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PREFACE 

The Forty-fifth World Health Assembly was held at the Palais des Nations, Geneva, from 4 to 14 May 

1992, in accordance with the decision of the Executive Board at its eighty-eighth session. Its proceedings are 

published in three volumes, containing, in addition to other relevant material: 

Resolutions and decisions,1 and list of participants - document WHA45/1992/REC/1 

Verbatim records of plenary meetings, and committee reports - document WHA45/1992/REC/2 

Summary records of committees - document WHA45/1992/REC/3 

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

GENERAL COMMITTEE 

FIRST MEETING 

Monday, 4 May 1992, at 17M5 

Chairman: Mr A. AL-BADI (United Arab Emirates) 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES 
(Document A45/1) 

The CHAIRMAN, after welcoming the representatives of the Executive Board, reminded the Committee 

that, under its terms of reference as defined in Rule 33 of the Rules of Procedure of the Health Assembly, its 

first task was to consider item 8 (Adoption of the agenda and allocation of items to the main committees) of 

the provisional agenda, which had been prepared by the Executive Board and issued as document A45/1. 

Deletion of agenda items and allocation of remaining items 

The CHAIRMAN indicated that two items on the provisional agenda that bore the proviso "if any" 

should be deleted, namely, item 24 (Supplementary budget for 1992-1993) and item 25 (Working Capital Fund) 

with its two sub-items. 

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

It was so agreed. 

The CHAIRMAN noted that the Executive Board had distributed the items on the provisional agenda 

under Committee A and Committee В according to the terms of reference of those committees as laid down in 

Rule 34 of the Rules of Procedure and to ensure a balanced distribution of the work. 

Referring to the agenda items to be considered in plenary session，namely items 1 to 15, he noted that 

the Health Assembly had already dealt with items 1 to 7 that afternoon. The Committee was at present 

considering item 8, on which he would transmit its recommendations to the plenary meeting the following 

morning. The remaining items (9 to 15) would be examined in plenary session, as scheduled. 

In the case of item 11 (Admission of new Members and Associate Members), noting that the proviso ("if 

any") should be deleted, he announced that applications for membership of W H O had been received from the 

Republic of Georgia and the Republic of Slovenia, and an application for associate membership from the 

United States of America on behalf of Puerto Rico (documents A45/35, A45/INF.DOC./2 and A45/36), so 

they should be placed under that item. 

It was so agreed. 
V 

Referring to the application of the Republic of Slovenia, Mr CALOVSKI (Yugoslavia), speaking at the 

invitation of the CHAIRMAN in accordance with Rule 32 of the Rules of Procedure, informed the Committee 

that the Permanent Mission of Yugoslavia had officially advised the Director-General that on 27 April 1992 

the Assembly of the Socialist Federal Republic of Yugoslavia had promulgated the Constitution of the Federal 

Republic of Yugoslavia. Assuring the continuity of the international personality of Yugoslavia, the Federal 

Republic of Yugoslavia would fulfil all the rights conferred on and obligations assumed by the Socialist Federal 
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Republic of Yugoslavia in international relations, including its membership of all international organizations 

and participation in international treaties ratified or acceded to by Yugoslavia. 

The Federal Republic of Yugoslavia would cooperate with other participants in the conference on 

Yugoslavia, in order to ensure a speedy and just distribution of the rights and responsibilities of the Socialist 

Federal Republic of Yugoslavia between the Federal Republic of Yugoslavia and the other republics. At the 

same time it would enable those republics, if they so desired, to obtain independent membership of 

international organizations and participation in international treaties. In his view, the correct way for Slovenia, 

or any other republic, to become a Member of W H O would be first to apply for membership of the United 

Nations, then of WHO . His understanding was that the other republics would follow that procedure. 

However, he would leave it to the Members of W H O to resolve the matter as they deemed fit. 

The CHAIRMAN took it that the Committee wished to recommend to the Health Assembly that it 

should accept the allocation of the other items to the main committees as set out in the provisional agenda, on 

the understanding that certain items might subsequently be transferred from one committee to the other 

depending on their work-load. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The CHAIRMAN reminded the Committee that the Executive Board had decided that the Forty-fifth 

World Health Assembly should close no later that Friday, 15 May, and drew attention to the preliminary 

timetable prepared by the Executive Board (document A45/GC/1). In pursuance of resolution WHA43.17, 

requesting the Director-General, inter aliaynto pursue methods of sensitizing the international community to the 

possibility of achieving agreement on health and economic priorities, using all possible approaches, including 

the involvement of leaders at the highest political level", the Director-General had invited Mr Mario Soares, 

President of the Republic of Portugal, and Dr Jaime Paz Zamora, President of the Republic of Bolivia, to 

address the Forty-fifth World Health Assembly. Accordingly, two special meetings had been organized, 

respectively on Tuesday, 5 May at 14h30 and Wednesday, 6 May at llh45, which would be coordinated by 

Dr Salim A. Salim, Secretary-General of the Organization of African Unity. The purpose of the meetings was 

to focus the attention of the international community on the relationship between the world economy, health 

development and the environment. 

In view of the special meetings, and in order to allow the main committees to organize their work in the 

most efficient manner, he proposed that item 11 should be discussed on Thursday, 7 May, instead of on 

Wednesday, 6 May as indicated in the provisional timetable. He also noted that the Technical Discussions 

would be held on the mornings of Thursday, 7 May, Friday, 8 May, and Saturday, 9 May. In the absence of 

any objections to the timetable, he concluded that the Committee approved it. 

It was so agreed. 

The General Committee then drew up the programme of meetings for Tuesday, 5 May, Wednesday, 

6 May, Thursday, 7 May, Friday, 8 May and Saturday, 9 May. It decided to meet next on Thursday, 7 May at 

17h00 in order to draw up the programme for the following week and the list for the annual election of 

Members entitled to designate a person to serve on the Executive Board. 

The CHAIRMAN suggested that，in accordance with established procedure, the order of the list of 

speakers wishing to take part in the debate on agenda items 9 and 10 - a list that already contained 98 names -

should be strictly followed, and that new names should be entered in the order in which they were received by 

the Assistant to the Secretary of the Assembly. The list of speakers would be published in the Journal. If the 

Committee had no objection, he would inform the Health Assembly of those arrangements at the plenary 

meeting the following morning. 

It was so agreed. 

The CHAIRMAN drew attention to the topic of the Technical Discussions, "Women, health and 

development", and gave the floor to Dr Lyagoubi-Ouahchi, General Chairman of the Technical Discussions. 
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Dr LYAGOUBI-OUAHCHI, General Chairman of the Technical Discussions to be held during the 

Forty-fifth World Health Assembly, informed the Committee of the arrangements for the discussions. She 

drew attention to the background document for the discussion, a W H O publication entitled Womenfs health: 
across age and frontier, and to the exhibition of books and photographs on that subject. 

The meeting rose at 17h45. 

SECOND MEETING 

Thursday, 7 May 1992，at 17h00 

Chairman: Mr A. AL-BADI (United Arab Emirates) 
President of the Health Assembly 

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

The CHAIRMAN reminded members that the procedure for drawing up the list of proposed names to 

be transmitted by the General Committee to the Health Assembly for the annual election of Members entitled 

to designate a person to serve on the Executive Board was governed by Article 24 of the Constitution and by 

Rule 102 of the Rules of Procedure of the Health Assembly. To help the General Committee in its task, the 

following documents were before it: 

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

(b) a list, by Region, of Members of the Organization which were or had been entitled to designate 

persons to serve on the Executive Board; 

(c) a list - by Region and in alphabetical order within each Region - of Members whose names had 

been suggested after the announcement made by the President of the Health Assembly in plenary 

session, in accordance with Rule 101 of the Rules of Procedure of the Health Assembly; 

(d) lastly, a table showing the current composition of the Executive Board, with the names underlined 

of the 11 Members whose term of office would expire at the end of the Forty-fifth World Health 

Assembly and which had to be replaced, namely: for the African Region, Niger and Nigeria; for the 

Region of the Americas, Bahamas, Chile and Colombia; for the South-East Asia Region, the 

Democratic People's Republic of Korea; for the European Region, Spain and Yugoslavia; for the 

Eastern Mediterranean Region, Sudan and Yemen; and for the Western Pacific Region, Papua New 

Guinea. 

As no additional suggestions were made by the General Committee, he noted that the number of 

candidates was the same as the number of vacant seats on the Executive Board. He therefore presumed that 

the General Committee wished, as was allowed under Rule 80 of the Rules of Procedure, to proceed without 

taking a vote since the list apparently met with its approval. 

There being no objection, he concluded that it was the Committee's decision, in accordance with Rule 

102 of the Rules of Procedure, to transmit a list comprising the names of the following 11 Members to the 

Health Assembly for the annual election of Members entitled to designate a person to serve on the Executive 

Board: Cameroon, Canada, Jamaica, Japan, Mexico, Mongolia, Portugal, Qatar, Swaziland, Syrian Arab 

Republic, and United Kingdom of Great Britain and Northern Ireland. The list would be transmitted to the 

Health Assembly at least 24 hours before it was due to meet to elect the Members. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After hearing reports from Dr MEAD (Australia), Chairman of Committee A, and Dr YOOSUF 

(Maldives), Chairman of Committee B，on the progress of work in their committees, the General Committee 
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drew up the programme of meetings for Friday, 8 May, Saturday, 9 May, Monday, 11 May, and Tuesday 

12 May, and agreed to hold its own next meeting on Tuesday, 12 May at 17h45. 

The meeting rose at 17h25. 

THIRD MEETING 

Tuesday, 12 May 1992, at 17h45 

Chairman: Mr A. AL-BADI (United Arab Emirates) 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee heard reports from Dr M E A D (Australia), Chairman of Committee A and 

Dr YOOSUF (Maldives), Chairman of Committee B, on the progress of those committees. 

Proposed addition of a supplementary item to the agenda 

The CHAIRMAN drew attention to a draft resolution on health and environmental effects of nuclear 

weapons, suggesting that it could be considered by either Committee A under item 20.1 ( W H O Commission on 

Health and Environment), or Committee В under item 30.1 (Collaboration within the United Nations system -

general matters). 

Mr BOYER (United States of America) noted that the key operative paragraph of the draft resolution 

before the Committee requested the Director-General to refer the matter to the Executive Board to study and 

formulate a request for an advisory opinion from the International Court of Justice on the status in 

international law of the use of nuclear weapons [in view of their serious effects on health and environment]. 

Referring to Article 76 of the Constitution, he further noted that the Organization might request the 

International Court of Justice for an advisory opinion on any legal question arising within the competence of 

the Organization. He asked the Secretariat whether the question of "the use of nuclear weapons" fell within 

the competence of the Organization, and whether the Health Assembly was competent to act on that question. 

Dr PIEL (Legal Counsel) indicated that the proposal contained in the draft resolution raised issues 

concerning the powers and procedures of the General Committee and the Health Assembly, the mandate of 

WHO , and the referability and receivability of the matter by the International Court of Justice. Referring to 

Rules 11, 12, 33(c) and 34 of the Rules of Procedure of the Health Assembly, he observed that it was 

ultimately for the Health Assembly in plenary session to decide how it wished to deal with a supplementary 

item. Although the health effects of nuclear radiation fell within the competence of WHO , the question of 

whether the use of nuclear weapons was legal or illegal did not so readily fit the constitutional functions of 

W H O under Article 2 of its Constitution, or the functions of the Health Assembly under Article 18. However, 

the Health Assembly had ultimate authority to determine its own competence. 

Referring to Article 65 of the Statute of the International Court of Justice, he pointed out that, for the 

Court to give an advisory opinion, the requesting organ should be competent, and the opinion should not be 

related to a pending dispute. Although the Court seldom denied a finding of competence by the organ itself, 

such as the Health Assembly, it might be considered that the United Nations General Assembly was a better 

forum to debate the issue and, if necessary, bring it to the Court for an advisory opinion. For the Court, the 

problem had to be related to potential controversy and not mere speculation. Furthermore, an advisory 

opinion of the Court was non-binding unless it derived from the prior consent of the parties concerned which, 

in the case of the illegality of the use of nuclear weapons, would presumably be the Member States of the 

United Nations and of WHO . He expressed doubts concerning the mandate of the Organization to deal with 

the issue as phrased, considering that the matter would overlap with the mandates of other bodies of the 

United Nations system, and was a complex issue for the Health Assembly to decide on at its present session. 

He suggested that the General Committee should consider not adding the item to the agenda of the current 
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Health Assembly, and perhaps consider referring it to the Executive Board at its forthcoming session. 

Whatever the outcome, the decision of the plenary session of the Health Assembly would be recorded in the 

records of the proceedings. 

Mr BOYER (United States of America) pointed out that if the matter was not within the competence of 

the Organization, it was not within that of the Health Assembly or the Executive Board. It would be more 

complicated for the Board, which consisted of members appointed in their own right and not as representatives 

of their governments, to take up the matter. He suggested that the Committee should decide that the 

question of the use of nuclear weapons was not within the competence of the Organization and recommend 

that it should not be taken up by either main committee or the Board. 

Dr MASANGE (Zambia) observed that the resolution was based on a presumption, whereas the 

International Court of Justice was supposed to settle disputes. He agreed with the Legal Counsel that the 

Health Assembly was not the best forum for discussion. 

Mr RANKIN (United Kingdom of Great Britain and Northern Ireland), Mr BONNEVILLE (France) 

and Mr MASCIA (Italy), endorsed the views of the previous two speakers and agreed with the suggestion that 

the matter should not be considered further by the Organization. A more appropriate forum for that issue 

would be the United Nations General Assembly, particularly its First Committee, and the Conference on 

Disarmament which dealt in detail with matters concerning nuclear weapons. 

Dr ТАРА (Tonga), speaking at the invitation of the CHAIRMAN in accordance with Rule 32 of the 

Rules of Procedure, maintained that the health and environmental effects of the use of nuclear weapons were 

appropriate subjects for consideration by the Health Assembly or the Executive Board and fell within the 

constitutional objectives and functions of WHO. Studies had been carried out on the effects of nuclear war on 

health and health services at the request of the Health Assembly and the findings had been published by 

WHO. He emphasized that there was no political motivation in his delegation's cosponsorship of the draft 

resolution, and noted that the term "nuclear weapons" had been used in an earlier Health Assembly resolution. 

He requested the General Committee to recommend that the Executive Board should discuss the draft 

resolution and submit a decision to the Forty-sixth World Health Assembly. 

Dr KOSENKO (Russian Federation) considered that the medical consequences of the use of nuclear 

weapons fell within the remit of WHO . However, the wording of the operative paragraph of the draft 

resolution was such that he could not form a clear opinion on the advisability of including or excluding the 

matter from the agenda. He would therefore abstain from a vote. 

Dr SADRIZADEH (Islamic Republic of Iran) supported the statement made by the delegate of Tonga 

and was in favour of referring the matter to the Executive Board for its consideration. 

Mr SCHEMEL (Germany) stressed that inclusion of that subject on the agenda could mean politicizing 

the debate, which his delegation would prefer to avoid. He endorsed the views of the delegates of France, 

Italy, the United Kingdom and the United States of America. 

Mr SALAZAR (Colombia) considered that it was within the purview of W H O to seek an opinion in 

international law with respect to nuclear weapons and their impact on health, which was the objective of WHO. 

The CHAIRMAN invited the Committee to vote by show of hands whether the proposed item should be 

added to the agenda of the Health Assembly in view of doubts as to whether the matter under consideration 

fell within the competence of WHO. 

The proposal to recommend the inclusion of the item in the agenda was rejected by 6 votes to 3，with 9 
abstentions. 

The CHAIRMAN said he would inform the plenary meeting the next morning of the General 

Committee's recommendation that the supplementary item should not be added to the agenda of the Health 

Assembly. 
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The General Committee then drew up the programme of meetings for Wednesday, 13 May, and agreed 

to hold its own next meeting on that day at 17h45. 

The meeting rose at 18h30. 

FOURTH MEETING 

Wednesday, 13 May 1992，at 17h45 

Chairman: Mr A. AL-BADI 
President of the Health Assembly 

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

After hearing the reports of Dr YOOSUF (Maldives), Chairman of Committee B, and Dr M E A D 

(Australia), Chairman of Committee A, the Committee approved the programme of meetings for the 

remainder of the Assembly. It noted that a plenary meeting would be held probably on Friday, 15 May, to 

adopt the final reports of the main committees, on the understanding that the President was authorized to 

schedule the meeting according to the progress made in those committees. The closing ceremony would then 

take place after a brief interval. 

2. CLOSURE 

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

The meeting rose at 17H55. 



COMMITTEE A 

FIRST MEETING 

Tuesday, 5 May 1992，at 11h05 

Chairman: Dr Catherine L. MEAD (Australia) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 16 of the Agenda (Document A45/40) 

The CHAIRMAN expressed gratitude for her election and welcomed those present, in particular the 

delegates of the new Member States, Kyrgyzstan, Latvia, and Lithuania, as well as Belarus and Ukraine which 

were reactivating their membership. She also welcomed the observers for Armenia, Moldova and Tajikistan, 

which were depositing their instruments of acceptance of the W H O Constitution with the Secretary-General of 

the United Nations, as well as the representatives of Georgia and Slovenia, both of which had applied for 

membership of WHO , and the observer for Puerto Rico, on whose behalf an application for associate 

membership had been received. 

She then drew attention to the third report of the Committee on Nominations (document A45/40), 

nominating Dr A. Jávor (Hungary) and Dr Véronique Lawson (Benin) as Vice-Chairmen and 

Dr F. Chávez Peón (Mexico) as Rapporteur. 

Decision: Committee A elected Dr A. Jávor (Hungary) and Dr Véronique Lawson (Benin) as 

Vice-Chairmen and Dr F. Chávez Peón (Mexico) as Rapporteur.1 

2. IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000， 
SECOND EVALUATION; AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 17 
of the Agenda (Resolutions WHA42.2 and EB89.R6; Document A45/3) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Eighth Report on the 

World Health Situation, prepared on the basis of the second evaluation of implementation of the Global 

Strategy for Health for All by the Year 2000, with national reports, regional evaluation reports and information 

from W H O and other international organizations, had revealed a trend towards greater involvement of 

individuals and the community in policy-making. 

There had been a continuing improvement at global level in health status measured by traditional 

indicators such as life expectancy and infant mortality. The gap between developed and developing countries 

was narrowing; however, among the developing countries it was widening between the least developed and the 

others. There were also indications that differences between certain population groups within countries were 

increasing. Although there was a solid political commitment to, and a sound base for, the health-for-all 

strategy, it had not necessarily led to a more equitable distribution of resources. 

In the developing countries, the epidemiological shift was continuing: cardiovascular diseases and cancer 

continued to increase, several tropical diseases were showing a disturbing increase, and the AIDS pandemic 

was continuing. However, as a result of immunization programmes, preventable diseases among children were 

showing a marked decline. Although the availability of essential health care was increasing overall, there were 

marked differences in the coverage provided by the different elements of primary health care, suggesting that 

much remained to be done to implement integrated health care. In many cases, differences in coverage 

between the developed and the least developed countries were also tending to increase. 

1

 Decision W H A 4 5 ( 4 ) . 
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Per capita health expenditure continued to increase in the industrialized countries, but was decreasing in 

many of the developing countries. There were few signs of any significant transfer of resources towards 

peripheral activities, particularly in the developing countries. At the same time, new financing approaches 

were being developed, with increasing contributions from the private and the nongovernmental sectors. The 

imbalance in the distribution of health personnel remained a major obstacle to the implementation of 

strategies. Low productivity as a result of poor working conditions and remuneration appeared to be an 

aggravating factor in many countries. The Executive Board had been pleased to note considerable 

improvement since the first evaluation in the quality of data received: 151 of 168 countries, representing 96% 

of the world population, had presented their evaluation reports, demonstrating the close cooperation between 

the Organization and its Member States. 

TTie evaluation had revealed, through an analysis of socioeconomic factors, a trend towards recognizing 

the importance of health as a basic element of development. Increasing literacy and the recognition of the role 

of women in development were favourable factors in health development, but the world economic situation of 

the 1980s had meant that many countries had not been able to sustain their socioeconomic development and 

that the health sector in particular had suffered. Socioeconomic imbalance and its effects on the increase in 

poverty, together with population imbalance and overpopulation in cities, had had severe consequences for 

environmental health and the provision of safe water, hygiene and accommodation, particularly in the poorest 

countries. Although the commitment to health for all remained, the implementation of strategies to achieve it 

had in many cases slowed as a result of economic factors, the rigidity of health systems, the difficulty of 

integrating health activities and of achieving real participation among all sectors, and inadequate health 

systems management. 

Increasing emphasis was being placed on making people the centre of development and giving them 

responsibility for their own well-being and health. Although a trend in health development towards greater 

involvement of individuals and communities in policy-making was evident, health systems based on primary 

health care had not always been developed adequately by countries. Progress had also been inadequate in 

devising effective ways of communicating with people and changing their behaviour. Aid resources provided by 

international and financial agencies had in many instances reflected the policies and strategies of the donors, 

which were not always in line with those of the recipient countries, and it was necessary to reorient 

significantly their priorities regarding aid to the least developed countries. 

The report outlined five challenges for the future: sustained commitment of governments to acting 

decisively to reduce inequity in health; reorientation of health systems, implying a redefinition of the role of 

government in health care; better methods of financing health programmes, keeping the overall level of health 

budgets under control; improved coordination between various health sectors and better linkage between 

health and development; and，finally, greater international cooperation in the health field. 

Following its review, the Board had stated that sustainable health development required a new 

framework for public health action, based on the principles of equity in health status and equality of access to 

primary health care and designed to mobilize and utilize resources for priority health needs and population 

groups. The time had come for the Organization to begin redefining and clarifying its own role of assisting 

governments and people in solving health problems around the world, so as to ensure rapid and realistic 

implementation of public health action and sustainable development. 

The Executive Board recommended to the World Health Assembly the adoption of the draft resolution 

contained in the Board's resolution EB89.R6. 

Dr NOVELLO (United States of America) noted that the commendable document before the 

Committee, containing data submitted by 151 governments, showed that health status as measured by such 

indicators as life expectancy and infant mortality had improved globally. Nevertheless, the inadequacies 

reported could not be overlooked, and intensified efforts must be made to overcome them. For instance, 

despite the global increase in the availability of essential care, millions of people still remained without access 

to at least some of its elements. 

The analysis in Chapter 8，entitled "Outlook for the Future"，was particularly interesting, as were the 

predicted trends and challenges to be addressed in accelerating the implementation of health-for-all strategies 

to achieve national and global targets. Some of the issues involved, such as health manpower, health 

development and technology, the environment, health information, the reorientation of health care systems, 

health leadership and greater cooperation, must be taken up in the development of the Ninth General 

Programme of Work. 

Dr KIM Won Ho (Democratic People's Republic of Korea) said that the second evaluation of the 

implementation of the Global Strategy for Health for All by the Year 2000 offered a comprehensive review of 

political, economic, demographic and social development trends and accurately reflected the current world 
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health situation. It was a marked improvement on the first evaluation, not only for the quality of the data 

provided but also for the number of countries and the total population covered. However, as Annex Table 1 

showed, information on some indicators had not been reported or had not been supplied in the proper form. 

Great progress had undoubtedly been made in world health. At the global level, life expectancy had 

risen and child mortality fallen, primary health care coverage had increased and the gap in health status 

between the developed and developing countries had narrowed. In his own country, mortality was currently 

5 per 1000 and infant mortality 9.8 per 1000 live-births. Average life expectancy at birth was 74.3 years. On 

the basis of those achievements, his Government would set higher goals and make active efforts to attain them. 

The second evaluation showed that there was much work to be done before the targets of the global 

strategy were attained at the global level. There was still a very big gap between the developed and the 

developing countries. For instance, the infant mortality rate was 14 per 1000 in the former, 75 in the latter, 

and 119 in the least developed countries. The maternal mortality rate was 34 per 100 000 live-births in the 

developed countries, 421 in the developing countries and 737 in the least developed countries; 99% of 

maternal deaths during pregnancy and delivery occurred in the developing countries. Life expectancy at birth 

was 76 years in the developed countries, 62 years in the developing countries, and only 50 years in the least 

developed countries. That situation could no longer be tolerated. Meeting the five challenges for the future 

mentioned in the report by sustaining governmental commitment to overcoming social inequities, by 

establishing health care systems focusing on health promotion and disease prevention, by improving the quality 

of health care at the district level and enhancing the role of the community, by financing health care and 

expanding managerial capabilities, and by strengthening international cooperation to enhance the role of W H O 

and stepping up support for the least developed countries constituted an important way of speeding up the 

implementation of the health-for-all strategy. He supported those activities, as well as the draft resolution 

recommended by the Executive Board in resolution EB89.R6. 

Dr SAVEL'EV (Russian Federation) said the second evaluation of the implementation of the strategy 

for health for all had coincided with a period of complex socioeconomic transformation in many countries. The 

methodology and quality of the second evaluation represented an improvement over the first. The efforts 

made by countries to collect, process and analyse material had enabled a number of well-founded conclusions 

to be drawn and a clearer picture developed of the current situation, the tasks requiring immediate attention, 

and the prospects for the long term. 

His delegation endorsed the evaluation. The information used in it would be helpful to a broad range of 

medical workers and should be widely disseminated to countries, organizations and professional groups. There 

was no doubt about the need for further development and strengthening of the primary health care approach 

as a key element of the strategy for health for all. Concrete examples of how the work done so far had 

contributed to improvements in health would have been welcome, but the difficulties involved in presenting 

such examples were evident, given the volume of material submitted by Member States. 

Far-reaching changes were under way in the Russian Federation, not only in the political, social and 

economic spheres, but also in health care. Responsibility for decision-making was being shifted to territorial 

administrative units, which henceforth would decide on the organization, functioning and financing of health 

care activities. Local authorities were taking a more active role in solving health problems. They were now 

being given the means to provide direct material and financial support for medical and health care facilities 

and the pharmaceutical network. 

The most pressing immediate needs were to make full and effective use of the existing health care 

resources and to seek additional ones. The health care reforms already being implemented were aimed at 

introducing a broader range of medical services, including private and insurance-based medical care. The 

Government had adopted a number of legislative acts and decrees to that effect. The role of the central 

Ministry of Health was also being modified to consist primarily in monitoring the quality of health care 

received by the population. 

In conclusion, he supported the draft resolution recommended by the Executive Board. 

Mr DEBRUS (Germany) explained that his Government had not been able to contribute to the Eighth 

Report on the World Health Situation because the deadline for the submission of statements had occurred 

shortly after the reunification of Germany on 3 October 1990, and it had not been possible to elaborate 

reliable data on the five new Federal Lander in the time available. To submit a contribution covering only the 

population of the Federal Republic of Germany before reunification would have been inappropriate. It would 

be appreciated if those circumstances could be very briefly explained in the eighth report, for which purpose he 

would shortly submit a text to the Secretariat. 

The explanations given in paragraphs 159-181 of the document before the Committee needed to be 

supplemented by a description of the successful work being done by the working group on the development of 
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policies for health and equity in pluralistic systems at the Regional Office for Europe. Those explanations 

assumed that health care systems had a centralist structure. While some countries in the European Region 

still had centralist systems, their number had decreased, as the head of Germany's delegation had emphasized 

at the fourth plenary meeting of the Forty-fourth World Health Assembly, suggesting that in future WHO's 

documentation should lay greater stress on development towards a more pluralistic or federal health system. 

Evaluations of the implementation of the global strategy and reports on the world health situation provided 

suitable opportunities for mentioning such regional office activities. 

Dr ALVÁREZ DUANY (Cuba) noted that the report indicated that the main obstacle to the attainment 

of health for all by the year 2000 was the prolonged economic crisis, which appeared to have no short-term 

solution. The crisis was characterized by reduced economic activity in all regions, slower economic growth, 

sluggish economies in Canada, the United States of America and the United Kingdom, a lower level of 

economic activity in eastern Europe and the former Soviet Union, uncertainty in the Middle East, and the 

ever-rising external indebtedness of the developing countries. The effects of those conditions were being 

particularly felt in the developing countries, where the fall in their already low standards of living had been 

made even more acute by structural adjustments and neoliberal economic policies: while the rich were being 

spared, the poor were becoming still poorer and more indebted. The gap between the developed countries and 

the developing countries was now an abyss. 

Cuba had entered the 1990s in very difficult circumstances. Latin America was in the tenth successive 

year of its own economic and social crisis and，given its heavy external indebtedness, the prospects of revived 

economic growth remained uncertain. The collapse of the socialist camp in eastern Europe had affected 

three-quarters of Cuba's trade, while the thirty-year-old economic blockade was more destructive than ever. 

Thus the country had been left with no alternative but to embark on an emergency programme, which had 

nothing to do with the well-known adjustment policies advocated by the International Monetary Fund, since it 

was designed to ensure that all citizens were adequately protected. In the allocation of consumer goods, 

priority had been given to low-income groups and to children and the elderly, thereby avoiding the situations 

found in other countries where an opulent minority remained immune to the crisis while the majority was 

submerged in ever-deeper poverty. In Cuba, fortunately, the structures created over the past 32 years enabled 

the country to face the present challenges. The strategy adopted to overcome the crisis included a food 

programme and programmes to develop tourism and the medical and biotechnology industries. Nevertheless, 

those endeavours would only partly make up for the negative factors, and hard times lay ahead. 

The extensive public health system built up in the three decades since the Revolution employed over 

300 000 workers and was endowed with substantial medical and non-medical equipment. In the early 1960s 

emphasis had been placed on programmes to combat the then widespread communicable diseases. Backed by 

new screening techniques, drugs and vaccines, the programmes had been so successful that communicable 

diseases currently accounted for only 1.5% of all deaths. 

In the early 1970s, women and children had been identified as the population group in greatest need 

of attention. The effective application of programmes for them, coupled with the other constructive changes in 

Cuban society, had accounted for the improvements in the population's health status. Cuba had some time ago 

achieved the targets for health for all identified at Alma-Ata, thanks to political will and the priority accorded 

to health and education. Reduction in noncommunicable diseases and accidents, which were now the main 

causes of death, had become the next strategic priority. Achieving such a reduction was entirely possible, since 

the main causes had common antecedents and conditioning factors that could be modified. 

To maintain and expand the progress made in the struggle against infectious diseases and for maternal 

and child health, as well as to win the battle against noncommunicable diseases and the attendant risk factors, 

targets, objectives and guidelines had been elaborated for improving the health of the Cuban population in the 

period 1992-2000. Even amid the current economic difficulties, those objectives could be achieved, for a 

number of reasons. In the first place, the health care system was capable of providing all citizens with 

comprehensive care; equality of access to the most advanced types of assistance and medical technology and 

to the most highly qualified specialists was assured. A massive investment was being made in biotechnology, 

the pharmaceutical industry and medical equipment. Some examples of such investment were in type В 

vaccine against meningococcal meningitis, hepatitis В vaccine, recombinant streptokinase and interferon, and 

the development of high-technology medical teams. 

But the main reason why Cuba had a special aptitude for successfully carrying out health care 

programmes was that over 67% of the population were now being monitored by a family doctor or nurse - and 

that figure was growing. With their potential to promote healthy lifestyles, to identify risk factors before 

diseases developed, and to offer continuing care, the family doctor and nurse were in a unique position. They 

formed the cornerstone of a system that, when supplemented by the commitment to qualitatively improving 

Cuban health care, the possibility of increasing the training of medical staff and health care professionals, and 
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the feasibility of improving treatment of noncommunicable diseases, placed Cuba in a position to achieve 

significant advances in health care with direct benefit to the population. 

Professor LU Rushan (China) said the report would have a practical impact on the future health 

development of Member States. It indicated that the community and individuals, as well as governments, must 

play a part in decision-making for health; that approach would lay a sound foundation for developing the 

Ninth General Programme of Work. 

Prime Minister Li Peng had stated, in October 1988, that achieving health for all by the year 2000 was an 

integral part of China's general socioeconomic development goals. In March 1990, the Ministry of Public 

Health, the State Economic Planning Commission, the Ministry of Agriculture and the State Environmental 

Protection Administration, among other bodies, had jointly formulated and published a strategic plan for the 

realization of health for all by the year 2000 in rural areas, including the managerial process and primary 

health care and the evaluation criteria. The Chinese Government attached great importance to the evaluation 

work. 

In 1990, China had carried out its mid-term review of primary health care in 30 pilot districts. The 

results had shown that the implementation of primary health care had fully mobilized the initiative of the 

Government at all levels and of the broad masses as well. Twenty-two provinces, autonomous regions and 

municipalities had now established primary health care committees and had formulated long-term programmes. 

Primary health care work had been included in the general goals for governmental management at all levels 

and in the general socioeconomic programmes. The specific targets were divided among various departments. 

Individuals and communities were very active in those efforts. 

China was a developing country with a large population. The achievement of health for all by the year 

2000 had become a common goal of the whole society. Much progress had been made, even though 

implementation of primary health care had met many problems. The evaluation report would enable China to 

learn from the positive experiences of other countries. 

Ms KRISTENSEN (Denmark), speaking on behalf of the Nordic countries, said the deteriorating 

economic situation in many countries increased competition for limited resources and the health sector easily 

lost out. It was therefore vital to ensure optimal utilization of available resources. Experience had shown that 

primary health care could work efficiently to that end when backed by a continuing political, social and 

financial commitment, and when translated into clear and practical guidelines. 

