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FIFTH MEETING 

Saturday. 11th May 1991. at 9h00 

Chairman: Mr E. DOUGLAS (Jamaica) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Documents PB/92-93 and EB87/1991/REC/1, Part I, Part II) (continued) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Documents PB/92-93; 一 
EB87/1991/REC/1, Part I; and Part II, Chapter II; and A44/9, A44/10 and A44/11; 
and A44/INF.D0C./1) (continued) 

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

Programmes 13.14 and 13.15: Other communicable disease prevention and control 
activities: Blindness and deafness (Documents PB/92-93, pages B-242 to B-250, 
and EB87/1991/REC/1, Part II, Chapter II, paragraphs 117-119) (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 roundworms, 800 million with whipworms and 
500 million with hookworms. 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 (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, 80% of such 
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 worldwide. Glaucoma, 
trachoma, xerophthalmia, onchocerciasis, trauma and diabetic retinopathy were also major 
causes of blindness. 

In many areas t 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 for 
many sight-related issues worldwide. 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 
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. The 
construction of Lions-sponsored facilities, where necessary, within the context of 
national programmes, to provide ophthalmic surgery and to train surgeons might also be a 
viable area for action. 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 also 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 infrastructure 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. He requested 
the Secretariat to indicate what further action it was intending 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 
worthwhile 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, school children 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 
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 MANSILLA IZQUIERDO (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 his Government's view, emphasis should be placed on the 
social integration of the disabled. In 1973, a group of WHO experts had indicated (WHO 
Technical Report Series. No. 518) that the elimination of avoidable blindness was 
justified not only on humanitarian grounds but also economically and socially. 
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. 

In Spain, there were approximately 60 000 blind persons 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. 

Up to recent times, deafness had been attributable to infectious and iatrogenic 
diseases and had been treated with antibiotics. 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. The Secretariat might wish to supply 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 extrabudge tary funds had been received 
for the prevention of blindness programme from nongovernmental organizations after the 
proposed programme budget document had been prepared. The Secretariat also hoped that 
the programme would attract further extrabudge tary 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 made available in the Committee room 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 
different settings of surgery and physiological variations of the eye in different 
populations. The Secretariat 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 other 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. 



Programmes 13.16 to 13.18: Cancer (including International Agency for Research 
on Cancer): Cardiovascular diseases : Other noncommunicable disease prevention 
and control activities (Documents PB/92-93, pages B-251 to B-264, and 
EB87/1991/REC/1, Part II, Chapter II, paragraphs 120-124) 

Professor B0RG0Ñ0 (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 both developed and developing countries. 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 extrabudgetary funds. That was particularly so in the case of the cancer 
programme, 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 could be made available and trends in morbidity and mortality could be 
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 owing to the fact that early detection was not 
adequately followed up. However, in some countries, such as Canadaf there had been an 
extraordinary 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. 

Concerning cardiovascular diseases, he observed that 25% of deaths worldwide were 
due to such diseases and that the incidence of coronary disease and hypertension was 
significant, as were cerebral vascular accidents. Activities to reduce risk factors 
would lead to a decrease not only in mortality but also in morbidity. He pointed to 
progress in relation to 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 reducing the incidence 
of rheumatic fever overall. 

Concerning diabetes, it should be noted that it affected 2-4% of the population over 
40 years of age and that early diagnosis could make it possible for 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, in both developed 
and developing countries. While the needs to cure cancer patients and alleviate the pain 
of the terminally ill must be met, it was still most important to direct attention 
towards the prevention and early detection of cancer in order to reduce 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 IARC, at 
global and interregional levels, as well as those 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 (document PB/92-93, page B-253). 

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 none ommun i с ab1e diseases (INTERHEALTH), and noted the increasing 
participation of nongovernmental organizations in the implementation of all three 
programmes. 

