of refugees and displaced persons 
brought with it a host of physical, mental and social ailments to which attention had to 
be given in order to protect the national population, as well as to assist individual 
sufferers. In Swaziland, refugees and displaced persons constituted approximately 10% of 
the population, but had nevertheless been given full access to the health services 
without discrimination. Those services required additional manpower to set up 
surveillance centres along the borders with neighbouring countries so as to prevent a 
resurgence of communicable diseases. Health facilities, such as outpatient clinics and 
hospital wards, were seriously overtaxed, and medical supplies had been depleted. 
Assistance was also required for community health centres and rehabilitation clinics to 
meet the needs of returnees in poor health. She therefore appealed to WHO for continued 
assistance and asked the Committee to support the draft resolution. 

Dr MAGANU (Botswana) said that the struggle of the South African people against 
apartheid had gone into a different phase. Everyone acknowledged that the current 
president of South Africa had taken a number of steps to get rid of old-style apartheid. 
However, the basic structure of the system and its long-term effects remained in place. 
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Instability in southern Africa would continue to be a problem until the system of 
apartheid was completely dismantled. Currently, because of the violence in South Africa, 
the number of refugees fleeing into neighbouring countries was increasing again even as 
attempts were under way to repatriate the large numbers who had been living in exile for 
a long time. That influx affected the front-line States as well as Lesotho and 
Swaziland, and they needed continued assistance. The ANC and PAC had embarked on 
promising community health projects which deserved the support of WHO and the 
international community. He urged that the draft resolution should be approved by 

Mrs LUETTGEN ROS (Cuba) said that the violence and bloodshed that had occurred in 
South Africa in recent months had once again emphasized the need for continued priority 
attention by WHO to the serious health problems in the front-line and other States and 
among the majority of the South African people. 

The problem of the large number of refugees from South Africa, with consequent 
malnutrition and disease, necessitated effective aid from the international community. 
Since the continued existence of the apartheid regime would make it impossible to achieve 
the goal of health for all by the year 2000 in southern Africa, it was imperative to 
intensify health aid to national liberation movements. 

She supported the draft resolution before the Committee and asked that her 
delegation be included among the sponsors. 

Mrs HU Sixian (China) said that it was the duty of the international community to 
assist the peoples of southern Africa, who had long suffered from war, famine and 
disease. Her Government condemned racism and apartheid and supported the just struggle 
of peoples for national independence. In view of the positive developments that had 
taken place in South Africa, she urged the authorities there to put an end to apartheid 
as soon as possible. It was also to be hoped that Angola and Mozambique would soon enjoy 
peace. WHO and other humanitarian agencies should continue to provide assistance in that 
part of Africa in order to improve health conditions. 

She supported the draft resolution. 

Mr SENE (Senegal) commended the invaluable contribution that the front-line States 
and other countries contiguous to South Africa had for many years made in the struggle 
for democracy. It was difficult to assess the economic and social impact of the 
situation on displaced persons and refugees in the region. There was a serious 
deterioration in the situation in rural areas, which suffered from famine and the lack of 
health care. Though there had been recent positive developments in South Africa, 
violence still prevailed, so that it was necessary to dismantle the apartheid system as 
soon as possible. WHO should intensify its aid to southern Africa by setting up 
monitoring systems to deal with emergencies and health problems. 

He supported the draft resolution but proposed an amendment to the French text of 
subparagraph (2) (b) of operative paragraph 4, namely, that the passage beginning "de 
remise en état dans le domaine de la santé à 1'intention des milliers de réfugiés qui 
souhaitent rentrer dans leurs foyers en Afrique du Sud" be replaced by the words "de 
remise en état des infrastructures sanitaires et d'assister les milliers de réfugiés qui 
souhaitent rentrer chez eux". He thought that the proposed amendment, which affected 
only the French version, was in keeping with the spirit of the draft resolution. 

Mr MACAULEY (Sierra Leone), noting the positive developments that had taken place in 
South Africa, said that the serious medical and health problems of the front-line States 
would remain until apartheid was eliminated. 

He supported the draft resolution. 

Mr BOYER (United States of America) expressed his gratification at the fact that the 
revised version of the draft resolution took into account recent positive developments. 
All resolutions should follow that example. 

The CHAIRMAN announced that Yugoslavia wished to be included as a sponsor of the 
draft resolution. He noted that there was no objection to the amendment proposed by the 
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delegate of Senegal, which affected only the French version, and asked the Committee 
whether it wished to approve the draft resolution, with that amendment, by consensus. 

The draft resolution, as amended, vas approved by consensus.1 

Reconstruction and development of the health sector in Namibia: Item 32.6 of the Agenda 
(Resolution WHA43.15; Document A44/31) 

The CHAIRMAN drew the Committee's attention to the following draft resolution 
proposed by the delegations of Angola, Botswana, Finland, Malawi, Namibia, Swaziland, 
Sweden, Zambia and Zimbabwe : 

The Forty-fourth World Health Assembly, 
Recalling previous resolutions of the Health Assembly on this subject, 

particularly resolution WHA43.15 and its operative paragraphs 4 and 5; 
Having considered the report of the Director-General on reconstruction and 

development of the health sector in Namibia, prepared in response to the above 
resolution; 

Bearing in mind the pressing need to reconstruct the health sector as a whole, 
thus allowing the acceleration of the implementation of primary health care 
programmes towards the attainment of the objective of health for all by the year 
2000, 

1. COMMENDS the Director-General for all the steps already taken to assist the 
Government of Namibia in the reconstruction endeavour； 

2. CALLS UPON Member States, organizations of the United Nations system, other 
intergovernmental organizations and nongovernmental organizations to provide 
necessary financial assistance and cooperation; 

3. REITERATES its request to the Director-General to continue intensifying 
technical cooperation and to support the efforts already undertaken by the 
Government and the people of Namibia to ensure reconstruction and development in the 
health sector; 

4. REQUESTS the Director-General to report to the Forty-fifth World Health 
Assembly on the implementation of this resolution. 

Dr AMADHILA (Namibia), introducing the draft resolution, thanked the 
Director-General for the technical cooperation with Namibia both before and after 
independence. His delegation also sincerely thanked international donors and 
nongovernmental organizations for helping his country to reconstruct its health sector. 
The Organization had assisted Namibia in initiating some of its health programmes, which 
were new and needed to be strengthened and integrated into the nation's overall primary 
health care policy. It was crucial that WHO should continue providing Namibia with 
intensified technical support in rebuilding its health sector. His delegation appealed 
to Members of the Organization, other agencies in the United Nations system and 
intergovernmental and nongovernmental bodies to continue furnishing Namibia with the 
financial assistance it required for pursuing action to develop its health sector. He 
urged that the draft resolution should be approved by consensus. 

Dr FRIEDMAN (Swaziland) said that her delegation strongly supported the draft 
resolution. It was clear from the report on reconstruction and development of the health 
sector in Namibia (document A44/31) that great strides had been made in 1990 in creating 
a framework for its health infrastructure. Future assistance must take advantage of the 
momentum thus created. Namibia was a large country and had suffered greatly over the 
years ； time was therefore needed for even a minimal impact to be made on the level of 
its health services. 

1 Transmitted ta the Health Assembly in the Committee's third report and adopted 
as resolution WHA44.39. 
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Mrs HU Sixian (China) said that her country had consistently supported Namibia 

throughout its protracted struggle for independence. It was gratifying to note the 
enormous progress which its people had made in national reconstruction in the past year. 
Because of the long period of racist rule from which Namibia had suffered, the rebuilding 
of the country and its health sector would be an arduous task. The international 
community had a responsibility to help in that process and assist Namibia in achieving 
the target of health for all by the year 2000. Her delegation welcomed the draft 
resolution. 

Dr MAGANU (Botswana) also supported the draft resolution. The health sector of 
Namibia had to be adapted to the principles of primary health care. He requested the 
Director-General to continue providing Namibia with assistance of the kind that it had 
received in 1990. The country had a unique opportunity to learn from the experience of 
its fellow African countries. He urged the Committee to approve the draft resolution by 
consensus. 

Dr CHIJIKWA (Zambia) said that his delegation was gratified to note the technical 
support which the Organization had given Namibia in the previous year. The task of 
equipping it with a primary health care system would take a considerable time and 
warranted special attention from WHO. His delegation welcomed the draft resolution and 
recommended that all Member States approve it. 

Mr YARD (Barbados) congratulated the Director-General and his staff on their ready 
response to the call to assist Namibia in developing its health structure. Several years 
would be needed to bring it to a satisfactory state. He hoped that the enthusiasm which 
the Organization had displayed in helping Namibia would continue and lead the country 
towards the target of health for all by the year 2000. He joined other delegations in 
urging approval of the resolution. 

Dr SIKIPA (Zimbabwe) thanked the Director-General for his report (document A44/31) 
and associated his delegation with the welcome which other delegations had extended to 
the draft resolution. 

Dr ABABIO (Ghana) added his delegation's support for the draft resolution. He hoped 
that the Organization would do its utmost to continue providing Namibia with effective 
assistance. 

Mr MACAULEY (Sierra Leone) said that the Namibian people had suffered for a long 
time under the apartheid regime. His delegation noted with satisfaction the tremendous 
strides which Namibia had made in the space of a year with help from WHO. The task of 
building a health sector in a new country was a very difficult one and he unreservedly 
supported the draft resolution. 

Mr MBOSO (Zaire) commended the Organization for the help that it had extended to 
Namibia. His delegation wholeheartedly welcomed the draft resolution and the action 
which it called upon the Organization to take in enabling the country to reorganize its 
health services. 

The CHAIRMAN announced that Cuba and Mozambique wished to be added to the list of 
delegations sponsoring the draft resolution. 

The draft resolution vas approved bv consensus.^ 

1 Transmitted to the Health Assembly in the Committee's 
as resolution WHA44.40. 

third report and adopted 
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2. UNITED NATIONS JOINT STAFF PENSION FUND: Item 33 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board: Item 33.1 of the Agenda 
(Document A44/32) 

Mr AITKEN (Assistant Director-General) said that the report was presented to the 
Health Assembly in conformity with the regulations of the United Nations Joint Staff 
Pension Fund. It briefly highlighted the financial situation of the Fund and summarized 
information from the United Nations General Assembly at its session on 9 December 1990. 
The only action that might be taken by the Health Assembly would be to note the status of 
the operation of the Joint Staff Pension Fund as indicated in the annual report and as 
reported by the Director-General in the document before the Committee. 

Mr MILZOW (Germany), referring to paragraph 11 of document A44/32, which stated that 
the General Assembly invited the governing bodies of the Fund's other member 
organizations to refrain from seeking to establish additional pension entitlements for 
their staff, reiterated his Government's full support for a common system covering all 
the United Nations organizations, and sought clarification regarding the discrepancy 
between the rules applied in other organizations and those in force in WHO. Since WHO 
was applying grade steps in excess of the salary steps agreed in the United Nations 
common system, was that discrepancy also translated into different pension rights and did 
the contributions to the Pension Fund and the corresponding pensions paid differ between 
WHO staff and the staff of other organizations? 

Mr AITKEN (Assistant Director-General) explained that paragraph 11 of document 
A44/32 addressed the broader question of whether some organizations were devising new 
pension systems or supplementary systems for their staff. WHO had not embarked on such a 
course. As pointed out by the delegate of Germany, WHO had for many years had a merit 
system of awarding additional steps at the top of the scale. ILO had a similar 
provision. Staff paid contributions to the Fund based on those steps and the 
Organization paid an equivalent contribution. Those additional steps were thus 
pensionable and resulted in higher pensions. The General Assembly had not, he thought, 
had that in mind when additional pension entitlement schemes were under consideration. 

WHO would be reporting on the question of the additional steps, as requested by the 
International Civil Service Commission, in a future document to the Executive Board, and 
the matter could be raised at that time. 

The CHAIRMAN said that, in the absence of further comment, he took it that the 
Committee wished to recommend to the Health Assembly that it note 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 1990 and as reported by the 
Director-General. 