There was a strong political commitment to achieving the health-for-all goals, but the fundamental 

policies based on primary health care had not always been appropriately put into practice. Reducing inequities 

in health was a pivotal aspect of health for all. Given the limited public resources available for health 

development and the limited administrative capacity to redefine responsibility within the health sector, 

ensuring access for all to the elements of primary health care was a matter of public responsibility. 

To assist governments in their health sector reforms, the primary health care strategies should be 

updated and made more operational. An important part of that process was to find solutions for new urban 

areas and to unite the strategies with the recent movement to create supportive environments for health. 

The health situation of disadvantaged populations needed to be better understood. International and 

national health policy promotion and development must focus on ensuring access to health care for the least 

privileged and most vulnerable groups. 

There was a need for a more active international dialogue concerning innovative health financing 

schemes. Sustaining a steady growth in health resources implied finding efficient and equitable health 

financing mechanisms. 

More attention should be given to the formulation of W H O support to countries. The Organization 

should give even higher priority to helping local authorities to develop national policies for adapting primary 

health care strategies. That would require a careful analysis of national health systems in order to achieve the 

proper balance between primary, secondary and tertiary health systems. To achieve such objectives, W H O 

needed to strengthen the technical and managerial capacities of its country offices. 

She welcomed the Organization's recent efforts to assist the least developed countries in setting overall 

priorities and in mobilizing external resources for health development. Still greater stress should be placed on 

activities at the district level, because it was there that health systems could best respond to local needs and 

ensure community involvement. 

One of the new challenges facing W H O was the current situation in central and eastern Europe, which 

called for new initiatives. 

The Nordic countries welcomed the statement by the Director-General at the eighty-ninth session of the 

Executive Board, in which he had reaffirmed the Organization's commitment to the goals of health for all and 

primary health care. Primary health care was a goal worth preserving; however, it had to be implemented 
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properly and at all levels. Her country was therefore looking forward to the outcome of the deliberations of 

the working group of the Executive Board on the W H O response to global change and to a clarification of the 

Organization's future course. 

Dr DLAMINI (Swaziland) said that despite economic difficulties, particularly in the developing world 

and more specifically in the African Region, there had been a gradual improvement in the world health 

situation. ТЪе Regional Office for Africa had designed and tested 27 indicators including overall health status 

and provision of health services and of health-related social services, which had been used to monitor health 

trends. The data had been collected by means of household surveys, which could be interpreted without 

difficulty by community workers. The results showed that the health situation in the African Region was still 

not satisfactory. In particular, more efforts were needed to implement the primary health care strategy. 

Her country appreciated that fact that the report offered suggestions for future action in the health field. 

It would be implementing those suggested actions, as well as others, concentrating in particular on improving 

the managerial capacity of health workers. 

Although it had been adopted everywhere in the world, primary health care was in many cases not being 

fully implemented. She therefore endorsed the report's call for strengthening that approach. 

While some programmes in countries of the African Region had been receiving external support, that 

source of funding was drying up. Those countries needed to utilize their current resources as efficiently as 

possible and to seek other sources of funding. 

Her delegation supported the draft resolution recommended by the Executive Board in resolution 

EB89.R6. 

Dr CABA-MARTÍN (Spain) said that the Organization should be proud that 151 countries had been 

able to agree on a set of common health objectives. Yet, it should guard against becoming too complacent 

about the achievements of the health-for-all strategy. While there had indeed been great advances in certain 

areas, such as child mortality, maternal health and life expectancy, there had been either no progress or even a 

decline in other areas. Generally speaking, the health situation had deteriorated. Moreover, the gap between 

the developing and developed countries was growing larger. Health issues such as life-styles and risk factors 

were still not being dealt with on a global basis. 

The report provided a rather dramatic vision of the current situation and gloomy prospects for the 

future. Priorities must be set for the second evaluation, including: disparities in health; environmental risks 

and their consequences; life-styles; and new and better technologies, accessible to the poorer countries, for 

prevention, treatment and rehabilitation. 

In order to achieve an accurate picture, the evaluation should be carried out at the national and regional 

levels and by governmental organizations. While obtaining such data was not a simple matter, the information 

was of particular importance since it allowed for comparison of the health situations between and within 

countries. To ensure the success of the health-for-all strategy, it would be appropriate to evaluate not only 

morbidity and mortality rates but also quality of life. 

In the chapter entitled "Outlook for the Future", the report stated that research on vaccines, 

pharmaceuticals and medical equipment was becoming ever more expensive, with the result that the 

end-products were priced out of the reach of developing countries, which were pressured by manufacturers and 

donors to use those costly new technologies. That situation was an enormous obstacle to progress towards the 

goal of health for all. The fact that developing countries did not represent attractive markets for transnational 

pharmaceutical companies meant that there was little interest in developing products for those countries, 

making it difficult for them to have access to new technologies. That appeared to be one of the consequences 

of the currently much-vaunted market economy. 

He was concerned also about the overmedicalization of the issue of health. With some slight 

exaggeration, it could be said that health was an essentially political and social issue which had certain medical 

implications. 

Dr OSAWA (Japan) said that the health-for-all strategy had produced some highly significant results: 

there had been a drastic improvement in several key health indices, including the infant mortality rate and 

average life expectancy at birth. Nevertheless, a number of global changes, such as population growth, 

continuing urbanization and deterioration of the environment, threatened to widen further the gap in health 

status between the developing and developed countries. 
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His Government fully supported the health-for-all strategy, and in particular endorsed the call for a new 

framework for the implementation of the programme. It also supported the draft resolution contained in 

resolution EB89.R6, which stressed the importance of appropriate resource investment and allocation and of 

political commitment to health for all at the highest levels of government. 

The meeting rose at 12H30. 



SECOND MEETING 

Tuesday, 5 May 1992，at 15h55 

Chairman: Dr Catherine L. MEAD (Australia) 

IMPLEMENTATION OF THE GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000, 
SECOND EVALUATION; AND EIGHTH REPORT ON THE WORLD HEALTH SITUATION: Item 17 of the 
Agenda (Resolutions WHA42.2 and EB89.R6; Document A45/3) (continued) 

Dr ADAMS (Australia) supported the draft resolution recommended by the Executive Board. He 

commended the report contained in document A45/3 for its optimism and for its presentation of guidelines 

and challenges for the future; it should be compulsory reading for all public health students. 

The report compelled countries to look both inwards and outwards. Looking inwards meant revising 

their own domestic goals and targets, as Australia was indeed now doing. In the next financial year, it would 

be attempting to link health goals and targets with the entire federal financing system and thus integrate them 

into the arrangements for financing state and area health services. One result would be that areas lagging 

behind on certain targets would be entitled to additional funding. Internal targets must take close account of 

the needs of the least favoured population groups. An area of major concern in Australia was the health of 

indigenous peoples, which would be receiving greater attention, as would that of remote populations and the 

unemployed. 

The outward-looking approach was clearly reflected in the fifth challenge, namely, the need for more 

international cooperation in health. He saw a substantial potential role for the regional offices in taking up 

that challenge and coordinating international cooperation within the regions. Australia would be pressing for 

such an approach within the Western Pacific Region and would play a constructive role in sharing expertise 

and health developments. 

Dr NABARRO (United Kingdom of Great Britain and Northern Ireland) agreed that the report, 

perhaps slightly abridged, deserved to be widely disseminated. The analysis of progress and shortcomings was, 

on the whole, fair and objective, and he broadly agreed with the conclusions and with the enumeration of 

challenges that had to be addressed. The report sounded a note of commendable optimism in highlighting the 

remarkable achievements made despite limited resources, particularly in improving health status, as reflected in 

the lowering of the infant mortality rate and the increase in life expectancy. 

Two major shortcomings remained, however. Firstly, many health status indicators, particularly those 

concerning maternal mortality, infectious and parasitic diseases, acute respiratory infections in childhood, 

malaria and noncommunicable diseases, had not improved. There was a resurgence of diseases such as 

tuberculosis and yellow fever, and AIDS and hepatitis В posed an ever-growing threat. Those adverse trends 

were a clear warning against any complacency. 

The second shortcoming related to the patchiness of progress on some of the fundamentals of the health-

for-all strategy and the widening gap between the developing and the least developed countries. Health 

strategies had been difficult to implement not only because of economic factors but also because of the 

practical problems of integrating health activities into an infrastructure that had been starved of investment in 

recent years. The targets and goals must be examined to see if they could indeed be implemented in countries 

in that situation. 

He supported the recommendations made in paragraphs 16 to 22 of document A45/3, especially the 

emphasis on "redefinition of the roles of governments in health care and reorientation of health systems, taking 

into account the continuing limits in terms of public resources and management capacity" (the second 

challenge) and the call for new styles of collaboration "which place technically sound development activities 

under the management of national staff at different levels" (the fifth challenge), with the proviso that national 

staff should include private sector staff. 

-14 -
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After suggesting that the issues of implementation to which he had referred should be addressed more 

directly in the Ninth General Programme of Work, he expressed support for the draft resolution recommended 

by the Executive Board. 

Dr DALLAL (Lebanon) joined in welcoming the report, adding, however, that global indicators could 

not be said fully to reflect individual differences between countries. 

The impact of armed conflicts on health and health activities could not be overemphasized. Obviously, 

W H O could not prevent such conflicts, but international efforts must be directed towards adopting and 

implementing a conflict-prevention policy as advocated by the Secretary-General of the United Nations. 

Armed conflicts undermined all the progress made towards the provision of primary health care and the 

implementation of the health-for-all strategy, as could be seen in Lebanon and other Middle Eastern countries; 

they eroded the quality of life and destroyed life itself. 

Major environmental hazards such as radiation and the depletion of the ozone layer, against which 

primary health care was powerless, also called for all-out international action. He supported the conclusions of 

the second evaluation and the eighth report on the world health situation. 

Dr MANCIAUX (France) said that the document before the Committee showed the importance of 

evaluation in WHO's work. The fact that 96% of the world's population had been covered by the exercise bore 

witness both to the excellent relations between W H O and countries and to the now universal recognition of the 

importance, where health work was concerned, of evaluation, in which countries' own activities should be 

linked with those of the Organization. While some centralization of health information was necessary in a 

world in flux, rather more precisely defined indicators than those currently used were no doubt needed to 

effect reliable intercountry comparisons and discern trends for the future. With the third evaluation in view, 

there should be a better breakdown of the data by such parameters as age, sex, housing conditions and social 

status, in order to bring into sharper focus the most disadvantaged sectors of society: infants, women, the 

populations of rural and peri-urban areas in developing countries, ethnic minorities and other vulnerable 

population groups. Increasingly throughout the world, including the developed countries, a dual-track situation 

prevailed. The principle of equity, at least in regard to access to health care, must remain an absolute priority. 

Although the report contained hopeful signs, the findings represented averages and obscured significant 

disparities, as several speakers had pointed out. In addition, it revealed a number of matters of concern to 

which his delegation would return later. Perhaps it would have been more logical to begin the report by 

presenting the various indicators and associated issues and then, in a second part, set out the actual findings in 

terms of morbidity, mortality and life expectancy, including if possible disability-free life expectancy. He 

unreservedly endorsed the analysis in Chapter 2 regarding primary health care, intersectorality and the 

improvement of the management process; that reflected a global approach to health programmes still sadly 

lacking in studies for the health professions. Moreover, primary health care was still by no means universally 

understood and accepted. It was also difficult to implement fully; the huge burden placed on the shoulders of 

primary health care workers must be shared with other health and development professionals and, especially, 

with communities. 

Regarding Chapter 3 on health care, the progress recorded in some areas such as sanitation, water and 

vaccination - in which the Expanded Programme on Immunization had increased life expectancy - was 

welcome, although it benefited urban more than rural communities. Results were still inadequate, and in some 

instances ground was being lost, for example in maternal and child care and family planning. 

The developing countries now had to confront not only diseases traditionally associated with 

underdevelopment, but also degenerative diseases linked with development, compounded in some cases by the 

crushing burden of AIDS. One basic problem was that what might be termed the epidemiological and 

demographic transitions were out of phase; moreover, uncontrolled population increase constituted a major 

threat to the environment. A comprehensive overview by W H O of the health - development - environment 

triad would be a fitting contribution to the forthcoming United Nations Conference on Environment and 

Development. 

In many countries, there were increasing demands on the non-formal sector as a result of decreased 

public expenditure on health; enhanced control of health expenditure and optimal use of available resources, 

together with education of the users of health systems, had become crucial issues. 

Chapter 8, on the outlook for the future, rightly stressed the importance of coordination between the 

United Nations specialized agencies, nongovernmental organizations and bilateral and multilateral cooperation 

programmes. WHO's place in that process must be clarified. 

His delegation supported the draft resolution recommended by the Executive Board in resolution 

EB89.R6. 
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Dr CHIMIMBA (Malawi) said it was clear that while, globally, health status as measured in terms of 

traditional indicators such as life expectancy or infant and child mortality was improving, the gap between the 

developed and the least developed countries continued to widen. In the latter high rates of infant and 

maternal mortality, the increase in or return of communicable diseases, a shortage of health personnel and 

inadequate health technology for primary health care, set against a background of conflict, disasters and social 

inequality, all constituted obstacles to the achievement of health for all by the year 2000. Notwithstanding 

political will，the implementation of the global strategy at local level gave cause for concern: despite active 

community participation in the improvement of health care, financial and managerial constraints made it 

impossible to meet needs. Observing a certain shift of emphasis towards other parts of the world, he urged 

W H O to reassess its role in ensuring that the goal of health for all was attained everywhere, and called more 

particularly for a thorough review of the entire health and development strategy for his own region and 

subregion, sorely affected by drought. While appreciating the initiatives to find methods of improving 

capabilities for economic analysis and strengthening health financing, he considered that greater emphasis 

should be laid on international cooperation for health, where W H O had an important mobilizing role to play. 

He welcomed the Executive Board's decision to set up a working group to define WHO's new role in the 

Global Strategy for Health for All by the Year 2000, and said that his delegation endorsed the draft resolution 

recommended by the Board. 

Dr MARAMBA (Philippines) welcomed the document before the Committee, which contained a great 

deal of useful material for policy planning and formulation and the projection of future trends in 

socioeconomic development, health status and health care indicators, as well as human and financial resources. 

As the Director-General had remarked, rapid global changes were to be expected, and countries must be 

prepared for them. In his own country, the outcome of the imminent elections would no doubt have an impact 

on the health sector, while the decentralization of basic health care that had already begun and the new role 

assumed by the Ministry of Health as an instigator and regulator of services financed partly by the public and 

partly by the private sector constituted an important innovation. The aim of such devolution was to achieve 

health programmes better geared to local needs and health services better integrated with social and other 

services. The success of the exercise would depend, however, in great measure on the policy adopted by the 

local executive and legislative councils and on the degree of community participation in planning and 

implementation. Again, the isolation of health services from other services would have to be tackled, for 

example by the establishment of integration machinery, the development of standards and guidelines for health 

programmes as well as training and qualification, and the regulation of health-related institutions. 

The heavy debt burden and the effects of natural disasters in recent years had inevitably imposed 

substantial constraints on public spending in the Philippines. Innovative mechanisms would therefore have to 

be devised for financing health care, especially at the community level, and for extending health insurance 

coverage to the self-employed and the unemployed. In those domains, as elsewhere, W H O had a valuable role 

to play in securing greater cooperation between its Member States, coordinating action and mobilizing 

resources. 

His delegation supported the draft resolution recommended by the Executive Board. 

Dr GEORGE (Gambia) said that, notwithstanding its intrinsic value, the report before the Committee 

could not but distress sub-Saharan Africa, showing as it did that the gap between the least developed countries 

and other developing countries was expanding and that the impact of primary health care on the 32 countries 

in the subcontinent that fell into the latter category had been negligible. The situation was, in fact, worse than 

described, as those countries were increasingly affected by costly chronic diseases such as diabetes, the impact 

of AIDS and road traffic accidents, besides having to cope with perennial problems including malaria, 

diarrhoea, pneumonia and malnutrition. When one took account of their dwindling financial resources, weak 

management systems, poor infrastructures and accelerating brain drain, as well as the social problems caused 

by war, refugee movements and natural disasters including drought, it became clear that a thorough review of 

health-for-all strategies and infrastructures in the least developed countries was called for. There was an 

urgent need for greater coordination of donor interventions, integration of programmes, and investment in 

capacity building and human resource development, with more consolidation of existing projects and fewer 

innovations and pilot projects. Existing information systems should also be strengthened, especially in the area 

to which he had specifically referred, so as to ensure a continuum of reliable data collection, monitoring and 

evaluation. Good health was essential to improved quality of life; the social dimensions of structural 

adjustment must be duly considered and health must be seen as an integral component of socioeconomic 

development. 

His delegation endorsed the draft resolution recommended by the Executive Board. 
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Dr VAN ETTEN (Netherlands) welcomed the report, which illustrated the progress made in recent 
years, but added that the least developed countries, where the pace of improvement had been slowest, gave 
cause for concern. According to indicators such as infant mortality, life expectancy, birth weight, vaccination 
coverage, and distribution of and access to health services, the gap between the least developed and other 
developing countries was widening. While the proportion of national health expenditure devoted to primary 
health care had increased in the developed world and remained stationary in the developing countries, it had 
decreased in the least developed countries, nearly all of which were situated in sub-Saharan Africa. 

The absence from the report of any information on maternal mortality was to be regretted, for greater 
attention needed to be paid, at the international and national levels alike, to the subject of safe motherhood. 

In its concluding chapter, the report usefully reviewed future trends in economic and social development, 
in health status, in the development of health systems，in health resources and in health and the environment, 
and discussed such important strategic issues for future health development as the role of government in the 
health sector, the development of efficient financing mechanisms, the promotion of appropriate technology, 
concentration by health systems on priority groups of health problems, and the improvement of international 
cooperation. In endorsing the report's conclusions, he once again called for proper attention to the needs of 
the least developed countries and long-term financial aid to meet those needs. 

He supported the draft resolution recommended by the Executive Board. 

Dr ТАРА (Tonga), submitting that the item was possibly the most important one before the Committee 
at the present session, commended the report. He applauded the advances it recorded, which signified that a 
large number of human beings throughout the world had acquired and experienced health as defined in 
WHO's Constitution. That was a cause for rejoicing. There was, however, another side to the report - news 
that was neither happy nor satisfying. There were still thousands of millions of human beings aboard spaceship 
Earth who through no fault of their own had been denied the optimal level of health of the more fortunate. 
Their plight merited both concern and compassion; every effort should be made to speed up the improvement 
of their lot, so that by the time of the third evaluation of the global strategy good health might be seen to be 
more widely shared and that by the year 2000 social justice and equity might be seen to have been put into 
practice, even if health for all proved unattainable until beyond that date. On the manner in which those 
objectives might be attained, he called attention to the special relevance of resolution WHA37.13 on the 
spiritual dimension in the Global Strategy. He fully endorsed the draft resolution submitted by the Executive 
Board. 

Dr JIMÉNEZ (Chile) welcomed and commended the report, which clearly highlighted health inequalities 
throughout the world and demonstrated the value of the Global Strategy. Although that strategy was complex, 
its implementation was feasible provided countries saw how it should be tackled. Chile had long experience in 
the development of primary health care; over the past 35 years it had reduced its infant mortality rate from 
200 to 16 per thousand and thereby increased life expectancy from 50 to 72 years. However, certain 
components of primary health care were not always properly developed; in many parts of the world vast 
resources were being invested in health infrastructure without a corresponding increase in human resources. 
That was a main weakness of primary health care strategy. Another was failure to maintain a proper balance 
between the various health care levels; thus the former authoritarian regime in Chile had made primary health 
care the excuse for neglecting other levels. In many developing countries, the challenge after reaching the 
target for health care coverage was to improve the quality of the care itself. In democratic countries, the 
perception of such quality by the user was an important political factor encouraging governments to provide it. 
Once the main targets for health and maternal and child care had been achieved, efforts would have to be 
concentrated on other health problems that were best dealt with at primary health care level. In Chile where, 
as in many countries, the level of development was not uniform throughout the territory, special emphasis was 
being placed on the rural areas. 

As the report noted, there was a need to broaden health coverage; that called for proper policies to 
ensure that the increased coverage was geared to the specific programmes so that they were effective in 
practice. Countries and peoples were looking for results within a generation for, although demographic and 
epidemiological changes took decades, families could not wait so long for health improvements. The need for 
a proper mix of effective short-, medium- and long-term strategies should thus be realised by public health 
authorities. Community-based primary health care strategies were the best way of meeting the challenges 
facing all countries at the present time. That was a further reason for commending the document, which he 
considered should be published in more permanent form for use by Members governments, public health 
workers and other interested persons. He also supported the draft resolution recommended by the Executive 
Board. 
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Dr STAMPS (Zimbabwe) said that, notwithstanding the precarious situation in southern Africa, he 
himself felt optimistic: the capacity of people to adapt to new challenges was often underrated. The health 
achievements of his own country on a very small budget might be seen as not far short of miraculous and 
demonstrated commitment to the cause of health for all by the year 2000. He paid tribute to the generosity of 
those who had supported that effort on the basis of the nationally determined objectives. 

At the same time, he felt that some received wisdom, especially where policies on tuberculosis, 
institutional childbirth and advocacy of measures against human immunodeficiency virus (HIV) were 
concerned, stood in need of review. Excessive emphasis seemed to be laid on secondary prevention, and not 
enough on sustained efforts to bring about cultural and behavioural change. 

Concerning financial resources he noted that scarcity not only stunted development but provoked the 
departure of bright young people for more comfortable environments in the developed countries. 

Communities should be involved in health-care delivery, especially at decision-making levels. There had 
been a tendency in the past to follow a paternalistic line in supporting centralized concepts of health-care 
delivery on grounds of consistency and equity; but effectiveness would not, he submitted, be jeopardized by a 
decision to devolve management and to involve the non-health sector as well as the private sector in the 
matter. That nettle had indeed been grasped and，despite the terrible drought which had struck southern 
Africa, creating new causes of death and hampering both physical and mental development, the countries 
concerned would still face up to the challenges referred to in Chapter 8 of the document, and more particularly 
in paragraphs 20 and 21 of the Executive Summary, which reflected the fact that Africa had found itself 
progressively marginalized as a result of "donor fatigue" and the shift of attention towards other parts of the 
world. 

Equity of access must be matched by appropriate health care; in that connection he singled out safe 
motherhood which, previously underprized, was a high priority for Zimbabwe. Another problem in his country 
was a troubling increase in the number of street children and refugees. 

He was constantly impressed by the dedication of health staff who worked under poor conditions and 
with poor promotion prospects; despite that commitment, however, wastage posed a major problem calling for 
urgent attention. 

Finally, he solicited the continuing support of those who had given assistance in the past in an 
atmosphere of mutual respect and common purpose; in that context the leadership of WHO was paramount 
and the commitment of aU countries to helping to meet each others' needs was extremely important. 

Dr GALICIA DE NUÑEZ (Venezuela) noted that there was an increasing tendency to speak of health 
for all but to omit any mention of the year 2000. Although the target of health for all by the year 2000 would 
certainly not be achieved, that date was important and should be retained; it had helped to speed up the 
search for solutions to health problems, and the results could be considered after the deadline had been 
reached, when the necessary changes in approach could be made. 

She commended document A45/3, which she agreed should be given wide circulation, and fully endorsed 
the resolution recommended by the Executive Board. 

Mrs ODUORI (Kenya) said that she was encouraged to note that good progress had been achieved in 
the health-for-all strategy and urged Member countries to redouble their efforts in addressing the future 
challenges set forth in document A45/3, which should be widely circulated to demonstrate the progress made. 

Her country was committed to reviewing areas of shortfall identified in the report in order to take 
remedial action and expressed its appreciation for the support received both from WHO and from countries 
and organizations in implementing its primary health care activities. 

It looked forward to continued support and collaboration in its efforts to meet the future challenges 
mentioned in the report and supported the draft resolution recommended by the Executive Board. 

/ • 
Professor RAKIC (Yugoslavia) said that one of the most important aspects of the report was the way it 

highlighted the link between crucial elements of the strategy and the future development of health services, and 
showed how the strategy could be used to identify possible future trends. Under Chapter 8 (Outlook for the 
future), the indications given as to the role of science and technology in meeting urgent needs for vaccines, 
pharmaceuticals, and medical equipment, as well as the forecasts of likely future trends in health and the 
environment, would provide new and valuable guidelines for future action. 

However, the report should have placed greater emphasis on the need to make the health-for-all strategy 
and philosophy an integral part of the education and training of health personnel at all levels. That would not 
only assist in implementation of the strategy, but would also help to foster future improvements in health. 
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Mrs WATTSON (Nicaragua) commended the report, and agreed that it should be made available to all 
those working in the health field, whether they were still in training or qualified practitioners. 

The developing countries, as a result of the recession, were currently suffering from a severe economic 
crisis which had led to a shrinkage of their traditional markets and a widening of the technological gap 
between them and the rest of the world. In the specific case of Nicaragua, the impact of economic adjustment 
policies was being felt chiefly in backward areas so that greater efforts were needed to overcome the political 
problems that made the total pacification of the country difficult. 

Despite such difficulties, Nicaragua had maintained and extended its primary health care coverage, and 
had established 19 local health care systems in an effort to achieve greater efficiency and equity. However, 
national goals set with the aim of achieving health for all by the year 2000 would take longer to achieve than 
originally planned: adjustments would therefore have to be made to the system to enable it to deal with new 
problems such as AIDS, cholera, and disabilities caused not by old age, but by violence and war. The 
information system must also be improved so that it could better monitor and assess the real impact of health 
programmes. The data given in Annex Table 1 of the report showed that for Nicaragua, as for many other 
countries, information on a number of indicators was either nonexistent or not in the expected format. 
Without proper information, there would be no way of knowing whether or not health-for-all targets had been 
attained. 

Among the aspects of the strategy outlined in the report, she welcomed in particular the reference to 
technical assistance. Today, more than ever, developing countries like Nicaragua needed such assistance to 
bridge the technological gap and increase their ability to solve health problems. 

Nicaragua also had problems with migrants, which could be solved only through a joint approach by the 
countries concerned; frontier health posts, within the framework of local health systems, should be referred to 
explicitly in the draft resolution recommended by the Executive Board, which she fully supported. Finally, she 
expressed Nicaragua's gratitude for the assistance provided by WHO； nongovernmental organizations, and 
friendly countries in finding solutions to its health problems. She hoped that that assistance would be 
increased, since the challenges were great and the year 2000 was not far off. 

Dr CHUNHARAS (Thailand) said that there was a need to address the issue of inequities in health 
status within a country by including in country reports disaggregated data for various population groups. 
Although such data had not been available for the current evaluation, he hoped that WHO would provide the 
necessary support to countries in providing it, so that inequities within each country could be better analysed. 
Although a global report such as the one under consideration was useful in reflecting inequities between 
groups of countries, an "in^country" evaluation would provide a good basis for future country health 
development. 

He commended the Secretariat for providing information on the reporting of data by countries (Annex 
Table 1). Clear and detailed feedback of that kind would help countries to improve their information systems. 

While the analysis of future trends given in the final chapter of the report was interesting, it would have 
been more useful if it had been initiated at country level and based on country expertise. 

He was sure that the problems and contraints revealed by the evaluation would help the Organization to 
work more closely with countries in tackling the challenges which lay ahead, and which went well beyond the 
year 2000. 

Dr JARDEL (Assistant Director-General) welcomed the support expressed for the report by the majority 
of delegates. The very fact that the report was a global one meant that it was bound to have many 
imperfections: its chief purpose was to supply information, and thus to act as a stimulus for further progress. 
However, the evaluation exercise carried out by countries themselves was expected to be directly useful for the 
reorientation of national strategies. 

Replying to specific points, he said that the final version of the report would contain some indications as 
to why information on Germany was inadequate. Reference would also be made to the particular problems 
faced by countries with federal or pluralist systems, as also requested by the delegate of Germany. 

He particularly appreciated the support expressed for the ideas outlined in Chapter 8 (Outlook for the 
future): those ideas were already being used in preparing the Ninth General Programme of Work, and the 
comments made by delegates would be reflected in that exercise. He recognized that greater efforts needed to 
be made to assist the least developed countries and vulnerable groups in aU countries, and to mobilize 
resources to that effect. Assessment tools and indicators would need to be further refined in order to help 
countries to assess progress towards equity where health was concerned. 
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In response to the wishes expressed by a number of delegates, he said it was WHO，s intention to give a 
report the widest possible circulation, within the limits set by financial constraints. 

The draft resolution recommended by the Executive Board in resolution EB89.R6 was approved.1 

The meeting rose at 17h40. 

1

 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution W H A 4 5 . 4 . 



THIRD MEETING 

Wednesday, 6 May 1992，at 9h30 

Chairman: Dr Catherine L. MEAD (Australia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda 

Strengthening the role of nursing and midwifery personnel in support of the strategy for health for all 
(Resolution WHA42.27; Documents A45/4 and A45/INF.DOC./6) 

The CHAIRMAN, reviewing the documents before the Committee, drew attention to the following draft 
resolution proposed by the delegations of Bangladesh, Barbados, Belgium, Botswana, Brunei Darussalam, 
Canada, Cook Islands, Cyprus, Gambia, Ghana, Iceland, Kenya, Lesotho, Malawi, Malaysia, Maldives, Malta, 
Mauritius, Namibia, New Zealand, Nigeria, Samoa, Seychelles, Swaziland, Tonga, Trinidad and Tobago, United 
Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania, and Zimbabwe. In accordance 
with Rule 52 of the Rules of Procedure, she would permit the discussion and consideration of amendments to 
the draft resolution although copies of it had not been circulated two days previously. 

The Forty-fifth World Health Assembly, 
Having considered the Director-GeneraPs report on strengthening nursing and midwifery in 

support of strategies for health for all; 
Recalling resolution WHA42.27; 
Mindful of the growing demand for and cost of health care in countries throughout the world; 
Concerned at the continued shortage of nursing and midwifery personnel and the urgent need to 

recruit, retain, educate, and motivate sufficient numbers to meet present and future community health 
needs; 

Committed to the promotion of nursing/midwifery as essential health services in all countries, 

1. THANKS the Director-General for his report; 

2. URGES Member States to: 

(1) identify their nursing/midwifery service needs and，in this context, assess the roles and 
utilization of nursing/midwifery personnel; 
(2) strengthen managerial and leadership capabilities and reinforce the positions of nursing and 
midwifery personnel in all health care settings and at all levels of service; 
(3) enact legislation, where necessary, or take other appropriate measures to ensure good nursing 
and midwifery services; 
(4) strengthen education in nursing and midwifery and revise such education where appropriate, 
in order to meet the changing health care needs of populations; 
(5) promote and support health services research that will ensure the optimal contribution of 
nursing and midwifery to health care delivery; 

3. REQUESTS WHO regional committees to reinforce regional actions in order to enable Member 
States to implement the above provisions effectively and to identify sources for financing such actions in 
those States which are undergoing economic structural reform programmes or which have other special 
needs; 

-21 -
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4. REQUESTS the Director-General to: 

(1) establish a global advisory group on nursing and midwifery, with the express purpose of: 
(a) advising the Director-General on all nursing/midwifery services; 
(b) developing mechanisms for assessing national nursing/midwifery service needs; 
(c) assisting countries with the development of national action plans for nursing/midwifery 
services including research and resource planning; 
(d) monitoring progress in strengthening nursing and midwifery in support of strategies for 
health for all; 

(2) mobilize the increased technical and financial support required to implement the provisions 
of this resolution; 
(3) ensure that the interests of nursing/midwifery services are taken into account in policy 
implementation and programme development, and that nursing/midwifery experts participate in 
WHO committees as appropriate; 
(4) report on progress made in the implementation of this resolution to the Forty-ninth World 
Health Assembly. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Board, in its 
discussion of an earlier version of the f)irector-General，s report at its eighty-ninth session, had noted that 
relatively little progress had been made. There had been a consensus on the important contribution to be 
made by nursing to the provision of health care services and on the need to have that acknowledged and 
appreciated. Concern had been expressed regarding the need for improved working conditions and adequate 
remuneration for nurses and midwives and the inability of many countries to deal adequately with those issues. 
Members of the Board had also stressed the need to involve nurses in policy and management decisions at all 
levels in order to ensure effective and efficient health care delivery. 

Training represented a considerable investment by countries, and the quality and effectiveness of basic 
and continued education of nurses and midwives were therefore of great importance. That included both the 
practical and the theoretical aspects of education as well as the adequate preparation of teachers and 
managers. The Board had re-emphasized the fact that countries would have to have the political will to 
improve working conditions and career advancement and thus make the profession more attractive. The need 
for multilateral cooperation between governments and with WHO had also been mentioned as one way to 
improve the imbalance of nursing personnel between countries. 

The Board had also expressed concern about the decline in the number of nurses in WHO and had 
asked for clarification of the Organization's role in implementing resolution WHA42.27. The information 
given in reply was set out in the report before the Committee. 

The key question was not "What is a nurse and what should she do?", but "What are the needs of people 
and communities?". Answers were required as to how those needs could most effectively be met and by whom, 
and what countries and WHO must do, independently and together, to strengthen nursing and midwifery 
services in order to secure the health and well-being of peoples. To that end the Director-General had decided 
to set up an advisory group to guide and monitor the development of nursing and midwifery and the 
implementation of resolution WHA42.27. A major goal of WHO would be to assist countries in the strategic 
planning of their nursing and midwifery work force. That also included defining the roles and responsibilities 
of all health workers in a country and planning for appropriate education and management, as well as 
developing policies for remedial action when imbalances in the work force persisted. 