Dr SALMOND (New Zealand) expressed support for the WHO cardiovascular programme arid, 
in particular, the MONICA project which provided not only excellent information on 
cardiovascular disease but was also a much-needed model for the epidemiological study of 
other noneommuniсable diseases. Cardiovascular disease 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 in developed and 
developing country situations. It was therefore important to continue to support and 
develop the project. He was therefore pleased to note the proposal to expand the 
programme to 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 noneommuniсable 
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 disease and the 
situation in the country, its economic problems and budgetary reductions, had meant that 
priority had been given to primary health 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, including at the 
early age of around 25 years. The country's social situation was affected by the facts 
that women had an average of five children, that early diagnosis was still only at a 
rudimentary stage and that there was a total lack of equipment and drugs. His country 
appealed for the establishment in 1991 of international activities to offer different 
strategies and solutions in the face of that situation. 

Dr NOVELLO (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 
cancer, 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 communicable diseases. The 
ecosystem had changed considerably and pathology with it. His delegation was therefore 
pleased to note the global approach to health adopted by WHO, which took into account 
noncommunicable diseases such as cancer, cardiovascular disease and diabetes. Naturally, 
it was not possible to wait until communicable diseases had been controlled before going 
on to combat none ommun i с ab1e diseases; the approach must be global in nature. It might 
be possible, without creating a budgetary imbalance, to redeploy personnel and take into 
greater account 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. He pointed out that 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 none ommun i с ab1e 
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 paragraph 5 of section 13.16 and paragraph 3 of section 13.17 of 
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 diseases were generally related to life-style and to eating 
and smoking habits, it was important to undertake preventive activities through health 
education of children and young people. 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 disease in 
primary health care. The cooperation of nongovernmental organizations in controlling 
cardiovascular disease and cancer was necessary, as was the mobilization of 
extrabudgetary 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 
collaborate closely 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, which affected young people and left them suffering the 
consequences of their illnesses for the rest of their lives. She observed that 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 and 
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, arterial 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 
cerebrovascular accidents, with a very high mortality rate: 50% of patients suffering 
such accidents died within 48 hours and 30% within 8 days, resulting in an 80% mortality 
rate. It was very necessary 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 which 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 
support expressed 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 and 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 Vitura SANGSINGKEO (Thailand) supported the programme for the prevention and 
control of none ommun i с ab1e diseases, especially in relation to cardiovascular diseases 
and cancer. The leading causes of death in his country over the past five years were 
heart disease, cancer and accidents - all being noneommuniсable diseases. 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 Soviet Union 
delegate's remarks 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, the Cancer unit 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 headquarters cancer 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 said that the budgetary reduction for 
cancer in the African Region was due to the fact that some African Member States no 
longer requested WHO assistance. However, WHO was trying to mobilize extrabudgetary 
resources and was organizing some training programmes in Africa on radiotherapy and 
cancer diagnosis. In view of the limited budgetary allocations for noncommunicable 
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 such as those for cancer and cardiovascular diseases that were 
already at the implementation stage, 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 disease-oriented programmes, the 
Division was working in close cooperation with the units responsible for risk factors and 
many target-group-oriented programmes, 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, 



rehabilitation, etc. 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 in connection not only with the INTERHEALTH programme but also with 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 diseases, but to all other none oramun i с ab1e diseases. 

2. FIRST REPORT OF COMMITTEE A (Document A44/49) 

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

The report was adopted. 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Documents PB/92-93 and EB87/1991/REC/1, Part I, Part II) (resumed) 

PROGRAMME POLICY MATTERS. INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS : Item 17.2 of the Agenda (Documents PB/92-93, 
EB87/1991/REC/1, Part I; Part II, Chapter II; and A44/9, A44/10, A44/11 and 
A44/INF.D0C./1) (resumed) 

Health system development (major programme 3); Organization of health systems based 
on primary health care (major programme 4)； Development of human resources for 
health (major programme 5); Public information and education for health (major 
programme 6) (Documents PB/92-93; EB87/1991/REC/1, Part I, Part II, Chapter II) 

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, placing 
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 trends. 