It was so decided.1 

Appointment of representatives to the WHO Staff Pension Committee: Item 33.2 of the 
Agenda (Document A44/33) 

The CHAIRMAN said that the item covered the appointment of a member and alternate 
member of the WHO Staff Pension Committee to replace the member and alternate member 
whose terms were expiring, as explained in document A44/33. In 1976 the Executive Board 
had proposed a modification to the procedure for selecting Health Assembly 
representatives for the WHO Staff Pension Committee by providing that one member be 
designated by name, to serve in a personal capacity, the appointment being possibly for 
longer than the normal term of three years, whether or not he or she was, or continued to 
be, a member of the Executive Board. The Twenty-ninth World Health Assembly, in 1976, 
recognizing the importance of maintaining greater continuity of representation on the WHO 
Staff Pension Committee and on the United Nations Joint Staff Pension Board, had 

1 The recommended text was transmitted to the Health Assembly in the Committee's 
third report arid adopted as decision WHA44(10). 
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accepted that recommendation. In 1985 the Health Assembly had appointed Sir John Reid 
for three years, to serve in a personal capacity. In 1988 his term of office had been 
renewed for a further three years. The terms of office of Sir John Reid and of the 
alternate member designated by the Government of the Libyan Arab Jamahiriya were due to 
expire at the closure of the Forty-fourth World Health Assembly. The Committee therefore 
had to recommend to the Health Assembly the appointment of its new representatives on the 
WHO Staff Pension Committee by first selecting a representative to act in a personal 
capacity for a period of three years, and second selecting a Member State, from among 
those entitled to designate a person to serve on the Executive Board, whose designated 
person would then be the alternate member of the Committee for the duration of his or her 
term of office on the Executive Board. As the practice of the Health Assembly in the 
past had been to ensure that WHO regions were equitably represented on the WHO Staff 
Pension Committee, the Committee might wish to select a Member State from a region no 
longer represented on the Pension Committee, namely, from the Eastern Mediterranean 
Region. Were there any nominations for a representative to act, in a personal capacity, 
for a period of three years? 

Mr MILZOW (Germany) proposed the reappointment of Sir John Reid. His long 
experience and expertise had enriched the discussions, and his balanced views and 
judgement were very helpful in difficult situations. 

Mr AIDER (Switzerland) and Dr MEAD (Australia) seconded the proposal. 

The CHAIRMAN said that, since there were no objections, he assumed that the 
Committee would recommend to the Health Assembly the reappointment of Sir John Reid, in a 
personal capacity, for a period of three years as a member of the WHO Staff Pension 
Committee. 

It was so decided.丄 

The CHAIRMAN then invited nominations of a Member State, from among those entitled 
to designate a person to serve on the Executive Board, whose designated person would then 
be the alternate member of the Committee for the duration of his or her term of office on 
the Executive Board. 

Ms KAYALI (Syrian Arab Republic) proposed Tunisia. 

Mr BAYER (Turkey) seconded the proposal. 

The CHAIRMAN stated that, since there were no objections to the proposal, he took it 
that the Committee wished to recommend to the Forty-fourth World Health Assembly that it 
appoint the member of the Executive Board designated by the Government of Tunisia as an 
alternate member of the WHO Staff Pension Committee. 

It was so decided.丄 

The meeting rose at 17h35. 

1 The recommended text was transmitted to the Health Assembly in the Committee's 
third report and adopted as decision WHA44(11). 



NINTH MEETING 

Thursday. 16 Mav 1991. at 9h00 

Chairman: Dr Sung Woo LEE (Republic of Korea) 

1. THIRD REPORT OF COMMITTEE В (Document A44/58) 

Dr CHUNHARAS (Thailand), Rapporteur, read out the draft third report of Committee B. 

The report was adopted.^ 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT) : Item 19 
of the Agenda (Resolution WHA42.33; Document A44/14) 

Professor BORGOÑO (representative of the Executive Board), introducing the item, 
said that the Executive Board had found that the Global Programme on AIDS was making a 
significant contribution to public health, both through its own activities and through 
its cooperation with other United Nations bodies, bilateral agencies and nongovernmental 
organizations. The health problem represented by AIDS and HIV infection was of 
overwhelming magnitude: projections for the year 2000 indicated that between 15 and 
20 million adults would be infected with HIV, 10 million infants would have been born 
infected and an additional 10 million unaffected children would be orphaned by the loss 
of one or both parents to AIDS. There was therefore a need to continue efforts in a wide 
variety of areas, while focusing on high-risk groups and the regions most severely 
affected - the Americas, Africa and, to a growing degree, Asia. 

The Executive Board had noted the growing trend towards heterosexual transmission, 
which was making it increasingly difficult to bring the disease under control. The 
Programme must therefore refine its existing strategies for the prevention and control of 
the disease and adopt new ones in line with the rapid evolution of the situation. The 
Board had endorsed the operational priorities and objectives for the Programme, as set 
out in the Director-General‘s report (document A44/14). It had expressed satisfaction 
with the Programme's new structure and decentralization process, especially in the 
African Region. It had stressed the value of the UNDP/WHO alliance to combat AIDS, 
believing it to be of fundamental importance in providing technical and economic support 
to national programmes, the number of which had been rapidly growing in recent years. 

The Board had emphasized the importance of continuing the study of vaccines for both 
prevention and treatment and had expressed satisfaction with the efforts already made. 
It had noted the urgent need to improve the Programme's coordination with other 
programmes, nearly all of which had links with it. That connection was particularly 
apparent and important in the case of tuberculosis. 

Perinatal transmission was of growing concern. Joint efforts with UNICEF would be 
of value in dealing with that problem and in studying not only the health but also the 
socioeconomic repercussions of AIDS and HIV infection. The participation of women was an 
important consideration for decision-making in the Programme and for provision of 
services, and should be expanded. 

The Board had emphasized the need for integration of the Programme's activities with 
those of the programme on sexually transmitted diseases, because the risk groups and 
transmission mechanisms were similar, and many forms of intervention could be undertaken 
jointly. 

1 See document WHA44/1991/REC/2. 
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The Board had pointed out that a strong stand should be taken on discrimination 

against people with HIV infection and AIDS, and that legislation was needed to protect 
their human rights. 

To make progress, further research should be carried out on the effects of AIDS on 
social behaviour and societal change, especially among those at highest risk. 

The Programme was facing financial difficulties owing to the constant growth of its 
activities, including those at country level. All Member countries must make an effort 
to provide the Programme with the necessary resources so that the objectives approved by 
the Health Assembly could be achieved. 

Dr ALVAREZ DUANY (Cuba) expressed appreciation for the Director-General‘s report and 
for the information provided at the informal meeting earlier in the session. The Global 
Programme was to be congratulated on its efforts, which reinforced activities at the 
regional and country levels. Closer cooperation with the programme on sexually 
transmitted diseases would surely facilitate identification of the root causes of AIDS 
and HIV infection. 

The Programme's success was in large measure attributable to the attention paid to 
the specific characteristics of countries and regions, since the pattern of AIDS and HIV 
infection varied between regions and even within them, and prevention and control 
activities had therefore to be geared to those differences. 

Cuba had begun implementing measures for AIDS control in the early 1980s. In 1986 
an intersectoral programme had been launched under the direction of the Ministry of 
Public Health, with the participation of national organizations, organizations for young 
people and centres for research in fields related to the disease. 

Cuba's geographical, social and political characteristics facilitated 
epidemiological study of AIDS and HIV transmission. Through the development of national 
technology, including a low-cost microanalysis diagnostic kit, it had been possible to 
collect a total of 10 million samples. Using such measures, special attention had been 
paid in Cuba's national programme both to carriers and to persons with the disease. 

Since the start of the programme in 1986, 581 individuals had been diagnosed as 
seropositive, and among them 73 had developed AIDS and 43 had died from the disease. 
Within the seropositive group, 415 were men and 165 were women, giving a male-female 
ratio of 5:2. 

All blood donors had been tested for HIV infection, and tests were administered as 
part of the routine examination of patients entering hospital and of pregnant women. 
Members of risk groups and the public at large were also entitled to testing if they so 
desired. 

In 1990 all cases of HIV infection were the result of sexual transmission, since 
transmission through blood and blood products, as well as from mother to child had been 
eliminated. Efforts were therefore concentrated on increasing the life expectancy of 
HIV-infected people and ensuring that that group was better educated about the 
consequences of their sexual behaviour. To that end, Cuba was using a flexible health 
programme under which HIV-infected people spent part of each week in a sanatorium and 
part at home. Such measures guaranteed them the emotional security they required as well 
as access within the sanatorium to psychological support, health education, adequate 
nutrition and medication. Highly qualified specialists were employed in the sanatoria, 
and AIDS sufferers received the most up-to-date treatment free of charge. 

Cuba believed that its model of care for AIDS sufferers and HIV-infected people was 
a step in the right direction, but the success of the programme would depend on changes 
in behaviour that could be achieved only through continuing, community-based education 
for health. His country was therefore devoting its greatest efforts to the education of 
many sectors of the population. Within families and the community, information about 
AIDS was provided by family doctors and nurses, and a coverage of 58% of the total 
population and 78% of people in the capital had been achieved. Information was also 
furnished through support groups for adolescents and pregnant women and other community 
and traditional organizations. Cuba had an educational programme under the Ministries of 
Education and Higher Education, in which the media and teachers at schools and 
universities participated in an effort to drive home the message about AIDS prevention. 
He was grateful for the opportunity to thank WHO and the Global Programme on AIDS for 
their support in that effort. 
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Dr ASSELIN (Canada) said that the most recent statistics published by WHO on the 

situation with regard to AIDS and HIV infection worldwide were alarming. It was now 
projected that by the year 2000 the number of infected people would be 40 million, 
i.e., 25% higher than had been indicated a few months earlier. It was expected that the 
number of cases resulting from heterosexual transmission would continue to increase, and 
that would have a significant impact on women and infants. Areas of the world that had 
so far been reasonably free of the disease would in future be affected. 

Canada welcomed the worldwide leadership role being played by WHO in the struggle 
against AIDS and the new directions adopted by the Global Programme, which should result 
in better cooperation within WHO, among regions and countries and among groups within 
countries. His country commended the Programme for taking the initiative to look into 
possible operational relationships with the programme on sexually transmitted diseases. 
Such cooperation would undoubtedly have a stimulatory effect. 

His delegation had noted the Programme's efforts to develop new drugs for HIV 
infection and AIDS, but other WHO programmes had also been working on the problem for 
some time. To avoid duplication of effort, and to ensure that WHO's activities were 
properly based on ethical, objective and scientific principles, his delegation suggested 
that WHO should adopt an integrated, organization-wide policy on the development of 
drugs. 

Mrs HU Sixian (China) expressed her delegation's appreciation of the 
Director-General‘s report, which gave an overall picture of aspects of AIDS epidemiology 
worldwide, summarized the implementation of the Global Programme and gave an account of 
activities at the international, regional and national levels. China welcomed the three 
objectives of the global AIDS strategy outlined in the report and was making every effort 
to attain them. It was noteworthy that WHO had placed emphasis on the important role to 
be played by nongovernmental organizations, which offered good examples of how to 
mobilize available resources effectively in the struggle against AIDS. 

The declaration adopted at the International Conference on the Implications of AIDS 
for Mothers and Children, held in Paris in 1989, was of particular concern to her 
country； the appropriate government bodies in China would be looking into that problem. 
With assistance from WHO, China had set up a prevention and treatment programme and an 
AIDS fund and had established a national network for AIDS surveillance. 

WHO had done a tremendous amount of work and had been successful in supporting 
national AIDS programmes. Epidemiological data from most developing countries showed 
that although such countries currently had a lower rate of HIV infection and morbidity 
than industrialized countries, the number of AIDS cases was increasing. China hoped that 
WHO would provide the necessary assistance to enable developing countries to deal with 
that situation. 