Dame Anne POOLE (United Kingdom of Great Britain and Northern Ireland) said that section IV of 
the report, dealing with WHO's priorities for the future, was helpful, but that the information given was 
difficult to compare or to assess in terms either of cost effectiveness or of effectiveness of service. Progress 
over the past decade had been patchy and variable in each region. In many countries there was still a lack of 
adequate mechanisms for developing nursing policies and action plans; unfortunately, the report did not deal 
in an action-oriented manner with how those deficiencies could be overcome. In any case, it was imperative to 
look at the strategic role of nursing and midwifery at the global, regional and national levels; to review human 
resources requirements; to plan for the promotion of nursing leadership, including an enhancement of the 
competence and capacity of nurses and midwives to participate in the planning and management process; and 
to develop measurable indicators of progress. If any tangible advance was to be made, a strategic approach 
would be necessary, backed up by appropriate programmes within an agreed plan of action. The draft 
resolution before the Committee, including as it did a proposal for the establishment of a global advisory 
group - which she would prefer to be multi-professional in composition - provided such an opportunity; she 
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hoped that it would be approved unanimously and that its provisions would be acted upon with the utmost 
urgency. 

Mrs OULTON (Canada) expressed her appreciation of the efforts made by WHO in recent years to help 
Member States to strengthen their nursing and midwifery services and of the additional information provided 
on the subject. However, the Director-Generars report indicated that for a number of different reasons the 
anticipated results had not been achieved in the implementation of resolution WHA42.27, even though it was 
clear from discussions in the Health Assembly over the past few years that a strong nursing participation in all 
programmes was the key to success in the attainment of health for all, for which a strong interdisciplinary 
commitment was essential. 

In Canada, public authorities and nongovernmental organizations had made a great effort to obviate 
nursing shortages. Health manpower plans that recognized the changing needs of the population and the 
specific roles played by the various disciplines in the optimum deployment of resources were beginning to be 
drawn up. Unfortunately, as shortages eased, there was a tendency to devote less attention to recruitment. It 
was therefore important to give careful consideration to working conditions. 

Canadian nurses were playing a greater role in decision-making and policy development, being involved 
in research, education and preparation for leadership. Greater emphasis on all those areas at the local and 
national levels would strengthen nursing and provide more effective health services, bringing the goal of health 
for all nearer to attainment. However, there was still a need for a sufficient data base to plan and monitor 
nursing services effectively, and she urged WHO to take the matter up. The Organization had a great 
responsibility for the implementation of resolution WHA42.27, as did the Member States; despite its limited 
resources, it should set a good example. In that connection it would be interesting to know what resources had 
gone into the implementation of the resolution and what processes or structures were in place in support of 
nursing. In any case, more emphasis needed to be placed on nursing in all WHO's programmes. 

Both developed and developing countries could benefit from experience pooled through WHO. The 
Canadian Nurses' Association, with the support of the Canadian International Development Agency, was 
cooperating with several developing countries to strengthen their nursing services and primary health care. To 
invest in nursing was to invest in health for all. However, a strategic approach was required, and it was up to 
WHO to provide the leadership. Canada, as a sponsor of the draft resolution before the Committee, which 
called for the establishment of a global advisory group on nursing and midwifery, hoped that it would be given 
full support. 

Dr AL-GASSEER (Bahrain) commended the work done by WHO to improve people's health and to 
obtain recognition of the important role of nursing and midwifery in attaining the goal of health for all. The 
draft resolution did not supersede resolution WHA42.27, but merely reinforced it. Her delegation endorsed 
the draft resolution but proposed that an additional subparagraph to the following effect should be inserted in 
operative paragraph 4: 

foster support for the global network of WHO collaborating centres for nursing and midwifery 
development to promote collaborative efforts with other institutions and agencies to implement WHO 
goals. 

Mrs WALLSTAM (Sweden) said that in many countries nurses and midwives were the backbone of the 
health care system. Together with clinical officers and medical assistants, they were the only workers at the 
first and second levels of health care in developing countries, where they often had responsibilities far above 
their levels of education and training and received very little support or supervision. 

As the table in document A45/4, paragraph 65, demonstrated, the number of nurses employed in WHO 
had increased very little from 1989 to 1991. It was unclear whether the scattered activities outlined in the 
document, and undertaken in response to resolution WHA42.27, had led to any improvement in the number of 
trained health workers or in the quality and orientation of their training. The analyses in the document were 
unimpressive; paragraphs 80 to 83 attempted to set priorities for action at country level but failed to specify 
the strategy to be applied. 

With some training in research methodology, nurses and midwives could contribute to applied research 
by assessing technologies and quality of care systematically - an issue dealt with in paragraphs 29-34. She 
congratulated the Western Pacific Region on its initiative in discussing that subject at the level of the regional 
Advisory Committee on Health Research. Within WHO, much more coordination between programmes was 
needed in research, and midwives should be made key players in such endeavours. An approach such as the 
one applied to health systems research might be considered. 
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WHO had to take the lead in bringing nurses and midwives, the largest professional group in any 
country's health care system, to the forefront of health-related activities. Posts should be created and regular 
budget allocations skilfully used. Only for very specific tasks, such as research, should extrabudgetary resources 
be sought - in contrast to what was suggested in document A45/4, paragraph 89. 

Her delegation wished to cosponsor the draft resolution. 

Dr WANG Fenglan (China) said the Chinese delegation fully endorsed the Director-General，s views on 
strengthening functions and training in nursing and midwifery to support the health-for-all and primary health 
care strategies. In many countries, nurses and midwives were the key providers of primary health care at the 
community level. In developing countries, high rates of maternal and infant mortality made the improvement 
of midwifery and community services particularly urgent. Midwifery training programmes should also aim at 
increasing the capabilities of midwives and at fostering professional ethics among them. 

The Chinese Government had formulated policies to promote nursing. Some medical colleges and 
universities had set up nursing departments. Nurses were entitled to promotion to high professional positions, 
to subsidies and to salary increments. Since 1990, with the assistance of UNICEF and UNFPA, five textbooks 
for training in maternal and child health had been compiled. Using new teaching methodologies and the 
training of trainers, the first full course had been completed. By the end of 1992, a total of 360 000 midwives 
would have been trained to serve in 300 impoverished counties. Pregnant women were encouraged to have 
their babies delivered at health centres. New delivery methods were to be popularized in disadvantaged areas. 

In developing countries, the shortage of funds for health work was particularly severe, and China was no 
exception; a conflict between service capacity and service demand was developing. The country was doing 
everything possible to strengthen the training of midwives and to increase their numbers and the salaries they 
received. It hoped for support from WHO to back up those efforts and for expanded international cooperation 
to achieve the goals of health for all. 

Dr GEORGE-GUITON (France) said that, particularly in the developed countries, the increasingly 
technical demands of nurses' work were increasing their responsibilities and beginning to upset the balance of 
their functions, to the detriment of their traditional and still essential role in the support and care of patients 
and as the pivot of relations between doctors, patients and their families. Moreover, they needed to become 
more involved in prevention, applied research, management and decision-making. 

France had not escaped the crisis affecting nursing staff in many developed countries. Its health care 
system had been paralysed for several weeks in late 1991 by a major conflict involving nurses' objections to 
their arduous working conditions and low salaries. A law recently adopted on hospitals had taken those 
complaints into account. It had created for nurses the post of technical adviser to hospital administrators and 
had provided for nurses' participation in applied research in hospitals. An educational reform had also 
supplemented general nursing studies with specialization in a number of medical disciplines. Finally, access to 
advisory and administrative positions, both in the central Ministry of Health and in its various departments, 
had been opened to nurses. The same should apply within WHO: there should be more nurses in the 
Secretariat. 

The leading role played by midwives throughout the world in the provision of perinatal care and 
assistance to mothers and infants could not be overemphasized. The Committee's documentation showed that 
50% of all deliveries took place without adequate technical support, and that clearly indicated the need to 
make better use of midwives and especially of traditional birth attendants. In developed countries, however, 
technical tasks were beginning to take precedence over the provision of moral support, and that was 
unfortunate. 

Her delegation endorsed the draft resolution but proposed the addition, at the end of operative 
paragraph 2(2), of the words: "including the central and local services of health ministries and the local 
authorities responsible for the programmes concerned". In paragraph 4(1), subparagraph (a) should be 
incorporated into the opening phrase, which would read: "establish a global advisory group on nursing and 
midwifery, with the express purpose of advising the Director-General on all nursing/midwifery service needs", 
the three remaining subparagraphs being relettered accordingly. 

Dr MAYNARD (Trinidad and Tobago) welcomed the emphasis on strengthening nursing and midwifery 
in support of strategies for health for all. Like many in the Caribbean subregión, her country had suffered a 
substantial loss of nursing personnel during the past decade; the migration of nurses to countries that offered 
better salaries and working conditions had adversely affected the health care delivery system. In response, her 
Government had taken a number of steps, including: resumption of nursing education and training 
programmes at the basic and advanced levels; training of nursing auxiliaries; establishment of a nursing pool; 
and a review, currently in progress, of legislation relating to registration of nurses and midwives. 
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Working conditions for nurses had been upgraded by means of post reclassification, salary increases, 
promotion to higher posts, and improved working environments. Nursing education had been extended to the 
tertiary level and nurses could currently obtain an associate degree or diploma in nursing. In that connection, 
she wished to acknowledge the role played by РАНО/WHO in training nursing personnel in her country. 

The role of nurses and midwives in implementing the health-for-all strategy should not be 
underestimated. Nurses in her country were involved in decision-making at all levels and the registered nurses， 

association was consulted on certain policy matters. Public-health nurses led multidisciplinary teams at the 
district level. 

The vacant posts mentioned in the report should be filled as soon as possible. Of special concern to her 
delegation were the vacancies in the Region of the Americas. In addition，more nurses should be employed in 
the regional organizations. 

More information on WHO collaborating centres should be disseminated, particularly concerning 
research, an area which needed to be strengthened. 

Her Government was pleased to cosponsor the draft resolution before the Committee. 

Mrs TAPAKOUDI (Cyprus) expressed her delegation's appreciation of the Organization's efforts to 
strengthen the role of nursing and midwifery within the framework of health for all. In response to WHO 
statements and suggestions, her Government had updated its legislation on nursing and midwifery, so that 
nursing was established as an autonomous profession. That legislation had been in force since 1988, but 
paragraph 48 of the Director-General's report (A45/4) failed to mention it. 

The nursing curriculum in her country had been modified to include primary nursing care at all levels of 
education. As of 1992，the nursing school was offering a specialized course on midwifery and community care 
for general registered nurses. A leadership course had also been established for nurses in supervisory 
positions; to continue providing that course, her Government would need support from the Regional Office 
for the Eastern Mediterranean. 

The absence, until recently, of a university in Cyprus had placed limits on how far nurses could advance 
in their careers. Her Government was therefore requesting assistance from the Regional Office in 
incorporating nursing into the curriculum of the newly established university. 

There should be increased participation of nurses in regional and international conferences that were 
concerned with strengthening the role of the profession within the health-for-all strategy. Nurses in Cyprus did 
not have any real impact on policy-making because there was as yet no nursing division within the Ministry of 
Health. 

Dr SARR (Senegal) said that nursing and midwifery personnel constituted the cornerstone of his 
country's health policy, forming the basis of its new health programmes, which focused on health districts. 
Such personnel were specifically responsible for health posts and were in direct contact with the community 
members. 

The new direction in Senegal's global development policy was towards decentralization. As a result, 
nurses and midwives were being given greater responsibilities, necessitating in turn more personnel and better 
training, particularly in the areas of management and research. To that end, his country had revised the 
nursing and midwifery curriculum. It had also reviewed regulations governing nursing care and was seeking 
ways to improve staff motivation. 

The issues of nursing and midwifery should be examined not from the inward-looking perspective of a 
profession but rather from the point of view that each health worker and sector was a complementary part of a 
multidisciplinary team. 

His delegation supported the draft resolution. 

Dr NOVELLO (United States of America) commended the Organization for its efforts to strengthen the 
role of nursing and midwifery personnel in applying the strategies for health for all. As stated in the 
Director-General，s report, most countries continued to have a nursing shortage. Since the availability of 
nursing resources had a considerable impact on the quality of health care, that shortage should be considered 
as a major problem of society, requiring immediate attention. 

The problem and its solution might well be related to the degree and nature of nurses' involvement in 
policy, planning and management. The low proportion of nurses in those areas at WHO raised important 
questions. Success in recruiting nurses, along with other health professionals, for research and administrative 
positions in programme areas had been limited, although it was clear that attempts to do so had been made. 

Her delegation wholeheartedly supported the draft resolution before the Committee, which would 
decisively address the crucial need for strengthening nursing and midwifery. Establishment of a 
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multidisciplinary advisory group on nursing and midwifery was timely and necessary; more information on the 
funding sources for that body would be welcome. 

Ms RAVN (Denmark), speaking on behalf of the Nordic countries, said that the addition of the section 
entitled "WHO's priorities for the future" had substantially improved the report compared with the version 
submitted in January to the Executive Board. The priorities to which that section referred were both 
appropriate and necessary. WHO activities for strengthening nursing and midwifery were an important 
indicator of its commitment to the concept of primary health care. 

It was important to recognize the significance of the nursing and midwifery sector and to develop its role 
in health promotion and in prevention and care. The Director-General and the regional directors must 
therefore accord priority to nursing in the allocation of funds. That did not necessarily mean an increase in 
the total budget, but rather a reallocation of resources. 

The Nordic countries endorsed the draft resolution before the Committee and the establishment of a 
global advisory group on nursing and midwifery for developing strategies and monitoring activities. The draft 
resolution requested the Director-General to present a report on progress made in the implementation of the 
resolution to the Forty-ninth World Health Assembly. That report should contain information on projects 
planned or carried out in each region and the number of nurses involved; results in terms of development 
achieved, and the volume of resources allocated. 

Mrs MARTIKAINEN (Finland) noted that the report presented an overview of the obstacles to and 
progress made in strengthening nursing and midwifery and attempted to widen the debate on health policy by 

Difficulties in developing nursing care arose from the fact that the nursing sector had traditionally been 
dominated by women and linked to care provided at home. Such sex-based division of labour continued to 
affect the salaries and social status of nurses as well as their opportunities to influence health policies. Nurses 
in Finland were still to some extent perceived as hospital workers, yet they actually played a much wider role. 
Her country had used the targets of health for all as a basis for revising its nursing curriculum. In addition, for 
the past 40 years, nurses and midwives had made up the professional staff providing maternity and child health 
care services in her country, with excellent results. 

Accurately estimating the number and quality of nursing staff was a common concern for all countries. 
Attracting enough staff to the field of health care seemed to be an international problem and merited more 
attention. 

WHO had available a great deal of information concerning the status of nurses throughout the world, but 
it did not always filter down to the various national programmes. It was to be hoped that WHO could take a 
more active role in promoting and providing the literature at its disposal. 

The Organization should provide more resources for the development of nursing at the international and 
regional levels. 

Her country wished to cosponsor the draft resolution. 

Mrs CHRISTIDOU (Greece) said that nursing was a vital resource in any government strategy for 
attaining the goal of health for all. In her country, the basic nursing programme had been reoriented towards 
primary health care. Postgraduate training currently offered new types of nursing diploma. 

Her country endorsed the draft resolution before the Committee but wished to suggest the following 
additions to the preamble: at the end of the first paragraph, the words "and the discussions at the eighty-ninth 
session of the Executive Board"; at the end of the fourth paragraph, the words "and the need to increase the 
Organization's nursing and midwifery activities at all levels"; and at the end of the fifth paragraph, the words 
"and to the development and improvement of health-for-all strategies". 

Mrs KADANDARA (Zimbabwe) said that many Member States, including her country, were 
experiencing problems in providing the nursing manpower necessary for quality service. For its part, 
Zimbabwe had tried to strengthen nursing skiUs by offering nurses opportunities to obtain the academic and 
professional qualifications that would enable them to be effective managers at the various levels of the health 
system. 

The number of WHO nursing/midwifery and public health nursing fellowships awarded in the past 
biennium for the whole of Africa, as listed on page 31 of the biennial report of the Director-General on the 
work of WHO in 1990-1991, indicated that much more needed to be done in the education of nurses to 
advance towards the goal of health for all. WHO also had to consider whether the numbers of nurses in the 
Organization were adequate to spearhead changes in the delivery of nursing services. 
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Zimbabwe was a cosponsor of the draft resolution on strengthening nursing and midwifery. It had 
unified its nurses' training programme so as to achieve a better nursing planning strategy in order both to cater 
for community health needs and to help nurses and midwives individually to acquire the skills needed for 
coping with a complex organization currently faced with grave issues and diminishing financial resources. She 
thanked WHO for its support in her country's effort to gain a better picture of its nursing resources: 
Zimbabwe had recently completed detailed research to assess the exact numbers of nurses, the various 
qualifications and individual nurses' requirements for continuing education. She hoped that nurses would be 
given the support needed to develop their leadership qualities. 

Dr ALVÁREZ DUANY (Cuba) stressed the leading role of nurses in the successes of public health in 
Cuba: the extension of access to the health services to the entire population; the implementation and 
improvement of standards of integrated medical care in the community; the quantitative and qualitative 
increase in the technological basis of public health; the even distribution of human and material resources 
throughout the country; and the introduction of advanced techniques on a national scale, calling for qualified 
and specialized staff. Those had been the decisive factors necessitating strategies and plans for the training 
and upgrading of nursing personnel in Cuba. 

In 1958 there had been 826 nurses in Cuba; at present there were 71 388, or 65.1 nurses for every 
10 000 inhabitants and an average of 1.7 nurses per doctor. The nursing personnel consisted of 5430 degree-
holding nurses, 65 580 other nurses and 378 auxiliaries，of whom 47.7% were involved in primary health care. 
That accelerating increase in numbers had begun in 1960 with the nursing auxiliaries, of whom 31 174 had 
been trained up to 1983. Since 1966 conditions had been created to convert that category of personnel into 
nurses, a process that had reached its culminating point in the quinquennium 1981-1985. By 1987 all suitable 
personnel had completed their qualification. 

In 1961 a post-basic course for nurses had been set up and it hád subsequently been extended to include 
five branches: teaching, administration, field nursing, neonatal studies and anaesthesiology. In 1976 Cuba had 
established at the Higher Institute of Medical Sciences in Havana the first four-year degree course in nursing, 
which had later been extended to all the medical science faculties of the country. Cuba's current aim was to 
train all suitable nurses to degree level, providing a source for the specialization of personnel. 

Those qualitative and quantitative changes in Cuban nursing had required huge efforts by the health 
sector and the Government: the decentralization of training of human resources in nursing, making it 
necessary to create and equip 23 faculties of medical science, 24 schools of nursing and 35 health polytechnics; 
the drafting and continuous improvement of curricula; the preparation of teaching staff and educational 
materials; the raising of the educational level of personnel; improvement in selection standards for candidates 
for nursing studies; and the continuous retraining of nursing staff. 

Cuban nurses were able to accede to managerial positions; some held high responsibilities in 
government and research. The Cuban Nursing Association was giving increasing attention to the need for 
research, providing courses in research methodology and encouraging nurses to write scientific articles and 
present them at scientific meetings and at national and international conferences. Their articles were 
published in a specialized nursing journal. At present Cuba was working on two research projects: а РАНО 
project to identify the functions of the primary health care team and the nurse's role in it, and a model of 
community nursing care of the adult according to his functional capacities, sponsored by the Cuban Ministry of 
Health and the Cuban Nursing Association. 

Lastly, there were many integrated polyclinics where nursing made a strong contribution in the 
development of primary health care programmes to lower infant mortality, eradicate communicable diseases, 
raise the health level of the population, develop the education of the masses, and monitor and evaluate 
activities to direct attention to the health of the individual, the family and the community. A great step 
forward in Cuban primary health care had been the introduction of the family doctor and nurse model, which 
already covered 67% of the population and was the key factor in the effort to improve the health of the Cuban 
population from 1991 to 2000. 

Cuban nurses had worked in 37 countries to improve the health of their populations, and thousands of 
graduates from dozens of countries had been trained in Cuban nursing schools and health polytechnics. 

The wealth of experience and the competence achieved in Cuban public health was at the disposal of all 
countries that desired to collaborate in that field. 

Dr VAN ETTEN (Netherlands) welcomed the Director-General's report and supported its conclusions: 
WHO should assume the leadership in strengthening the role of nurses and midwives. His Government had 
recently published a document outlining many measures to improve the position of nurses, including training, 
participation in the decision-making process, and better working conditions. A reference to that policy 
document would be in order in paragraph 19 of document A45/4. 
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The report emphasized training of nurses at middle and higher level, which was indeed important; 
however, the need for lower-level cadres of nurses prepared to work in communities also had to be stressed. 
Midwives also had an essential role to play in reducing maternal deaths, within the framework of the Safe 
Motherhood Initiative. He supported the objective of paying more attention to the position of midwives, both 
at national and international level, and the idea of concluding international agreements to that effect. His 
delegation supported the draft resolution. 

Dr MOJI (Lesotho) noted that the role of nursing had not only expanded but had also changed to meet 
societal needs. The epidemiological challenges of sexually transmitted diseases and AIDS, high maternal 
morbidity and mortality, chronic diseases and diseases of poverty had made the training of highly skilled 
nursing personnel crucial. His Government and the Lesotho Nurses, Association, together with the 
Kellogg Foundation, had taken steps to upgrade nursing education, but those efforts were being undermined by 
inability to retain nursing personnel owing to poor conditions of service. Although the changes in the Republic 
of South Africa were welcome, they had opened better job possibilities for nurses and other professions, with 
grave effects on the quality and quantity of health care in Lesotho. 

Nursing curricula were being revised to make them responsive to primary health care needs; however, 
better-prepared nurse educators, improved training facilities and better educational materials were needed. 
Steps were also being taken to develop research capabilities among nurses. 

As current landmarks he cited: a national nursing task force, formed in 1989 and revived in 1991, but 
hampered by lack of funding; the establishment of the East Central and Southern Africa College of Nursing, 
which aimed at excellence in nursing administration, education, practice and research; the catalytic action of 
the International Council of Nurses and the W.K. Kellogg Foundation in the review of nursing regulatory 
machinery; participation by the Lesotho Nursing Council and Lesotho Nursing Association in workshops to 
review nursing legislation; the formation of a national nursing core group on prevention, control and 
treatment of HIV/ATOS, although its functioning was being impaired by lack of funds; a recent workshop on 
nursing leadership; and the production by Lesotho nurses of a book entitled Primary health care in the 
Kingdom of Lesotho • the nurses ' perspectivey as a result of the first in-country workshop sponsored by the 
W.K. Kellogg Foundation and held in 1990 to enhance primary health care in the country. 

As a cosponsor of the draft resolution, his delegation asked for its unanimous approval. 

Dr LAYO-DANAO (Philippines) expressed her appreciation of the Director-General's report, which 
brought together the issues related to nursing and midwifery in the contemporary world. She supported its 
conclusion that the contribution of nursing and midwifery to health and development could be fully realized 
given proper recognition and remuneration, appropriate educational preparation, cost-effective utüization, and 
the development of managerial skills at all levels. 

She endorsed the role of WHO in support of strategic planning for the nursing and midwifery work force 
in Member States; that would define the expanded role of nursing and midwifery in relation to the other 
health professions and at the same time rationalize planning for the quantity and quality of nursing personnel 
required, their education, and the proper utilization of human resources for nursing. It would also provide an 
opportunity to consider the relation of the public and private sectors to health and development. She also 
endorsed the call for the development of sound policy, management and supervision at all levels. At the 
beginning of 1992 the Philippines Secretary of Health had caUed, as the first of a series of consultations, a 
meeting of leaders in the health professions and services and in academic circles to address the issues of 
human resource policies in the health sector. 

Concerning the need to mobilize resources required to support the initiatives mentioned in the report, 
she hoped that such a development would be considered and achieved at the country, regional and global 
levels. 

For a number of reasons her country was producing more nurses than it required; the quality of their 
education was high, and the curriculum was competency-based and community-oriented. The mood of the 
nursing profession and its members was one of confidence, readiness, and commitment to making a significant 
contribution to health for all. It was looking to leaders in national planning, the health ministry and WHO to 
create greater openings by the adoption of specific policies, structures, strategies, and programmes. The 
profession was very willing to participate in making decisions on the specific courses of action that the country 
deemed appropriate. She thanked the Regional Office for the Western Pacific for supporting initiatives in 
nursing research and developing a new information system and facilities for distance learning in nursing, and 
urged that such cooperation and collaboration should continue. 

In conclusion, she expressed her support for the draft resolution. 
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Dr OSAWA (Japan) said that nursing was a key resource in any government strategy to achieve health 
for all. In order to provide the best possible health care to people it was essential to secure and retain well-
trained and dedicated nurses and midwives. 

In Japan high priority was given to the improvement of nursing personnel, as the availability of highly 
trained professional nurses was essential for dealing with an increasingly aging society. As a means of ensuring 
greater human resources in the health field, the Government was increasing the number of nursing schools and 
encouraging higher enrolment through fellowship programmes. In order to improve the quality of nursing, it 
was also providing several training courses for nursing-school teachers, home-visit nurses and other personnel. 
Such activities were intended to strengthen ongoing education and training for nurses. In addition, an annual 
Nurse Day had been established to heighten public awareness of the invaluable role played by nurses in 
maintaining the health of the nation. 

His delegation supported the draft resolution. 

Dr CHIMIMBA (Malawi) said that there could be no doubt about the important role played by nurses 
and midwives in support of strategies for health for all. Nursing and midwifery personnel accounted for the 
largest group in the health service in Malawi and its contribution was invaluable as it was involved not only in 
clinical services but also in preventive programmes, health care, management policy, development and 
operational research. In recognition of their role, nurses were consulted in relation to most major decisions 
affecting the health service through the involvement of the Director of Nursing Services, the Nurses and 
Midwifery Council, and the Nurses' Association of Malawi. 

The training of nurses - at basic, postbasic and postgraduate levels - was a matter of priority. The 
University of Malawi had introduced a training programme leading to a B.Sc degree in nursing and a 
programme to increase the numbers of nurses had also been established in an effort to ensure their active 
participation in support of the health-for-all strategy from community to national level. As a result, the intake 
of nurses in training schools had doubled. 

Malawi was therefore committed to the promotion of nursing/midwifery as an essential part of its health 
services and for that reason his delegation was cosponsoring the draft resolution. It looked forward to the 
establishment of a global advisory group on nursing and midwifery. 

Dr CICOGNA (Italy) complimented the Director-General on the comprehensive report on nursing and 
midwifery and requested that his country should be included as a cosponsor of the draft resolution. 

Dr КТО ANE MARIAM (Ethiopia) endorsed the comments made by previous speakers on the draft 
resolution. There remained only seven years and seven months in which to implement the primary health care 
strategy in the context of the social goal of health for all by the year 2000. Without the participation of nurses 
and midwives in health care teams, it was unlikely that the goal could be achieved. Although in many 
countries nursing had been somewhat belittled in the past, it played an important role in the chain of 
relationships between individual, family, community and nation. In order to function well, the nursing and 
midwifery part of the health team needed to be educated effectively and provided with resources proportionate 
to the services it rendered and the responsibilities it assumed. 

She suggested that the draft resolution under consideration should be amended by the addition to 
operative paragraph 2 of a subparagraph that would cover the appropriate allocation of resources - resources 
not only in financial terms but also in terms of work space, the building-up of training capacity and the need to 
take organized community efforts into account. It should be recognized in that context that there were four 
major sources of dissatisfaction in the profession: inadequate health education of professionals; inadequate 
recognition of their contribution; lack of coordinated efforts with other team members, and - an aspect 
particularly relevant to her own country - the fact that nursing was demanding but not paying work. 

Mrs HANSON (Jamaica) thanked the Director-General and the Health Assembly for their continued 
recognition of the worth of nursing and midwifery in health care delivery for all people. She acknowledged the 
four major areas of professional work identified in paragraph 2 of document A45/4 and the additional 
responsibility of nurses and midwives referred to in paragraph 3, but added that in the developing countries -
and Jamaica in particular - nurses and midwives not only trained auxiliary health workers but also assisted in 
the training of students in the other health professions and provided guidance for doctors, especially those 
fresh from medical school. She was pleased to note the statement in paragraph 79 concerning the commitment 
of the nursing profession to the ideals of health for all. All too often, when nurses agitated for improved 
conditions of service, it was viewed as a request on their own behalf instead of as an expression of their 
interest in the ultimate provision of care to society. 
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Her Government had recognized its responsibility for helping to implement resolution WHA42.27 and 
had placed particular emphasis on the need for action to attract students into nursing schools. In Jamaica 
since 1989, a number of young adults who had shown an interest in the nursing profession had been awarded 
fellowships to complete their general education and obtain the required subjects for entry into nursing school -
action which had been successful in increasing the numbers of nursing students. 

Nurses and midwives in Jamaica and other developing countries played a pivotal role in primary, 
secondary and tertiary health care services, yet there was reluctance to recognize their worth by proper 
remuneration or to accept them as leaders of the health team, especially in primary health care. Her 
delegation therefore fully supported the draft resolution as a complement to the previous resolution 
WHA42.22 and urged its support by all delegations. She further urged that delegations should seek to ensure 
implementation of aspects of the resolution in their own countries so that the results could be seen at national, 
regional and local levels. 

Dr DEVO (Togo) said that the measures proposed to strengthen nursing and midwifery represented an 
appropriate response to concerns relating to the appropriate implementation of the health-for-all strategy and 
were very encouraging. His delegation therefore wished to be included in the list of cosponsors of the draft 
resolution. He suggested that an additional subparagraph should be included in operative paragraph 2’ urging 
Member States to take appropriate measures to ensure the constant motivation of the personnel involved by 
offering better employment conditions, which should have an influence on the quality of service and 
consolidate the role of those responsible for health promotion in the community. He urged all delegations to 
support the draft resolution. 

Professor COgKUN (Turkey) said that in his country the planning, implementation and promotion of 
activities related to nursing and midwifery were carried out by a special department in collaboration with the 
general directorates for maternal and child health and primary health care. In-service training programmes 
continued to be planned and implemented in addition to other related activities. Moreover, the Ministry of 
Health Department of Nursing and Midwifery Services was in the hands of experienced nurses, who worked in 
close collaboration with the Regional Office for Europe. 

His delegation wished to cosponsor the draft resolution and in particular supported the amendments 
proposed by the delegations of France and Greece. He suggested that the role of nurses and midwives at the 
primary health care level should be made more explicit by the inclusion of a reference to primary health care 
in operative subparagraph 2(5), and that mention should also be made of the impact of nurses and midwives 
on the quality of life and the psychosocial aspects of health. In that respect, it must be acknowledged that 
nurses and midwives not only extended health services to the community but also provided a bridge for the 
establishment of community participation and for the improvement and promotion of awareness of such 
aspects. 

The meeting rose at llh25. 
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Chairman: Dr Catherine L. MEAD (Australia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): Item 
18 of the Agenda (continued) 

Strengthening the role of nursing and midwifery personnel in support of the strategy for health for all 
(Resolution WHA42.27; documents A45/4 and A45/INF.DOC./6) (continued) 

Dr ТАРА (Tonga) said that WHO was to be highly commended for the technical cooperation on nursing 
and midwifery provided to Member States which had requested it. His Government was grateful to WHO, and 
especially to the Regional Office for the Western Pacific, for the invaluable technical cooperation given in that 
context in support of strategies for health for all. 

His delegation was co-sponsoring the draft resolution, which he considered very important for improving 
the status and skills of the professional health workforce, thus contributing to the achievement of health for all 
by the year 2000. He was greatly heartened by the eloquent support from many delegates, especially women, 
for the draft resolution and he welcomed the amendments proposed by several delegations to improve the text. 

Mrs ODUORI (Kenya) said that her country fully endorsed the report by the Director-General 
(document A45/4) and commended WHO for its support for country initiatives in the important area 
concerned. 

Kenya recognized the importance of the team approach in the delivery of primary health care, and action 
had already been taken to reorient the training curricula of most of the health disciplines to the primary health 
care concept. The main aim was to increase quality of health coverage, with special emphasis on the rural 
areas, where 90% of the Kenyan population lived. 

Nurses and midwives formed the backbone of the health care services in Kenya: they were to be found 
even in the remotest areas，serving the community with dedication, sometimes under very trying conditions, 
and their services were in great demand everywhere in the country. 

Since independence, the nursing workforce had increased from just over 700 to over 25 000 in 1991. The 
number of nursing and midwifery training institutions had also increased from 10 to 38 over the same period. 
Most nursing and midwifery training could be done locally, but a few persons had been sent abroad to acquire 
higher qualifications in nursing education and administration; in addition, a nursing degree programme had 
started at the University of Nairobi in 1992. 

Nursing personnel in her country were responsible for providing curative, preventive, promotive and 
rehabilitative services as well as leadership in nursing education and service. In view of that heavy 
responsibility, the necessary legislative mechanisms had been established through the Nursing Council of Kenya 
to regulate training, registration and certification of nurses and midwives. 

In consultation with the Ministry of Health and other competent organizations, the Council had revised 
the various training curricula at basic and post-basic levels with special emphasis on a competence-based 
approach. Efforts had also been made to reorient serving nursing personnel towards the primary health care 
concept through the continuing education programme. She fully supported the draft resolution before the 
Committee and urged Member States to submit progress reports to the Director-General in good time in the 
future. 