With regard to programme 3.2, Managerial process for national health development, 
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. The Board 
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 the programme on 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 programme 3.4, Health legislation, the Board had studied the 
Director-General‘s report on human organ transplantation, submitted in response to 
resolutions WHA40.13 and WHA40.25； the information in that report should be 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 
programme 4, Organization of health systems based on primary health care. 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 well as the emphasis laid 
on strengthening cooperation with the least-developed countries, in conjunction with 
programme 3.2, Managerial process for national health development. 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. 

The development of human resources for health (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 programme 6, Public information and education for 
health, had stressed the need to train health personnel and media representatives in the 
effective communication of health messages. 

Health system development (major programme 3) 

Programme 3.1: Health situation and trend assessment (Documents PB/92-93, 
pages B-32 to B-37; EB87/1991/REC/1, Part I, Part II, Chapter II， para. 30) 

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 Somsak 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 
forecasting future trends. The developing countries, especially, looked to WHO for 
technical guidance in that respect. With regard to the training of epidemiologists, 
Thailand, in which 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. 

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 
ICD, 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, progress had recently been made in that regard, and in particular support 
from the United Nations Development Programme (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 (Document 
PB/92-93, pages B-38 to B-43; EB87/1991/REC/1, Part II, paragraphs 31-36; 
A44/INF.D0C./1) 

The CHAIRMAN noted that questions on health promotion for the development of the 
least-developed countries could be raised either under programme 3.2 or later, under 
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 then 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 resolution recommended by the Executive Board in resolution EB87.R9 was approved 

Programmes 3.3 and 3.4: Health systems research and development: and Health 
legislation (Documents PB/92-93, pages B-44 to B-51; EB87/1991/REC/1, 
Part II, paragraphs 37 and 38; and A44/11) 

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

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 to develop Guiding Principles on human organ transplantation; 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 (document A44/11). Part 2 of that document, which contained a 
review of international and national measures to combat commercialism, lacked reports 
from many countries. 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 under the health systems research 
and development programme. Her 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. 

She commended the excellent report by the Director-General on human organ 
transplantation. The subject was of grave concern to all. There was a clear need for 
Guiding Principles, which could 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 
worthwhile objectives. Commercial organs did not always offer adequate quality. 

The draft Guiding Principles could use 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. The Guiding Principles, 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 Guiding Principle 4 seemed 
to be stricter than the Principle itself, which her delegation endorsed. 

Her country wished to express its support for the 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 and had expanded during the following decade. 

Cuba had built a health infrastructure 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 011 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, his 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, his 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 
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 to carry out such activity. Nevertheless, his country was convinced of the 
need for a set of Guiding Principles to ensure the highest standards in medical 
practices. 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 as well as 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 abolished. 

Dr Somsak CHUNHARAS (Thailand) fully supported the WHO programme on health systems 
research and development. That programme merited greater priority because of its 
multisectoral nature and its emphasis on research in facilities providing direct health 
care. Because research abilities and knowledge varied widely from country to country, 
the programme should be tailored to each country's specific research 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 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 Proposed international guidelines for 
biomedical research involving human subjects. the ultimate goal being an international 
charter on patients' rights. 

Mrs HERZOG (Israel) said that her country's policies and legislation on human organ 
procurement and transplantation were in accordance with WHO guidelines. Accordingly, her 
delegation supported the 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) said that 
the Council for International Organizations of Medical Sciences (CIOMS) 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 ethical principles, 
which formed the basis of ethical health-care practice and research: respect for 
persons, including autonomy and 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. 

The draft Guiding Principles on Human Organ Transplantation, together with the 
commentaries, 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 with respect to the Organization's commitment to 
developing national research capacities. With respect 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 from Thailand had asked about the strengthening of research capacity, 
which had been one of the main recommendations of the Technical Discussions of 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 from Poland on that country's 1928 Law had 
been particularly interesting. His 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 from Israel, he pointed out 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. 

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

Dr VIGNES (Legal Counsel) said that the delegate from Greece had proposed an 
amendment to operative paragraph 3, which now read: 

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

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said 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. 

Dr VIGNES (Legal Counsel) suggested the replacement of the phrase "the relevant 
nongovernmental organizations" 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 phrase "nongovernmental organizations" should be 
replaced by "relevant 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 was adopted. 