Dr DAVIS (United States of America) expressed appreciation for a comprehensive 
report on the status of AIDS worldwide and the activities undertaken to implement the 
global AIDS strategy. The progress achieved by the Global Programme in mobilizing AIDS 
surveillance, prevention and control activities in a few short years had been 
remarkable. WHO's rapid response to the AIDS pandemic had amply demonstrated the prompt 
actions that were feasible in today's public health network. The new programme director 
and his staff deserved to be congratulated. 

The reorganization of the Programme appeared to be progressing well, and 
improvements were already noticeable in terms of management and locus of activity. His 
delegation was particularly pleased to see evidence of increasing collaboration with 
other headquarters programmes, such as those on human reproduction, substance abuse, 
tropical diseases, tuberculosis, mental health and sexually transmitted diseases, and was 
gratified by the increased cooperation with other United Nations agencies. The United 
States delegation supported the recommendation made by the Programme's Management 
Committee in April 1990 that the programme on sexually transmitted diseases should be 
more closely integrated into the Global Programme. 

As the report indicated, there continued to be significant underreporting of AIDS 
cases, and his delegation therefore hoped that the Programme could step up efforts to 
improve HIV and AIDS surveillance and management information systems. Another area of 
interest to his delegation, and one that was critical in HIV prevention, was behavioural 
research; it was to be hoped that future reports would reflect greater emphasis on such 
research and present more results. He assumed that most of the research efforts that the 
Organization supported in countries would be in the areas of operational and applied 
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research. He endorsed the role for the Programme described in paragraph 134 of the 
report. 

Finally, he expressed appreciation of the role WHO was playing in leading the 
worldwide attack on AIDS. Much remained to be done and could best be accomplished within 
a framework that encouraged the involvement of many organizations. His delegation had 
particularly noted the successful experience gained by WHO through the programmes on 
epidemiology and diarrhoeal disease control, and was pleased to observe that the same 
collaborative approach was becoming an integral part of WHO's efforts to combat AIDS and 
HIV infection. 

Mr ORTENDAHL (Sweden), speaking on behalf of the five Nordic countries, said that 
the prevalence of HIV infection in the Nordic countries was still low compared with other 
areas of the world, the cumulative total of known and diagnosed HIV carriers standing at 
approximately 6000. The real figure might be twice as high as that, but no more. The 
HIV epidemic seemed to have reached a fairly stable stage, with the number of new cases 
neither increasing nor decreasing. However, the new cases were different from previous 
ones in a number of ways. The number of intravenous drug users who had acquired the HIV 
virus through infected syringes had decreased markedly; users were now more careful than 
before, and the number of drug users who injected themselves might actually have 
decreased as a result of information and assistance campaigns. There was also a downward 
trend in the number of new HIV cases resulting from sexual activity between men. There 
had been no new cases due to infected blood products for some time. On the other hand, 
heterosexual transmission of HIV was increasing, although most of the people concerned 
had caught the virus in other parts of the world, and cases of local heterosexual 
transmission were still rare. 

A number of conclusions could be drawn from the Nordic experience. It might still 
be possible to arrest the spread of the virus at its present level of prevalence in the 
Nordic countries, although the increase in heterosexual transmission showed that it was 
now present in a much larger population group than before. Steps could, however, be 
taken to identify subgroups at particular risk, inform them of the risks and try to make 
them change their sexual practices. 

It would also be useful to consider how it had been possible to stabilize the 
epidemic in the Nordic countries. The authorities had been alerted very early and while 
the number of cases was still low, the transmission pattern had allowed them to identify 
the risk groups, which were not very large at that stage. The Nordic countries already 
had an established and well accepted case management structure for people suffering from 
sexually transmitted diseases, and social rehabilitation campaigns for sex workers might 
also have contributed to the reduction in the transmission rate. Drug addiction 
programmes, which had reached out to help drug users, formed part of a significant 
infras truc ture for intervention. Nongovernmental organizations - including those 
representing high-risk groups - had mobilized themselves to fight the HIV epidemic. The 
general public had been receptive to information about high-risk behaviour and safe sex 
practices. Schoolchildren were already accustomed to receiving sex education at school. 
The excellent level of health of the population as a whole had also been an important 
factor. Nevertheless, the Nordic countries were aware that heterosexual transmission 
might give new momentum to the spread of HIV. 

Although the Nordic countries had not been as severely affected by the HIV epidemic 
as many other areas, they had gained some experience which might be useful to others. 
One important aspect of any campaign was clearly a multisectoral and coordinated attack 
on the spread of the virus, but that depended on social, cultural and economic factors 
which differed dramatically among social groups and regions. Moreover, a supportive 
environment for health vas a prerequisite for any successful campaign against HIV 
infection and AIDS, as in many other health care areas - so much so, indeed, that it 
might be considered a key element in the new health paradigm proposed by the 
Director-General. 

The fight against HIV infection and AIDS must be a global undertaking, for no 
country could fight AIDS alone. His delegation fully supported the forceful activities 
of the Global Programme on AIDS - a commitment which it intended to maintain for a long 
time to come. 
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Dr ÀBABIO (Ghana) said that his delegation appreciated what had been done by WHO and 

other international organizations to help Ghana combat AIDS, and notably the support 
given by the United States to the country's family planning programme. Since the 
discovery of the first AIDS case in Ghana in 1986, a number of persons who had come from 
neighbouring countries had been found to be infected with the disease； and most had 
since died. 

WHO and other international organizations had also helped Ghana to increase public 
awareness of the problem of AIDS, and information was provided in churches, mosques and 
schools throughout the country. The campaign against AIDS received political support at 
the highest level. Ghana's National Virus Laboratory was offering training to other 
African virologists, so that countries of the Region could be better prepared to cope 
with AIDS in the future. 

The chief problem facing his country was the reintegration into society of persons 
who had contracted the disease, especially young women. Agencies had been set up to try 
to find well-paid jobs for such persons, in the hope that they would be encouraged to 
adopt a healthier life-style than that of prostitution. Ghana had also had difficulty in 
obtaining testing equipment and materials f not because of any lack of offers of 
assistance from other countries, but because what was given was not properly 
coordinated; he hoped that WHO would help in the coordination effort, so that his 
country's AIDS control programme could make progress. 

While Ghana appreciated WHO'S difficulties, it would be glad to receive financial 
support, since it was not in a position to make the huge investment needed if the 
programme was to be a success• 

Dr EGOZ (Israel) thanked the Director-General for his report on the global AIDS 
strategy, as well as the Director of the Global Programme and his staff for the excellent 
updating given at the informal meeting held the previous week. After a decade, the 
epidemiological situation in Israel with regard to AIDS was less serious than had been 
forecast a few years ago. Incidence rates of the disease, and of HIV infection, were 
among the lowest for developed countries. Although those rates were increasing, the 
increase was a slow one, as was the case for most countries in North America, Western 
Europe and Australasia that were similar to Israel in the epidemiology and predominant 
mode of transmission of the disease. 

Heterosexuals not known to belong to any risk group comprised no more than 5% of 
HIV-infected persons, and that percentage had remained constant for some years. Until 
now, the HIV epidemic had seemed to be confined almost entirely to known risk groups, 
with no significant spread among the heterosexual population in general, so that the risk 
of significant vertical transmission leading to HIV infection in children had been 
avoided. 

As of 1 April 1991 a total of 147 cases of AIDS and 29 cases of AIDS-related complex 
(ARC) had been reported in Israel, 94% of them among males, and 90 AIDS patients and 
4 ARC patients were known to have died. There had been 577 HIV seropositive cases, 89% 
of them among males, and of those patients 9 were known to have died. One-tenth of all 
patients were not citizens of Israel, and 14 AIDS patients and 8 ARC patients were known 
to have left the country. Some 50 AIDS and ARC patients were thus currently under care 
in Israel. Homosexuals accounted for 45% of all AIDS and ARC cases, followed by 
haemophiliacs and other recipients of contaminated blood products (16%) and intravenous 
drug users (15%). In addition, 12 of the patients had been heterosexual contacts of 
infected persons. 

Approximately 6000 examinations for HIV infection were carried out free of charge 
every year in Israel at seven special clinics, each attached to a major medical centre, 
and funded by the Ministry of Health. The absolute number of seropositive cases 
discovered each year had gradually fallen, and the relative proportion of homosexuals 
among new cases had decreased, whereas the proportion of drug users had risen. The 
contribution of haemophiliacs and other blood product recipients to the pool of new 
seropositive cases had fallen dramatically, and now approached zero. 

The Ministry of Health funded the screening of all donated blood for HIV 
antibodies. Since screening involving 200 000 blood donations per year had begun in 
mid-1986, 26 donations had been found to be contaminated. The rate of known 
HIV-seropositive cases in Israel continued to be among the lowest in the Western world, 



COMMITTEE В: NINTH MEETING 285 
at 1:10 000 population. Over 90% of the Israeli population had full health 
insurance coverage； and treatment of AIDS and ARC patients, as well as zidovudine (AZT) 
treatment of seropositive persons, was covered in all health insurance plans. The extent 
to which immigrants from countries where HIV prevalence was high were contributing to the 
HIV problem had yet to be determined, but the importance of special education programmes 
for such groups could not be overstressed. Such programmes were being developed by the 
Ministry of Health in cooperation with other governmental and nongovernmental agencies. 
Educational efforts had been concentrated on young people and on the most highly exposed 
population groups. Despite considerable opposition, advertising of condoms had been 
introduced on Israeli television. Research into AIDS was being stepped up, and the 
network of AIDS support facilities expanded. 

Israel's work on AIDS had culminated in World AIDS Day on 1 December 1990, when 
special emphasis had been given to the problem of women and AIDS. A parliamentary 
symposium had been held for representatives of women's organizations and other interested 
bodies, special information programmes had been broadcast, and educational activities had 
been conducted in schools and in the army and the police. 

Dr SIKIPA (Zimbabwe) thanked the Director-General for an excellent report, which 
brought out the full gravity of the AIDS situation. He noted with satisfaction the 
measures that WHO was taking to tackle the rapid spread of the disease, and particularly 
welcomed the decentralization of the Programme, which had made it possible for technical 
staff to be based at the regional offices. 

His delegation was concerned, however, that despite all the measures taken, the 
number of AIDS cases continued to increase, especially in certain parts of the world. 
While it was right that efforts should be concentrated on the prevention of infection, 
much more needed to be done to help those who had already contracted the disease. 
According to the report, the number of persons with HIV infection was currently estimated 
at between 8 and 10 million, implying as many deaths over the next decadef which would 
have a shattering social and economic impact. 

In the light of that situation, he requested the Director-General to look further 
into the contributory factors which could lead HIV infection to develop into AIDS. His 
delegation would be grateful for any information on activities being undertaken in that 
area. 

Dr SIDHOM (Tunisia) joined in congratulating the Director-General on the high 
quality of the report, which provided further confirmation of the threat posed by AIDS to 
health in general and to the health of mothers and children in particular. The situation 
was all the more serious in that women in many regions had not yet won many of their 
rights, notably the right to literacy, the right to health and the right to work. All 
the epidemiological data currently available and all the trends that had been forecast 
indicated that the situation was continuing to worsen, and was having an ever-increasing 
impact on the health of mothers and children. He thanked the Director-General for his 
judicious choice of women and AIDS as the theme for World AIDS Day on 1 December 1990. 

The multiplicity of modes of transmission, the vulnerability of certain social 
groups to infection, and the lack of any effective treatment meant that health education 
was currently the most effective method of prevention, although it was unfortunately the 
most difficult to implement. He paid tribute to WHO's efforts to train health personnel 
in the care of HIV-infected patients, and in the prevention of transmission of the 
virus. Everyone would remember the reactions of health personnel when they had been 
asked to take over the care of HIV-infected patients for the first time. However, the 
report did not sufficiently highlight what needed to be done in the area of health 
education, either in the field of prevention or in that of the care of sick and infected 
patients. Paragraphs 167, 168 and 173 of the report referred only to collaboration with 
UNESCO as a means of involving teachers in programmes offering training in AIDS 
prevention. In fact, a number of other persons could be involved, notably leaders of 
youth groups and religious leaders. 