Professor RAKIC (Yugoslavia) said that his country had participated fully in activities in the European 
Region concerned with the development of nursing. 

In order to combat some of the resistance to educational advancement for nurses which was fairly 
widespread among academics, paragraph 61 of document A45/4, should have included a reference to university 
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education. That would have been in keeping with what was stated in the following paragraph concerning 
discussions on how to adapt nursing education and practice to the changing political and economic realities in 
certain countries. It would also be in keeping with operative paragraph 4 of the draft resolution, which was 
concerned with the promotion of nursing and midwifery as essential health services in all countries. 

He called on all delegates to approve the report of the Director-General and support the draft 
resolution. 

Dr CABA-MARTÍN (Spain) said that, at present, the salient features of the nursing profession were that 
it was dominated by women, and that the training given concentrated on practice rather than theory; in 
addition, nurses were responsible for care rather than for treatment, which was the responsibility of the doctor, 
so that nursing was only of secondary importance. 

In most countries, nursing was not taught in universities nor studied at postgraduate level. Furthermore, 
there were major differences in the functions of nurses in different countries, with work delegated by doctors 
tending to predominate. Nurses had little say in decision-making and management bodies and their role in 
that context was generally only an advisory one. 

The problems encountered by the nursing profession were the result of health and educational policies 
which took no account of their contribution or their expectations; as a result, large numbers of nurses left the 
profession, leading to shortages in many countries, including his own. 

The profession suffered from a number of disadvantages, including a lack of definition of functions and 
recognition of the importance of care activities; unsocial working hours and poor remuneration; difficulties in 
professional development; limited participation in management, decision-making and teaching; and a lack of 
recognition of the need for nurses to contribute to determining the policies of various institutions. 

WHO ought accordingly to recommend that nursing curricula should be reoriented towards the higher 
educational levels, that nursing syllabuses should be revised in keeping with the aims of health for all, and that 
nurses should participate in national health-for-all strategies. Functions should also be clearly defined and 
career prospects improved, there should be effective participation in institutions, and health policies should be 
developed which relied on contributions from the nursing profession. 

A world conference of nurses and midwives was to be held in Madrid iir 1993, and there the proposals 
and resolutions of the current Health Assembly would be examined and developed. 

He agreed with other delegations that there was a need for more nurses in WHO, both at headquarters 
and in the regions. He suggested that two minor amendments should be made to the draft resolution before 
the Committee, which he supported and co-sponsored: in operational paragraph 2，the words "adapt study 
plans to the strategy of health for all" should be inserted after "midwifery" in subparagraph (4), and a new 
subparagraph reading "develop health policies that have the benefit of nursing input" should be added. 

Mr MAHMOUD (United Arab Emirates) said that he fully supported the strengthening of nursing and 
ancillary services, which, far from being secondary, were of primary importance. Health administrators should 
therefore provide the material and financial support needed to improve the quality of training programmes. 

His country suffered from a shortage of nurses, and he urged all Member States similarly placed to 
cooperate with it by exchanging information and experience, so that the problem could be overcome. 

He supported the draft resolution as amended, and hoped that it would be adopted by consensus. 

Dr MZIGE (United Republic of Tanzania) said that his country had a workforce of over 20 000 nurses, 
which should help it to achieve health for all by the year 2000. The Ministry of Health intended, moreover, to 
strengthen their role by providing them with management training and ensuring that they played a greater part 
in decision-making; a nursing directorate was to be set up for that purpose. 

A midwifery training curriculum had been developed and would be added to the nursing degree course. 
In addition, amended legislation was in view to ensure that nurses and midwives played a more active role in 
primary health care projects. In future, peripheral nursing cadres were to be used to instruct traditional birth 
attendants, as part of the Safe Motherhood Initiative under the country's maternal and child health and family 
planning programmes. 

Dr SAVEL'EV (Russian Federation) commended the report. Nursing and midwifery personnel had an 
important part to play in implementing the health-for-all strategy, not only by providing primary health care 
services, but also by formulating health policy and tackling health-related social issues. The fall in numbers of 
such personnel throughout the world and the failure to fiÙ a number of nursing and midwifery posts in the 
Organization itself were therefore matters of great concern. Measures should be taken to enhance the prestige 
of the profession, improve working conditions, increase the numbers of nurses, improve training, and 
strengthen the relevant legislation. There were both financial and psychological obstacles to the achievement 
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of those objectives, e.g., the widespread tendency in his country to regard nurses as mere assistants who carried 
out the instructions of doctors, thus denying that they had an independent role to play, particularly in providing 
primary health care and improving the quality of life of the population at community level. 

It was essential that advantage should be taken of the experience and expertise of WHO in the 
development of nursing personnel. That was the approach being taken in his own country in the work of the 
recently opened Faculty of Higher Medical Education of the Moscow Medical Academy. 

The documents before the Committee showed that in a relatively short space of time much had been 
done to overcome the problems referred to in resolution WHA42.27. However, the matter needed to be kept 
under continuous review, and it was thus important that a progress report should be made to the Forty-ninth 
World Health Assembly as requested in operative paragraph 4 (4) of the draft resolution. His delegation 
supported that resolution, as amended, and wished to be included among its co-sponsors. 

Dr GONZÁLEZ CARRIZO (Argentina) said that, like other Latin American countries, Argentina had a 
serious shortage of nurses: low salaries and lack of social recognition meant that insufficient numbers were 
being recruited. The few who had qualified tended to be concentrated in the cities and in high-technology 
medical establishments with the result that it was extremely difficult to find trained nurses to staff 
establishments at the lower levels and to provide care outside hospitals. 

There were nevertheless grounds for optimism about the future of the nursing profession. Over the 
years, nurses had become fully integrated into health teams, and in the recent cholera outbreak volunteer 
nurses had played a vital role in providing assistance. During the past 10 years nurses had also made an 
important contribution in the training of human resources. 

He commended the report (document A45/4) and supported the draft resolution. 

Mrs VIDOT (Seychelles) said that she was pleased that the importance of nursing and midwifery had 
been recognized by the Health Assembly. 

It was unlikely that the problems which had hindered implementation of resolution WHA42.27 - namely, 
staff shortages caused by difficulties in recruiting and retaining personnel - could be overcome in the short 
term, at least in many developing countries. It was therefore essential that WHO should take account of those 
problems, if such countries were to be helped to assume the necessary leadership role. In particular, they 
needed support in the strategic planning of a nursing and midwifery workforce. 

She would prefer the wording of the amendment proposed by the delegate of France to 
subparagraph 4(1) of the draft resolution, on the global advisory group, to be somewhat less restrictive. 

Professor LEOWSKI (Poland) said that strengthening the role of nurses in the delivery of health care 
was essential, particularly in times of rising costs and shrinking financial resources. Poland, in fact, was not 
short of nurses or midwives, and was concentrating on strengthening training programmes by revising curricula 
and extending the duration of courses. In so doing, it had followed the guidelines given in WHO publications 
on nursing education. Relevant national legislation was also being revised. Particular attention was being paid 
to the role of nurses at primary health care level, as well as to their role in health protection and health 
promotion - an area where doctors often had little success. He thanked the Regional Office for Europe for 
the support it had given to Poland in that field. 

He supported the draft resolution, and wished to be included among its sponsors. 

Dr LAWSON (Benin) drew attention to the problem of the inequitable distribution of medical staff in 
developing countries in Africa. There tended to be a plethora of nurses, midwives and doctors in the towns, to 
the detriment of rural areas. The solution lay in greater decentralization: unless each department or province 
was able to recruit directly the health personnel that it needed, that imbalance might persist for decades. 

Another problem was that, under the present training system, nurses and midwives tended to be 
regarded as mere doctors' auxiliaries, whereas in practice they often took the place of doctors in the rural 
areas. Improved training was to be introduced in Benin so that the function of nurses and midwives could be 
clarified, and so that they could play a part in decision-making. 

In Benin, as in many African countries, nurses had an impossibly heavy workload, particularly since 
structural adjustment programmes had prevented further recruitment. The paradoxical result was, on the one 
hand, a shortage of nurses, and on the other a large number of unemployed nurses who could not be recruited 
for financial reasons. 

Yet another problem concerned the role of midwives, 90% of whom practised in the towns and insisted 
on remaining there. She urged representatives of midwives’ organizations to find ways of ensuring that 
midwives were true to their chosen vocation and agreed to provide care for women in the country as well as in 
the cities. 
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Mr JOHNS (New Zealand) said that his country had joined in sponsoring the draft resolution because of 
its commitment to the development of primary health care and to the more effective utilization of all health 
personnel. Awareness that the skills and potential of nurses and midwives were frequently underemployed 
despite their extensive training, had led to major changes in New Zealand's regulatory framework during the 
past three years. An amendment to the Nurses' Act allowed midwives to provide publicly supported midwifery 
services independently from or in equal collaboration with medical practitioners. Secondly, any person with 
appropriate training was now authorized to administer vaccinations without the supervision of a medical 
practitioner. Nurses were thus able to undertake a wider range of independent functions than in the past. 

The new flexibility would be supported by reforms, currently under way, which were designed to provide 
health users with greater choice and permit nurses to contract directly with the new regional health authorities 
responsible for purchasing health care - and particularly primary health care - services. 

New Zealand favoured the creation of a multidisciplinary advisory body which could address the 
problems of nurse demand and supply, the efficient and effective utilization of existing skills and the 
development of options for nursing involvement in the dissemination of health skills to lay health workers, and 
hoped that that would promote collaboration in the primary health care field, not only with medical 
practitioners but also with other health workers, thereby leading to team-based health services, the cost-
effective and efficient expansion of primary care, and better integration of primary and secondary care. 

Dr ADAMS (Australia), warmly endorsing the draft resolution, said that progress in strengthening 
nursing and midwifery in Australia was perceptible in three main areas. Firstly, national nursing needs had 
been reviewed. More efficient planning in response to the problem of fluctuating supply in the nursing 
workforce - currently in oversupply except where highly specialized nursing was concerned - had been a subject 
of a nationwide market study in 1991; feedback would help to improve planning practices. 

Training strategies constituted the second area of progress. The transfer of nursing education from 
hospitals to tertiary education institutions, begun in 1987, was due to be completed by the end of 1993, when 
all nurses would be trained in universities. The nursing profession in Australia was strongly supportive of 
primary health care and welcomed the World Health Assembly's emphasis on the key role of nurses in its 
delivery. Nursing education programmes of all kinds increasingly stressed primary health care and health 
promotion. 

Thirdly, progress had been made in the provision of support to nurses in isolated areas. Following a 
national conference on rural and remote area issues for health professionals in February 1991, the Australian 
Government had embarked on major policy development in relation to the delivery of health services to such 
areas, which it was hoped would as a result be better serviced by health professionals. 

Dr SIDHOM (Tunisia), stressing the vital, grass-roots role of nurses and midwives, asked whether they 
were adequately equipped to exercise that role within the health-for-all strategy. The health worker's role was 
expanding beyond the mere provision of care into the realm of community health and health promotion. 
Training was therefore the key issue. There were clearly shortcomings in initial training; in-service or further 
training was not always available; and where it was, it suffered from a shortage of qualified supervisory 
personnel. 

A number of steps had been taken by his country to improve the quality of nursing services and, more 
particularly, to redress the interregional imbalance in the supply of qualified staff. The regionalization of 
training, with the establishment of one school for each province, had resulted in local recruitment and 
consequently a more stable local workforce. The second step had been to set aside a substantial proportion of 
the schools' activities for in-service training to enable nurses to update their knowledge and skills. Thirdly, the 
period of training had been extended from two to three years. Recruitment standards had been raised, and the 
school-leaving certificate or equivalent was now required. Considerable stress was laid on in-service training in 
the field, as part of nationwide health and disease-control programmes. Action had also been taken to equip 
health personnel with management, planning and evaluation skills. 

Dr DALLAL (Lebanon) said that in his country, despite the critical circumstances of the previous 
14 years, the ratio of doctors to nurses was now approaching 1:1, a positive development in relative terms, even 
if much remained to be done to improve the figures in absolute terms. Two nurses' training schools had been 
set up and were reported to be operating satisfactorily. The main shortcomings were to be found in the areas 
of management skills and primary health care. With the assistance of the Regional Office, two training courses 
had been held for nurses and midwives in the delivery of primary health care and the supervision of 
community health workers, as well as two seminars on the management of health services at the nursing level. 
Incentives must be found to attract nurses, who still preferred to work in the private sector, curative care and 
the hospital sector, into primary health care and preventive care. 
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Lebanon wished to be considered as a co-sponsor of the draft resolution. 

Dr BAD RAN (Jordan), commending the report before the Committee, said that substantial efforts were 
being made in her country in support of nurses and midwives. In addition to the nursing institute at the 
University, another nurses，training institute had been established to meet the needs of the public and private 
sectors throughout the country. As a result of those efforts, there had been a significant increase in the 
number of nurses and midwives trained. Between 1987 and 1990, the number of nurses in the public sector 
had increased from some 1400 to over 2000 and in the private sector from some 80 to over 400’ while the 
number of midwives had increased from 300 to nearly 400 in the public sector and from about 80 to over 300 
in the private sector. Some 4700 nurses were now working for the Ministry of Health, representing a 
substantial increase. 

Mr ENGONGA MOTULU (Equatorial Guinea) said that the role of the traditional midwife was of vital 
importance for Third World countries, including his own, given the complexity of community problems. His 
country's maternal and child health programme was responsible for training and equipping traditional 
midwives, with assistance from WHO, UNICEF, UNFPA and bilateral cooperation. Thanks to WHO's Global 
Strategy, not only Equatorial Guinea but all Third World countries had been able to develop their own 
strategies for dealing with their health problems. He urged all delegates to support the draft resolution before 
the Committee and commended the excellent report (document A45/4), which would be of great use to 
countries such as his own in improving their nursing and midwifery services. 

Ms WALKER (International Confederation of Midwives), speaking at the invitation of the CHAIRMAN, 
said that her organization had been working for many years to improve midwifery education and practice and 
the status of midwives, with many recognized achievements, notably in the domain of safe motherhood. The 
Confederation had increasingly shared WHO's concern in identifying areas where assistance was required to 
meet the needs of women, babies and families. Under WHO's leadership, the strengthening of midwifery 
services would be a means of ensuring that quality midwifery care appropriate to the needs of women was 
readily and universally available. The participation of midwives at all levels in policy planning and 
implementation, as well as in programme development and execution and the allocation and mobilization of 
resources, were essential. The Confederation supported the draft resolution before the Committee. 

Mrs HOLLERAN (International Council of Nurses), speaking at the invitation of the CHAIRMAN, said 
that it seemed apparent that resolution WHA42.27 had not yet been fully implemented in terms either of 
programme or of staffing. Since nursing was regarded by her organization as an essential health service rather 
than a profession, she would call for a much stronger nursing and midwifery programme in WHO and in the 
Member States so that an effective nursing component might be developed within every country's health 
services. Despite the provisions of the 1989 resolution, nurse experts were still not on the staff or the 
committees of many WHO programmes, such as mental health, adolescent health, occupational health, AIDS 
research and health research, nor were they in policy positions at country, regional or headquarters levels. The 
report seemed to situate nursing and midwifery within human resources for health, rather than in the total 
service delivery and research activities of the Organization. Nurses and midwives required greater assistance, 
as they provided by far the major part of health services in many countries. 

The International Council of Nurses supported the draft resolution before the Committee, seeing it as 
supplemental to the 1989 resolution. If adopted, however, it must be fully implemented, with financing not 
only from extrabudgetary funds but also from WHO's regular budget for the next five years. The International 
Council of Nurses was ready to cooperate with WHO in implementing the resolution. It urged the World 
Health Assembly to specify that the appropriate preparation and effective utilization of nursing and midwifery 
skills was to be a major priority of WHO and its Member States. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted what seemed to be general 
agreement that WHO's fundamental role was to cooperate with countries in ensuring a wide range of health 
care services and to support countries in strategic planning in nursing and midwifery. The extensive list of 
speakers and the large number of amendments to the draft resolution reflected the importance attached by 
countries to the whole issue of nursing and midwifery. 

Dr JARDEL (Assistant Director-General) welcomed the many comments and suggestions made by 
delegates, which reflected their countries，interest in nursing and midwifery as an integral part of the health 
system. He hoped that that would lead to a reorientation of national programmes and hence to WHO's 
collaboration in supporting those activities. WHO was not a supranational organization. All possible efforts 
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were made by the Secretariat to reorient global and regional programmes in response to the governing bodies' 
directives, but the main decisions were taken at country level, according to national priorities, and WHO's 
direct technical cooperation depended on national requests. The capacities of the developing countries in 
particular had been considerably strengthened in that area and consequently the demand for permanent posts 
or study grants had tended to diminish. 

Furthermore, WHO adhered to a policy of integration of health programmes, and the development of 
human resources for nursing and midwifery was part of much broader programmes, which sometimes made it 
difficult to evaluate the effectiveness and impact of specific collaboration activities taken out of context. 
Methods of analysing policies for strengthening health systems and the development of human resources would 
therefore have to be refined, in order to improve the capacity to evaluate results. Nursing skills were 
increasingly used in areas such as research, management of health services and policies, and that trend was to 
be encouraged. The suggestion for a reformulated strategic approach to the development of nursing and 
midwifery was welcome, and national expertise would be most useful for that purpose. He welcomed the 
proposal to set up a multidisciplinary advisory group, but stressed that the financial implications would have to 
be examined. Any proposals for extrabudgetary support would be welcome, especially as the strengthening of 
WHO's activities in nursing and midwifery could not be achieved solely through reallocation of regular budget 
funds. The comments concerning WHO's information role would be taken into account in the publications 
programme. Nurses could also play a more active role in contributing to WHO's periodicals. 

Dr fflRSCHFELD (Nursing), replying to specific points raised, said that the regional offices and 
headquarters would willingly provide all technical assistance in response to requests and in particular to the 
request for help in instituting university nursing education in Cyprus. With regard to China and several other 
countries, headquarters, regional units and the collaborating centres were developing training of midwives and 
tutors of midwives. Regarding the request from the delegate of Trinidad and Tobago for more information on 
research, she said that WHO had just completed a collaborating centre network meeting and would request the 
network to disseminate research findings more widely. An interregional workshop on nursing research in 
primary health care had been held, and projects initiated would be followed up. Replying to the delegate of 
the United States of America, she stated that nurses represented approximately 3.2% of the professional 
positions in WHO. A number of countries, including Finland, the United Arab Emirates and Seychelles, had 
expressed concern over recruitment and shortage of staff: WHO would continue to monitor and assess trends 
and country situations. Special attention would be paid to the concerns of the developing countries which had 
been voiced by the delegate of Benin. In response to the delegate of Japan, she said that collaborating centres, 
especially in the Western Pacific Region, were focusing upon health care services to the elderly and home care. 
She thanked all delegates for their valuable input and assured them that their comments would be taken into 
account in the review of nursing-midwifery activities related to practice, education, management, policy, 
research and human resources planning. 

Dame Anne POOLE (United Kingdom of Great Britain and Northern Ireland) expressed the concern of 
her delegation at the Secretariat's response to the debate. She reiterated that now was the time for change: 
the issues in question had been discussed since 1983, with no positive action. For that reason many countries 
had co-sponsored the draft resolution. The fact that so little emphasis had been laid by the Secretariat on 
taking the issue forward in the positive manner reflected in the debate was saddening, and she hoped that the 
matter would be referred to the Director-General, together with her comments thereon. 

Dr JARDEL (Assistant Director-General) regretted that his statement had been interpreted as 
insufficiently positive. He reiterated that the Secretariat's response was positive, although the financial 
implications would have to be considered in detail, and added that every effort would be made to implement 
the resolution. 

The CHAIRMAN invited the Committee to consider the draft resolution as amended in the light of the 
discussion. The text, co-sponsored by the delegations of Bahrain, Bangladesh, Barbados, Belgium, Botswana, 
Brunei Darussalam, Canada, Cook Islands, Cyprus, Denmark, Finland, Gambia, Ghana, Iceland, Israel, Italy, 
Jamaica, Kenya, Lebanon, Lesotho, Malawi, Malaysia, Maldives, Malta, Mauritius, Namibia, New Zealand, 
Nigeria, Norway, Russian Federation, Samoa, Seychelles, Spain, Swaziland, Sweden, Togo, Tonga, Trinidad and 
Tobago, Turkey, United Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania and 
Zimbabwe, now read as follows: 
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The Forty-fifth World Health Assembly, 
Having considered the Director-General，s report on strengthening nursing and midwifery in 

support of strategies for health for all, and the discussions at the eighty-ninth session of the Executive 
Board; 

Recalling resolution WHA42.27; 
Mindful of the growing demand for and cost of health care in countries throughout the world; 
Concerned at the continued shortage of nursing and midwifery personnel and the urgent need to 

recruit, retain, educate, and motivate sufficient numbers to meet present and future community health 
needs; 

Recognizing the need to increase the Organization's nursing and midwifery activities at all levels; 
Committed to the promotion of nursing/midwifery as essential health services in all countries for 

the development and improvement of health-for-all strategies, 

1. THANKS the Director-General for his report; 

2. URGES Member States to: 

(1) identify their nursing/midwifery service needs and, in this context, assess the roles and 
utilization of nursing/midwifery personnel; 

(2) strengthen managerial and leadership capabilities and reinforce the positions of nursing and 
midwifery personnel in all health care settings and at all levels of service, including the 
central and local services of health ministries and the local authorities responsible for the 
programmes concerned; 

(3) enact legislation, where necessary, or take other appropriate measures to ensure good nursing 
and midwifery services; 

(4) strengthen education in nursing and midwifery, adapt study plans to the strategy for health 
for all, and revise such education where appropriate, in order to meet the changing health 
care needs of populations; 

(5) promote and support health services research that will ensure the optimal contribution of 
nursing and midwifery to health care delivery, with particular emphasis on primary health 
care; 

(6) ensure appropriate working conditions in order to sustain motivation of personnel and 
improve the quality of services; 

(7) ensure the allocation of adequate resources (financial, human and logistic) for the above 
activities; 

(8) develop health policies that have the benefit of nursing input; 

3. REQUESTS WHO regional committees to reinforce regional actions in order to enable Member 
States to implement the above provisions effectively and to identify sources for financing such actions in 
those States which are undergoing economic structural reform programmes or which have other special 
needs; 

4. REQUESTS the Director-General to: 

(1) establish a global multidisciplinary advisory group on nursing and midwifery, with the express 
purpose of advising the Director-General on all nursing/midwifery services and in particular 
on; 
(a) developing mechanisms for assessing national nursing/midwifery service needs; 
(b) assisting countries with the development of national action plans for nursing/midwifery 

services including research and resource planning; 
(c) monitoring progress in strengthening nursing and midwifery in support of strategies for 

health for all; 
(2) mobilize the increased technical and financial support required to implement the provisions 

of this resolution: 
(3) ensure that the interests of nursing/midwifery services are taken into account in policy 

implementation and programme development, and that nursing/midwifery experts participate 
in WHO committees as appropriate; 

(4) strengthen the global network of WHO collaborating centres for nursing and midwifery in the 
implementation of health for all; 
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(5) report on progress made in the implementation of this resolution to the Forty-ninth World 
Health Assembly. 

The draft resolution, as amended, was approved.1 

The meeting rose at 16h55. 

1

 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution W H A 4 5 . 4 . 



FIFTH MEETING 

Saturday, 9 May 1992, at 9h00 

Chairman: Dr Catherine L MEAD (Australia) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

Strengthening the role of nursing and midwifery personnel in support of the strategy for health for all 
(Resolution WHA42.27; Documents A45/41 and A45/INF.DOC./6) (continued) 

The DEPUTY DIRECTOR-GENERAL said that from the debate at the two previous meetings he had 
gained the impression that many delegations were uncertain about the Organization's commitment to 
strengthening the role of nursing and midwifery personnel in support of the strategy for health for all. 
Consequently, he wished to allay any doubts in that regard. 

His colleagues had already provided information on the technical and programme aspects of the matter. 
Nevertheless, in view of the fundamental role played by nursing and midwifery personnel, such information was 
not sufficient: the questions that had been raised called for answers at the level of policy and strategy. He 
wished, therefore, to affirm the absolute commitment of the Organization to ensuring the momentum that was 
needed to strengthen the role of nursing and midwifery personnel in support of the health-for-all strategy. The 
tenor of the debate on that strategy had been unequivocal: the goals were clear and the Organization must 
maintain its course. None the less, questions had been raised with regard to deadlines and the difficulties 
encountered by the least developed countries. In response, the Director-General had launched an initiative 
directed specifically towards those countries, to ensure that they too could make progress towards the 
objectives of health for all. It followed logically that priority should be given to the nursing and midwifery 
sector, as it constituted one of the keys to reaching those objectives, in particular in the least developed 
countries. 

In view of its determination and wholehearted commitment, the Organization should certainly be able to 
find the resources to implement its policy. The Director-General would make every effort to implement the 
resolution in full and in a timely manner, and he would not hesitate to make use of the Director-General's and 
Regional Directors' Development Programme funds if necessary. Once the implementation of the resolution 
had been set in motion, additional resources would undoubtedly be forthcoming. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that his delegation 
appreciated the intention of the Director-General and his staff to implement the resolution in fufl. It was 
particularly pleased to hear that the Director-General would not hesitate to use his Development Programme 
in support of the objectives of the resolution. 

Health promotion, public information and education for health (Resolution WHA42.44; 
Document A45/5) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), referring to the Director-General's 
progress report (document A45/5), said that the Executive Board had endorsed the three programme 
strategies: advocacy for health, empowerment of the people and building social support. The Board had 
stressed that health education programmes were an essential component of all health activities and should be 
horizontally integrated into all health programmes; furthermore, such integration should be sustained and 

1
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intensified. Strengthening of national capabilities in health education and promotion of the training of health 
professionals in health education and communication had also been highlighted. 

The Board had noted with satisfaction that properly planned health education programmes did produce 
beneficial changes in health behaviour and life-styles. Such programmes would need to target specific 
population groups; strengthening health education and health promotion programmes for schoolchildren and 
young people would be one of the most efficient ways of ensuring the health of future generations. In view of 
the difficulty of creating conditions favourable to health and of changing deep-rooted habits, there was a need 
to expand the scope of programmes and develop strategies that would foster social norms conducive to healthy 
living. To that end, greater use should be made of the social and behavioural sciences. While the media 
played an important role in fostering awareness about health issues and influencing social policies, media 
advertising sometimes carried conflicting emotional messages, which might be harmful to health. Health 
promotion efforts should also be directed towards those sectors of the population without access to the media 
or to health professionals. 

Appropriate legislation should be incorporated into health and social policies and applied vigorously, in 
order to gain popular acceptance. Legislators should be kept informed and persuaded to play an active role in 
facilitating health-supportive legislation. 

Health education needed to be sensitive to the culture and health concerns of local communities; it also 
had an ethical dimension, namely, the extent to which the health profession had the right to intervene in the 
private lives of individuals. The involvement of social and political institutions, development sectors, 
community leaders and community workers was crucial in ensuring the flow of information within the 
community and in generating and sustaining community interest and action for health. 

Mrs MANYENENG (Botswana) observed that most of the major health problems were preventable. It 
was only through strengthening, supporting and promoting activities in the areas of public information, 
education and communication that health information could be disseminated which could influence people to 
adopt healthy life-styles. 

Noteworthy among the many recent activities in that area was the Third International Conference on 
Health Promotion, held in Sundsvall, Sweden in June 1991. With its emphasis on the involvement of 
community members in the health sector, that conference had reset the stage for health information, education 
and communication during the 1990s. It had also highlighted the need to recognize and use women's skills and 
knowledge in all sectors, including policy-making and the economy, in order to develop a more positive 
infrastructure for supportive environments. Conference participants had agreed that equity must be a basic 
priority in creating such environments for health. 

Her delegation endorsed resolution WHA42.44 and urged WHO and its partners to increase their 
support for health promotion, public information and health education, which were integral components of all 
programmes. 

Mrs MORAIS (Canada) said that, as the Director-General had noted in his opening statement to the 
Assembly, health protection and promotion represented a basic element in the health-for-all strategy. Health 
promotion and disease prevention were based on recognition of the interaction between a number of factors: 
the physical, psychological and social capabilities of individuals; individual habits; socioeconomic and 
education levels; the physical and social environment; individual and community values; and the capacity of 
social institutions to protect and encourage individual development. It was in that spirit that the First 
International Conference on Health Promotion had adopted, in 1986, the Ottawa Charter for Health 
Promotion, subsequently endorsed by the Second and Third International Conferences on Health Promotion. 

Health promotion activities could help to combat disease, increase individual and group capacities, create 
healthy environments and reduce inequities. Such activities could take specific forms such as training, 
education and policy-making. Whatever their form, those activities had to be comprehensive and integrated 
and should incorporate system and programme development, organization of services, research, staff training 
and the establishment of favourable economic and social conditions. 

The implementation of coordinated public health policies, oriented towards developing human potential, 
represented a basic dimension in health promotion and required a unified approach. To that end, WHO 
should consolidate and integrate the various elements in its programme of health promotion, clarifying it with 
respect to the various WHO programmes. 

Dr KHORONFUL (United Arab Emirates) said that in its deliberations on the issue of health 
promotion, public information and health education, the Organization should consider the potential of 
telecommunications technology, a field in which great advances had been made in recent years. There were 
multiple possibilities for using telecommunications in the health sector, including televised educational 
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programmes, public information, continuing education and human resources development. His Government 
was considering the use of telecommunications technology for the purposes of communication within the 
country and for receiving health education information from other Member States and from institutions. Once 
the telecommunications infrastructure had been set up, countries could expand the use of that technology to 
other fields. It would be useful to expand telecommunications collaboration among Member States. WHO 
could spearhead such an effort, thus providing objective technical support and ensuring the quality of any 
activities in that field. 

Dr GEORGE (Gambia), agreeing that a health promotion and education programme was the most 
important and cost-effective strategy to address emerging health problems, stressed the need for greater 
attention to the developing world and in particular, the African Region, which was facing an epidemiological 
transition and had to deal with expensive diseases that were preventable through behavioural change. An 
acute shortage of manpower, particularly health educators and graphic artists, had made health education 
programmes unattractive and ineffective. In the short term emphasis had to be placed on technical assistance 
and training for small groups of countries; early decentralization as proposed in the Director-General's 
progress report might result in diluted programmes at district level. Support was also needed in the form of 
materials and equipment. Health promotion programmes for schools had to be planned and comprehensive, 
avoiding a piecemeal approach. 

Intense health promotion and information were needed in the field of occupational health. Owing to 
cheap labour and less stringent laws on work safety and compensation, many factories were being set up in 
developing countries, and those countries had to be prepared as regards legislation and knowledge of working 
conditions and materials. The report might also have included a section on environmental health, since 
disposal of human, industrial or hazardous wastes was also less stringently regulated in developing countries, 
where the possibility of dumping and importation of toxic waste was ever-present. 

Gambia was currently preparing its health policy for the next five years, and health promotion and social 
mobilization would be a key issue. 

Dr ANDERSSON (Sweden) said that the Alma-Ata Declaration, the Ottawa Charter and the 
recommendations of the Second International Conference on Health Promotion, held in Adelaide, Australia, 
had been followed in June 1991 by the Sundsvall Statement, adopted at the Third International Conference on 
Health Promotion, in Sundsvall, Sweden. That conference, which had taken as its theme "Supportive 
environments for health", had been the first global meeting on health promotion with equal participation of 
developing and industrialized countries and of women and men. The Sundsvall Statement had recently been 
distributed to Member countries with a note verbale from the Director-General. 

The three main strategies in the Director-General,s progress report, namely advocacy, empowerment and 
social support, were the basis for creating supportive environments for health. Equity was a basic priority: all 
action and resource allocation had to be based on a commitment to the poorest. Another priority was the 
gender perspective, which, if applied to health promotion and supportive environments for health, would imply 
a whole range of different choices. It was not enough to consider women only in terms of their reproductive 
role or as a "special" or Vulnerable" group: they also had to be seen in their productive roles. Their skills and 
knowledge had to be used in all sectors, including policy-making and the economy, so as to develop a better 
infrastructure for supportive environments. The workload of women should be recognized and shared by men. 
Women's community-based organizations had to have a stronger voice in the development of promotion 
policies and programmes. Similarly, application of a gender perspective to epidemiology might result in a 
different data-base for the development of health promotion programmes. 

National policies and programmes in countries should aim more at supporting activities at local level. 
Local and regional authorities should identify relationships between environmental issues and health, 
contribute to sustainable social development, build health support systems, protect ecosystems and recognize 
the comprehensive holistic approach in health education in schools and workplaces. Local authorities in 
wealthy societies should be encouraged to respond to the needs of their counterparts in poorer societies with 
economic, organizational and technological means needed for sustainable development. 