The resolution on human organ transplantation recommended by the Executive Board in 
resolution EB87.R22 as amended, was adopted. 



Organization of health systems based on primary health care (major programme 4) 
(Documents PB/92-93, pages B-51 to B-58) 

Dr RAI (Indonesia) said that, in his opinion, health systems infrastructure required 
further strengthening and the various vertical programmes should be properly 
coordinated. In many developing countries, including his own, the strengthening of 
health systems infrastructure was a crucial issue, particularly in view of rapid 
urbanization in many of those countries. 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 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 southeastern Bangladesh on 30 April 1991. Winds of up to 
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 stretched 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's Division of Emergency Relief Operations 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 pilot areas. 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 (Cameroon) said that health infrastructures based on primary health care 
should not only be organized at the two levels described in the proposed programme 
budget - namely, country level and district level - but also at an intermediate level, 
which would provide invaluable technical assistance to the districts. That approach had 
been adopted 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 NOVELLO (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: agriculture, public works, industrial development, education, 
transport, housing, etc. Coordination among those groups might be difficult, but it was 
essential to make the effort. Ministries of planning or similar bodies often served as 
focal points for development at the national level, and intersectoral boards, policy 
committees or other bodies might prove to Ъе useful forms 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 30 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 Secretariat give the Committee any further information on the issue, and 
explain what the status and objectives of the new centre would be? Could it allay 
concern 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 the Secretariat 
give details 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 gave 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 that disaster had caused. 

However, disasters of human origin brought with them additional burdens, arid often 
had dramatic 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. 

Miss 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 participation, as 
well as individual participation, had been so limited. One reason was that in countries 
such as her own, people generally had no "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 fruit in great variety, arid many 
people had to sell eggs laid by their own hens in order to buy salt. Health education 
should teach the proper use of nature's resources - resources that were the best 
guarantee of good health. Often, however, people were taught merely to despoil their 
environment, for example by felling trees, instead of preserving them. 

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 promulgate 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 approximately 40% 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 23%, 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 would like to take the opportunity to offer Bangladesh arid 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, either 
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 to make health everyone's concern. 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 increasing public 
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 discussion 
of the various programmes under major programme 8 (General health protection and 
promotion), which the Committee would be considering the following week. 

The representative 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, explained 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 Secretariat 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. Where possible budgetary 
implications were concerned, 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 extrabudgetary contributions already pledged, in part by 
local groups. Those groups were also considering providing the basic infrastructure 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 give the Secretariat 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 of the proposal on the basis of a study which it was hoped would be carried 
out in collaboration between the Secretariat 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. 

Development of human resources for health (major programme 5) (Documents 
PB/92-93, pages B-59 to B-65; and 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 such personnel. WHO's support to countries in those 
areas 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 Soviet delegation 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 right in step with the times, and he commended them. 

Mr TESHIMA (Japan) said his delegation 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 of resources 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 underfunding or underimplementing 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 to be 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 
initiated an 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 among bilateral sources 
and WHO programmes. Such coordination 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 the role of headquarters was to develop methodologies, and that 
of the regional offices to promote technical cooperation, and that was fine. The two 
functions were complementary, however. He trusted that the Secretariat would work 
closely with Member States, thereby enabling the best use 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 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 or 
underutilization 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 WHO, 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. 

Miss 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 about the reasons for the changes and their magnitude. 

Dr Somsak CHUNHARAS (Thailand) said his delegation 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 request that the 
relevant regional communications and procedures be 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 primary 
health care, 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 РАНО's field office 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 instructors in many fields to exchange views and 
discuss the latest advances in methodology and training. 

Dr NTABA (Malawi) said human resources development was an important matter, 
especially in view of the resource constraints now being faced. Shortage of staff often 
emerged as a problem, yet in fact those 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. 

In the Region of the Americas, WHO resources ascribed 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 infrastructure component being raised, 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 extrabudgetary 
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. The Secretariat intended to continue its 
mobilization efforts 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 Secretariat 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 FULLOP (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 most 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 regions and, 
together with the 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. 