His delegation had noted with satisfaction the expansion of the research component 
in the current version of the Global Programme, which met a real need, and would enable 
WHO to encourage research in the field and to mobilize the necessary human and material 
resources. He also commended WHO's close collaboration with other organizations, notably 
UNICEF and UNDP. 
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He urged the Organization to continue to support national programmes, and was 

grateful for the help given to his country in establishing a national AIDS prevention and 
control programme. It was run by a multisectoral committee, and had as its basic 
objective the prevention of both blood transmission and sexual transmission, since the 
incidence of the disease was still low in Tunisia, despite its geographical situation and 
its openness to the outside world. However, he stressed that the collection of rapid, 
accurate and detailed information on the epidemiological situation in each country was 
the only method that offered any hope of one day halting the spread of the pandemic. 
Also of great importance was resolution WHA41.24, adopted in May 1988 and supported by 
his country from the outset, which called for the avoidance of all discrimination against 
HIV-infected persons or persons with AIDS. In Tunisia, sufferers were cared for in 
exactly the same way as other patients, with proper respect for confidentiality and with 
regular nursing care. His country was thus contributing in its own way to worldwide 
efforts to overcome the scourge of AIDS. 

Mrs JANSSEN (Netherlands), after thanking the Director-General for his excellent 
report, said that her delegation fully supported the Global Programme. AIDS had proved 
to be the plague of the 1990s, and the adoption of preventive policies worldwide was 
essential, because no proper cure had yet been found. 

While the Netherlands was wholly in agreement with the content of the Programme, it 
was concerned at the strong emphasis on regionalization at a time when the effectiveness 
of WHO's efforts at regional level had still not been fully confirmed. 

WHO should take a firm stand against discrimination of any kind against HIV-infected 
persons or persons with AIDS. Her delegation was opposed to compulsory testing for HIV 
infection, as well as the imposition of travel restrictions on infected persons. Where 
research was concerned, it favoured greater cooperation, specifically in the biomedical 
field. Too much unrelated research would not be helpful in finding a proper cure. 

While realizing that funds for the Programme were limited, and that priorities had 
therefore to be set, she believed that those selected did not sufficiently reflect the 
importance of prevention, behavourial research and the protection of human rights, and 
should be readjusted accordingly. In that connection, the need for support for 
nongovernmental organizations should not be overlooked. 

In conclusion, her delegation was pleased to announce an increase in the Netherlands 
contribution to the Global Programme. 

Mr BAIER (Austria) thanked the Director of the Global Programme and his team for the 
extraordinary dedication they had shown in tackling the enormous task that faced them. 
Austria wholeheartedly supported the priorities defined by the Programme, and attached 
particular importance to the avoidance of discrimination against HIV-infected persons and 
AIDS sufferers. He therefore appreciated the current cooperation between WHO and the 
United Nations Centre for Human Rights, and hoped that the same cooperation would be 
forthcoming during the preparatory process for the 1993 World Conference on Human Rights, 
in which the Organization had been invited to participate. 

Dr VIOLAKI-PARASKEVA (Greece) welcomed the Director-General‘s report, and commended 
the Global Programme. Despite all that had been achieved, HIV infection was still 
spreading rapidly, and changes in its epidemiology indicated instability. 

Her delegation endorsed the priorities, operational objectives, and general 
direction and strategy of the Programme, as set out in the report. However, the 
Programme should work more closely with programmes for the prevention and control of 
other sexually transmitted diseases, since all such diseases shared certain common 
epidemiological characteristics. 

In planning AIDS control strategies, there was a need to identify high-risk groups, 
since the transmission of HIV infection among women of childbearing age was rising 
steeply. Action should be taken to implement resolution WHA43.10, adopted in 1990, which 
had called on WHO and its Member States to strengthen AIDS prevention and control in 
respect of women and children, and to ensure that women participated fully in control 
programmes. 

Her delegation greatly appreciated WHO's Weekly Epidemiological Record, which gave 
detailed information on the subject of AIDS. In Greece, the incidence of the disease was 
still low, and an active national programme was being carried out in collaboration with 
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interested nongovernmental organizations, emphasizing the need to avoid discrimination 
against HIV-infected persons and persons with AIDS. 

She commended the Programme for its remarkable collaborative activities within the 
United Nations system through the United Nations Steering Committee, as described in 
paragraph 159 of the report. 

She hoped that an effective vaccine to control the disease would be found by the 
following year. Until then, all that could be done was to avoid discrimination, and to 
offer sufferers the only safe drug, which was love. 

Dr NISHIDA (Japan) commended the Director-General on the achievements of the Global 
Programme, singling out the vigorous efforts being made to develop vaccines and drugs for 
HIV/AIDS prevention and control, which constituted one of the most crucial health issues 
in the world, if only because in many countries the virus was attacking not only adults, 
but children as well. Japan pledged itself to continued support for that undertaking 
through the development of appropriate technology, cooperation in international research, 
the assignment of experts, voluntary contributions, and other suitable measures. 

Dr GEORGE-GUITON (France) congratulated the Director-General and the Director of the 
Global Programme on the comprehensive and clear document before the Committee and 
reaffirmed her country's support for WHO's AIDS strategy. 

A number of points deserved particular attention. The gravity of the 
epidemiological situation in sub-Saharan Africa and increasingly in other parts of the 
world, with its adverse impact on development, called for enhanced cooperation with 
national programmes. It was essential to integrate AIDS-related activities with other 
services, including those dealing with primary health care, maternal and child health and 
sexually transmitted diseases. Local nongovernmental organizations should be involved as 
fully as possible. 

Another important matter was coordination with other providers of resources, 
particularly bilateral donors, in order to prevent the dissipation of efforts. The 
French Government‘s bilateral cooperation arrangements laid stress on such coordination. 
In addition, the campaign to prevent discrimination against HIV-infected persons and AIDS 
patients called for unceasing vigilance. WHO's unswerving efforts to encourage Member 
States to adopt nondiscriminatory laws and regulations should be encouraged and 
continued. The French parliament had recently adopted a law designed to prevent any 
discrimination on health-related grounds. Admittedly, a law alone could not change 
people's attitudes, but at least victims now had a way of seeking redress. 

The particular problems faced by women and children were fully described in the 
report before the Committee. Members of those groups often fell prey to HIV infection, 
because, for the present, the means of preventing infection were beyond their control. 
WHO's activities in that area reflected the spirit of the Paris Declaration on Women, 
Children and the Acquired Immunodeficiency Syndrome, which the Forty-third World Health 
Assembly had endorsed in resolution WHA43.10. 

Questions were often raised about health surveillance of both male and female 
prostitutes. France considered that those groups should be provided with the means of 
protecting themselves against HIV infection, and thus breaking the chain of 
transmission. At the same time, any programmes must be consistent with the United 
Nations Convention for the Suppression of the Traffic in Persons and of the Exploitation 
of the Prostitution of Others which, in particular, excluded any specific registration or 
surveillance of prostitutes. Thus, emphasis should rather be placed on information and 
motivation by specially trained teams, with the full involvement of nongovernmental 
organizations. 

Her delegation endorsed the Programme‘s emphasis on fundamental research, and 
particularly clinical trials, which must be subject to the highest possible ethical 
standards. Social and behavioural research were also essential in order to improve the 
effectiveness of preventive and educational activities. Research must have a practical 
orientation, and should be constantly reviewed in the light of results. To maintain 
their impact, messages should be constantly sharpened and renewed. 

Her delegation supported the Programme's emphasis on the creation of mechanisms to 
provide developing countries with drugs and vaccines at the lowest possible cost as they 
became available. At the same time, all its activities must be coordinated with those of 
the other United Nations specialized agencies. 
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Dr MAJOR! (Italy) said that in the last fifteen years the Italian national health 

service had been organized in accordance with the principles of primary health care, with 
the decentralization of health systems to the regional level. To strengthen action 
against HIV/AIDS, a central committee had been set up by legislation in 1990 and would 
determine priorities for the development and implementation of a national programme. The 
main objectives and activities included an upgrading of existing hospital facilities for 
appropriate treatment and care; the development of training courses on AIDS-related 
health education and information for health personnel, social workers and teachers； and 
the development of a national research programme to improve HIV/AIDS prevention and 
control. The Italian Government was therefore working along the lines of WHO's global 
AIDS strategy. A critical appraisal of the world situation with regard to HIV/AIDS would 
be presented and the current situation of research findings useful for the treatment of 
the disease would be discussed at the international conference on AIDS to be held in 
Florence, in June 1991 under the sponsorship of the Italian Government. 

Dr MEAD (Australia) said that the Director-General deserved particular commendation 
for his suggestion that Member States review their national HIV/AIDS policies and laws 
with a view to repealing those that discriminated against HIV-infected persons and 
persons with AIDS. Since February 1990 her Government had been reviewing all the federal 
laws relating to HIV infection and AIDS. The mechanism used for the review was the Legal 
Working Party of the Intergovernmental Committee oil AIDS, which so far had published four 
out of ten discussion papers for public comment and participation. Those four papers 
covered legislation to prevent discrimination, public health legislation, intravenous 
drug use and homosexuality. The other six papers, which were expected within the next 
few months, were concerned with sex workers and their clients, employment legislation, 
civil liability for transmission, therapeutic goods, children, and censorship and 
broadcasting standards. A final report with recommendations to national, state and 
territory attorneys-general and ministers of health was expected in early 1992. 

Closely linked to the issue of discrimination was the protection of the privacy of 
HIV/AIDS-related personal information. A working party chaired by the Commonwealth 
Privacy Commissioner had been established in May 1990 and was expected to report on the 
issue later in 1991. 

Her Government commended the stress laid by the Global Programme on surveillance, 
forecasting and impact assessment and suggested that Member States be requested to report 
on their evaluation plans, with emphasis on evaluation work already undertaken, including 
details of the methodologies employed, the time frame of the evaluation, and its impact 
and outcome. A report on evaluation methodology and results could then be distributed to 
all Member States. 

Australia endorsed the efforts being made to mobilize resources to strengthen 
national AIDS programmes. The Government was examining ways of strengthening its 
commitment to the international efforts to stem the HIV/AIDS epidemic and, in particular, 
to support the global and regional activities. 

Dr RAI (Indonesia) said that although Indonesia had a low prevalence of HIV 
infection, there were many problems in making people understand how to prevent the 
disease and in allocating sufficient resources to maintain vigilance. In that respect 
thanks were due to the Director of the Global Programme for his visit to Indonesia in 
1990, which had resulted in a better understanding of AIDS control and had enabled the 
Ministry of Health to enhance epidemiological surveillance as well as health education. 
Indonesia's efforts to control HIV infection would be stepped up during 1991, which had 
been designated as the "Year to visit Indonesia", and would undoubtedly see an upsurge in 
tourist traffic. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) welcomed the 
Director-General‘s report and congratulated the Director and staff of the Programme on 
their achievements. Reports of HIV infection and AIDS from all parts of the world, 
including South-East Asia and Eastern Europe, underlined the global nature of the 
pandemic. There was no time for complacency. As the delegate of Zimbabwe had correctly 
remarked, HIV infection and AIDS were continuing to spread, making it all the more 
necessary for the Global Programme to take the lead in efforts to counter that trend. 
The rate of heterosexual spread was increasing in the United Kingdom where, as in the 
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Nordic countries, there had been more success in changing the behaviour of male high-risk 
groups than in altering heterosexual behaviour to reduce risk exposure. His delegation 
therefore endorsed the Programme's priorities for the 1990s. It particularly emphasized 
the importance of redoubling efforts to counter complacency regarding the risk of HIV 
infection as a result of heterosexual intercourse. 

Recent data from the United Kingdom confirmed that much remained to be done to help 
women who were in danger of contracting the HIV virus and AIDS from their partners. The 
Programme should continue to explore possibilities for action in that area. 