At the Sundsvall Conference, over 300 case reports on practical work presented by participants from all 
over the world had demonstrated the wealth of knowledge and experience gained in projects to create health 
support systems; however, it was not always easy to overcome sectoral barriers. Networks had to be created 
for capacity building at local, national, regional and global levels for implementation of the recommendations 
in the progress report. "Supportive environments for health" could be a blueprint for the next decade in the 
implementation of the health-for-all strategy, implying a shift from the individualistic life-style approach to the 
more comprehensive creation of favourable environments for health. A global approach was needed, built on 
an enlightened popular movement, visionary leadership, and intersectoral and local action. 
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Dr ABU BAKAR (Malaysia) stressed the high priority given by Malaysia to health promotion and health 
education at all levels. Over the past ten years the number of health education officers had doubled to a total 
of 56: they served as planners, facilitators and organizers for health education activities implemented by health 
workers, workers in health-related agencies and nongovernmental organizations. Health workers were given 
pre-service and in-service training, and other workers were trained as part of the planned outreach programme. 
The Ministry of Health had secured the active cooperation of the mass media: health information had been 
presented through news coverage, feature articles, documentaries, short films, reports, interviews and phone-
ins. Media advertising using social marketing and advocacy for health had also been developed, starting with 
the "Healthy life-style" campaign，covering such issues as coronary artery disease, AIDS and other sexually 
transmitted diseases, cancer, food poisoning and diabetes mellitus. A recent theme, "Love your heart", had 
increased the level of awareness of the target groups, and that type of approach would be continued. Health 
education would be further strengthened by placing health education officers at district levels, intensifying 
multisectoral collaboration with governmental and nongovernmental agencies and the private sector, and using 
new methodologies, strategies and educational technology. 

Mrs HERZOG (Israel) explained that health promotion activities in Israel were coordinated by the 
National Committee for Health Promotion, under the direction of the Ministry of Health and consisting of 
representatives of several government ministries, public agencies, health insurance funds, academic institutions, 
nongovernmental and volunteer organizations, and national coordinators of the countrywide integrated 
noncommunicable disease intervention programme (CINDI) and the Healthy Cities project. The Committee 
was responsible for coordinating and setting guidelines for educational and informative programmes to increase 
awareness of healthy life-styles in all sectors; advocating the creation of health-supportive conditions in the 
workplace and the enactment of appropriate enabling legislation; and generating political will and commitment 
to the principles of health promotion and the allocation of financial resources for preventive measures. 
Educational and information programmes on proper dietary behaviour, HIV/AIDS prevention, smoke-free 
environments, and accident prevention at home, at work and on the roads had been developed for children, 
parents and the elderly throughout the national network of family health centres; for students in the entire 
school system; and for CINDI and the national Healthy Cities network. All educational and health promotion 
material was translated into the languages of various ethnic groups and presented in a culturally acceptable 
form. In addition, special campaigns involving public events, seminars, media coverage, an open-line telephone 
service and specific educational activities were conducted on occasions such as World Health Day, World No-
Tobacco Day and World AIDS Day. Although curative concepts still dominated health services, greater 
awareness of the importance and social and economic benefits of prevention could be discerned. Israel's work 
in that area would continue to be guided by the strategies for action recommended by WHO, whose continued 
advocacy was crucial to maintaining the momentum in meeting the challenges of health promotion and health 
for all. 

Professor LU Rushan (China) endorsed the orientations of the programme and the three main action 
strategies of advocacy, empowerment and social support presented in the report. The promotion and 
maintenance of healthy life-styles and living conditions had to be vigorously advocated to change people's 
attitudes so that they no longer turned blindly to medicines and medical equipment, regardless of whether or 
not they were ill or of the severity of their ailment. In educating people for involvement, emphasis should be 
placed on self«care. In China special curricula had been introduced at schools of medicine and health 
education research institutes had been set up at central and local levels to strengthen health promotion and 
health education. Efforts had also been made within the framework of primary health care to extend health 
education and publish material on health care for the information of the general public. Whenever WHO had 
initiated unified global action for health promotion through the observance of a specific day it had proved to 
be an impetus to international health work. The wide dissemination by WHO of educational materials on the 
themes chosen by the Organization had been fruitful, and notable results had been achieved in China through 
such activities. 

Professor LEOWSKI (Poland) observed that the initiatives taken in health promotion and education had 
not yet produced many spectacular successes in Poland, nor perhaps in other countries: the comprehensive, 
well-designed set of guidelines presented in the report was therefore welcome and some activities to apply it 
were already in progress in Poland. In 1990, a new national health project had been prepared by the Ministry 
of Health to implement 14 activities, including many concerned with health promotion, such as an anti-smoking 
campaign, a campaign to reduce alcohol consumption, rationalization of nutrition and increasing community 
involvement in physical fitness. Health promotion activities were among the main objectives of the loan 
negotiated by Poland with the World Bank for the development of its health care system, and the training of 
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health educators was a priority task. A national council had recently been established to advise the Minister of 
Health in the development and implementation of health promotion projects in Poland, and a centre for health 
promotion had been founded to play an executive role in that field. Other initiatives broadly related to health 
promotion had been taken, and activities in progress included research, e.g., collaboration in the MONICA 
project on cardiovascular diseases, a cholesterol control study and a study of the role of health promotion at 
the workplace. 

With regard to the situation in central and eastern Europe, an international institution was needed to 
facilitate collaboration between centres in different countries in health promotion projects. Intercountry 
collaboration was also desirable within the European Region as a whole in the exchange of experience in 
implementing health promotion projects and in training for them. Poland would be receptive to such 
initiatives. 

Professor MANCIAUX (France) observed that it was a far cry from the statement of principles to their 
implementation. For the public, information had to be relevant, up to date and，above all, readily available. 
Access to health information was an element of, perhaps even a prerequisite for, access to health care. 
Education could increase knowledge and even maintain it at a high level if it was provided early, repeated, and 
permanent; but it was harder to produce a lasting change in behaviour. Why acquisition of knowledge was not 
always followed by behaviourial change constituted a hi^ily important field of research in the human sciences. 
As far as professionals were concerned, their ability to educate and inform was not inborn, they were strongly 
tempted to transmit their own value system and they therefore needed training in their role as educators; such 
training was still largely inadequate. Governments and institutions had to ensure a fair balance between 
vertical programmes for combating specific diseases and the necessary horizontal integration of health 
education. His delegation welcomed the report under consideration, which firmly linked information, 
education and promotion and cited cases of successful integration, far example in the field of AIDS and that of 
"tobacco or health", but such integration needed strengthening. 

While public information and health education were necessary conditions for health promotion, they 
were not in themselves sufficient; health promotion also required a specific strategy and a number of 
preconditions had to be satisfied. The strategy proposed in the report was derived from the 1986 Ottawa 
Charter for Health Promotion and was well adapted to efforts to ensure recognition of health as an essential 
component of development and to the training of individuals to allow them to take an active part in promoting 
their own and their community's health and in social mobilization. His delegation considered that two 
complementary and essential requirements were inherent in the concept of social assistance: an effort on the 
part of the State and/or communities to provide individuals and families with a minimum of well-being; and 
social suf^ort on the part of the community, particularly for individuals and families in difficult situations. It 
was ethically unacceptable to make people responsible for their own health and for the management of their 
health capital if they had no control over their destiny and no prospects for the future, as was true for many 
persons, families and groups in all countries, albeit at very different levels. His delegation considered that the 
document under consideration reflected those different points of view and provided very useful guidance for 
the future. 

Regarding the crucial problem of tobacco abuse, on which his own country had opted for a voluntarist 
policy, he would like to see the international community and WHO adopt a logical stance. If tobacco use was 
to be gradually phased out, steps should also be taken to reduce the adverse economic effects on certain 
producer countries. While the measures taken by States to reduce consumption should be considered as 
perfectly legitimate, at the same time developing countries which produced tobacco should have the right to 
ask for help from the international community, and from UNDP and FAO in particular, in finding alternative 
crops. The same comments applied even more strongly to the cultivation of poppies. 

The Director-General, in his statement to the Health Assembly, had referred to health protection and 
promotion as one of the key orientations for new public health action. That basic orientation should be 
developed, not by establishing new structures within WHO or in countries, but as a horizontal component of all 
health action, including both public policies and activities in the field. That would require an in-depth analysis 
and the establishment of methodological guidelines. In that regard, the Division of Health Protection and 
Promotion was undertaking significant and promising work at both the policy and the strategy levels. Such 
work was essential both for WHO and for its Member States as, quite apart from the identification of key 
issues, target populations, favourable times and places and appropriate methods, truly intersectoral health 
promotion represented a social investment for health and development, of which the Healthy Cities project was 
evidence. Health promotion also represented a transgenerational investment, as behaviour patterns were 
established at a very early age. 
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Dr VAN ETTEN (Netherlands) commended the report and supported its conclusions. In view of the 
recent growth of international satellite television and its possible impact on life-styles, WHO might perhaps 
take the initiative of entering into a dialogue with those responsible in order to explore the possibilities of their 
contributing to the promotion of healthy life-styles. 

Dr ESKOLA (Finland) said that education for health had traditionally been recognized in Finland as an 
essential part of public health policy. Particular attention had been paid to dietary behaviour, smoking and 
physical inactivity, three factors strongly associated with cardiovascular diseases and cancer. As an indicator of 
success, the serum cholesterol values of the economically active population in Finland had decreased by 20% in 
20 years and the prevalence of smoking had declined among middle-aged men. Those changes had already 
been reflected in the health of the nation: the incidence of coronary heart disease had decreased by over 50% 
since the 1960s and lung cancer mortality among men had declined since the early 1980s. 

Unfortunately, however, success had not been uniform; some population groups had not been receptive 
to health education. Social class, educational level and the presence or absence of social and emotional 
support were factors which influenced health behaviour and were strong determinants of life-style-associated 
diseases in Finland. It was therefore obvious that new methods and fresh approaches were required if all 
sections of the population were to be reached. He believed that the three-fold strategy of advocacy, 
empowerment and social support described in the report would be vital in work aimed at strengthening health 
promotion and education as a part of national policy. 

His delegation welcomed the excellent progress report on health promotion, public information and 
education for health, and hoped that the active role played by WHO in recent years would continue. 
Horizontal cooperation with other organizations was essential and should be strengthened in the future. 

Dr CICOGNA (Italy) congratulated the Director-General on his excellent progress report. Considering 
that actions for the promotion of healthy life-styles should be based on two main principles, namely the 
information and education of the population in order to motivate informed choices, and the protection of 
people from behaviour which might endanger their health, the Italian Ministry of Health had launched special 
information campaigns on issues such as nutrition, drug abuse, AIDS and wpmen's health. 

On nutrition, texts had been published for health personnel, as well as pamphlets for the public on the 
problems of different age groups, alcoholism, food intolerances, and the prevention of cardiovascular diseases, 
osteoporosis and goitre. Weekly newspapers and major magazines had been involved in the nutrition 
campaign, together with radio and television networks. On drug abuse, in accordance with the European 
Community action programme on demand reduction and with the conclusions of the Council of Europe Pan-
European Ministerial Conference, training courses for trainers had been held on drug-abuse prevention and on 
the prevention of AIDS among injecting drug users. Courses had also been targeted at different age groups in 
schools and universities; it was estimated that some 5000 secondary school teachers had attended training 
courses on prevention activities in schools. Much health education and promotion work was also being done 
with regard to AIDS. Five national campaigns had been organized, targeted at teachers, prison staff, 
journalists, and voluntary associations and health personnel dealing with drug abusers at community level. On 
women's health, a national commission of health information and health education specialists had recently 
been established by the Minister of Health. Its work was based on the eighth target of the European health-
for-all strategy (reducing rates of maternal mortality), and was concerned, in particular, with reproduction, 
women's diseases, working conditions and the social environment. It was developing methods of health 
promotion and education that would encourage women to make greater use of cancer screening services. 
Special attention was being given to improving accessibility of health services in the deprived south of the 
country. Eliminating the differences between the health care delivery system in the north of the country and 
that in the south from the point of view of women's health was one of the most challenging aspects of Italian 
national health planning. 

WHO played a very important role in health promotion and education for health, as was clearly shown in 
the comprehensive report before the Health Assembly. 

Professor MATTHEIS (Germany) said that her delegation had studied with great interest the report 
under discussion. The impact of health promotion on the situation of individuals and communities could 
hardly be overestimated. In Germany, legislation currently required health insurance to make a financial 
contribution to health promotion. Previously national health insurance - whose history in her country went 
back for over 100 years - had covered only curative care; in the 1970s, a number of secondary prevention 
programmes in the form of early case-finding for selected groups had been financed, and health promotion had 
been included later. Through cooperation with the Regional Office for Europe, concern for health promotion 
had led to visible results, an outstanding example of which was the Healthy Cities project. 
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An important aspect of health promotion was health education aimed at healthy life-styles. If public 
information and education for health succeeded in eliminating the abuse of alcohol and tobacco and reducing 
the number of road accidents, the consequences for hospital care alone would be a great number of empty 
beds, with the financial savings which that implied. It must be asked, therefore, how changes in health 
behaviour could be brought about and what factors were involved. Her country was currently going through an 
interesting but difficult period of change which clearly showed that health behaviour was not only a question of 
knowledge but was also strongly influenced by social and political factors. Some 60 million people in the west 
of the country had become accustomed to a health care system characterized by decentralized planning and 
decision-making, taking responsibility for one's own health, and individual initiative, whereas 17 million people 
living in the eastern part had been cared for for 40 years by a health service that left little room for individual 
initiative or active participation in decision-making by the community. For the population in eastern Germany, 
it was not always easy to adjust to the health care system of the west, which had been extended to cover the 
entire country. For example, many parents, accustomed to their children being vaccinated automatically in 
kindergartens or schools, were not bringing them to public health services or paediatricians to be vaccinated, 
despite the fact that no financial problems were involved. The situation was similar in regard to check-ups for 
pregnant women. Thus access to health services, even where there were no financial constraints, was not 
sufficient. Material help for many countries in a transitional phase, important as it was, was not sufficient in 
itself; public knowledge and above all motivation for healthy living were required if people were to make the 
best possible use of the facilities available - something which could not be separated from the general social 
and political situation. 

2. FIRST REPORT OF COMMITTEE A (Document A45/43) 

Dr CHÁVEZ PEÓN (Mexico), Rapporteur, read out the draft first report of the Committee. 

The report was adopted.1 

3. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (resumed) 

Health promotion, public information and education for health (Resolution WHA42.44; Document 
A45/5) (resumed) 

Dr MARAMBA (Philippines) thanked the Director-General and the Secretariat for the brief but 
excellent report before the Committee. He fully agreed that - together with other accepted public health 
strategies - advocacy, health education, information and promotion were vitally important means of addressing 
the complex health issues and challenges confronting the world. Where there was an informed and involved 
public, the battle was more than half won in terms of disease prevention and improvement in the quality of 
life. He was pleased to note the progress made in the field of health promotion in training and education 
generally, although he was all too aware that the challenges of technological progress and changes in life-style 
still remained, requiring all governments as well as WHO and other collaborating agencies to find ways of 
conveying understandable messages through the appropriate media and thus succeed in changing people's 
behaviour. In the Philippines, senior officials were politically committed to public health programmes and had 
actively participated in the celebration of international days, including World Health Day, World AIDS Day 
and the International Day against Drug Abuse and Illicit Trafficking. 

The monitoring and evaluation of previously applied strategies, operational and behavioural research for 
developing innovative approaches, and methods for developing and sustaining support structures and 
mechanisms in both the public and private sectors were all essential to health promotion, and his delegation 
endorsed the goals and main action strategies described in document A45/5. 

Dr AL-ZAHRANY (Saudi Arabia) was pleased to note that WHO was undertaking major efforts to 
improve health information systems as one of the main means for making improvements in other areas, and 

1
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that the report under consideration contained many new guidelines and ideas to help improve health 
education. He would, however, stress the importance of research; health education was based on the principle 
of bringing about changes in behaviour patterns, which was very difficult to achieve, so that efforts must be 
made to find the concepts and ideas best suited to local circumstances in order to achieve that aim. For that 
same reason, experts must be educated in health promotion, in addition to the education and training provided 
in other health sectors. 

In Saudi Arabia, far-reaching health education programmes had been introduced, particularly through the 
expanded network of primary health care. All means of communication were used for health education and 
health education videos were shown in all primary health care centres. International events such as World 
Health Day and World AIDS Day were celebrated, in conjunction with mass campaigns organized by the 
media. Intensive programmes had also been undertaken and a national committee established to increase 
awareness of the dangers of substance abuse. 

As Saudi Arabia was a gathering point for Muslims, with over a million pilgrims arriving in Mecca every 
year, appropriate health care services, including health education and information, were provided. Special 
television and radio programmes were broadcast in several languages, and it had been noted that such action 
had helped reduce problems related to heat stroke, communicable diseases and the environment. 

Other programmes were aimed at evaluating the impact of health education, which it was hoped would 
be improved through research in that area. He hoped that the media and communication systems would 
cooperate in developing health education and awareness, and in reducing the number of advertisements for 
substances, such as tobacco and alcohol, which damaged health. 

Dr RAKOTONDRAJAONA-RANAIVOJAONA (Madagascar) said that 80% of the illnesses occurring 
in his country could be prevented by public information and education, but it was very difficult to reach the 
poor people eking out a living in the bush. Since the modern mass media reached only 20% of the population, 
an information department had been established at the Ministry of Health to coordinate health education with 
the other ministries concerned. The health information strategy had also been given priority in the 2120 public 
and private health units on the island. Thus every health worker had become an agent for development, in 
which health education was an essential component. 

Dr SAVEL'EV (Russian Federation) said that the report before the Committee constituted a fairly full 
and comprehensive reflection of what WHO had done to implement resolution WHA42.44, even covering 
events which, although they had taken place before the adoption of the resolution, had a direct connection with 
the problems dealt with in it. Much had been done in the period under review. The most obvious successes 
had been in education on how to prevent and control a number of specific diseases. If information on healthy 
life-styles and other health problems was to achieve the desired results, it was very important that it should be 
geared to the specific needs of particular population groups. In that regard, a great virtue of the work done by 
WHO was that it was directed towards such groups. The growing emphasis on dissemination of information on 
healthy life-styles among young people was commendable. Particularly important was the priority which the 
Organization attached to the key issue of developing and implementing national policies to promote health and 
healthy life-styles. The future directions and actions dealt with in Chapter IV of the report were outlined with 
due regard for the principle of continuity, preserving the most valuable elements of WHO's work in the past, 
which should be continued and further developed. 

The consideration of progress reports on the implementation of resolution WHA42.44 was a useful 
exercise. In view of the importance of the problems involved, it would be advisable to carry out the next 
review in three years，time, at the Forty-ei¿ith World Health Assembly. 

Dr GONZÁLEZ CARRIZO (Argentina) said that health promotion was one of the three major 
programmes of the Argentine Ministry of Health. Under that heading priority had been given to health 
education, which was provided in horizontal programmes for schools as well as through the mass media and 
primary health care leaders. The launching of those activities had involved consultation and cooperation 
between the Federal Boards of Health and of Education. Public health information days devoted to specific 
themes were commemorated jointly in Argentina and other countries of the Southern Cone. 

In March 1992 the Eighth World Conference on Tobacco or Health had been held in Argentina, 
mobilizing a great deal of support, and the Pan American Institute for Food Protection and Zoonoses had 
been inaugurated there in the same month. 

Dr SIDHOM (Tunisia) commended the Director-General's report, which gave a comprehensive overview 
of objectives, strategies and future orientations, especially with regard to advocacy, which was a basic notion in 
education to combat such scourges as AIDS and drug addiction. In Tunisia it had been developed only 
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recently, with the help of many multidepartmental committees such as those responsible for immunization, 
maternal and child health and the control of AIDS, diarrhoeal diseases and acute respiratory infections. A 
mental health programme with an extensive education component had also been established, as well as training 
programmes in health education for primary health care professionals. Various sociobehavioural surveys had 
made it possible to develop action-oriented research and evaluation for use in primary health care. Through 
them the needs of target groups could be better identified and strategies adjusted accordingly. 

Tunisians participated in the celebration of various world and national days to combat life-style diseases 
such as cardiovascular and sexually transmitted diseases and AIDS. In that endeavour the media played a 
decisive mobilizing role; specific topics were dealt with in dozens of radio and television broadcasts and in 
hundreds of press articles, with tangible effects on the public, particularly with regard to the vaccination 
coverage of children and women of childbearing age and the use of oral rehydration therapy. Improvements, 
however, could still be made, particularly by ensuring continuity of television programmes and planned 
dissemination of the educational material produced. The shortage of media professionals specializing in health 
issues could be made good by training at seminars and workshops. 

Thus WHO's call for concerted action was being heeded in Tunisia, where the information and 
educational components needed for active community mobilization were being taken into account in most 
national programmes as a natural complement to the services provided by the public health authorities. 

Mr OKELY (Australia) stressed the need for WHO, in executing its programmes, to develop a better 
integration of its health promotion activities. Australia was a strong supporter of the Organization's health-for-
all strategy, in the implementation of which its own "Better Health" programme was a key element at the 
national level. One aspect of that programme was the reduction of inequalities in health status between 
different social groups, and an important part of it had been the development of strategies to integrate health 
promotion principles into state and territory legislations. Strategies had also been developed to promote area 
management and planning for health, including greater community participation in health decision-making. A 
major objective had been the facilitation of locally-based planning and the encouragement of a cross-sectoral 
approach to health care delivery. The arguments put forward in favour of greater integration were clearly in 
accord with Australia's national approach and therefore had his delegation's support. 

Referring to the Swedish delegate's plea for greater attention to sex balance in the execution of WHO's 
programmes, he strongly advocated a drastic change in the approach to women in their reproductive role and 
as a special group, since it was in the interest of all countries to harness the skills of women in all sectors, 
particularly the area of health and health promotion. 

Dr FUKUDA (Japan) said that health promotion was vigorously pursued in Japan along with disease 
prevention and control measures. The first comprehensive national health promotion programme, 
incorporating health education, had been started in 1978, and a second in 1988. His delegation supported 
WHO's health promotion policy and considered that health information and education were essential for 
ensuring the success of health programmes. Health promotion, public information and education for health 
were not merely the basis of primary health care, but also essential components of all health activities. In 
fields such as "tobacco or health" and AIDS control, public information activities could be remarkably effective. 
His delegation trusted that WHO would continue to play a leading role in that important area. 

Dr FEHÉR (Hungary) said that the political changes in Hungary had opened up new prospects for 
health promotion. In 1991 legislation had been enacted under which a national public health centre had been 
established and a new organizational and political framework for health education and public information had 
been instituted. Overall responsibility for health and for financing health work was shared between local 
authorities and institutions. The recently introduced network of family doctors would be instrumental in 
promoting health education, which might result in effective prevention at both the individual and the 
community levels. Various foundations, self-help groups and religious organizations had come into being, thus 
providing a third component in prevention. A major challenge was to orient changes in the social insurance 
system, in financing methods and in curative medicine towards health promotion. The radical transformations 
under way, affecting the whole of society, offered a good opportunity to launch an intersectoral health 
promotion programme which, in spite of economic difficulties, should have a favourable effect on the health 
status of the population. 

Hungary had started to elaborate a new health system and had set priorities for health promotion. 
Among the main priorities were youth and secondary prevention projects. Although the AIDS situation was 
relatively favourable in Hungary, primary prevention of the disease was essential if it was to remain so. 
Special programmes were also needed to decrease inequalities in the health status of the poor, the 
unemployed, ethnic minorities and immigrants compared with the general population. The relevant strategies 
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were primarily based on close cooperation with WHO headquarters and the Regional Office for Europe. 
WHO had a special role to play in capacity-building, training, information and research. Headquarters 
programmes such as MONICA, the Global Programme on AIDS and Health Systems Research were of 
particular importance. Hungary participated in almost every project of the Lifestyles and Health Department 
at the Regional Office for Europe and in its Healthy Cities project. With the help of WHO, the Government 
was intending to launch a "tobacco or health" programme at the national level. 

Mr SALA Vaimili II (Samoa) stressed the importance of health promotion, public information and 
education for health in a small country such as his, where they were instrumental in making people think about 
their health before the onset of serious illness and thus reducing public health costs. The public information 
campaign against smoking was a good example. He wished to take the opportunity to thank, in particular, the 
Governments of Australia, New Zealand and France, as well as the United Nations and FAO and various 
nongovernmental organizations, for the assistance they had provided in coping with the effects of a hurricane 
some six months previously. 

Dr RODRÍGUEZ DOMÍNGUEZ (Mexico) said that health promotion encompassed most of the efforts 
that would increasingly take the place of primary action for the treatment of disease. For the past 30 years, a 
health-education component had been included in all health programmes introduced in Mexico. At the current 
stage of epidemiological transition from underdevelopment towards a greater commitment to health, Mexico 
saw health promotion as a model to enable communities, families and individuals to have a real impact on 
their own health and the quality of their lives - an attitude akin to that of the Japanese, who had long 
interpreted health promotion in the broadest possible sense, as education for life. That definition 
appropriately covered everything from environmental concerns to the modification of life-styles and the 
prevention of noncommunicable diseases. Health promotion was also an effective weapon against the threat 
posed by growing health care costs. 

As an example of preventive, health-promotional work leading to intersectoral action, he mentioned that, 
since the water in most Mexican communities had a low fluoride content, salt fluoridation was being 
introduced to protect the oral health of 60 million of the country's 84 million inhabitants. That called for 
concerted action by the authorities responsible for health, development, trade and industry. 

Mrs LAMARRE (International Union for Health Education), speaking at the invitation of the 
CHAIRMAN, said the report before the Committee (document A45/5) highlighted the close cooperation 
between her organization and WHO. For example, the joint position paper mentioned in paragraph 14 of the 
report was now available from IUHE or from WHO's Division of Health Education. The Union supported the 
strategies outlined in the report for improving the health situation and standards of living of people throughout 
the world. 

The Union's objectives were to enable each individual, within his or her community, to enhance, through 
education, his or her knowledge about health and to acquire the capabilities and the individual and collective 
self-sufficiency necessary for the adoption of healthy life-styles and the improvement of the physical and social 
environment. She pledged the Union's continued contribution to the efforts undertaken in the context of the 
programmes outlined in the report. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) observed that the debate had 
brought out the themes that most major health problems and premature deaths were preventable; that health 
education, information and promotion were important public health measures in addressing health challenges; 
and that the mass media played an important role in such efforts. Health education and communication were 
indispensable for achieving the goal of health for all by the year 2000. The health status of populations could 
be improved only through social and political action with support for individual citizens. The need for 
involvement by health education specialists had also been touched on. 

Dr MANDIL (Adviser on Informatics) said that although previous speakers had referred to the 
importance of telecommunications in connection with support for the programme on health promotion, public 
information and health education, his replies could apply equally to other WHO programmes, since the same 
techniques could serve them all. Indeed, information and information technology could facilitate integration 
among WHO programmes, a matter to which some speakers had specifically referred. 

WHO was conscious of the fact that it needed to be in the vanguard of telecommunications use for 
health work and for providing unbiased advice to Member States. Its activities in telecommunications fell into 
four categories. First, WHO had been holding for the past nine years, and would continue to hold, courses in 
informatics and telematics, some of which had already been adapted for use by Member States. To date over 
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170 nationals of more than 40 Member States had attended those courses, in which networking and 
telecommunications had played a prominent role. 

Secondly, WHO collaborated directly with Member States, upon request, by providing assistance in the 
areas of telecommunications and networking among national institutions and facilities and with other Member 
States. 

Thirdly, WHO was actively involved in satellite use for establishing message exchange systems and for 
access to information, which as one speaker had noted was as important as information itself. Satellite 
communications, however, were not cheap and required extensive resources on the ground. The most 
affordable communications were through low-orbit satellites，but they could be accessed only for brief periods 
every day. Practical studies had been carried out, using the costly geostationary satellites，through the 
generosity of INTELSAT, in six countries, and had confirmed the importance of satellite communications, both 
for "telemedicine" and in health education and promotion. 

Fourthly, WHO had recently received a generous offer for at-cost use of a low-orbit satellite. Medical 
faculties in six countries in the African Region were now able to access the satellite for short periods each day, 
during which they could transmit the equivalent of 50 pages of text. The office of the WHO Representative in 
Zambia had recently been given satellite access facilities through the Zambian medical faculty. It was planned 
to expand such uses and assure their reliability. 

Mrs GASTAUT (Office of Information) said recent United Nations studies had shown that 70% of the 
world's population used television as a source of information, compared with 50% for radio and 30%-40% for 
the print media. WHO was accordingly seeking contacts with television networks, including international 
electronic news syndicators and satellite television stations, with a view to finding ways of disseminating 
messages about health and healthy life-styles. Three examples of success in those efforts were: the 
teleconference on noncommunicable diseases held in Alma Ata, the teleconference on AIDS organized by the 
Regional Office for the Americas, and the current Health Assembly, whose debates were being transmitted in 
part by the World Television Network and the Agence internationale de Télévision. Those two bodies had also 
cooperated closely with WHO in broadcasts concerning leprosy, malaria and respiratory diseases. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for a very positive reaction to the 
report, which would bolster the morale of staff working in health promotion and education. The experience 
countries had so generously shared would contribute to the programme's further efforts. He was particularly 
grateful to the delegates who had drawn attention to the need to collaborate more intensively on a global 
approach to harmonious, coordinated and horizontally integrated activities in health protection and education. 
It was generally agreed that new technologies should be better applied to health educational efforts. 

Some delegates had welcomed the role of behavioural research in health education. In that connection 
he remarked that - apart from the results of epidemiological studies on cessation of cigarette smoking -
evidence from large, well-conducted trials gave little hope that altering the life-styles of the middle-aged would 
significantly reduce deaths from chronic, noncommunicable diseases. Health education at schools therefore 
emerged as an extremely important area for action, and the staff of WHO was focusing more and more on 
such efforts. 

The comments by the delegate of Germany about the possible contribution of health insurance agencies 
to national programmes of health protection and promotion were extremely interesting, especially for countries 
in transition from one type of economic and social conditions to completely new political and economic 
models. 

In conclusion, he wished to emphasize once again the role of the research component in the whole 
system of health education and protection measures. 

Disability prevention and rehabilitation (Resolutions WHA42.28 and EB89.R7; Document A45/61) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), referring to the Director-GeneraPs 
report (document A45/6), stressed the progress made in primary prevention, notably of poliomyelitis, measles 
and infectious eye diseases; and in secondary prevention, where the decrease in leprosy was attributed to the 
use of multidrug therapy. Rehabilitation, or tertiary prevention, had made less significant progress during the 
Decade of Disabled Persons. 

1
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Noting those achievements, the Board had called for strengthened collaboration with other United 
Nations agencies and nongovernmental organizations in the matter of disability prevention, and for action both 
by WHO and by countries to develop rehabilitation. 

The situation in regard to both disability prevention and rehabilitation was particularly bleak in Africa, 
necessitating strategies appropriate to the level of development in the countries concerned. 

Death-delaying technology, the aging of populations and war had brought about an increase in the 
numbers of disabled persons, and information was needed on causes, incidence and prevalence, particularly 
where specific genetic and social causes were involved. Data - conspicuously lacking in the developing 
countries - were also needed for monitoring the effectiveness of prevention and rehabilitation programmes. 

Renewed efforts should be made to promote all aspects of the World Programme of Action concerning 
Disabled Persons. The Board had recommended that the prevention and reduction of disabilities should figure 
more prominently in the Ninth General Programme of Work and receive an increased resource allocation in 
the corresponding programme budgets. 

Although community-based rehabilitation as a strategy for integrating rehabilitation into primary health 
care had been implemented to some extent through government-funded and nongovernmental projects, no 
where had national coverage been achieved. Social integration - a major concern for disabled persons - had 
advanced somewhat during the Decade, and there was now more awareness of the rights of the disabled as 
well as better understanding of their capabilities. However, disabled individuals in the developing countries 
would have little opportunity to acquire skills unless rehabilitation services were expanded. 

The report before the Committee contained a number of proposals for action in prevention and 
rehabilitation: increased collaboration between individual programmes with a view to developing strategies for 
strengthening the continuum of primary, secondary and tertiary prevention within the framework of primary 
health care; the establishment of an information base to monitor the effectiveness of programmes; the 
promotion of national programmes for prevention and rehabilitation; and the promotion of training of 
rehabilitation personnel, development of rehabilitation technology, and strengthening of collaboration with 
other United Nations agencies and nongovernmental organizations in the field. 

On behalf of the Executive Board, she recommended to the Health Assembly the adoption of the draft 
resolution contained in resolution EB89.R7. 

Professor LEOWSKI (Poland) welcomed the report, which furnished valuable information on the 
complex programme aspects of disability prevention and rehabilitation. In his delegation's view, however, a 
more intersectoral approach was called for, particularly in regard to action on behalf of those who were already 
disabled. Barriers of three kinds • architectural, social and cultural - must be overcome if people with 
disabilities were to enter the mainstream of community life. Thus, architects' plans should take account of the 
needs of disabled persons; communities should be better educated about those needs; and steps should be 
taken to help the disabled to participate as fully as possible in cultural life, notably sports. 

Dr FUKUDA (Japan), expressing appreciation of what he found to be a comprehensive report, said the 
need for prevention and rehabilitation programmes was obvious. Particular attention should be paid to the 
transfer of appropriate rehabilitation technology and to the recruitment, retention and upgrading of staff, 
within the framework of primary health care programmes. His delegation hoped that WHO would continue to 
play a leading role in that area, and supported the draft resolution recommended by the Executive Board. 

Professor STYLES (United States of America), while welcoming the report, observed that one of the 
proposals in paragraph 66 called for an analysis of the cost of institution-based as well as community-based 
rehabilitation services. But if the goal was the creation of more community-based systems, was there any need 
to study institutions, particularly since it had already been amply demonstrated that for people with severe 
disabilities community services produced much better results at lower cost? 