Since the main transmission route for HIV infection was sexual contact, his 
delegation endorsed the idea of combining activities on AIDS and on sexually transmitted 
diseases at WHO headquarters while maintaining a separate unit to deal with the latter. 
Also, it was pleased to note that efforts were being made to develop an HIV vaccine and 
that ethical guidelines for trials of drugs and vaccines were being prepared. The 
Programme should facilitate public discussion of ethical issues and play a strong 
international advocacy role in promoting the application of ethical guidelines. His 
delegation favoured the reorganization of the Programme at headquarters and noted with 
interest the plan to establish a unit to deal with social and behavioural studies and 
support. It was vital that the planning and management of national AIDS control 
programmes be improved. 

The United Kingdom Government confirmed its commitment to contribute £4.65 million 
to the Programme in 1991. It welcomed the close cooperation between the Programme and 
other programmes in WHO and between WHO and other multilateral funds, programmes, 
agencies and organizations such as UNICEF, UNDP, UNESCO, the World Bank, and the 
International Planned Parenthood Federation, and looked forward to receiving information 
on the outcome of that cooperation at future Health Assemblies. 

Dr MIRCHEVA (Bulgaria) welcomed the report before the Committee and commended WHO'S 
work to prevent and combat HIV/AIDS. Although Bulgaria still had a low level of HIV 
infection, it was expected to increase considerably over the next few years, owing to the 
profound social and economic changes in the country and the increase in migration. 

Bulgaria had recently introduced considerable changes in its AIDS strategy, begun in 
1990. A totalitarian, expensive and inefficient approach had been replaced by a 
democratic and pragmatic one. Responsibility for AIDS-related activities had been 
transferred from the epidemiological services to the venereological and psychiatric 
services. Compulsory testing had been abolished, except where blood, tissue and organ 
donors were concerned. Potential HIV carriers could now be tested anonymously and choose 
their own physician and place of treatment. An epidemiological survey based on anonymous 
screening and voluntary testing of people from high-risk groups was under way, and health 
education had been arranged for a number of social groups. 

The changes in the national strategy had given rise to a number of significant 
difficulties, due partly to the outdated attitudes and prejudices of some population 
groups concerning infectious diseases in general and sexually transmitted diseases in 
particular, and partly to the country's serious economic difficulties. Those two factors 
limited the effectiveness of current health education. For that reason, Bulgaria was 
grateful to WHO, not only for the help provided by its experts and its invitation to 
Bulgarian experts to participate in meetings and working groups, but also for its 
financial assistance in the implementation of the short-term national plan of action, 
which had included the convening of a working group on AIDS in which 40 venereologists 
and psychologists had been trained in new methods of consulting. 

Bulgaria was particularly grateful for the Programme's support to the Bulgarian 
central laboratory, which had submitted two research projects and hoped to become an 
official WHO collaborating centre. It hoped to participate in the monitoring of new 
diagnostic tests for AIDS and the testing of new drugs as its contribution to limiting 
the spread of AIDS throughout the world. 

Mr MBOSO (Zaire) said that his country had had the political courage to recognize 
the presence of the HIV virus in its territory at a very early stage and had promptly 
appealed for international cooperation to combat AIDS and to conduct research on the 
disease. Zaire was sincerely grateful to donors for their technical and scientific 
support and to WHO for its effective collaboration. 
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Since 1988 Zaire, in collaboration with its bilateral partners, had been 

implementing a medium-term plan to combat AIDS, which had just been revised. The plan 
laid stress on decentralization of the national AIDS control programme and integration of 
AIDS control activities in primary health care structures, in which the health district 
was the basic planning unit. There was also provision for AIDS control activities in 
other structures. Public information campaigns on AIDS control in both urban and rural 
areas were targeted on the mobilization of women, young people and workers. At present, 
the proportion of the population aware of the problem amounted to 90% in urban areas and 
to only 50-60Z in rural areas. Since 1990 surveillance of HIV infection had been carried 
out through a network of sentinel surveillance sites which were to be extended to all 
health districts. The method used was anonymous testing in certain population groups 
such as pregnant women, blood donors and patients suffering from sexually transmitted 
diseases. Regional reference laboratories were being established for more effective 
control of HIV transmission through blood transfusions and for improved diagnosis. Since 
the start of the AIDS control programme, 14 000 cases had been detected, of which 75% 
were in Kinshasa and other urban areas. Thus Zaire was determined to continue its 
unflagging efforts to control the AIDS pandemic in the years to come. 

WHO'S technical and financial support for national AIDS control programmes still 
constituted valuable assistance from which Member States in the African Region, including 
Zaire, wished to benefit. In early June 1991 Zaire would be organizing an international 
fund-raising meeting. 

His delegation hoped that all Member States would pool their experience in order to 
improve the control strategies. It hoped that WHO would provide encouragement and 
increased support for the efforts being made to combat AIDS and to conduct research on 
the disease at a time when the young African States were confronted with serious economic 
problems. 

Dr CHIMIMBA (Malawi) said that his delegation fully endorsed WHO'S strategy for the 
prevention and control of AIDS, and especially approved the emphasis placed on programmes 
targeted on young people and women. It was, however, concerned that the number of cases 
of AIDS and HIV infection was continuing to rise in some countries, including Malawi, 
whereas a decrease was being recorded in other countries, especially among certain 
high-risk groups such as homosexuals. It therefore seemed clear that the strategy was 
more successful in some countries than in others. WHO was accordingly requested to 
continue to place greater emphasis on assisting seriously affected countries. 

Although the Global Programme activities had not yet been decentralized in Malawi, 
it was hoped that they would be in a few months' time. At the implementation level, the 
regional health offices and the district health system, using the primary health care 
approach, were already involving communities and nongovernmental organizations in such 
activities as counselling and community-based health care. 

His delegation was impressed by the experience of Uganda and especially the 
activities of its AIDS support organization, and requested WHO to disseminate that 
experience widely to other Member States. Malawi would like to learn from it and wished 
to involve more nongovernmental organizations and women in counselling and home-based 
care. 

His delegation noted with satisfaction WHO's role in mobilizing resources and hoped 
that the Organization would continue to exercise leadership in that regard. It 
appreciated the Director-General‘s progress report on the global AIDS strategy, but 
believed that research on vaccine and drug development should be speeded up. Malawi 
would be willing to participate in properly and scientifically conducted drug and vaccine 
trials with WHO's technical support. 

Finally, his delegation commended the Programme on its efforts to collaborate with 
other United Nations bodies such as UNDP and UNICEF, especially in the mobilization of 
resources and social support. It thanked all the bilateral and international donors that 
had contributed to its national AIDS control programme. 

Dr CHUNHARAS (Thailand) said that the new paradigm for health which the 
Director-General had called for was definitely needed as far as the prevention and 
control of HIV/AIDS were concerned. In the control of communicable diseases it was 
customary to resort to legislative measures, of which quarantine was one. Quarantine, 
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however, was fruitless, unaffordable and definitely unethical in dealing with the 
HIV/AIDS problem. Legislation to limit the spread of infection by the conventional 
quarantine concept was consequently undesirable. Indeed, HIV-infected persons must be 
protected against discrimination. In the early days of the AIDS outbreak in Thailand, 
the usual quarantine approach had prevailed and immigration rules barring the entrance of 
HIV-infected persons had been introduced, along with the compulsory notification of cases 
of HIV infection. Those regulations were now being changed, since it had been realized 
that immigration controls could not prevent the spread of HIV infection and that disease 
notification was not helpful for promoting understanding and could even be damaging to 
the control effort. 

Turning to the issue of behavioural modification, he endorsed the points made by the 
delegates of the United States and the Netherlands. The usual public health approach was 
very much dominated by biomedical concepts - efforts to find the "magic bullet" - in 
other words drugs and vaccines for the prevention and control of diseases. However, most 
disease prevention and control in the past had demonstrated that behaviour control was a 
less costly approach. Whether or not such control would be effective, however, depended 
on how much understanding there was of the behaviour of the population group concerned, 
and not enough knowledge had yet been amassed in that respect. It thus appeared 
preferable to seek effective vaccines. At the same time, his delegation would like WHO 
to assume a new leading role, through the Global Programme, in promoting a better 
understanding of behaviour modification. There was as yet no specific unit in the 
Programme responsible for that aspect of the work and higher priority should be given to 
research on the subject if the developing countries were to avoid a catastrophic epidemic 
in the very near future. 

Mrs MONCADA FONSECA (Nicaragua) expressed appreciation for the excellent 
documentation provided and commended the Organization on its strenuous efforts to combat 
the disease. AIDS was not yet a priority health issue in her country since there were 
still very few cases of the disease or HIV infection. Nevertheless, the social and 
environmental conditions favourable to the development of HIV/AIDS were present and the 
Ministry of Health had therefore begun a national preventive campaign, in which the main 
approach was currently mass education of the population. Nicaragua was grateful for the 
cooperation provided by WHO under the Global Programme, and hoped that it would be 
continued. 

Mr TAITT (Barbados) expressed appreciation and support for the Global Programme's 
approach to the setting of priorities and the vision of how the Programme would address 
the various issues in the immediate future. Because countries varied greatly in size, it 
was very important that information, particularly in a statistical form, emanating from 
the Programme and other official sources should not be presented out of context. Care 
should be taken in alluding to the percentage distribution of the disease, since that 
might give the wrong impression of the dimensions of the problem, for example in the 
Caribbean. 

He urged WHO to redouble its vigilance in two respects. First, because of the 
incipient, possibly dangerous trend whereby, for obvious purposes of discrimination, 
there was much public clamour for mandatory testing for AIDS, leading to negative 
attitudes on the part of persons who had reason to believe that they might have been 
exposed to HIV infection. The attitude initially adopted by the Programme and indeed by 
the 1988 World Summit should be reaffirmed; WHO must not allow itself to be pressurized 
into any change of attitude on that question. Secondly, WHO should be urged to encourage 
other United Nations organizations such as UNDP, UNFPA and UNICEF to adopt a more 
universal attitude in their disbursement of funds. It was appalling that Barbados, for 
example, had found it extremely difficult to arouse any interest on the part of those 
organizations in making substantial or relatively substantial donations, in contrast with 
their apparent willingness to do so in other areas of the world. AIDS had demonstrated 
that it recognized no geographical borders, and it was to be hoped that the Programme 
would use its considerable persuasive skills to assist the World Bank and similar bodies 
to adopt a more universal attitude towards the question of donations. 

Dr SARR (Senegal) said that for the African countries as a whole, HIV/AIDS obviously 
constituted a priority public health issue. Although his own country was situated in an 
area where infection was still comparatively rare, it was precisely because of that low 
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prevalence that immediate action was called for. Hence, Senegal had developed a dynamic 
response based on public information and awareness, and special concern for the safety of 
blood transfusions. The programme was decentralized, and local or regional committees 
had been set up to combat the disease. Some progress had been made. The creation of 
sentinel surveillance sites had made it possible to monitor the spread of infection 
throughout the country. Means had also been placed at the disposal of regional hospitals 
to ensure the safety of blood transfusions. Although HIV-2 was more widely spread in 
Senegal, HIV-1, which was known to be more pathogenic, was increasingly common, because 
migrations were very frequent in Africa and the Senegalese were great travellers. His 
Government therefore planned to strengthen its cooperation with the countries of central 
Africa where HIV-1 was more frequent. He expressed gratitude to WHO for its cooperation 
in helping to set up the programme in Senegal and invited the Organization to participate 
in a review of progress made and of future initiatives. An African conference on AIDS 
would be held in Dakar from 16 to 19 December 1991, and all participants in the Health 
Assembly were warmly invited to attend. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking 
at the invitation of the CHAIRMAN, referred to the Council's collaboration with the 
Global Programme and other WHO programmes concerning the ethical aspects of the AIDS 
pandemic. Strong and established guidelines were needed to ensure respect for the human 
person, justice and maximum benefit for AIDS victims. 

Since 1990 the Council had been working on a set of international guidelines for 
epidemiology, which covered both research and practice, with particular emphasis on the 
sensitive matter of AIDS screening. The fact that research programmes were often 
prepared and financed by developed countries, but carried out in developing countries, 
particularly in Africa, sometimes gave rise to moral, ethical and political tensions. 
The guidelines should be completed by October 1991 and would take account of the 
proceedings of the CIOMS conference held in Geneva in 1990. The next conference, on the 
testing of new drugs and vaccines, would be held in February 1992, also in Geneva. 

Another current project was the revision of the 1982 WHO/CIOMS guidelines for 
research involving human subjects, which would place greater emphasis on the problems of 
drug and vaccine testing. Again, the research was often sponsored by developed countries 
but carried out in developing countries, so strict principles were needed to avoid 
discrimination against and stigmatization of the subjects. 

On a practical note, CIOMS was preparing a check-list of issues which should be 
taken into consideration, both by the countries which sponsored research and by those 
which carried it out, in order to safeguard the human rights of the subjects. The 
check-list included a model for a memorandum of understanding to be signed up by both 
parties. 

Dr MERSON (Global Programme on AIDS) thanked delegates for their comments and 
suggestions and assured them that they would be taken into account in the future work of 
the Programme. WHO faced a difficult task. The most recent estimate was that by the 
year 2000 some 40 million men, women and children might have been infected with the HIV 
virus and about half of those would have developed AIDS. There would also be a 
considerable increase in the number of HIV infections and AIDS cases in many countries in 
Asia and Latin America which had not to date had a significant problem. To prevent those 
predictions from being fulfilled, all governments should give their national AIDS control 
programmes the highest priority and support, and should take into account the health, 
social and economic aspects of the pandemic. AIDS could not be viewed solely as a health 
problem. It required a multisectoral response from many sectors and organizations in 
each country. Nor could it be seen as a problem of so-called high-risk groups. It was a 
problem for everyone. The theme for World AIDS Day in 1991 would be "sharing the 
challenge". He hoped it would help to motivate all nations - both those with high and 
those with low prevalence - to accelerate their AIDS control efforts in the entire 
population. As many delegates had said, AIDS had no geographic borders. 

In order to cope with the pandemic, the Programme had spelled out priorities, with 
the advice of its Management Committee. Those were strengthening of prevention and care 
activities in national programmes； creation of a wider multisectoral response to AIDS 
prevention and control； strengthening of the technical basis of behavioural and care 
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interventions, primarily through descriptive and intervention-related social behaviour 
research; support and global coordination of vaccine development and clinical trials in 
the developing world; countering of discrimination against HIV-infected persons, in all 
settings including health care and short-term travel； and countering of complacency and 
denial. 

With regard to discrimination, the delegate of Thailand had well explained the basic 
reasons why quarantine and other restrictive measures could never be effective in the 
prevention of HIV transmission. With regard to the observation by the delegate of 
Barbados? he also believed strongly that mandatory testing could never be effective. It 
drove underground those persons who were most likely to test positive, gave a false sense 
of security, since it was never possible to identify all positive persons, and did not 
detect those very recently infected. He appreciated the need to give increasing 
attention to the issue of women and AIDS, and was ensuring that it would be addressed in 
all the Programme's priority areas. He was also taking steps to encourage more active 
participation by nongovernmental organizations in national AIDS programmes, and had taken 
note of the request by the delegate of Malawi to disseminate information on the 
activities of AIDS support organizations. A newsletter would soon be published by the 
Programme, which would report on country experience in AIDS control. He had taken note 
of the call by many delegates for a coordinated response from the United Nations system 
in the fight against AIDS under the leadership of WHO. In that regard the Programme was 
currently taking a fresh look at the global strategy for the prevention and control of 
AIDS in the light of the expanding pandemic. It would ensure that the revised strategy 
provided global targets for its action and spelled out the relative role of the different 
organizations of the United Nations system in achieving them. 

With regard to the question raised by the delegate of Zimbabwe, it was known that 
about 50% of persons infected with HIV developed AIDS within 10 years of infection. The 
factors affecting the rate of progression to AIDS were not yet well delineated. It was 
likely that one factor was the presence of other infections which allowed the HIV virus 
to proliferate more rapidly in the host. It was also known that infection progressed 
more rapidly to disease in infants than in adults and that the efficiency of transmission 
was greater through contaminated blood than through sexual intercourse. It was also 
likely that HIV-infected persons who received care and support from their loved ones 
lived longer. In conclusion, he assured delegates that Member States' efforts to 
prevent and control HIV and AIDS would continue to receive all possible support. 

The CHAIRMAN said that all the constructive comments made by delegates had been 
noted. The Committee had thus concluded its consideration of item 19. 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 32 of the Agenda (continued) 

General matters: Item 32.1 of the Agenda (continued from the seventh meeting, section 4) 

The CHAIRMAN, referring to the draft resolution on health and medical assistance to 
Somalia, submitted at the Committee's sixth meeting, recalled that it had been agreed to 
defer consideration of it until Committee A had discussed the draft resolution on 
emergency relief operations. As that text had now been approved, the Committee could 
proceed with its examination of the draft resolution, including the amendment proposed by 
the delegate of Mauritius (see page 252). Tunisia had asked to be included among its 
sponsors. 

The draft resolution, as amended, was adopted.1 

1 Submitted to the Health Assembly in the Committee's third report and adopted as 
resolution WHA44.43. 



294 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
4. FOURTH REPORT OF COMMITTEE В (Document A44/60) 

Dr CHUNHARAS (Thailand), Rapporteur, read out the draft fourth report of 
Committee B. 

The report was adopted.丄 

5 • CLOSURE 

The CHAIRMAN said that the spirit of cooperation and good will to which he had 
appealed in his opening statement had fortunately prevailed, and the Committee had 
succeeded in solving all its problems. Credit for such success went to the delegates 
since, although the Chair could help, nothing could be achieved without the collaboration 
and support of the delegates. He thanked his colleagues for the way in which mutually 
satisfactory solutions had been found to the difficult questions with which the Committee 
had had to deal. He also expressed his gratitude to the Vice-Chairmen and to the 
Rapporteur for their teamwork, to the representatives of the Executive Board for their 
substantial contributions to the discussions, and to all those whose efforts had made it 
possible for the Committee to conclude its business smoothly and efficiently. 

The meeting rose at llh55. 

1 See document WHA44/1991/REC/2. 



INDEX OF NAMES 

This index contains the names of speakers reported in the present volume. 
A full list of delegates and other participants attending the Forty-fourth 

World Health Assembly appears in document WHA44/1991/REC/2. 

ABABIO, B. (Ghana), 180, 216, 217, 267, 
272’ 277’ 284 

ABDELMOUMENE, M., see DEPUTY 
DIRECTOR-GENERAL 

ABDUL KARIM, Raj (Malaysia), 112, 171 
ACHESON, Sir Donald (United Kingdom of 
Great Britain and Northern Ireland) 
(General Chairman of the Technical 
Discussions), 3, 103 

ADANDE-MENEST, L. (Gabon), 147 
ADHYATMA, M. (Indonesia), 18, 26 
AGBOTON, H. (Benin), 66, 195 
AITKEN, D. G. (Assistant 
Director-General), 152, 163, 187, 189, 
190, 191, 193, 199, 200, 202, 203, 204, 
205, 206, 208, 211, 216, 217, 225, 232, 
251, 278 

ALDER, D. (Switzerland), 279 
ALGAN, A. (Turkey), 56 
ALVAREZ DUANY, J. (Cuba), 226, 231, 262, 

281 
AMADHILA, S. (Namibia), 274, 276 
ANDRASEVIC, B. (United Nations 

International Drug Control Programme), 
127 

ANOMA, G. (Côte d'Ivoire), 247 
ANSARI, A. M. (Pakistan), Rapporteur of 
Committee A. 49, 68, 77, 82, 92, 98, 
113, 119, 140’ 143, 162, 178, 185 

ARAFAT, F. (Palestine), 222 
ARMIT, A. (Canada), 241 
ARRIAZOLA, A. (Mexico), 194, 198, 214, 

246, 247 
ASHLEY, D. V. M. (Industry Council for 
Development), 137 

ASSELIN, Y. (Canada), 282 
AUSMAN, J. (Canada), 250 

BAIER, T. M. (Austria), 196, 216, 286 
BANKOWSKI, Z. (Council for International 
Organizations of Medical Sciences), 72, 
292 

BARMES, D. E. (Oral Health), 91 
BARZUNA, R. (Costa Rica), 161 
BAUTY, A. (Switzerland), 200, 207, 211 
BAYER, T. (Turkey), 271, 272, 279 
BELMONT, R. (United States of America), 

72 

BELSEY, M. A. (Maternal and Child Health 
and Family Planning), 116 

BERNARD, K. (United States of America〉， 
134 

BERWAERTS, A. (Belgium), 136 
BIHI, F. I. (Somalia), 254, 268 
BONNER, R. (Medical Women's International 
Association), 181 

BONNEVILLE, P. (France), 72 
B0RG0Ñ0, J. M. (representative of the 
Executive Board), 5, 15, 22, 28, 43, 
56, 59, 64’ 83’ 84, 104, 119, 225, 230, 
280 

BOYER, N. (United States of America), 
158, 188, 190, 196, 201, 203, 205, 209, 
211, 217, 228, 231, 251, 275 

BROWN, E. (Jamaica), 176 
BRUNTON, W. (New Zealand), 172 
BUDINICH, M. (Chile), 214, 232 
BURNS, P. (United Kingdom of Great 
Britain and Northern Ireland), 145, 
162, 215, 239, 251, 255 

BUYANDELGER, U. (Mongolia), 178 

CABA-MARTIN, P. (Spain), 47 
CASSARINO, M. (Uruguay), 161 
CAYCEDO BORDA, A. (Colombia), 38, 40, 
146, 181 

CHEBARO, H. (Lebanon), 258 
CHIGAN, E. (Division of Noncommunicable 
Diseases and Health Technology), 67 

CHIJIKWA, J. B. (Zambia), 274, 277 
CHIMIMBA, P. C. (Malawi), 18, 290 
CHUNHARAS, S. (Thailand), Rapporteur of 
Committee B. 16, 69, 72, 80, 210, 257, 
280, 290, 294 

CIACEK, S. (Poland), 262 
CICOGNA, F. (Italy), 23, 61, 94, 120, 179 
CLAY, W. (Food and Agriculture 
Organization of the United Nations), 93 

CONLEY, M. (Australia), 95, 154 
COOK, R. (United Nations Relief and Works 
Agency for Palestine Refugees in the 
Near East), 220 

CORNAZ, I. (Switzerland), 38, 51, 87, 
109, 148, 169, 241 

COSKUN, B. (Turkey), 12, 121, 168 

-295 -



296 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
DAELE, D. VAN (Belgium), Vice-President 
of the World Health Assembly. 216, 265 

DAGA, M. (representative of the Executive 
Board), 198, 199, 201, 204, 205, 207, 
210, 224, 248 

DAGHFOUS, J. (Tunisia), 172, 265 
DARAME, M. (Guinea-Bissau), 193’ 215 
DAVIS, J. H. (United States of America), 
17, 24, 35, 39, 56, 110, 282 

DAYAL, M. S. (India), 85, 97, 113, 119, 
141, 161, 166, 177, 184, 240 

DEBRUS, M. (Germany), 66’ 99, 133, 141, 
151 

DENISOV, I. (Union of Soviet Socialist 
Republics), 260 

DENNEHY, D. (United Kingdom of Great 
Britain and Northern Ireland), 173 

DENOV, C. (Canada), 135 
DEPUTY DIRECTOR-GENERAL, 5, 13 
DERAPAS, L. (France), 196 
DEVO, V. (Togo), 48 
DHILLON, H. S. (Division of Health 
Education), 83 