In the United States, injuries were the fourth major cause of death，taking the heaviest toll among young 
males, and one of the two major causes of hospitalization. The wearing of cycle and motorcycle helmets was 
an important control measure, and WHO had taken a useful initiative in that connection. She was pleased to 
note that the Organization had recognized the need for worldwide efforts to control injuries in general, and 
that accident prevention was to be the theme of World Health Day in 1993. 

She informed the Committee that a conference entitled "Setting national disability policies: an agenda 
for action" would be held in Washington, D.C., in June 1993, to conduct a worldwide review of the status and 
living conditions of people with disabilities and develop guidelines for feasible and sustainable action. 

Dr CICOGNA (Italy) said the report demonstrated that the United Nations Decade of Disabled Persons 
had produced valuable results in primary and secondary prevention. She concurred with the conclusion that 
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less success had been achieved in the field of tertiary prevention, probably because of the high cost of the 
medical treatment involved. On the other hand, the community-based rehabilitation approach described in the 
report had proved to be one of the most effective ways of finding original solutions. 

Commending WHO's work, and the Director-General's intention that it should be strengthened, she 
emphasized the key role that could be played by disabled persons themselves, as well as by their families and 

community, in rehabilitation. Research carried out in the Veneto region of Italy in collaboration with 
had shown that the disabled often took the lead in planning their own rehabilitation, with professionals 

playing an advisory role and concentrating more on activities related to referral. 
She was happy to note that legislation embodying most of the principles outlined in the report had been 

introduced in Italy in February 1992. Its provisions covered disability prevention, health and social care, school 
attendance, and integration both in the social sphere and at work, thus enhancing the rights of disabled persons 
to freedom and independence. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland), while welcoming the report, 
regretted its insufficient coverage of a number of areas. Failing to differentiate as fully as mi^it have been 
expected between the problems faced by developed and by developing countries, it also gave inadequate 
prominence to certain aspects of disability prevention and rehabilitation, notably those related to use of 
resources, cost-effectiveness of interventions, assessment of new technology, systems of service delivery, 
training and research. Those, however, were points of detail rather than of principle, and his delegation could 
support the resolution recommended by the Executive Board. 

Mrs HERZOG (Israel) said that in her country, disability prevention and rehabilitation efforts were 
integrated with primary health care through a nationwide network of family health centres and clinics. Primary 
prevention included voluntary vaccination (with approximately 90% coverage) against poliomyelitis, measles 
and rubella, and genetic counselling and prenatal screening in respect of congenital defects and malformations. 
Secondary prevention at family health centres and schools involved screening procedures for development, 
vision and hearing. 

Unfortunately, disabilities resulting from accidents and injuries in the workplace still placed a heavy 
burden on the country's health system, and increased efforts were being made to prevent such mishaps. 

Rehabilitation in Israel was community-based, and relied on cooperation between the health sector, the 
social security sector, and local government. 

There was close cooperation with WHO in the field of disability prevention and rehabilitation: for 
example, a workshop on the topic of "health promotion of the elderly" was to be held later in 1992 with WHO 
participation. 

She fully endorsed the proposals for action set out in section VI of the report. 

Professor MANCIAUX (France) said that, given the manifold causes of disability, it was to be feared 
that the problem would remain significant in coming years, despite efforts at prevention. With the aging of the 
population, which was beginning to affect developing as well as developed countries, the burden of disabilities 
due to malnutrition and communicable diseases in the former and to injuries everywhere would tend to 
increase. Prevention, which ought properly to form an integral part of several programmes, did not always 
receive the recognition that was its due. Where disability was concerned, it was undoubtedly better than cure. 

Rehabilitation of course called for appropriate technologies that would simplify the long-term care of the 
disabled as far as possible. Too often, however, rehabilitation was only a half-measure: it could only be 
considered successful if it resulted in social and, if possible, occupational reintegration. The latter was often 
difficult, particularly in the current circumstances of under-employment which affected developed and 
developing countries alike. In France, reintegration into the world of work was the principal concern of the 
Secretary of State for Disabled Persons; it was to be hoped that WHO, as well as ILO, would bear that aspect 
constantly in mind. 

Dr SAVEL'EV (Russian Federation) said although some headway had been made in combating certain 
crippling diseases during the United Nations Decade of Disabled Persons, the goal of social integration of the 
disabled remained a remote prospect. In his own country, a national programme of rehabilitation, integrated 
into the system of primary health care，still had to be worked out. The most urgent task was to alert the public 
to the needs of disabled persons and to ensure not merely that they survived in the currently harsh 
socioeconomic climate, but that they actually enjoyed a decent quality of life. 

The work done by WHO deserved support and the report of the Director-General commendation. The 
Organization should pursue its activities in the field of disability prevention and rehabilitation, paying greater 
attention to applied research. He supported the draft resolution. 
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Dr ТАРА (Tonga) thanked WHO for its collaboration in community-based rehabilitation in his country. 
He favoured the actions proposed in section VI of the report and fully endorsed the resolution recommended 
by the Executive Board. 

Dr FLACHE (World Federation for Mental Health), speaking at the invitation of the CHAIRMAN, said 
that he was also speaking on behalf of the World Psychiatric Association，the World Association for Psycho-
Social Rehabilitation and the World Association for Social Psychiatry, which together represented over one 
hundred associations and more than 150 000 individual members in some 95 countries of the world. 

While WHO had accomplished excellent work, it was to be regretted that disabilities resulting from 
mental disorders were not adequately reflected in the report. Approximately one-third of all long-term 
disabilities were estimated to be of mental origin, and persons with several physical and sensory problems 
suffered also from concomitant psychological and emotional distress which significantly impeded their 
rehabilitation. 

While prevention was universally agreed to be of the utmost importance in the campaign against 
disability, reíiabilitation played an essential role where disability was well established. 

WHO's initiative of support to people disabled by mental illness, which introduced an array of 
rehabilitation methods, some well proved and others still under test, in industrialized and developing countries, 
was to be welcomed. All those measures could be integrated into community-based programmes as part of 
primary health care. 

The organizations in whose name he spoke warmly supported the draft resolution before the Committee 
and pledged their active support in its implementation. 

Ms DAVIS (United Nations Development Programme) said that, as the recently designated Director of 
IMPACT, the international initiative against avoidable disablement, a mechanism jointly created by WHO, 
UNDP and UNICEF in 1982 to give a specific focus and greater visibility to disability prevention within the 
framework of the World Programme of Action Concerning Disabled Persons, she was pleased to note the 
references in the report to collaboration with IMPACT. 

At the time of inception of IMPACT, in 1981, the number of disabled persons in the world had been 
estimated at between 450 and 500 million; now it was generally agreed that the figure could easily double in 
the next 40 years. An international meeting at Leeds Castle (Kent, United Kingdom) in September 1991 had 
noted considerable advances in programmes for the prevention of disability and the availability of simple and 
effective low-cost technologies to render interventions both cost-effective and sustainable. The declaration 
emerging from that meeting had endorsed the continuation and development of IMPACT as a link between 
the United Nations system and the resources of the managerial sector, through national foundations in the 
voluntary sector working in support of national programmes by encouraging popular participation and 
mobilizing volunteers and financial resources, in cooperation with service clubs, nongovernmental organizations 
and the business community. 

In the countries where IMPACT was operational, efforts were directed at the most prevalent causes of 
disability, with the focus on primary prevention and measures to relieve impairment (secondary prevention), 
using available cost-effective technologies. She quoted examples from India, the Philippines, Thailand and 
Mali. 

Thus endorsed by the Leeds Castle Declaration, IMPACT was now actively promoting the elaboration of 
disability prevention programmes in at least 20 additional countries over the next five years, working within 
existing community-based programmes; to enable it to manage that expansion, a strategy and five-year plan of 
action had been prepared by a WHO consultant. Programme development discussions at country level were 
being held by UNDP resident representatives and WHO and UNICEF country representatives. 

An important implementation strategy for IMPACT was the integrated approach to disability prevention 
based on primary health care, with children, adolescents and the elderly as target groups. The first of those 
groups was currently the subject of a project being field-tested at two sites in India under the joint auspices of 
IMPACT and WHO's Regional Office for South-East Asia. Model demonstration projects were envisaged for 
each WHO region. 

Much support and encouragement had indeed been received from WHO, and an important phase had 
recently begun with the designation of the Division of Health Protection and Promotion as the focal point for 
IMPACT activities. That division was already providing valuable technical guidance, and she looked forward 
to greatly increased cooperation in the context of an expanded programme. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) welcomed the positive response by 
Member States to the report and noted that emphasis had been placed on strategies for the integration of 
disability prevention and rehabilitation into primary health care and the importance of improving the 
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information base and methods for evaluation of what was a very complex subject. She also noted the 
importance attached to measures that would permit disabled persons to participate in social and community 
life and to the strengthening of links between disability prevention and rehabilitation. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for their interest in and acceptance of 
the Director-General's report, and particularly the delegate of the United Kingdom for his constructive 
comments. 

He thought that a very interesting stage was being reached in the development of the concept of injury 
prevention, disablement prevention and medical and social rehabilitation. It now seemed that there was need 
for a separate discipline in the field of health protection and promotion, namely, the epidemiology of injury 
and disability. That would render it easier to cover such areas as training and research components to meet all 
the modern requirements of the problem and possibly even to cover a previously untouched area such as the 
provision of a healthy life-style for disabled persons. 

Dr ROCHON (Division of Health Protection and Promotion), replying to the United States delegate's 
question about the need for an analysis of the cost of institution-based rehabilitation, explained that the 
analysis proposed related to the entire infrastructure of the system, including community-based and 
institutional services as well as referral mechanisms. Such infrastructure was often very poor or virtually 
absent in developing countries, and that was why it was essential for the cost of providing the appropriate mix 
of quality services to be known. 

In reply to the comment of the representative of the World Federation for Mental Health regarding the 
lack of explicit references in the report to disabilities resulting from mental disorders, he said that the report 
was intended to cover all types of disability problems and that specific disorders had not therefore been 
mentioned. 

The draft resolution recommended by the Executive Board in resolution EB89.R7 was approved.1 

4. SECOND REPORT OF COMMITTEE A 

Dr CHÁVEZ PEÓN, Rapporteur, read out the draft Second Report of the Committee. 

The report was adopted.2 

The meeting rose at 12h45. 

1

 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution W H A 4 5 . 1 0 . 

2

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 



SIXTH MEETING 

Monday, 11 May 1992, at 9h00 

Chairman: Dr Catherine L. MEAD (Australia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

Prevention and control of drug and alcohol abuse (Resolution WHA42.20; Document A45/7) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that drug and alcohol abuse 
was emerging as a major scourge in several Member States. Although alcohol consumption and alcohol-related 
problems were starting to level off in some European countries, production and consumption of alcohol was 
increasing in a number of developing countries. 

Where detailed epidemiological studies had been carried out, they had shown that a quarter of suicides 
and a third of road-traffic accident fatalities were attributable to alcohol use. In a number of developed 
countries an integrated approach to the reduction of alcohol-related problems had met with considerable 
success. Preventive measures should aim at reducing alcohol consumption as much as possible: health 
education of very young children was one of the most effective methods, and it was also important to promote 
healthy life-styles and to reduce the advertising of alcohol. 

Drug-related problems were being increasingly reported in both developing and developed countries. 
Abuse of licit drugs was also becoming more common, and was now a public health concern in many of the 
least developed parts of the world, where parallel markets were emerging for the sale of drugs without 
prescription. 

The abuse of injectable drugs, such as heroin, cocaine and amphetamines, carried the risk of grave health 
consequences, especially death due to overdose and the spread of HIV infection, which were being reported 
even in previously unaffected countries. Less well-recognized but equally significant health problems associated 
with substance abuse included hepatitis, tuberculosis, cardiovascular diseases, neuropsychiatrie disorders, 
accidents, injuries, violence, suicide, sexually transmitted diseases, and fetal distress and growth problems 
among children born to drug-abusing mothers. In addition to its direct impact on health, substance abuse had 
a major impact on work, the family, the economy and community organization. The overall social costs went 
well beyond the immediate health implications. 

WHO's programme on substance abuse promoted research on behavioural, epidemiological and 
economic aspects of substance abuse, supported biomedical research, and was developing an international 
monitoring system to provide for regular reporting of global trends in substance abuse, their health 
implications and the effectiveness of prevention and control measures. WHO would continue to collect, 
compile and assess scientific information on the abuse potential and therapeutic usefulness of new psychoactive 
substances, and would make recommendations to the United Nations Commission on Narcotic Drugs 
concerning appropriate control measures. Support to governments on regulatory control measures for licit 
psychoactive drugs was being strengthened. 

The Executive Board had generally endorsed the directions taken in the prevention and control of drug 
and alcohol abuse, but had emphasized the need for standard terminology and for collaboration and 
coordination with other agencies, particularly within the United Nations system. At the same time it had 
stressed the importance of avoiding duplication, for instance in information-gathering systems, and had 
suggested that interventions aimed at reducing demand should be clearly identified and integrated into medical 
education and health training programmes. ТЪе programme on substance abuse should be linked closely with 
other WHO programmes, especiaUy those concerned with mental health, adolescent and child health, AIDS, 
and health education. 

Mr ORTENDAHL (Sweden) observed that alcohol and drug abuse bred violence, broke up families and 
harmed the minds and bodies of young people. It was a growing problem, particularly among the least 
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developed countries, and political upheavals had created new markets for drug dealers and new routes for 
trafficking. The view that the fight against drugs could not be won and that narcotic drugs should be accepted 
as something "normal" was cynical; drug abuse should never be accepted as an integral part of life. On the 
contrary, its gravity was a challenge to each State and to the international community. His delegation rejected 
the view that narcotic drugs should be partially or totally legalized: such an approach would be seen by 
potential abusers as sanctioning drug use and would constitute both non-compliance with treaty obligations and 
a threat to youth. 

Substance abuse was a tragic consequence of destitution and despair; as long as there was 
unemployment and lack of food and shelter, people would seek comfort in alcohol or narcotic drugs. More 
attention should therefore be paid to reducing demand for drugs. However, the tide could not be turned by 
concentrating on demand reduction when the market was flooded with narcotics. A combination of demand 
reduction activities and strong measures to control and reduce the supply of illicit drugs offered the best 
chance of success. 

Most drug addicts also abused alcohol; moreover, drug and alcohol abuse involved a variety of 
substances used in combination. Consequently, measures to reduce problems associated with the use of licit 
and illicit substances should recognize the dynamics of interaction between the two. Swedish alcohol policy, 
which aimed at reducing the total consumption of alcohol in accordance with the targets set by the Regional 
Office for Europe in its recommendations for health for all, was supported by studies in Sweden and other 
countries showing that the number of heavy consumers and the number of deaths from alcohol-related diseases 
were directly linked to overall consumption levels. Since the Swedish approach to both alcohol and drug abuse 
was to combine demand reduction activities with measures to control the supply, limits had been set to the 
market in alcoholic beverages: advertising of spirits, wine and strong beers was prohibited and the domestic 
manufacture and importation of alcoholic beverages, as well as the retail trade in them, were a State 
monopoly. Information, education and measures to strengthen the social fabric played a key role: the new 
Institute for Public Health, due to start its work in July 1992, would run a special prevention programme on 
alcohol and drug abuse. 

His delegation had noted that the programme on substance abuse sought to highlight demand reduction 
as a fundamental global strategy in the fight against drug and alcohol abuse, and that the Executive Director of 
the United Nations International Drug Control Programme (UNDCP) had referred to the WHO programme 
as a principal partner of UNDCP in the area of demand reduction. The Swedish Government strongly 
supported the programme on substance abuse and urged other governments to do so. 

Dr ABU BAKAR (Malaysia) fully endorsed WHO's programme strategies and activities aimed at the 
prevention and control of drug and alcohol abuse; measures to similar effect had been implemented in 
Malaysia, which had had for many years a comprehensive and multisectoral programme on prevention and 
control of drug abuse, with strong government backing. The Malaysian national drug regulatory authority had 
paid particular attention to the assessment of abuse potential and therapeutic usefulness of psychotropic drugs, 
and appropriate control measures had been taken. Malaysia also restricted the distribution of licit 
psychoactive drugs, from concern that the trade promotion of such drugs through free samples might influence 
prescribing habits and rational drug use. 

Mrs MATTHIAS (Canada) commended WHO's initiative on substance abuse, which was a major health 
and social problem. The Canadian Minister of Health had just announced the renewal for another five years 
of Canada's drug strategy which would build on the momentum of the first five years, with prevention and 
promotion as its key elements. All those involved realized that there was no simple solution to Canada's drug 
problem and that a long-term commitment was required. A balanced approach focusing on both demand and 
supply reduction was essential to success. 

The renewed strategy was committed to helping high-risk groups, especially youth. Canada supported 
WHO's collaborative approach, for it had realized during the first five years of its strategy that the issue was 
too big, complex and expensive for any one group, including governments, to resolve in isolation. Partnerships 
were needed at all levels, including the international one. At the local level, communities wished to take 
charge of their own drug problems and solutions; assisting them would mean maximum impact for the strategy 
at minimum cost. 

In that regard, she urged WHO to consider the successful approaches to reduction of substance abuse 
used by Canada's First Nations, the Indians. Three elements in their success were: first, grounding treatment 
and after-care approaches in traditional cultural and spiritual practices, for example, sweetgrass ceremonies 
and sweatlodges; secondly, community healing based on collective responsibility for the problem of alcohol and 
drug abuse and involvement of the whole community in its solution, both by supporting individual substance 
abusers and by changing community behaviour to eliminate actions that encouraged or promoted continued 
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abuse. There were communities in which the vast majority had been heavy drinkers but were now sober. The 
third element was training of community workers to assist in delivery and coordination of programmes. The 
Canadian experience thus suggested that for maximum success, WHO should include both individual and 
collective strategies and that the cultural and spiritual dimension should be included from the outset. There 
were a variety of examples to build on: Alkali Lake in British Columbia, treatment and community training 
centres such as Nechi Poundmakers in Alberta, and "Healing the Spirit Worldwide", an international 
conference to be held in Alberta in July 1992. 

Two ideas emerging from the Canadian experience should be included in WHO's planning: first, the 
preparation of programmes to support people in dealing with painful underlying issues that would emerge only 
when they were in recovery. For example, Canada was now trying to assist survivors of childhood sexual and 
other physical abuse and "mission-school syndrome", problems that had been shown to be pervasive once the 
screen of active alcohol and drug abuse had been partly pulled away. Secondly, efforts had to be focused on 
young girls and women of child-bearing age, in order to minimize the incidence of fetal alcohol syndrome and 
fetal alcohol effect, since children thus affected had profound developmental and care needs. 

Dr CICOGNA (Italy) said that in Italy during 1991 an estimated 73 000 drug abusers had been enrolled 
for treatment at the more than 500 public drug addiction facilities. Each day some 40 000 drug abusers 
received treatment and an additional 2500 were in contact with the public services without undergoing 
treatment. Of those under treatment, 91% were primarily heroin abusers, 4% primarily cannabis abusers and 
1.3% cocaine abusers. Users of more than one drug were estimated at about 70% of the drug-using 
population; of that group about 35% used cannabis as a secondary substance of abuse and 10% used cocaine. 
Almost 70% of adult AIDS sufferers were drug addicts, and about 31% of drug abusers undergoing treatment 
were seropositive for HIV. 

About 37% of treated drug addicts received psychosocial therapy and about 57% pharmacological and 
psychosocial treatment, with about two thirds of the latter sub-group, or one third of the total number in 
treatment, receiving methadone. About 5% of those under treatment received only pharmacological therapy. 
In 1991, the proportion of those receiving only pharmacological treatment had decreased to one quarter of the 
previous year's figure, whereas the proportion undergoing both pharmacological and psychosocial treatment 
had increased by 20% compared with the total number of persons under treatment. 

In 1991’ in compliance with the new Italian law on drug abuse, the following measures had been adopted. 
In the field of information and education, the second national campaign on information had been 
implemented, with a far greater dissuasive character than that of 1990, and 5000 high-school teachers had 
attended training courses aimed at prevention activities in schools. In the field of treatment, US$ 200 million 
had been allocated to regional health authorities to expand drug abuse public services with the aim of ensuring 
the functioning of public facilities along the lines set out in a Ministry of Health decree which established the 
following tasks for drug abuse services: information and prevention; diagnosis; medical and pharmacological 
treatment, psychological treatment and social rehabilitation; prevention of HIV infection and psychological 
support and counselling for those seropositive for HIV; and cooperation with therapeutic communities in 
carrying out social rehabilitation programmes. 

So far as treatment with substitution drugs was concerned, a recent decree by the Minister of Health 
allowed the use of oral methadone for heroin addicts where other kinds of treatment had failed, provided it 
was given only by public health services, to ensure correct use, and only in conjunction with psychological 
treatment. 

Considerable sums had been allocated for the training of public and private service workers, which took 
account of the problems arising from the treatment of HIV-seropositive drug abusers. The Ministry of Health 
had provided specific guidelines for training courses. 

Finally, in pursuance of the United Nations Global Programme of Action, the Italian Ministry of Health, 
in addition to establishing a WHO collaborating centre on substance abuse, had recently concluded an 
agreement with the United Nations Interregional Crime and Justice Research Institute for the setting up of a 
centre for documentation, research and training in the field of drug abuse to serve as a point of reference not 
only for Italy but also for the international community. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that the establishment of 
the programme on substance abuse was a most important development and he was very encouraged by the 
progress made. The United Kingdom had been pleased to be one of the first contributors to the programme; 
it had hosted an informal meeting of donors and interested parties in 1991 and would host a second one on 
18 June 1992 to examine progress in 1991 and plans for 1992. It would continue to provide extrabudgetary 
support and it would encourage other Member States to become donors. 
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The International Conference on Drug and Alcohol Abuse arranged by the Vatican Pontifical Council in 
November 1991 had shown that there were many similarities between drug and alcohol abuse but that there 
were also differences. Hence, in the United Kingdom, efforts were made to keep the health education 
messages separate. The message "Drink sensibly" did not go well with "Say no to drugs". There were also 
practical difficulties in providing services for people with alcohol problems alongside drug misusers. 

In the United Kingdom, the alcohol industry was actively helping in the campaign to reduce alcohol 
misuse. Also, the 12 government departments with an interest in alcohol misuse met regularly to coordinate 
strategies. 

The medical profession in the United Kingdom had agreed upon a quantified "sensible drinking" 
message. People were unlikely to damage their health if they drank less than 21 units of alcohol per week for 
men and 14 units per week for women. Above those levels, the risk of harm increased progressively and 
imbibing more than 50 units per week for men or 35 units per week for women was definitely dangerous. The 
unit was 8 grams of pure alcohol, which was roughly equivalent to half a pint of ordinary strength beer, a glass 
of wine, or a pub measure of spirits. It would be helpful if WHO were to agree on a standard measure of 
alcohol intake that could be universally accepted. 

In 1991 a special "Women and alcohol" initiative had been launched with the aim of affirming the 
influence of women in moderating alcohol consumption and ensuring that services were sympathetic to the 
specific predicaments of women who had to support problem drinkers or who themselves had a drink problem. 

In the area of prevention and control of drug abuse, the United Kingdom Government was increasing its 
support to its drug demand reduction task force in which it was cooperating constructively with a number of 
other countries. 

He stressed the importance of cooperation between the WHO programme and other international drug 
control agencies and hoped that all Member States would strongly promote such collaboration. 

Mr RODRÍGUEZ SAN MARTÍN (Bolivia) said that his country was a producer of licit substances such 
as alcohol, tobacco and various volatile solvents, as well as illicit substances, in particular cocaine 
hydrochloride, coca paste and, to a lesser extent, marihuana. In addition, alcoholic drink and psychotropic 
drugs entered the country either legally or as contraband. There was thus an excessive supply of substances 
liable to produce dependence; and indeed the consumption of licit and illicit drugs seriously damaged the 
health of the Bolivian population, particularly affecting the productive sector and vulnerable groups such as the 
poor and the young. 

Despite enormous difficulties, Bolivia had achieved significant results in its campaign against production, 
trading in and illicit supply of cocaine. As a result it had received considerable support from international 
organizations and in the form of bilateral aid. Nevertheless, problems connected with the demand for and 
consumption of psychoactive substances - particularly the damage they caused to health - had been relegated to 
the background if not completely ignored by international agencies. 

During his recent visit to the Forty-fifth World Health Assembly, the Bolivian President had thanked the 
Director-General for WHO's help with preventive programmes to decrease the demand for psychoactive 
substances and the problems associated with their consumption. Bolivia was particularly grateful to WHO 
which, from the inception of the programme on substance abuse, had supported the Ministry for Social 
Protection and Public Health in various initiatives, culminating in the joint WHO/UNDCP mission which on 
18 May would begin implementing the national plan for reduction in the demand for drugs. The plan would be 
a model for other countries in the Region since it had the dual objective of covering all psychoactive 
substances and of coordinating all international aid that might be offered to Bolivia. He urged international 
agencies and friendly governments to intensify their support to the WHO programme so that his Government 
could achieve its aim of health for all its citizens and the construction of a society free from drug abuse. 

Mrs KADANDARA (Zimbabwe) said that the vulnerability of the young and other segments of the 
community to drug abuse and alcohol consumption was a major concern to her country. The statistics of 
carnage on the roads and the stress on families and on the community at large made sad reading. A major 
aim of her Government was to promote better life-styles and a change of attitude to the use of drugs and 
alcohol, and well planned educational strategies were needed to effect such change. Further studies were also 
required to assess the extent of drug use. 

The existing national committees dealing with drug and alcohol abuse and with accident prevention had 
done a sterling job but their resources were limited and they would be grateful for any additional assistance 
that WHO could provide. The drought affecting Zimbabwe was of major concern and the country could not 
afford any additional escalation of drug and alcohol abuse. Training guidelines should be drawn up so that all 
health workers might be trained to support and help individuals, families and the community; her Government 
was requesting assistance from WHO in that area. 
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Dr ADAMS (Australia) said that Australia's national campaign against drug abuse, which had been 
operational since 1985, did not rely on a single strategy but offered a comprehensive approach encompassing 
education, treatment, rehabilitation, research, awareness raising, and law enforcement. It emphasized the 
prevention of drug abuse through demand reduction while maintaining efforts to control supplies. As 
evaluation was a key component in any effective strategy, the campaign underwent a comprehensive assessment 
every three years to determine what was successful and what was not. In that connection, he suggested that 
WHO's programme on substance abuse should act as a worldwide clearing house for information so that time 
and money would not be wasted on programmes that would not succeed. Australia had developed national 
health policies on alcohol, tobacco, amphetamines, cocaine and other psychostimulants, and guidelines for the 
use of methadone. Moreover, at a recent national campaign meeting, the development of national guidelines 
on cannabis had been urged; WHO should consider providing international guidelines on that drug, which had 
been largely ignored to date. 

Australia supported the WHO programme on substance abuse and also coordination between the 
programme and UNDCP, which was vital to avoid duplication and ensure the most effective use of scarce 
resources. Furthermore, since activities related to the problem of nicotine, one of the most addictive drugs 
known, were structurally rather far removed from the programme on substance abuse, WHO should consider 
incorporating the "tobacco or health" programme in the programme on substance abuse under the general 
umbrella of health promotion. 

In Australia tobacco was included within the national campaign against drug abuse. All tobacco 
advertising through sports sponsorship would be phased out by June 1993, thus extending already existing bans 
on tobacco advertising. There were proposals for much more stringent rules on labelling of tobacco and 
cigarette packages, and the implications of a Federal Court ruling on passive smoking were being reviewed to 
see whether smoking could be banned in restaurants and on international airline flights. 

A recent study had estimated that drug abuse in Australia had cost in excess of 14 billion dollars in 1988. 
Tobacco had been the most costly substance, accounting for 47.5% of the total, while abuse of alcohol had 
accounted for 41.9% and illicit drugs for another 10%. 

A number of demand reduction campaigns were being undertaken throu^i the media, particular 
attention being paid to young women and smoking, adolescent alcohol abuse (particularly "binge" drinking), 
adult alcohol consumption and amphetamine use. He supported the United Kingdom delegate's suggestion 
that WHO should propose an international standard for the measurement of alcohol intake. 

Finally, he paid tribute to the assistance received from Canada through contacts made by Canadian 
native peoples with aboriginal people in Australia to develop programmes relating to community healing and 
the cultural and spiritual aspects of alcohol abuse. 

Professor POORWO SOEDARMO (Indonesia) said that, although there had been no overall rise in the 
number of drug abusers in Indonesia over the past 10 years, with changing trends, abuse of psychotropic 
substances had increased. So far, however, no deaths from overdose had been recorded. Although his country 
was frequently used as a drug transit area, illicit drug use was under control. Preventive efforts covered: 
reduction of domestic and foreign narcotic supplies on the black market, with the eradication of cannabis; 
regulation and enforcement; prevention aimed at groups, especially young people, having access to drugs or 
showing symptoms of drug abuse; and the rehabilitation of former abusers. 

He agreed with the view expressed in the progress report that although the health sector had a key role 
to play in stimulating and sustaining action to reduce alcohol and drug abuse, it alone could not achieve all that 
was desired. His Government supported the WHO programme on substance abuse. 

Dr MIYAKE (Japan) said that substance abuse had become widespread and was seriously affecting the 
health and welfare of people throughout the world. In order to address the problem effectively, measures for 
reducing illicit demand for drugs were as important as those for supply control. His delegation therefore 
endorsed the intensified efforts at demand reduction undertaken by WHO's programme on substance abuse. 
His Government would continue its financial support for those activities and wished to collaborate with the 
programme in some technical fields. 

In intensifying activities for demand reduction, he hoped that WHO would strengthen its coordination 
with UNDCP and other United Nations bodies in order to avoid duplication of effort. With its technical 
expertise in treatment, rehabilitation and prevention through primary health care, WHO was suited to play a 
leadership role in many areas of demand reduction and should continue to take the initiative in those fields. 

Professor OKELO (Kenya) said that his delegation endorsed the Director-General's progress report. No 
country could tackle the problem of substance abuse alone. Moreover, advertisements for licit drugs in 
developing countries were highly effective and difficult to counter. 
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Kenya had introduced a number of initiatives for the prevention of substance abuse. A national 
awareness exercise was currently under way, and health education programmes had been organized in 
secondary schools. The Government planned to establish a number of treatment and rehabilitation centres. 

His country would welcome WHO assistance in the areas of prevention, demand reduction, strengthening 
of rehabilitation efforts and stimulation of regional awareness of drug and alcohol problems in eastern Africa. 

The delegate of Australia was right to stress the importance of sharing information and resources; in 
that way, countries could adopt programmes which had already proved successful elsewhere. 

Dr NOVELLO (United States of America) commended the WHO programme on substance abuse and 
its activities in international narcotics control, including the important area of demand reduction. In addition 
to their many adverse effects on health, drug and alcohol abuse also had important social effects, with 
implications for productivity at work and for the families of addicts. 

Member States' financial support for the programme showed their faith in WHO's role in international 
narcotics control; voluntary contributions already amounted to more than five times the WHO regular budget 
for the programme. The United States of America, as one of the first countries to contribute to it, called upon 
other Member States to do the same and participate actively in its work. She looked forward to seeing further 
details about the programme's projects in future reports. 

It was essential to improve narcotics control activities within primary health care systems, as WHO 
planned to do. The inclusion of prevention, treatment and rehabilitation activities in national health 
programmes should lead to a reduction in substance abuse. WHO's collaboration with UNDCP and other 
^ecialized agencies was most welcome. It was particularly important for agencies to cooperate and coordinate 
Âeir activities in order to avoid duplication. Her country hoped that WHO would make a substantive 
contribution to any revision of the 淖obal programme of action intended to encourage international narcotics 
control initiatives throughout the United Nations system. 

Measures to reduce alcohol and drug abuse were an essential element of any country's economic 
development programme. The countries of the world must rid themselves of the scourge of drug and alcohol 
abuse if they were to achieve their full potential. 

Dr SIDHOM (Tunisia) commended the Director-General's progress report. Drug abuse contributed 
greatly to a number of health and psychosocial problems, and developing countries and poor and disadvantaged 
communities were often the most seriously affected. That being so, it was right that WHO and other United 
Nations bodies should have set up a worldwide programme to combat substance abuse. 

In his own country, detailed and objective information about substance abuse was lacking, though some 
data did exist to suggest that alcohol consumption and the medical use of certain psychoactive drugs was 
increasing; studies were needed to confirm that empirical evidence. 

"Hard" drugs were not commonly used in Tunisia, although there was some evidence of occasional use of 
psychotropic substances. A number of drug consignments had been seized on their way through Tunisia to 
other countries. Activities to combat drug and alcohol abuse were conducted as part of the national mental 
health programme adopted in June 1990 and directed by the Ministry of Public Health with technical and 
financial support from WHO and the involvement of the ministries concerned with social affairs, the interior, 
education and science, justice and children. The programme concentrated on training health workers to cope 
with the most frequently encountered psychiatric disorders. Tunisia was now in a position to keep a record of 
all cases of substance abuse on the basis of data provided by the health and social sector and the legal system. 
Participation in the "abuse trends linkage alerting system" (ATLAS) would also help to improve notification of 
drug abuse cases. Monitoring efforts emphasized the involvement of community groups or individuals with 
particular experience in the field. The Ministry of Public Health had prepared a number of broadcasts and 
press articles giving details of a number of small-scale studies on drug and alcohol abuse and their adverse 
effects. Such warning messages could be reinforced by other means, such as the activities of nongovernmental 
organizations. Other preventive measures, such as the promotion of family unity, stress management, prudence 
in the prescribing of psychotropic drugs and greater control over self-medication, were receiving more and 
more attention from physicians in both the private sector and the national health service. Thus, although the 
current campaign against drug and alcohol abuse was small in scale, it was capable of being extended in an 
integrated and multisectoral manner. 

Although the situation in Tunisia at present was not too serious, all countries were vulnerable to the 
problems caused by drug and alcohol abuse; his Government had established a national narcotics bureau 
under the chairmanship of the Minister of Health, which showed the emphasis it placed on prevention. With 
United Nations assistance, Tunisia had also drawn up a programme to develop the human, material and 
medical resources it needed. 



6 0 FORTY-FIFTH WORLD HEALTH ASSEMBLY 

Tunisia appealed to all countries and organizations involved in the fight against drug abuse to act quickly 
while there was still time; the earlier preventive measures were taken, the more effective they would be. 

Professor MATTHEIS (Germany) said that the drug and alcohol problem was evidence of the fact that 
improved communications throughout the world led to an exchange not only of good things, but of bad ones as 
well. Her delegation welcomed the amalgamation of the WHO programmes on drug and alcohol abuse, which 
had already attracted additional financial support from Member States. 

Education on the dangers of substance abuse should begin as early as possible. Children who were 
taught from an early age to decide things for themselves would be better able to withstand peer group pressure 
later, and constructive leisure activities would provide a positive alternative to drug and alcohol consumption. 
It might be difficult to put across that simple message to parents and teachers, but it was essential to do so. 
Her delegation was pleased to note from paragraph 12 of the report that worldwide research was to be 
undertaken on the psychosocial aspect of substance abuse as well as the biomedical aspects. 

The primary health care network had an important role to play in the prevention of substance abuse. In 
her country, general practitioners had not carried out their task of secondary prevention properly (especially 
the early detection of addiction to alcohol), partly because they seemed reluctant to evaluate their own level of 
alcohol consumption. 

WHO's plan to strengthen the links between the programme on substance abuse and the "tobacco or 
health" programme seemed appropriate, since many substance abusers were also heavy smokers and thus ran a 
double risk. The prevention of substance abuse was one of the cornerstones of the health-for-all policy, and 
her delegation strongly supported the programme. 

Mrs MANYENENG (Botswana) commended the Director-GeneraPs progress report and agreed that the 
health sector had a key role to play in effective action to reduce the demand for alcohol and drugs at the 
international, national and community levels. Health promotion, public education and information for health 
could do much to deal with the causes and consequences of substance abuse. A recent study had indicated the 
potentially serious implications of substance abuse for socioeconomic development in Botswana. A recent 
trend was glue sniffing among street children, which was one sign of the social ill-health that could lead to a 
vicious spiral of human suffering, social disruption and loss of life. The spread of HTV infection and many 
road traffic accidents were closely linked to drug and alcohol abuse respectively. 

Botswana had set up programmes to tackle the problem, adopting an intersectoral approach, and had 
recently revised its drug control legislation. Nevertheless, its programmes and activities required further 
strengthening. Her country supported the programme under discussion and looked forward to further 
cooperation with WHO and other partners in all areas of health development, including the fight against 
substance abuse. 

Dr VAN ETTEN (Netherlands) endorsed the Director-General's proposals concerning the programme 
on substance abuse. However, it was essential to ensure proper coordination with UNDCP. His Government 
was currently considering a request for financial support for the WHO programme. 

Over the past decade, his Government had implemented a number of policies and programmes to 
combat drug and alcohol abuse, with some success; alcohol consumption and related problems had declined 
and the use of drugs and the number of drug-related deaths had stabilized. The Netherlands Ministry of 
Health was participating in the development of a European alcohol action plan, which the WHO Regional 
Office for Europe would present at the next session of the Regional Committee. 

Dr MELKAS (Finland) endorsed the report before the Committee. The production and use of illicit 
drugs was a major economic, social and health problem throughout the world. WHO had an important role to 
play in United Nations efforts in that field, especially concerning alcohol abuse and its related problems. 
Although alcohol consumption was stabilizing in some industrialized countries, it was rising in developing 
countries; he had noted with concern reports of increasing alcohol problems in Africa, the Americas and the 
Western Pacific. His delegation supported WHO's activities to combat alcohol abuse. 

Dr ABDELRAHMAN (Sudan) said that drug and alcohol abuse involved moral and religious issues, 
because of its harmful effects on human beings. It was rejected by all religions and traditions; in Islam it was 
considered a mortal sin. A more positive approach among Muslim groups fighting for their rights had led to a 
decline in drug and alcohol abuse. In his view, any use of alcohol or drugs constituted abuse. 

Remarkable success had been achieved by WHO in its attempts to control tobacco smoking. The 
Organization should take more positive measures to control other forms of drug and alcohol abuse, thus giving 
a lead to other international organizations. Such efforts should be supported by the international community. 
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Dr AL-ZAHRANY (Saudi Arabia) said that abuse of drugs, particularly those used for medical 
purposes, was a major issue in his country. An international approach to the problem was needed, including 
joint research by a number of countries. He agreed with the points made by the delegate of Sudan, which 
matched the experience in his own country. Import of drugs was strictly controlled in Saudi Arabia, and their 
use was carefully monitored; drug trafficking was prohibited. He supported the proposals contained in the 
progress report, and attached particular importance to joint cooperation. 

Dr ZUE-N，DONG (Gabon) said that to combat drug addiction, which was a major public health 
problem, a legislative framework and appropriate structures were being developed in his country. The 
appointment of an interministerial commission for combating drug abuse was being considered and the 
Ministry of Health was in the process of defining a national policy on the subject. Gabon had a central drug 
control office, under the direction of the Ministry of Defence, and a toxicology laboratory, which was the 
responsibility of the Faculty of Medicine. A number of activities had been organized, such as a seminar in 
April 1992 for training doctors and pharmacists, financed with the assistance of UNDCP. An epidemiological 
study covering the whole country was planned for the current year. 

Dr GEORGE (Gambia), endorsing the progress report, stressed that the most common result of drug 
abuse in developing countries was mental ill-health; in the Gambia, for example, 60% of admissions of young 
people to mental health institutions were related to drug psychoses. Such countries lacked the necessary 
infrastructure and capacity to address those problems: treatment and rehabilitation was expensive, so emphasis 
in the programme should be laid on supply reduction and prevention. 

v 
Dr BEZDEKOVÁ (Czechoslovakia) commended the progress report. Her Government would 

concentrate on preventive measures and on fulfilling the recommendations of WHO and the Pompidou Group 
in dealing with substance abuse. However, anti-drug and anti-smoking campaigns organized four years earlier 
had not been very effective, owing to lack of public confidence in the communication media. Her country's 
current programmes were based on strategies and priorities established by WHO, and close liaison was 
maintained with the National Centre for Health Promotion in Prague, which was coordinating health-for-all 
activities. Following a change in policy, the Ministry of Health cooperated with voluntary associations and 
activity groups such as the Prague centre for drug abuse control and FOKUS, an organization formed by young 
psychiatrists, psychologists and artists active in the area of drug addiction and AIDS prevention. With the 
support of Western colleagues, FOKUS was reviving non-restraining psychiatry. 

Relations with the mass media had improved, and a number of programmes on drug abuse and AIDS 
had been broadcast. A variety of qualified laymen and non-medical professionals such as clergymen, teachers, 
sports trainers and artists were involved in developing new programmes. 

Because of the low incidence of AIDS and "hard" drug abuse in her country, it was necessary to rely on 
the experience of other countries. Her country had developed three new programmes to combat drug abuse, 
using both psychotherapeutic and sociotherapeutic approaches, although progress was hampered by lack of 
resources. The emphasis on family and community influences was based on well-established and successful 
methods for the treatment of alcoholics. One organization, "Droga Stop", planned to rebuild and restructure 
the centre for drug abuse control, combining it with a family sociotherapeutic centre. 

She fully supported the recommendations of WHO on alcohol and drug abuse control and urged other 
countries to apply them. 

Mr MISRA (India) commended the initiatives taken by WHO. India had traditionally been against 
alcohol abuse and had introduced prohibition in 1950, but that policy had created more problems than it had 
solved and had now been largely abandoned, though the production and sale of alcohol was strictly regulated, 
and still banned in two states. Although energetic health education campaigns had been undertaken, alcohol 
abuse remained a serious problem, especially among the poorest sections of society, where it not only damaged 
health but deprived the family of scarce resources. The poor resorted to alcohol to escape the misery of their 
everyday lives. Their living conditions must be improved, and in that the international community should help. 

As a result of its geographical situation, his country was on a transit route for drugs carried to the West. 
The consequent availability of illicit drugs had led to abuse by some people. India had stringent controls on 
drug abuse, and its efforts to control trafficking had won international acclaim, but production must also be 
controlled at source. 

He agreed with the delegate of Australia that tobacco should be included in the programme for 
substance abuse. It was perhaps a greater hazard than drugs or alcohol; in India, 50% of cancers in males 
were attributable to tobacco, either smoked or chewed. 
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Professor MANCIAUX (France) said that the Director-General's progress report was of interest but 
regrettably failed to make some necessary distinctions. While there was a real problem of multiple addiction, a 
more selective approach would be desirable not only in the documents but also in public policy and field 
activities. Different methods were required for prevention of alcoholism, abuse of licit drugs such as 
medicines, and abuse of illicit drugs. 

His Government was pursuing a voluntarist policy. A 1991 law severely restricted advertising of alcoholic 
drinks; smoking was being prohibited in a growing number of public places; and for the first time in 
international sport, following an agreement between the International Olympic Committee, France and WHO, 
the Winter Olympics held in Albertville had been alcohol and tobacco free. 

While commending WHO on its activities concerning drug and alcohol abuse, his delegation stressed the 
need for closer cooperation with Member States, other United Nations agencies and nongovernmental 
organizations in a concerted action to check the spread of the scourge. Bearing in mind that drug addiction 
particularly affected the young, and that its links with HIV infection aggravated its pathogenic role, there was 
an urgent need to step up the battle at all levels. 

The meeting rose at 10h45. 



SEVENTH MEETING 

Monday, 11 May 1992 at 14h30 

Chairman: Dr Catherine L. MEAD (Australia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

Prevention and control of drug and alcohol abuse (Resolution WHA42.20; Document A45/7) (continued) 

Dr ALVÁREZ DUANY (Cuba) commended the comprehensive, integrated approach reflected in the 
Director-GeneraPs progress report and supported multidisciplinary and intersectoral action to deal with 
substance abuse. 

Although alcohol abuse was not a health problem in his country, studies had been made on it for 
preventive purposes, and a national intersectoral group had been set up for health promotion, medical care 
and rehabilitation. Public and specialist information had been disseminated, and community participation 
promoted. 

There was no drug production, processing, trafficking or consumption in Cuba; nevertheless, his country 
had demonstrated its willingness to take an active part, including regional cooperation against drug trafficking, 
in combating such activities, on the basis of full respect for national sovereignty. The existence of a market, 
and hence a sustained demand, for drugs was the decisive factor in the growth of drug trafficking. Even when 
earnings were substantial，drug trafficking did not bring the producing countries economic prosperity and social 
development but, on the contrary, corruption and violence affecting innocent victims. 

The effectiveness of measures taken in the producing countries would depend on whether solutions could 
be found to their economic problems and resources made available for crop conversion. The United Nations 
could be of assistance in that regard. Credit was due to WHO for the role it was playing. 

Mrs SffilYA (Swaziland), commending the report and WHO's support for the prevention and control of 
alcohol and drug abuse, said that illicit drugs had long transited through Swaziland, where some were also 
undoubtedly consumed, with adverse social effects such as an increase in crime. Research had yet to be done 
to ascertain the extent of the problem. 

The National Council on Smoking, Alcohol and Drug Dependence, a nongovernmental agency relying on 
donations, was the only organization working full time on the prevention and control of substance abuse, 
through education and counselling and referral services. Aware as it was that the health sector had an 
important role to play, the Ministry of Health had recently taken the initiative of seeking intersectoral 
collaboration on drug and alcohol abuse prevention and control by taking preparatory steps to set up a 
commission on substance abuse. Lack of funds had, however, delayed its establishment. 

Her delegation requested WHO to provide information on successful programmes so that Swaziland 
could embark on constructive endeavours to prevent and control drug and alcohol abuse before it reached 
uncontrollable proportions. Further information was also sought on other preventive strategies; a newsletter 
from WHO on alcohol and drug abuse would be appreciated. 

Dr ADIBO (Ghana) said that, although substance abuse was not yet a major problem in Ghana, the 
potential for rapid growth was there, in the form of weak and ineffective drug regulatory and control 
mechanisms and various social factors. Two years previously, when the Government had become aware that 
Ghana was being used as a transit country for "hard" drugs, it had swiftly established a multisectoral and 
multidisciplinary Narcotics Control Board. A regional workshop on "planning to combat drug abuse and illicit 
trafficking", funded by the Commonwealth Secretariat, had been held in Ghana in March 1991 for English-
speaking countries of West Africa. Since 1991, a very aggressive educational campaign against drug, alcohol 
and tobacco abuse had been conducted through the media, schools, churches, voluntary organizations and 
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revolutionary bodies. In addition, a law against trafficking in "hard" drugs has been enacted in 1991, 
prescribing very severe penalties for those convicted. 

While it appeared that trafficking in "hard" drugs had declined to some extent, the abuse of stimulants 
and tranquillizers, mainly by farmers and manual workers, had not been affected by measures taken so far. 
The most effective way of addressing the problem would be to link it with primary health care at the district 
level. His delegation welcomed the emphasis on such an approach in WHO's programme on substance abuse 
and wished to benefit from any experience and specific information the programme might provide. 

Dr OLAFSSON (Iceland) expressed strong support for the programme, but felt that WHO would gain in 
credibility by focusing on "saying no" to tobacco and drugs; most people could drink sensibly. 

MR ANDRASEVIC (United Nations International Drug Control Programme) said he had taken careful 
note of the concern expressed by several speakers about the risk of duplication and overlap and the need for 
internationally coordinated action in drug abuse control efforts. That concern had largely prompted the 
General Assembly's decision to create UNDCP at the beginning of 1991. It was expected that it would ensure 
proper coordination of various efforts within the United Nations system and outside it. A most harmonious 
and constructive working relationship had been established between UNDCP and WHO's programme on 
substance abuse, as well as with other key organizations within and outside the United Nations system. 

Dr HU Ching-Li (Assistant Director-General) thanked all speakers for their comments and constructive 
suggestions and for the support they had expressed for the programme. He assured them that WHO would 
cooperate with Member States and exchange views and information; it would further strengthen both the 
programme and its collaboration with UNDCP and other United Nations agencies and nongovernmental 
organizations concerned with substance abuse. The prevention and control of drug and alcohol abuse called 
for a multisectoral approach going beyond the health sector. WHO would also continue to ensure coordination 
within the Organization - between the programme on substance abuse, the Global Programme on AIDS, and 
other relevant programmes, including those on adolescent and mental health. The focus would be on 
prevention, hi¿i-risk groups, especially adolescents, and the strengthening of community involvement and 
primary health care. 

Mr EMBLAD (Programme on Substance Abuse) said that the delegates' comments would be fully taken 
into account in planning for future activities. More specifically, he thanked the delegate of Canada for the 
offer to share with WHO that country's experience with its indigenous population; as an initial step, WHO 
would send a representative to the meeting to be held in Alberta in July. Regarding the suggestions by the 
delegates of Australia and Kenya, among others, about the possibility of WHO acting as a clearing-house for 
successful experiences, the Organization would put that topic on the agenda of a forthcoming coordination 
meeting with UNDCP, and would look into the possibility of moving in that direction. The same applied to 
recommendations that a study should be carried out on the cannabis question. 

He fully shared the view of the delegate of France that the programme needed to be structured more 
carefully; plans were under way to do so. He was also acutely aware of the concern among all donors about 
coordination within WHO and with all other agencies; every effort was being made to ensure it. 

The financial support, and also the warm moral support, that had been received in the first 18 months of 
the programme were appreciated. Contributions had been coming in at a rate of US$ 500 000 a month; if 
that were maintained the programme would be in a good position to comply with the wishes expressed by 
Members. 

Expanded Programme on Immunization and vaccine quality (Resolution EB89.R8; Document A45/81) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Board, while 
commending the progress of Member States towards the goals of the Expanded Programme on Immunization 
(EPI), had cautioned that sustaining high immunization coverage levels and extending operations to previously 
unreached populations to attain the goal of 90% immunization coverage by the year 2000 would be a difficult 
task. The new focus of the Programme on determining the impact of immunization coverage on the target 
diseases also required the development of strong epidemiological surveillance, especially at the local level. The 
goals of measles reduction, neonatal tetanus elimination and poliomyelitis eradication would keep the spotlight 
on the health of children and mothers and direct programme resources to the areas of greatest need. 

1
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Board members had expressed concern about the sustainabiiity of EPI and approved the emphasis on the 
financial, managerial, political and technical aspects of sustainabiiity. They had stressed the role of public 
health communications to create a demand for immunization services, and the need for commitment to 
developing and implementing supplementary immunization activities in endemic areas. 

The Board had also expressed concern about vaccine quality, stressing the need for national control 
authorities of Member States producing vaccines to implement the WHO guiding principles for regulatory 
authorities, for action to ensure that vaccine quality was maintained from the point of manufacture to the point 
of use, and for efforts to continue to ensure a proper cold chain and logistics system. 

The Board had been particularly concerned to note the crisis in vaccine supply, with increased demand 
arising from improved immunization coverage and from new plans for disease reduction, elimination and 
eradication. Vaccine costs were also rising. Ways must be found of overcoming the constraints because 
immunization remained the cornerstone of public health and the most cost-effective strategy for controlling the 
targeted diseases. 

Several Board members had referred to the obstacles to including hepatitis В vaccine in the Expanded 
Programme on Immunization, despite the increasing number of victims; members had felt that WHO should 
broadly advocate a more generalized access to that vaccine. 

In conclusion, the Board had highlighted the need for increased resources to sustain the acceleration of 
immunization programmes so that all children and women of childbearing age could be reached with high-
quality vaccines, and the goals and operational targets for the 1990s met. New and improved vaccines were of 
vital importance to the Programme. She drew attention to the draft resolution recommended by the Executive 
Board in resolution EB89.R8. 

Dr NOVELLO (United States of America) said that it was an inspiration to see what could be achieved 
with concerted action by WHO, UNICEF, Member States, bilateral development agencies and 
nongovernmental organizations. It was also gratifying that, in many countries, those efforts had helped to 
expand the reach of primary health care and build supportive systems for disease surveillance and logistics. 
WHO was urged to make special efforts to strengthen disease surveillance systems for better monitoring of 
future progress. 

ТЪе challenges ahead included ensuring that achievements were sustained and efforts expanded to reach 
communities not yet fully covered by EPI. Disparities referred to in the Director-General's progress report 
(document A45/8) must be specifically addressed if the goal of 90% coverage was to be reached by the year 
2000. WHO's ambitious goals with respect to the eradication of poliomyelitis, the reduction of measles and the 
elimination of neonatal tetanus represented a challenge and an opportunity to strengthen the exceptional 
leadership which WHO and EPI had provided. The adoption of multiple goals increased the managerial 
complexity of the work since it was necessary to ensure that the goals were complementary and not competing. 
Could the Director-General specify the obstacles to achieving those goals and say what action should be taken 
urgently to overcome them? 

Adequate supply of vaccines and the effectiveness of those delivered were vital. She therefore supported 
resolution EB89.R8, urging Member States to assure the quality of vaccines and encouraging broader support 
for their procurement. In conclusion, she asked the Director-General for his views on specific steps that could 
be taken to ensure the adequate availability of vaccines. Her delegation looked forward to a decade of 
dynamic leadership on the part of WHO. 

Dr SALOMAO (Mozambique) said that her country's maternal and child health programme of which the 
immunization programme was a component, had achieved encouraging results, with 90% immunization 
coverage in Maputo, the capital, over the previous four years, and 70-80% in most provincial towns in the 
previous two years. The national average in 1991 had, however, been only slightly over 50% owing to the 
destruction of health facilities, difficult access to health care, the displacement of populations and other 
consequences of the war. 

Positive results of the immunization programme included a decline in the incidence of measles, tetanus 
and poliomyelitis. Mozambique had joined the world campaign to eliminate neonatal tetanus by 1995 and to 
eradicate poliomyelitis by the year 2000. The Ministry of Health was taking special care to upgrade 
programme staff in order to guarantee timely supply and better planning and minimize lost opportunities to 
vaccinate. Her delegation supported the resolution before the Committee. 

Professor KONDE (Guinea) said that a revision of his country's expanded immunization programme had 
preluded the launching of the national programme for primary health care and made it possible to ratify the 
Bamako Initiative of the African ministers of health. Since 1988，immunization had thus been integrated with 
other health care activities - treatment, prevention and promotion - with extensive community participation, 
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intersectoral collaboration and international cooperation, particularly with WHO, UNICEF, the governments of 
Italy and Canada, USAID and many nongovernmental organizations. The most recent evaluation, by his 
Government and the London School of Hygiene and Tropical Medicine, had shown a significant improvement 
in national immunization coverage. While the goal of 80-90% vaccination of children by 1990 had not been 
achieved, coverage had risen from 17% in 1989 to 40-60% in 1991, and the devastating toll of measles and 
neonatal tetanus was no longer levied upon the population of the areas covered. In areas not covered by the 
programme there was only 5% vaccination coverage. 

Though the overall results were encouraging, numerous obstacles and constraints resulted in limited 
access to health services. Preventive activities such as the immunization programme and prenatal examinations 
had therefore been strengthened. The strategy of fixed vaccination posts had been reinforced, and traditional 
birth attendants now played an important role. 

A further problem, as the United States delegate had mentioned, was to ensure the supply of vaccine. 
As the programme grew and new health centres were set up, that problem would become more acute. 
Fortunately, on a visit to Guinea in February 1992 the Executive Director of UNICEF had provided certain 
assurances as to the sustainability of the programme. Some 210 out of 380 planned primary health centres 
were operational and UNICEF had advised the Government to revise its schedule and aim at launching the 
programme in ali sub-prefectures of the country by 1993, instead of the original goal of 1995. The Government 
was anxious for the programme to be maintained, as it represented a real advance in health services. 

Dr CHIMIMBA (Malawi) said that the immunization services in Malawi were integrated with services 
for maternal and child health, nutrition and primary health care. The achievement of universal child 
immunization had been brought about largely through the social mobilization launched by the Head of State at 
the time of the signing of the Grand Alliance in October 1988. The current aim was to reach and sustain an 
immunization coverage of 90%. 

To control neonatal tetanus all women of child-bearing age were to be identified at existing health 
facilities. The system for ensuring safe deliveries was also to be strengthened by training traditional birth 
attendants and providing health education to the community. Sentinel surveillance sites had been set up to 
monitor disease incidence. 

Only four cases of poliomyelitis had been seen in 1991, owing to vigilance at hospitals, where training 
had been given in surveillance. The goal of eliminating poliomyelitis by the year 2000 was thus certain to be 
achieved. Measles, however, was still a problem: at one of the 11 sentinel sites, 30% of infants below the age 
of nine months had had the disease. Introduction of the Edmonston-Zagreb vaccine might help to resolve the 
problem. 

The assistance of many bilateral and multilateral donors, including nongovernmental organizations, in 
providing vaccines, cold-chain equipment and funds for training and programme evaluation was gratefully 
acknowledged. Although political commitment and managerial expertise were available in Malawi, the major 
concern was the financial and technical sustainability of the results achieved to date. His country looked 
forward to support from WHO in that regard and supported the draft resolution recommended by the 
Executive Board. 

Mr MARTIN (Switzerland) observed that protection of the health and lives of children by vaccination 
was an important objective; the improvement of existing vaccines and the development of new ones should 
therefore be supported. 

Concerning the Children's Vaccine Initiative, he considered, first, that vaccines should be developed in 
the context in which they were to be used, especially in developing countries, taking into account all the 
relevant constraints such as climate, socioeconomic conditions and operational difficulties of primary health 
services (e.g., transport). Vaccines should be designed to overcome those difficulties. Secondly, vaccination 
was only one aspect of ensuring child survival and development; it could not meet its long-term objective in 
the absence of attention to other areas of health protection such as nutrition, hygiene, sanitation and primary 
health care. Thirdly, the development of vaccines should be closely linked to basic health services and the 
economic and social context. Fourthly, both basic and applied research should be directed to increasing 
children's immunity by means other than vaccination, including breast-milk and vitamin A; the health benefits 
and financial advantages of such non-pharmaceutical interventions could be considerable. Fifthly, vaccine 
development should also involve research into long-term secondary effects. The hypothesis had been advanced 
that the milk of mothers who had been vaccinated against measles in childhood no longer contained the 
antibodies, so that their breast-fed infants did not acquire immunity to the disease. Sixthly, emphasis should be 
placed on the quality of vaccines at the time they were used - after storage and transport; improved 
robustness was thus a priority. Seventhly, local production of vaccines should be promoted, and that should be 
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a task of the Children's Vaccine Initiative. Lastly, possible increases in the price of vaccines were to be 
deplored, especially in relation to developing countries. His delegation supported the draft resolution. 

Dr TAHA bin ARIF (Malaysia) said that achieving high immunization coverage was a priority in his 
country. The existing health care infrastructure reached the vast majority of the population; for the 
remainder, scattered in remote areas, special mobile services were used. His country had achieved the goal of 
80% coverage by 1990. In 1991, 90% of children had received their third doses of vaccine against poliomyelitis 
or of combined vaccine against diphtheria, pertussis and tetanus (DPT). Coverage with BCG vaccine had 
exceeded 90% for many years. Coverage for measles had been less satisfactory, but the implementation since 
1989 of strategies for universal immunization had increased it to 79%. Those achievements would be 
maintained by the dedication of the health staff and continuous education of the public, and he was confident 
that the targets set for the 1990s would be attained. 

Vaccination of infants against hepatitis В had become an integral part of the national immunization 
programme in 1989, with strong political commitment, Government support, a strategic immunization schedule 
and extensive media publicity. In 1991’ coverage had reached 90%. Future efforts were to be directed to 
involving women's groups, private doctors and private organizations in immunization activities. Staff would 
continue to be trained using appropriate modules and problem-solving orientation. Special strategies were to 
be introduced in urban areas and certain communities to ensure continuous dissemination of information, 
publicity, health education and, when necessary, "mopping up" activities. 

TTie Malaysian Ministry of Health would continue to use vaccines of a quality that met WHO 
requirements; that commitment was supported by the availability of a facility for potency testing. The quality 
of the cold chain was checked periodically in areas where problems were anticipated. An efficient system for 
monitoring adverse effects remained to be developed. The surveillance system for the EPI target diseases was 
being strengthened by continual staff training and computerization of data for timely, accurate reporting. 
Personal immunization records would be established by extending the present home-based "child health card" 
to other areas of the country. His delegation supported the draft resolution. 

Dr MILTON (Sweden) said that his delegation, which also supported the draft resolution, was 
encouraged by the progress that had been achieved in immunization throughout the world: firstly, the 
proportion of children adequately protected against disease was increasing; secondly, immunization 
programmes were beginning to measure their progress by disease reduction rather than by vaccination 
coverage, and that would assist in directing activities to the areas of greatest need; and thirdly, immunization 
programmes were increasingly recognized as a means of strengthening primary health care. In many countries, 
however, it would be difficult to maintain the present level of immunization. The low coverage of pregnant 
women with tetanus toxoid was of concern and highlighted the need for national authorities to assume greater 
responsibility in vaccination programmes. The resolution recommended by the Board addressed the important 
problem of vaccine quality and the desirability of national and international efforts to meet the agreed 
standards; programmes for developing new and improved vaccines should continue. 

Dr ANAYAT (Bhutan) said that after being intensified in 1987, the programme in Bhutan had achieved 
a coverage of 82% by 1990. The most important result of the intensification had been to take the programme 
closer to the population, bringing other programmes, like those for maternal and child health, family planning, 
diarrhoeal disease control and health education, to the villages. His Government was grateful to WHO for 
providing technical support and for training staff in the necessary managerial and technical skills. His 
delegation supported the draft resolution. 

Dr DLAMINI (Swaziland) said that the Director-General's report served as a reminder that neonatal 
tetanus was the forgotten vaccine-preventable disease of the previous decade. All Member States should strive 
to attain the stated goal of eliminating that disease by 1995. 

The challenge to reach 80% coverage and, more important, the disease control targets for the 1990s 
would require more resources: some developing countries still had inadequate supplies of vaccine, 
inadequately functioning cold chains, suboptimal logistic support and weak surveillance systems. WHO should 
speed efforts to provide better tools for diagnosing the EPI target diseases, for surveillance, and for monitoring 
the conduct of the programme and improved cold-chain and logistic support. It should also continue its 
coordination with countries to identify the financial resources necessary to meet the challenge for the 1990s. 
Donor fatigue among supporters of primary health care programmes would adversely affect immunization 
programmes. In her country, certain multilateral and bilateral partners and nongovernmental organizations, 
which had supported the Programmes since the 1980s, had indicated that they might not be in a position to 
continue doing so. One of the reasons given had been that financial and technical support would now be 
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directed toward countries that had a coverage of less than 80%; however, all countries had to achieve 90% 
coverage. 

Swaziland had attained 83% coverage in 1989. No case of poliomyelitis had been reported in the 
previous three years; only 2 cases of neonatal tetanus had been reported in 1991; and no case of diphtheria 
had been reported in the previous 10 years. The EPI targets for 1995 in Swaziland were: elimination of 
neonatal tetanus and poliomyelitis; reduction of the number of cases of measles by 90%; and maintenance of 
zero morbidity from diphtheria. In order to meet those targets, her country would need continued support 
from its international partners and from WHO. Her delegation supported the draft resolution. 

Mr SHIRIMA (United Republic of Tanzania) stated that in his count ' munization had been 
integrated into the primary health care system and depended on social mob ion under the responsibility of 
the Ministry of Community Development, Women's Affairs and Children. In order to sustain the programme, 
transport, training and supervision would be shared at the district level. In areas where greater than 80% 
coverage of all children under one year of age had been achieved, "immunization days" would be renamed 
"health days". Ten-dose vials of BCG, diphtheria-pertussis-tetanus (DPT) and poliomyelitis vaccines had been 
introduced to reduce wastage. Hepatitis В vaccine would be administered from the beginning of the next 
financial year to people at risk. The nomadic populations of his country would be served by refrigerated vans. 
The help of UNICEF and WHO was still required for quality control of vaccine and for general support of the 
programme. His delegation supported the draft resolution. 

Dr SADRIZADEH (Islamic Republic of Iran) commended WHO on the achievement of 80% global 
immunization coverage within the Expanded Programme. In order to sustain that level, demands for 
immunization must be met, the communication skills of health workers should be improved, and support of the 
Programme by politicians and other decision-makers should be maintained. The major challenges for the 
Programme in the 1990s were the increasing cost of vaccines, concerns about their quality, and financial, 
managerial and technical difficulties, particularly in developing countries. 

In his country, immunization coverage had been increased from 25% in 1982 to 88% at present. The 
existence of an effective primary health care system would ensure the sustainability of the programme, so that 
the national goals of eradicating poliomyelitis and neonatal tetanus and controlling measles could be met. 
After a successful pilot project on integration of hepatitis В vaccine into the immunization programmes of two 
provinces, the Government had decided to include that vaccine in the national programme by 1993. His 
delegation welcomed the initiative taken by WHO to mobilize resources for the countries in greatest need and 
to ensure that vaccines used in immunization programmes met WHO requirements. His delegation supported 
the draft resolution recommended by the Executive Board. 

Dr GEORGE (Gambia), welcoming the excellent and comprehensive report, applauded the considerable 
success the Expanded Programme on Immunization had achieved during the past decade. 

Gambia, in 1991’ had been the only country in sub-Saharan Africa to achieve universal child 
immunization for hepatitis B. That antigen was now included in Gambia's EPI schedule, thanks to continued 
support from the Italian Government, as was yellow fever. The cold chain had been converted to solar power 
throughout the country. Despite that success, there was no room for complacency since sustainability would 
only be achieved through integration of the programme into a strong primary health care structure. Should 
that structure prove inadequate all gains would be nullified. 

Since hepatitis В vaccine had been shown to be so successful in the Gambia, it would be useful to know 
whether the Programme's Global Advisory Group had decided to include it in the routine EPI schedule, a 
move Gambia strongly supported. Information on further sources of vaccine would also be welcome. 

The advances made in the application of solar power made technical training essential. The training on 
solar refrigeration currently given in the African Region should be broadened to include lighting and hot water 
systems and made more operational. Future training strategies should be based on assessment of the needs of 
all countries in the Region. 

In conclusion, he welcomed WHO's renewed efforts to ensure vaccine quality and expressed appreciation 
of UNICEF's continued support. He endorsed the draft resolution. 

Dr HAN Tieru (China), endorsing the progress report, said that the Expanded Programme on 
Immunization had made great strides in the past decade, especially in the developing countries. 

China had actively participated in EPI and had made great progress. The second review of activities in 
China showed that immunization coverage had reached 85% in 1990. Vaccination rates for BCG, 
poliomyelitis, DPT and measles were at present 90% and above, and the incidence of the diseases concerned 
was very low. However, China still faced serious obstacles to achieving the goals set by the Programme. It 
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was, for example, encountering difficulties in progressing towards the goal of poliomyelitis eradication by 1995 
since the demand for vaccine was very great and its cost very high. China hoped that assistance would be 
forthcoming from international organizations, including WHO, to meet that heavy financial burden. 