DIRECTOR-GENERAL, 163, 167, 234 
DOSSOU, G. (Benin), 52, 90, 125 
DOUGLAS, E. (Jamaica), Chairman of 
Committee A. 4 

DUALE, S. (Zaire), 110, 195 
DUHR, P. (Luxembourg), 168 
DUNNE, J. F. (Division of Drug Management 
and Policies), 147 

DURIEUX, B. (France), 40 

EGOZ, N. (Israel), 48, 87, 100, 265, 284 
ELARABY, N. A.- (Egypt), 222 
ELBAZ, S. (Egypt), 107, 158, 178 
EMBLAD, H. W. (Programme on Substance 
Abuse), 130 

ETTEN, G. VAN (Netherlands), 9, 16, 25’ 
71, 96, 107, 136, 139, 141 

FEDELE, C. R. (International Association 
of Lions Clubs (Lions Club 
International)), 61 

FEHER, M. (Hungary), 148 
FERNANDO, J. (Sri Lanka), Vlce-Chairman 
of Committee A. 149 

FIKRI-BENBRAHIM, N. (Morocco), 247, 265 
FILIPSSON, A.-C. (Sweden), 139, 169 
FINDO, P. (Czechoslovakia), 181 
FLACHE, S. (World Federation for Mental 
Health), 128 

FLUSS, S. S. (Health Legislation), 73 
FOG, J. (Denmark), 160 
FREIJ, L. (Sweden), 57, 76, 85 
FRIEDMAN, F. (Swaziland), 274, 276 
FUKUDA, Y. (Japan), 14 
FÛLÔP, T. (Network of Community-Oriented 
Educational Institutions for Health 
Sciences), 81 

GALVIS, L. (Colombia), 76, 80, 232, 242 
GAMA, M. V. P. (Brazil), 230, 231 
GEDOPT, H. (Belgium), 196 
GEORGE, M. 0. (Gambia), 19, 49, 90, 110 
GEORGE-GUITON, A. (France), 100, 118, 
121, 144, 151, 179, 216, 287 

GEYER, J. (Austria), 122 
GEZAIRY, H. A. (Regional Director for the 
Eastern Mediterranean), 258 

GIRARD, J.-F. (France), 58, 263 
GOKCE, 0. (Turkey), 253 
GOKYAY, B. (Turkey), 177 
G0NG0R, G. (Mongolia), 240 
GONZALEZ CARRIZO, О. (Argentina), 146, 
151, 160, 215 

GRANT, J. (United Nations Children's 
Fund), 235, 242 

GRYGLEWSKI, R. (Poland), 49, 71 
GUERRA DE MACEDO, С. (Regional Director 
for the Americas), 44 

HAMAD-ELNEIL, H. A. (Division of 
Emergency Relief Operations), 270, 272 

HANNOUSH, J. (Australia), 233 
HEIJBEL, H. (Sweden), 32 
HENDERSON, R. H. (Assistant 
Director-General), 21, 27, 53, 56, 59, 
245 

HERNANDEZ, A. E. (Venezuela), 161, 214, 
232 

HERZOG, P. (Israel) (International 
Council of Women), 72, 154, 175 

HEWITT, G. (United Kingdom of Great 
Britain and Northern Ireland), 200, 217 

HIEN, N. M. (Burkina Faso), Vice-Chairman 
of Committee B. 20, 25 

HOOGSTRATEN, S. VAN (Netherlands), 40, 
165, 170 

HO'OTA, D. (Solomon Islands), 229 
HU Chlng-Li (Assistant Director-General), 
67, 115, 147, 148, 183 

HU Sixian (China), 245, 254, 267, 271, 
275’ 277, 282 

HYZLER, P. A. (United Kingdom of Great 
Britain and Northern Ireland), 10, 19, 
40, 51, 56, 58, 62, 66, 70, 74, 88, 91, 
92, 114, 124, 133’ 166, 167, 229, 266 

INFANTE, A. (Spain), 101, 125, 150 
IONESCU, T. (Chairman of the Special 
Committee of Experts appointed to study 
the health conditions of the Arab 
population in the occupied Arab 
territories, including Palestine), 219 

JABER, K. AL- (Qatar), 52, 115, 244 
JAEDI, A. (Libyan Arab Jamahiriya), 224 
JAKAB, Z. (Hungary), 233, 266 
JALJOULI, A. EL- (Jordan), 223, 254 



INDEX OF NAMES 297 
JANSSEN, M. (Netherlands), 189, 196, 202, 
213, 286 

JARDEL, J.-P. (Assistant 
Director-General), 70, 73, 77, 81, 151 

JERBI, F. EL (League of Arab States), 269 
JOHNSEN, D. 0. (United States of 
America), 144, 150 

JORGE, N. L. R. (Brazil), 194 

KARIM, I. (Bangladesh), 169 
KAWAGUCHI, Y. (Planning, Coordination and 
Cooperation), 15, 78, 249, 252 

KAYALI, C. (Syrian Arab Republic), 279 
KEY, P. J. (United Kingdom of Great 
Britain and Northern Ireland), 23 

KIM Won Ho (Democratic People's Republic 
of Korea), 9, 141, 175 

KNOUSS, R. F. (Regional Office for the 
Americas), 80 

KNOX, J. (Canada), 47 
KOCHI, A. (Tuberculosis), 54 
KONDE, M. K. (Guinea), 18, 35, 65, 76, 

111 
KOSENKO, E. (Union of Soviet Socialist 
Republics), 213 

KREISEL, W. (Division of Environmental 
Health), 136, 140, 268 

KUNIEDA, T. (Japan), 19, 120, 135, 141 

LARIVIERE, J. (Canada), 39, 40, 69, 95, 
150, 160, 165, 167, 169, 224, 226, 230 

LARSEN, J. E. (Denmark), 252 
LAWRENCE, R. (Canada), 195, 200, 215, 217 
LE LUONG MINH (Viet Nam), 264 
LECHAT, M. F. (Belgium), 47 
LEE, Sung Woo (Republic of Korea), 
Chairman of Committee B. 4 

LEGNAIN, M.. (Libyan Arab Jamahiriya), 111 
LEPPO, K. (Finland), 102 
LI Dachun (China), 213 
LIM Kuan Joo (Malaysia), 33 
LU Rushan (China), 8, 15, 25, 32, 96 
LUETTGEN ROS, A. M. (Cuba), 222, 275 

MAABREH, M. (Jordan), 52 
MACAULEY, V. E. (Sierra Leone), 162, 275, 

277 
MAGANU, E. T. (Botswana), 274, 277 
MAJ0RI, G. (Italy), 33, 288 
MANCIAUX, M. (France), 12, 17, 33, 74, 

84, 88, 90, 91, 108, 139, 162, 166 
MANSILLA, P. P. (Spain), 63 
MANYENENG, W. G. (Botswana), 34 
MARANDI, A. (Islamic Republic of Iran), 

244 
MARGAN, I. (representative of the 
Executive Board), 14, 68, 130, 140, 
148, 149, 153 

MATTHEIS, R. (Germany), 82, 84 
MBAMBO, J. J. (Swaziland), 175 
MBEDE, J. (Cameroon), 267 
MBOSO, N. P. (Zaire), 269, 277, 289 

MEAD, C. (Australia), 12, 196, 279, 288 
MERS0N, M. H. (Global Programme on AIDS), 

59, 292 
METTERS, J. S. (United Kingdom of Great 
Britain and Northern Ireland), 195, 288 

MEYER, F. S. D. E. (Brazil), 159, 202 
MILLAN, F. P. (Mexico), 46, 102, 125, 181 
MILLS, K. (Canada), 171 
MILZOW, W. (Germany), 162, 189, 190, 195, 

199, 202, 203’ 209, 215, 217, 225, 232, 
247, 250, 278, 279 

MIRCHEVA, D. (Bulgaria), 96, 146, 289 
MMUNI, K. A. (United Republic of 
Tanzania), 245 

MONCADA FONSECA, M. (Nicaragua), 160, 
195, 212, 229, 291 

MONEKOSSO, G. L. (Regional Director for 
Africa), 21 

MUKAI, M. (Japan), 216 
MULLER, A. S. (Netherlands), 30 
MUZIRA, E. G. (Uganda), 20 
MWALUKO, G. (United Republic of 
Tanzania), 123 

NAJERA-MORRONDO, J. A. (Division of 
Control of Tropical Diseases), 27 

NAKAJIMA, H., see DIRECTOR-GENERAL 
NAPALKOV, N. P. (Assistant 
Director-General), 82, 88, 103 

NARANJO, P. (Ecuador), 38, 39, 40 
NGENDABANYIKWA, N. (Burundi), 193 
NISHIDA, M. (Japan), 85, 287 
NIZANKOWSKI, R. (Poland), 98, 233 
NJELESANI, E. K. (Zambia), 39, 91 
NOORDEEN, S. K. (Leprosy), 55 
NOORMAHOMED, A. R. (Mozambique), 274 
NOVELLO, A. C. (United States of 
America), 62, 65, 75, 79, 90, 92, 97, 
170, 223, 238, 261 

NTABA, H. M. (Malawi), 80, 94, 111, 118, 
123’ 165, 166, 167 

NUKURO, E. (Solomon Islands), 99, 113 
NUYENS, Y. (Health Systems Research and 
Development), 73 

OGATA, H. (Japan), 264 
OLLILA, L. (Finland), 145, 179 
ORTENDAHL, C. (Sweden), Vice-Chairman of 
Committee A. 4, 239, 283 

PACURARU, I. (Romania), 202 
PECK, N. J. (International Organization 
of Consumers Unions), 182 

PETROS-BARVAZIAN, A. (Division of Family 
Health), 116, 183 

PICKERING, H. (United Kingdom of Great 
Britain and Northern Ireland), 268 

PINICHPONGSE, S. (Thailand), 10, 57 
PRADILLA, A. G. (Food and Nutrition 
Programme), 89 



298 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
PROST, A. (Programme Development and 
Monitoring), Secretary of Committee A. 
21, 104, 148, 177. 184 

PURRAN, A. K. (Mauritius), 254 

QUTUB, N. (Saudi Arabia), 259 

RAI, N. К. (Indonesia), 69, 74, 230, 288 
RAKIC, L. (Yugoslavia), 13 
RAKOTOMANGA, S. (Madagascar), 215 
RAM, J. (United Republic of Tanzania), 
106, 174 

ROCHON, J. (Division of Health Protection 
and Promotion), 89, 92, 103, 119, 269 

RUOCCO, G. (Uruguay), 113 

SAEID, A. S. M. (Iraq), 87, 91, 222, 240, 
253 

SAIF DE PREPERIER, R. (Peru), 230 
SALMERON, E. (Nicaragua), 65 
SALMOND, G. C. (New Zealand), 65, 101, 
166 

SALOMAO, M. A. (Mozambique), 31 
SALVADOR, I. (Ecuador), 231, 232, 246 
SANGSINGKEO, V. (Thailand), 66, 93 
SARAJ, M. S. EL- (Sudan), 223 
SARN, J. (United States of America), 82, 
87, 118 

SARR, L. C. (Senegal), 114, 161, 169, 
178, 291 

SARTORIUS, N. (Division of Mental 
Health), 129 

SATTAR, A. (Maldives), 51 
SAVEL'EV, M. N. (Union of Soviet 
Socialist Republics), 11, 31, 64, 78, 
83, 128, 135, 149, 160, 170, 189’ 199, 
207 

SENE, A. (Senegal), 241, 275 
SEVER, Y. (Israel), 221, 222 
SHAMLAYE, C. (Seychelles), 216 
SHAURI, О. M. (United Republic of 
Tanzania), 62 

SHIMAO, T. (Japan), 29 
SIDDIQUE, M. A. T. (Bangladesh), 74 
SIDHOM, M. (Tunisia), 50, 109, 121, 285 
SIKIPA, G. G. (Zimbabwe), 115, 165, 277, 
285 

SOBELA, F. (Central African Republic), 71 
SOUZA, D. DE (Australia), Vice-President 
of the World Health Assembly. 124, 136, 
165, 167, 169, 216 

SRINIVASAN, R. (representative of the 
Executive Board), 188, 190, 191, 233 

STAMPS, T. J. (Zimbabwe), 20, 23, 29, 39, 
58 

STEPANEK, J. (Czechoslovakia), 244, 265 
SULLIVAN, L. W. (United States of 
America), 7 

SZCZERBAN, J. (Office of Research 
Promotion and Development), 84 

TAITT, В. M. (Barbados), 231, 232, 246, 
291 

TAMAYO, M. (Cuba), 71, 80, 97, 146, 155 
TAPA, S. (Tonga), 163, 196, 202, 213, 
231, 238 

TAWFIK, M. R. (Jordan), 95 
TEMBA, J. (United Republic of Tanzania), 
16, 25, 34, 52, 57, 86, 90, 133, 140, 
145 

TEMGOUA SAOUNDE, E. (Cameroon), 48, 58, 
75, 110 

TERAMATSU, H. (Japan), 39 
TESHIMA, K. (Japan), 79 
THYLEFORS, B.-I. (Prevention of 
Blindness), 63 

TILLFORS, L. (Sweden), 251 
TSEHAI, F. M. (Ethiopia), 268 
TULLOCH, J. L. (Diarrhoeal and Acute 
Respiratory Disease Control), 43, 54 

TORMEN, T. (Turkey), 108, 171 

VALENTINO, M. (Malta), 270 
VARGAS-CAMPOS, M. (Mexico), 159, 205, 
226, 228, 231’ 232 

VIGNES, С. H. (Legal Counsel), 74, 167, 
198, 200, 216, 217, 227, 230, 231, 232, 
246, 247, 269 

VIOLAKI-PARASKEVA, M. (Greece), 9, 20, 
46, 47, 58, 66, 71, 74, 99, 110, 117, 
120, 137, 147, 150, 162, 172, 286 

VOIGTLÂNDER, H. (Germany), Chairman of 
the Committee on Nominations. 228, 263 

WADHWA, D. (India), 206, 207, 267 
WALKER, R. A. (Australia), 177 
WALLSTAM, E. (Sweden), 109 
WILLIAMS, G. A. (Nigeria), Chairman of 

the Committee on Credentials. 22’ 46, 
106, 189, 238 

WIRJOWIDAGDO, S. (Indonesia), 49, 101, 
115, 149 
W0LTERS, G. (Netherlands), 268 

YAMAMOTO, V. (Peru), 38, 40, 44 
YARD, C. (Barbados), 277 
YODA, В. G. (Burkina Faso), 136 
Y00SUF, A.-S� (Maldives), 114 

ZELTNER, T. (Switzerland), 266 
ZHANG Xiaorui (China), 17, 57, 65, 70, 
75, 107, 118, 122, 134’ 143, 174, 223 

ZODIATES, G. (Cyprus), 259, 264, 271, 
272 



I N D E X O F C O U N T R I E S A N D O R G A N I Z A T I O N S 

This index lists the countries, organizations and bodies represented by 
the speakers whose names appear in the index on the preceding pages. 

ARGENTINA, 146, 151, 160, 215 
AUSTRALIA, 12, 95, 124, 136, 154, 165, 

167, 169, 177, 196, 216, 233, 279, 288 
AUSTRIA, 122, 196, 216, 286 

BANGLADESH, 74, 169 
BARBADOS, 231, 232, 246, 277, 291 
BELGIUM, 47, 136, 196’ 216, 265 
BENIN, 52, 66 ,90, 125 ,195 
BOTSWANA, 34, 274, 277 
BRAZIL, 159, 194, 202’ 230, 232 
BULGARIA, 96, 146, 289 
BURKINA FASO, 20, 25, 136 
BURUNDI, 193 

CAMEROON, 48, 58, 75, 110, 267 
CANADA, 39, 40, 47, 69, 95, 135, 150, 
160, 165, 167, 169, 171, 195, 200, 215, 
217, 224, 226, 230, 241, 250, 282 

CENTRAL AFRICAN REPUBLIC, 71 
CHILE, 214, 232 
CHINA, 8, 15, 17, 25, 32, 57, 65, 70, 75, 
96, 107, 118, 122, 134, 143, 174, 213, 
223, 245, 254, 267, 271, 275, 277, 282 

COUNCIL FOR INTERNATIONAL ORGANIZATIONS 
OF MEDICAL SCIENCES, 72, 292 

COLOMBIA, 38, 40, 76, 80, 146, 181, 232, 
242 

COSTA RICA, 161 
COTE D'IVOIRE, 247 
CUBA, 71, 80, 97, 146, 155, 222, 226, 
231, 262, 275, 281 

CYPRUS, 259, 264, 271, 272 
CZECHOSLOVAKIA, 181, 244, 265 

DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA, 9, 
141, 175 

DENMARK, 160, 252 

ECUADOR, 38, 39, 40, 231, 232, 246 
EGYPT, 107, 158, 178, 222 
ETHIOPIA, 268 

FOOD AND AGRICULTURE ORGANIZATION OF THE 
UNITED NATIONS, 93 

FINLAND, 102, 145, 179 
FRANCE, 12, 17, 33, 40, 58, 72, 74, 84, 
88, 90, 91, 100, 108, 118, 121, 139, 
144, 151’ 162, 166, 179, 196, 216, 263, 
287 

GABON, 147 
GAMBIA, 19, 49, 90, 110 
GERMANY, 66 ,82, 84, 99, 133, 1 41, 1 51, 

162, 189, 190’ 195, 199, 202, 203, 209, 
215’ 217, 225’ 228, 232, 247, 250, 263’ 
278’ 279 

GHANA, 180, 216’ 217’ 267, 272, 277, 284 
GREECE, 9, 20, 46, 47 ,58, 66, 71. 7 4, 

99, 110, 117, 120, 137, 147, 150, 162, 
172, 286 

GUINEA, 18, 35’ 65, 76, 111 
GUINEA-BISSAU, 193, 215 

HUNGARY, 148, 233, 266 

INDIA, 85, 97, 113, 119, 141, 161, 166, 
177, 184, 206, 207, 240, 267 

INDONESIA, 18, 26, 49, 69, 74, 101, 115, 
149, 230, 288 

INDUSTRY COUNCIL FOR DEVELOPMENT, 137 
INTERNATIONAL ASSOCIATION OF LIONS CLUBS 

(LIONS CLUB INTERNATIONAL)), 61 
INTERNATIONAL COUNCIL OF WOMEN, 175 
INTERNATIONAL ORGANIZATION OF CONSUMERS 
UNIONS, 182 

IRAN (ISLAMIC REPUBLIC OF), 244 
IRAQ, 87, 91, 222, 240, 253 
ISRAEL, 48, 72, 87, 100, 154, 221, 222, 
265, 284 

ITALY, 23, 33, 61’ 94, 120, 179, 288 

JAMAICA, 4, 176 
JAPAN, 14, 19’ 29, 39, 79, 85’ 120, 135, 

141, 216, 264, 287 
JORDAN, 52, 95, 223, 254 

-299 -



300 FORTY-FOURTH WORLD HEALTH ASSEMBLY 
LEAGUE OF ABAB STATES, 269 
LEBANON, 258 
LIBYAN ARAB JAMAHIRIYA, 111, 224 
LUXEMBOURG, 168 

MADAGASCAR, 215 
MALAWI, 18, 80, 94, 111, 118, 123, 165, 

166, 167, 290 
MALAYSIA, 33, 112, 171 
MALDIVES, 51, 114 
MALTA, 270 
MAURITIUS, 254 
MEDICAL WOMEN'S INTERNATIONAL 
ASSOCIATION, 181 

MEXICO, 46, 102, 125, 159, 181, 194, 198, 
205, 214, 226, 228, 231, 232, 246, 247 

MONGOLIA, 178, 240 
MOROCCO, 247, 265 
MOZAMBIQUE, 31, 274 

NAMIBIA, 274, 276 
NETHERLANDS, 9, 16, 25, 30, 40, 71, 96, 
107, 136, 139, 141, 165, 170, 189, 196, 
202, 213, 268, 286 

NETWORK OF COMMUNITY-ORIENTED EDUCATIONAL 
INSTITUTIONS FOR HEALTH SCIENCES, 81 

NEW ZEALAND, 65, 101, 166, 172 
NICARAGUA, 65, 160, 195, 212, 229, 291 
NIGERIA, 22, 46, 106, 189, 238 

PAKISTAN, 49, 68, 77, 82, 92, 98, 113, 
119, 140, 143, 162, 178, 185 

PALESTINE, 222 
PERU, 38, 40, 44, 230 
POLAND, 49, 71, 98, 233, 262 

QATAR, 52, 115, 244 

REPUBLIC OF KOREA, 
ROMANIA, 202 

SAUDI ARABIA, 259 
SENEGAL, 114, 161, 169, 178, 241, 275, 
291 

SEYCHELLES, 216 
SIERRA LEONE, 162, 275, 277 
SOLOMON ISLANDS, 99, 113, 229 
SOMALIA, 254, 268 
SPAIN, 47, 63, 101, 125, 150 
SPECIAL COMMITTEE OF EXPERTS APPOINTED TO 
STUDY THE HEALTH CONDITIONS OF THE ARAB 
POPULATION IN THE OCCUPIED ARAB 
TERRITORIES, INCLUDING PALESTINE, 219 

SRI LANKA, 149 

SUDAN, 223 
SWAZILAND, 175, 274, 276 
SWEDEN, 4, 32, 57, 76, 85, 109, 139, 169, 
239, 251, 283 

SWITZERLAND, 38, 51, 87, 109, 148, 169, 
200, 207, 211, 241, 266, 279 

SYRIAN ARAB REPUBLIC, 279 

THAILAND, 10, 16, 57, 66, 69, 72, 80, 93, 
210, 257, 280, 290, 294 

TOGO, 48 
TONGA, 163, 196, 202, 213, 231, 238 
TUNISIA, 50, 109, 121, 172, 265, 285 
TURKEY, 12, 56, 108, 121, 168, 171, 177, 
253, 271, 272, 279 

UGANDA, 20 
UNITED NATIONS CHILDREN'S FUND, 235, 242 
UNION OF SOVIET SOCIALIST REPUBLICS, 11, 

31, 64, 78, 83, 128, 135, 149, 160, 
170, 189, 199, 207, 213, 260 

UNITED KINGDOM OF GREAT BRITAIN AND 
NORTHERN IRELAND, 10, 19, 23, 40, 51, 
56, 58, 62, 66, 70, 74, 88, 91, 92, 
103, 114, 124, 133, 145, 162, 166, 167, 
173, 195, 200, 215, 217, 229, 239, 251, 
255, 266, 268, 288 

UNITED NATIONS INTERNATIONAL DRUG CONTROL 
PROGRAMME, 127 

UNITED NATIONS RELIEF AND WORKS AGENCY 
FOR PALESTINE REFUGEES IN THE NEAR 
EAST, 220 

UNITED REPUBLIC OF TANZANIA, 16, 25, 34, 
52, 57, 62, 86, 90, 106, 123, 133, 140, 
145, 174, 245 

UNITED STATES OF AMERICA, 7, 17, 24, 35, 
39, 56, 62, 65, 72, 75, 79, 82, 87, 90, 
92, 97, 110, 118, 134, 144, 150, 158, 
170, 188, 190, 196, 201, 203, 205, 209, 
211, 217, 223, 228, 231, 238, 251, 261, 
275, 282 

URUGUAY, 113, 161 

VENEZUELA, 161, 214, 232 
VIET NAM, 264 

WORLD FEDERATION FOR MENTAL HEALTH, 128 

YUGOSLAVIA, 13 

ZAIRE, 110, 195, 269, 277, 289 
ZAMBIA, 39, 91, 274, 277 
ZIMBABWE, 20, 23, 29, 39, 58, 115, 165, 
277, 285 