Success in the Programme depended on leadership from health administrators at all levels and on 
planning, implementation, monitoring and evaluation. China had therefore set up expert committees for the 
purpose at central and provincial levels. Epidemic prevention centres were responsible for such tasks as 
implementation, technical guidance, training, surveillance, provision of vaccine, cold-chain management and 
maintenance. 

Experience in other countries had shown that, while it was difficult to expand immunization coverage, it 
was even harder to maintain that coverage once achieved. He hoped that in the future, with the assistance of 
Member States, WHO would take even more effective action to ensure vaccine quantity and quality so as to 
establish EPI as an important component of primary health care systems in the prevention of the target 
diseases. 

Dr KANYAMUPIRA (Rwanda) commended the report, which showed the tremendous impact produced 
by EPI. Between 1983 and 1991 immunization coverage in Rwanda had increased from 74% to 94% for BCG, 
from 41% to 89% for poliomyelitis and DPT, and from 45% to 89% for measles. Reduction in the incidence 
of the related diseases had been as much as 95% for measles and 99% for whooping-cough. However, the 
AIDS epidemic in Rwanda had prevented similar successful results from BCG vaccination. 

The immunization coverage achieved so far had been the result of much international effort. Local 
political structures, particularly in the developing countries, had also made a significant contribution. However, 
the present political situation in a number of African countries gave rise to fears of an adverse effect on 
vaccine coverage, to cope with which it might be necessary for communities need to find new leaders. 

Endorsing the measures recommended in the Director-General's report, he stressed the need for 
renewed efforts to reach those not yet covered, to maintain the thrust of the Programme, and to establish 
appropriate and sustainable funding mechanisms not only for purchase of vaccines but also for logistic support 
and operating budgets. Primary health care services at community level ought also to be strengthened so that 
they could support the programme properly. Finally, other diseases, such as yellow fever and hepatitis B, must 
be included in EPI schedules. 

He endorsed the draft resolution. 

Dr ZUE-N'DONG (Gabon) said that Gabon's immunization programme included vaccination against 
other infections as well as the EPI target diseases. Immunization under the Expanded Programme was carried 
out by a wide variety of medical services. It covered pregnant women and children from birth to 4 years, with 
attention centred on infants up to 11 months of age. During the past year, a pilot programme in two provinces 
had included immunization against hepatitis В in addition to the EPI target diseases; since results had been 
satisfactory it was hoped to expand the trial. Immunization coverage of children was 96% for BCG vaccine, 
78% for poliomyelitis and for DPT, and 76% for measles. Full immunization coverage extended to 69.1% of 
children. However, only 35% of pregnant women had been immunized. 

While endeavouring to increase immunization coverage still further, Gabon was concerned to make the 
Expanded Programme an integral part of the everyday services provided by health facilities, since that alone 
would ensure sustainability. Regular follow-up of the target diseases was also required, as well as 
epidemiological study of clinical cases to adapt strategies to disease patterns. 

Gabon endorsed the draft resolution and expressed appreciation of the support provided to the 
Programme by donors. 

Professor MANCIAUX (France), welcoming the report, said that accurate data were essential for 
continuing assessment of the immunization coverage of population groups targeted by the Expanded 
Programme; some of the figures submitted appeared unreliable. What was needed was a system providing 
permanent records of immunization coverage, including individual records to be added to growth charts. 

Maintaining the results achieved was also important. Economic difficulties had led some countries to cut 
the resources they allocated to the Programme, making it difficult both to continue it and, in particular, for 
countries to take over responsibility for the international work. Sustainability would be achieved only by the 
gradual integration of EPI activities into primary health care services, especially as they related to maternal 
and child health. Vaccine quality control, research to improve current vaccines and immunization procedures, 
and further epidemiological research were also important. 

In view of the worldwide prevalence of hepatitis В and the dangers it presented, immunization against 
the disease should be included in the Expanded Programme, beginning with countries of greatest prevalence. 
Cheaper ways of making vaccines must also be found. 
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He endorsed the draft resolution. 

Dr PAWABUTR (Thailand) commended the report, which bore witness to the great revolution in health 
achieved by the Expanded Programme on Immunization. The prospects in the coming decade were even more 
challenging; it was hoped not only that death and disability from vaccine-preventable diseases would be further 
reduced but also that some of those diseases would be eradicated. 

Despite considerable progress, there were still some unsatisfactory results in Thailand. Although at least 
one million children were immunized annually, 20-30 thousand cases of measles occurred each year. Again, 
although 9 out of 73 provinces had reported no neonatal tetanus for over 5 consecutive years, some provinces 

ed cases every year, mostly as a result of non-institutional deliveries. The Government was therefore 
g efforts to increase immunization coverage and improve other related health programmes. Eradication 

of poliomyelitis was expected to be achieved by the end of 1996. Hepatitis В was a major health problem; 
after three years of a pilot programme to develop a model for immunization against the disease, it had now 
been included among the targets for the national expanded programme. An attenuated vaccine against dengue 
haemorrhagic fever, a major cause of morbidity among children in the South-East Asia Region, was being 
developed in Thailand with support from the Regional Office; trials in children were about to begin. 

He endorsed the recommendations made in the report. The Government of Thailand would continue its 
work with WHO to improve the national immunization programme as an essential component in achieving 
health for all by the year 2000. 

Professor MBEDE (Cameroon) commended the report for its pertinence and clarity. The northern part 
of Cameroon had since early 1991 successively undergone epidemics of yellow fever, cholera and meningitis. 
At the conference on hepatitis В control held in Yaoundé a recommendation had been made that 
immunization against that disease should be included in the Expanded Programme. Cameroon considered that 
it should also include immunization against yellow fever. 

Cameroon was endeavouring not only to achieve its immunization coverage targets but also to sustain 
that coverage and maintain the effectiveness of its programme. To that end, particular attention was being 
given to strengthening primary health care. 

Production of a tetanus vaccine had begun in Cameroon. It was hoped that WHO, UNICEF and others 
would support that effort, not only to help ensure quality control but also by making the vaccine more 
economically accessible to œuntries of the sub-region. 

He endorsed the draft resolution recommended by the Executive Board in resolution EB89.R8, but 
proposed the addition to the preamble of a penultimate paragraph reading: 

Aware that the Global Advisory Group has set operational targets for the introduction of hepatitis В 
vaccine in immunization programmes and that these targets are consistent with those recommended by 
the International Conference on the Control of Hepatitis В in Developing Countries held in Yaoundé in 
October 1991; 

and the addition to the operative part of a subparagraph 3(4) reading: 

to strengthen the system of epidemiological surveillance of the target diseases of the Expanded 
Programme on Immunization and other priority diseases. 

Mrs HANSON (Jamaica), welcoming the comprehensive report, said that the countries of the Caribbean 
endorsed the goals set out in its paragraph 13 and were well advanced in their achievement. The target for 
measles had even been exceeded. In early 1992, the forum called Caribbean Cooperation in Health had 
launched a campaign for achieving measles eradication in the English-speaking Caribbean islands by 1995. The 
support accorded by UNICEF, the Canadian Public Health Association and Lions Clubs International to that 
effort was greatly appreciated. 

She endorsed the draft resolution. 

Mr JOHNS (New Zealand) welcomed the report. Despite major advances, in New Zealand as elsewhere 
there was considerable variation in immunization coverage between different parts of the country. Rates 
ranged between 50% and 80% depending on the community. Maintaining coverage was another problem - less 
emphasized in the report - which in New Zealand was reflected in recent outbreaks of whooping-œugh and 
measles as well as high rates of congenital rubella syndrome. Immunization coverage depended on the level of 
parents’ motivation to seek vaccination and the ability of the health sector to deliver it. A small but growing 
number of parents were refusing immunization for their children in the belief that it was unnecessary and 
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possibly dangerous. Elsewhere inadequate immunization reflected low levels of contact with medical 
practitioners. 

The New Zealand Government was determined to increase the effectiveness of immunization delivery. 
In addition, it was currently funding a hepatitis В vaccination programme. Assistance was being received from 
community groups, and recent regulatory changes now allowed appropriately trained non-medical staff to 
deliver vaccinations independently of medical practitioners. A population-based immunization register was also 
being piloted. 

New Zealand considered international cooperation on technical aspects of quality and delivery 
imperative. He endorsed the draft resolution. 

Dr NYMADAWA (Mongolia) said that he fully agreed with the conclusions and recommendations 
contained in the progress report, and particularly in paragraph 63, which was very relevant to countries where 
endemic hepatitis В entailed very high medical expenses. He supported the draft resolution recommended by 
the Board, to which he proposed three amendments. 

First, there should be an additional preambular paragraph, reading: 

Recalling the Yaoundé Declaration on the elimination of Hepatitis В Infection, which highlights 
the fact that the hepatitis В vaccine has reached a cost level that makes it one of the most cost-effective 
health interventions, and that further reductions in vaccine cost will occur with increased procurement. 

Secondly, in operative paragraph 3(4), Member States should also be urged: 

to endorse feasibility studies on the integration of new and safe vaccines, especially hepatitis В vaccine, 
into their national expanded programmes on immunization. 

Finally, a new operative subparagraph 5(5) should be inserted, reading: 

to mobilize all possible resources to integrate into the national expanded programmes on immunization 
cost-effective new vaccines, especially hepatitis В vaccine, for endemic countries, 

and the current paragraph 5(5) should accordingly be renumbered 5(6). 

Dr CICOGNA (Italy) said that on 27 May 1991 his country had passed a law making it compulsory to 
provide vaccination against viral hepatitis В for all newborn children and, for the first 12 years following the 
law's entry into force, to all 12-year-olds. The vaccination was also provided free for certain high-risk groups, 
and regional authorities had been made aware of the need to offer it, on a voluntary basis, to the general 
public. Parliament would soon consider legislation for the introduction of compulsory vaccination against 
measles, mumps and rubella, a move that had the active support of local health services and the general 
approval of the public. Compulsory vaccination was considered necessary so that local health services could 
monitor the coverage afforded to the target population. It was also a valid tool for evaluating health service 
efficiency. 

Another recent Italian law provided for the indemnification of persons who suffered health damage as a 
result of compulsory vaccination. 

He expressed his full support for the draft resolution proposed by the Board. 

Dr ALVÁREZ DUANY (Cuba) said that, despite the Organization's very considerable work on EPI, 
significant efforts and resources would still have to be invested if the goals were to be met and the deaths of 
millions of adults and children prevented. 

Cuba's national immunization programme had been fully consolidated since the 1970s and included in 
primary health care since the 1960s. All the EPI objectives had been either met or exceeded by Cuba, in some 
cases well in advance of their proclamation. The aim of resolution WHA41.28 of 1988, which committed 
WHO to global eradication of poliomyelitis by the year 2000, had been fulfilled by Cuba 26 years ahead of 
schedule and resolution WHA42.32 of 1989 had also been complied with before its adoption. By 1989, measles 
had been reduced by more than 95%; neonatal tetanus had been eliminated in 1972; and epidemiological 
monitoring systems had been strengthened during the 1980s and were still being improved. Moreover, Cuba 
had introduced vaccines not envisaged under EPI; and over 90% coverage had been achieved for all vaccines 
applied to children under 2 years of age and to schoolchildren. A similar level of coverage had been achieved 
with tetanus toxoid for the adult population. 
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With regard to vaccines against additional diseases, Cuba had started administering a locally produced 
hepatitis В vaccine to all children under one year of age born of women carrying the hepatitis В surface 
antigen (HBsAg). In 1992，moreover, it was intended to extend the mass vaccination to all children under one 
year of age whose mothers were not carriers of HBsAg. 

More than 90% of Cubans under 20 years of age had been vaccinated with nationally produced anti-
meningococcal vaccine, some 6 million doses of which had been administered since 1988. The morbidity rate 
for that disease was currently 1.60 per 100 000 population, compared with 13 per 100 000 as recently as 1985. 

Despite its current serious economic situation, Cuba was making extraordinary efforts to maintain and 
increase its achievements under the Expanded Programme. Those included not only the development of 
research on vaccines, but also the construction of major research and production facilities. The international 
assistance that Cuba had on various occasions received under the Programme would continue to be very 
necessary to it in the future. It was to be noted that Cuba currently had one vaccination centre for every 280 
inhabitants. 

Clear evidence of Cuba's success under the Programme were the prolonged maintenance of high levels of 
coverage and the absence of a number of vaccine-preventable diseases over several decades. Further evidence 
was to be found in the investments and resources allocated to the creation of an infrastructure of research and 
production facilities, to health education and to strengthening the country's health system. All that had been 
achieved against the background of a critical economic situation and a major economic, scientific and technical 
blockade. The strength of the national will to avoid the resurgence of vaccine-preventable diseases ensured 
that Cuba would continue to make all necessary efforts to continue and increase its success in the field of 
immunization. 

Dr MAYNARD (Trinidad and Tobago) said that the progress report was well balanced between the 
achievements of the past and the difficulties the Programme would face in the 1990s. EPI in her country and 
in the rest of the English-speaking Caribbean was a success. During May 1991, over 90% of the target 
population of children aged 1-14 years in her country had been immunized against measles, and there had been 
no cases of poliomyelitis since 1972. 

However, there were problems. The coverage figures for 1991 showed some disparity between 
geographical areas. The surveillance system was relatively weak, at a time when the surveillance of flaccid 
paralysis and measles was crucial, and efforts were being made to strengthen the system through the training of 
health workers and public education. The changing epidemiology of tuberculosis might make it necessary to 
reintroduce BCG vaccinations. Lastly, although her country paid particular attention to the cold chain, 
vaccines occasionally arrived which had not been properly prepared for shipment. 

Paragraph 14 of the report proposed additional targets and referred to the introduction of yellow fever 
vaccine in all countries at risk by 1993 and of hepatitis В vaccine in all countries by 1997. The former had 
already been introduced into her country's schedule and the latter was being given mainly to health workers; if 
it was to be introduced more generally, its cost would have to be reduced. 

EPI in her country was incorporated into the maternal and child health programme, but there were still 
factors which could have a bearing on whether it could be sustained. Mass immunizations had been carried 
out twice in recent years: in 1989, when almost the entire population had been immunized against yellow 
fever, and during the measles campaign of 1991. Both campaigns had had the effect of reducing the coverage 
against other diseases, as human resources had had to be diverted. 

The programme had benefited from the support of several community groups and nongovernmental 
organizations and from political will. She expressed her thanks to the Canadian Public Health Association, 
which had been a donor to her country's programme; all components had been helped, especially the areas of 
research and social mobilization. She also acknowledged the assistance given by РАНО/WHO. The 
procurement of vaccines through the РАНО revolving fund ensured that safe and effective vaccines were 
obtained at a reasonable price. 

Finally, her delegation supported the draft resolution. 

Dr VAN ETTEN (Netherlands) welcomed the progress report on EPI, to which his country was 
contributing financially, and noted with satisfaction that immunization coverage had increased in most 
countries. He stressed that EPI should be part of a broad, integrated and primary health-care-oriented 
approach, and that the consolidation and optimization of the coverage achieved should have priority over 
attainment of the disease control targets. 

He was, however, concerned at the limited progress towards establishing a global interagency 
coordinating committee. It appeared that seven months since the EPI Global Advisory Group had made its 
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recommendation indicating the need for such a committee, WHO had merely noted, in a letter of 24 March 
1992, that the proposal was being carefully examined to see whether there could be any real improvement on 
existing donor mechanisms. 

Regarding the proposed introduction of hepatitis В vaccine, he asked whether that additional target was 
expected to cause specific problems, such as a reduction in the effectiveness of the delivery of other vaccines 
and organizational constraints. 

In conclusion, he expressed support for the draft resolution. 

Dr BAD RAN (Jordan), while supporting and approving the draft resolution before the Committee, 
proposed that operative subparagraph 5(1) should be expanded to indicate that hepatitis В vaccine could be 
added directly to the Expanded Programme on Immunization provided that did not diminish the effectiveness 
of administration of other EPI vaccines. 

Jordan also advocated the establishment of a global fund for vaccine purchase and delivery, to provide 
hepatitis В vaccines to children in all countries as part of EPI. 

Dr MIYAKE (Japan) expressing full support for the draft resolution, said that since the beginning of EPI 
the leadership provided by WHO had dramatically expanded immunization coverage. Japan had the highest 
praise for the Programme, and was very much interested in poliomyelitis eradication and the Children's 
Vaccine Initiative. It wished to continue supporting the Programme through technical cooperation and 
voluntary contributions. It had commenced a developmental research project on heat-stable vaccines and was 
planning to expand its research activities into the development of an improved measles vaccine that would be 
effective and safe for children aged 6 months. 

Dr SARR (Senegal) said that the success of EPI in the majority of countries was proof that the 
international community was capable of meeting any challenge through active solidarity and sustained social 
mobilization. Many countries had already attained the objective of 80% immunization coverage in the 1990s, 
and he thanked the donor countries which had made that possible. There were, however, many challenges to 
be met before global immunization could be achieved. Among them were the need to maintain the rate of 
immunization coverage, assured access to new vaccines, and vaccine quality control. Maintaining coverage was 
a matter of improving health services. In Senegal, EPI must be integrated into other decentralized health 
services so as to ensure that vaccination could be dispensed throughout the country in a timely manner. 

However, the greatest challenge facing the developing countries was that of obtaining vaccines, 
particularly new vaccines. A number of donors seemed to be losing interest in EPI - a trend that could have 
serious consequences for the health of young children in the affected countries, just when a considerable drop 
in mortality among them was becoming discernible as a result of the Programme. Developing countries might 
find themselves unable to obtain the vaccines necessary to immunize their children at the very moment when 
the target was beginning to broaden and the demand for vaccines was increasing. WHO should therefore urge 
donors to strengthen their support for EPI, which was a priority programme for all developing countries. The 
Organization should also continue to negotiate with the pharmaceutical sector in an effort to ensure that the 
price of vaccines remained affordable to the countries most in need of them. 

With regard to quality control, despite the level of coverage achieved, there were still children 
contracting the diseases against which they had been immunized. Since the developing countries did not 
themselves have the capacity to control vaccine quality, WHO should foster the establishment of subregional 
laboratories to monitor pharmaceuticals, including vaccines, and should establish mechanisms to ensure 
effective and permanent vaccine quality assurance. 

Senegal supported the draft resolution. 

Professor ZOUGHAILECH (Algeria) said that his country had been investing in immunization for over 
20 years. Vaccination against tuberculosis, diphtheria, tetanus, poliomyelitis and whooping-cough had been 
compulsory and free since 1969，while measles vaccine, previously optional, had been officially introduced in 
1989. There were now over 4000 fixed vaccination posts at health centres, which, together with several dozen 
mobile teams, covered a population spread over 2 300 000 km2. Although immunization coverage was over 
80% for the target population as a whole, minor epidemics continued to occur owing to breakdowns in vaccine 
stocks and shortcomings in the cold chain. However, all the target diseases had diminished spectacularly over 
the previous five years, infant mortality falling from 80 to 49 per 1000. Measles, which had caused many tens 
of thousands of deaths among infants, had considerably diminished; in 1991，however, almost 6000 cases had 
been notified - three times more than in the previous year. It was now affecting children aged 5-9 years, while 
previously it had affected those aged 0-4 years. There were several reasons for that, particularly the poor 
functioning of the cold chain, unsatisfactory immunization coverage (especially in the scattered population 
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groups of the Sahara, among whom the highest rate of notifications was to be found) and the absence of 
seroconversion in infants vaccinated too early. For the first time in over 10 years, there had been a diphtheria 
epidemic, with 10 cases reported in a town in the high plateaux. The appearance of cases limited to one 
region and among children aged 10-19 years had prompted several epidemiological investigations to determine 
the immune status of vaccinated children. Regarding tetanus, two-thirds of the 42 cases reported in 1991 had 
been neonatal, owing to the late introduction of vaccination for women of child-bearing age. 

Noting with satisfaction that no cases of poliomyelitis had been confirmed in the previous two years, he 
warned that the situation might not last if the efforts made had to be suspended or reduced owing to the 
country's current economic situation. His Government had decided to maintain its EPI budget and trusted 
that WHO would make every effort to ensure that the programme obtained the necessary means for its 
survival. He thanked UNICEF for its contribution to the vaccination programme in Algeria, particularly 
during 1992. 

Professor POORWO SOEDARMO (Indonesia), said that the universal child immunization target had 
been reached as a national average in Indonesia in 1990 and in all the provinces individually in 1991. All 
districts were expected to reach it in 1992 and all subdistricts by 1993. 

Indonesia had started hepatitis В immunization in 4 out of 27 provinces in 1990 and had extended it to 
9 provinces in 1991. Those achievements had been made possible through the active participation of the 
family welfare movements. 

He joined previous speakers in supporting the draft resolution. 

Dr MILLER (Barbados) said that Barbados had thus far been successful with EPI and was continuing 
with activities aimed at keeping the incidence of the six target diseases as low as possible. Evaluations had 
shown that it had achieved over 80% immunization coverage with measles, DPT and oral poliomyelitis 
vaccines. Despite the current adverse economic situation, every effort was being made to keep to the targets 
set and, if possible, to achieve 100% immunization coverage before the end of the cenf • 

Reference had already been made to the initiative of the English-speaking Carib n countries aimed at 
eliminating measles by 1995, and also to the success achieved in May 1991, designated Measles Elimination 
Month, during which measles campaigns had been conducted simultaneously in the majority of the English-
speaking Caribbean countries and 96% of the target population of children aged 1-14 in Barbados immunized 
against measles. 

Surveillance of the EPI diseases continued. Since 1967 no case of poliomyelitis had been reported, and 
in 1991 no cases had been notified of diphtheria, tetanus or whooping-cough. 

In conclusion, she expressed her support for the draft resolution. 

Professor ZAMFIRESCU (Romania) thanked those organizations which had assisted the health 
authorities in his country to control viral hepatitis B. 

His delegation was particularly concerned that countries were still using vaccines that might be below the 
minimum standards of potency, safety and efficacy. It was better not to vaccinate at all than to use a vaccine 
of uncertain quality. His country was eager to participate in establishing, for national control authority 
officers, training programmes on the control of vaccines and other biological matter. The funds allocated in the 
1992-1993 budget for the establishment of standards in international laboratories were alarmingly limited, 
suggesting an inadequate understanding of the importance of basic working materials. 

His delegation gave its full support to the draft resolution before the Committee. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) observed that, while the 
proposed additional targets for EPI were laudable, it had been said that adopting multiple goals introduced 
managerial complexities, and a critical review of EPI resources and strategies would be welcomed. It was 
important to distinguish between immunization for eradication and immunization for control, which needed to 
be sustained. Governments should be encouraged to identify their priority health care needs and to select 
cost-effective strategies for attaining their objectives, keeping in mind economic and political realities. 
Continued external assistance was clearly required, and donors should aim at promoting long-term 
sustainability. His Government welcomed the forthcoming meeting of EPI donors and interested parties for 
the purpose of examining policies, strategies and priorities and their funding implications. It hoped that such 
meetings would be held regularly and that an EPI global interagency coordinating committee would be 
established. 

The report rightly underlined the need to continue emphasizing quality control of viral and bacterial 
vaccines used in international immunization programmes and to strengthen international resources and 
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expertise so as to ensure vaccine quality. All vaccines used in international programmes should meet WHO 
requirements. 

It was essential to maintain the high quality of currently available vaccines prepared for EPI by 
established vaccine manufacturers; concerns had been raised with respect to the quality and potency of certain 
products. Further development of a WHO certification procedure, providing for the testing in independent 
laboratories of all vaccines used for EPI purposes, should be given high priority. 

Newly established facilities producing vaccines must develop appropriate quality control measures and 
national control authorities must be concurrently established or strengthened. 

Quality control and standardization methods should be seen as an integral aspect of any new 
international initiative aimed at improving immunization strategies or developing new vaccines. Appropriate 
provision in the programme budget should be made for quality control activities. 

The next progress report should make reference to the substantial contribution to quality control made 
by WHO collaborating centres and WHO international laboratories. 

Dr PAVLOV (Russian Federation) said that EPI was one of the most successful WHO programmes and 
had led to expanded immunization coverage and decreased morbidity and mortality from infectious diseases. 
The wide use of cold chain technology had greatly contributed to the success. Improvement of existing 
vaccines and the development of new ones must go on, especially with a view to eradicating poliomyelitis by 
the year 2000. ^ 

His delegation supported the proposal to integrate hepatitis 6 vaccine into national immunization 
programmes. The additional expense would be fully balanced by eliminating the damage to health caused by 
that disease. 

One of the obstacles to improving the effectiveness of EPI was still the high cost of vaccines; to 
overcome it, additional efforts must be made to mobilize extrabudgetary resources. 

His delegation endorsed the draft resolution. 

Dr DALLAL (Lebanon) supported the draft resolution and the recommendations contained in the 
report, and thanked WHO and other partners for their assistance to his country. 

Despite its difficult situation, Lebanon had had some success with its immunization programme, reaching 
a coverage of 85% for DPT, 75% for poliomyelitis, and 65% for measles in infants. BCG vaccines did not yet 
have an official status in Lebanon. 

Immunization programmes could be improved through the establishment of centres for child vaccination 
rather than by using mobile services, although that would depend on primary health care services; health 
workers would have to do everything possible to increase awareness, keep statistics on children's vaccine 
requirements and ensure follow-up. 

Several aspects of EPI in Lebanon called for increased assistance. Vaccine production and the quality 
control programme must be improved. In view of the crisis in his country, there was a need for logistic 
support and more incentives for health workers. Also required were research into rubella vaccine and support 
for epidemiological studies on vaccine-preventable diseases. Immunization programmes must be integrated 
with other vertical programmes in rural and remote areas and more efficient use made of international and 
bilateral assistance. Lebanon would also need the assistance of immunization experts until such time as it 
could acquire its own. He welcomed the statement by the delegate of Japan concerning measles vaccines. 

Dr RAMATLAPENG (Lesotho) thanked those organizations which had assisted her country in 
implementing its national immunization programme. During the last ten years, it had witnessed a steady 
decline in morbidity and mortality from EPI diseases. For more than five years, EPI had been integrated into 
primary health care and, consequently, there was a high degree of involvement of health workers at all levels of 
health care delivery. Lesotho was trying to use the knowledge gained with EPI in other aspects of primary 
health care. 

As stated in the report, the sustainability of immunization services was fragile in developing countries. 
While it was true that governments had to assume more financial respcmsibility, countries like her own were 
faced with serious financial problems. Without support, it would be impossible to include additional vaccines, 
such as hepatitis B. 

Her country was looking into alternative community financing schemes for health work and would be 
launching community-based EPI in a pilot project which, if it proved successful, would open up new 
possibilities for health care in general and immunization in particular. 

To consolidate the gains already made in the developing countries, EPI activities of donor agencies and 
governments should be coordinated, especially at a time when donors seemed to be turning their attention to 
other programmes. 
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Her delegation endorsed the draft resolution. 

Dr SIDHOM (Tunisia) said that his delegation endorsed the draft resolution. 
The report indicated that a number of steps had been taken to ensure the quality of vaccines during the 

manufacturing process; nevertheless, better monitoring of their stability and in particular heat stability was 
imperative. Several countries in need of improved immunization coverage had hot climates and were not 
always in a position to control the quality of the vaccines they used. 

The continuing rise in the price of vaccines could prove an insuperable obstacle to increasing or, in 
countries with severe economic difficulties, even to maintaining immunization coverage. Greater efforts must 
be made to decrease the cost of hepatitis В vaccine so as to make it more accessible to the countries in 
greatest need. 

Incorporation of EPI into primary health care was important to ensure consolidation and maintenance of 
efforts. 

He thanked WHO, and particularly the Regional Director of the Eastern Mediterranean, for their 
support of his country's immunization programme. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that EPI was probably one of 
the programmes to which developed and developing countries alike gave the most attention. In both, 
immunization was an important element in national health programmes and the primary health care approach. 
There was a need for information on vaccination coverage from Member States. 

Dr HENDERSON (Assistant Director-General) said that the Secretariat had taken due note of the 
comments and suggestions of the delegates. 

Concern had been voiced at the lack of progress in establishing a global interagency coordinating 
committee for EPI. On the one hand, some were saying that there were already too many separate forums for 
WHO donors, each devoted to a separate programme; on the other hand, others were requesting the 
convening of an EPI donor group. On 29 June 1992, WHO would be holding a meeting of donors and other 
interested parties to discuss support for EPI. The Director-General would continue his consultations with 
donors at ñiture meetings. Whatever the outcome, the Organization was committed to promoting the closest 
possible collaboration with the many organizations providing financial support to EPI. 

Dr KIM-FARLEY (Expanded Programme on Immunization) said that during the 1990s the Expanded 
Programme on Immunization would be aiming for better integration of immunization with other primary 
health care activities. It would also be shifting from its single focus on immunization coverage to examining 
the impact of that coverage, which would contribute to primary health care by strengthening surveillance 
systems for diseases of high public health priority. 

With regard to incorporating new vaccines into EPI, a number of delegates had raised questions of 
priorities and technical feasibility. The Programme's first priority was to have enough vaccines to sustain the 
achievements to date; its next priority, to have sufficient vaccines for the disease-control initiatives; and its 
third priority, to add new vaccines. 

It would be a tragedy, however, to develop new and improved vaccines and then, because of their cost, be 
unable to use them in the countries where the need was greatest. As noted by the EPI Global Advisory 
Group, there was no technical obstacle to the introduction of hepatitis В vaccine. The additional cost of 
including hepatitis В in EPI was represented primarily by the cost of the vaccine itself; national programmes 
could deliver it through the existing primary health care immunization infrastructure. EPI had calculated the 
additional cost and estimated that, for populations with greater than 8% carrier prevalence rates, the cost of 
preventing a hepatitis В carrier was less than US$ 40. Thirty-five countries had already successfully added 
hepatitis В vaccine to their national programmes. 

WHO and UNICEF were taking a number of concrete steps to avert a serious shortage of high-quality 
vaccines. Among those were forecasting vaccine requirements for the short and long term; helping countries 
with the capacity to produce vaccines to become self-sufficient, in the realization that the transfer of 
technology, including support for national quality control authorities, was a complex matter; requesting the 
donor community to provide greater resources for the procurement of high-quality vaccines for EPI; 
considering ways to encourage vaccine producers to provide vaccines at lower prices; facilitating, through the 
Vaccine Independence Initiative, the procurement by governments of high-quality vaccines, using either 
convertible or local currencies; establishing a supply of greater quantities of vaccines of assured quality 
through current and/or new sources; using the Children's Vaccine Initiative, first, to improve existing vaccines 
by simplifying production and quality control technologies and by developing products that were more heat-
stable, involved fewer doses and had higher efficacy, and secondly to develop and strengthen mechanisms for 
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the supply of vaccines; reviewing possible mechanisms for establishing multi-year contracts for vaccine 
purchase; and phasing the implementation of the special activities to achieve global goals, in particular for the 
eradication of poliomyelitis, where vaccine shortage was most acutely felt. 

A question had been raised about the specific obstacles to achieving the goals of poliomyelitis 
eradication, neonatal tetanus elimination and measles reduction. Common to all three goals was the 
importance of effective surveillance systems to identify high-risk areas and direct programme resources to 
where they were most needed. To that end, it was essential to focus on the impact of immunization coverage 
on disease incidence, strengthen surveillance systems, and develop the capacity to respond to outbreaks. 

The greatest difficulty in poliomyelitis eradication was having enough vaccines to interrupt transmission 
of wild virus. Eradication by the year 2000 would not be achieved unless donor governments and agencies 
funded or provided in-kind contributions of vaccine to countries that were committed to eradicating the disease 
but did not have the vaccine to do so. The poliomyelitis eradication initiative brought with it a number of 
benefits including social mobilization and improved surveillance capacities, and, by ultimately eliminating the 
need for poliomyelitis immunization, it would be cost-beneficial for all countries. 

Neonatal tetanus elimination was a permanent goal. The majority of deaths from that disease were 
limited to specific areas in only 15 countries. Those countries needed to identify the at-risk areas, immunize 
women of child-bearing age living in them, and provide universal access to clean delivery services. 

The goal of a 90% reduction in measles incidence required a well-established routine immunization 
delivery system, capable of reaching all children. The main problem was reaching the 20% of children who 
remained without coverage, especially those in densely populated inner city areas. The goal of reducing deaths 
from measles by 95% required cooperation between the programmes for diarrhoeal disease control, acute 
respiratory infection control and nutrition, to prevent the life-threatening complications of the disease. 

(For approval of draft resolution, see summary record of the ninth meeting, section 1.) 

The meeting rose at 17h50. 



EIGHTH MEETING 

Tuesday, 12 May 1992，at 9h00 

Chairman: Dr Catherine L. MEAD (Australia) 

IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

The role of health research (Resolution WHA43.19; Document A45/9) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Board had considered 
the progress report by the Director-General, now submitted to the Health Assembly as document A45/9, and 
the report of the global Advisory Committee on Health Research. The ACHR had emphasized several areas. 
First, WHO-sponsored health research should focus on helping developing countries to identify priorities in the 
face of limited resources. Studies on health systems, public health and epidemiology were obviously important 
in that regard, as was the need to find ways of strengthening the research capabilities of developing countries. 
Secondly, research should not be restricted to health or medical disciplines, but should involve related fields 
such as the behavioural sciences, the environment and demography. Thirdly, a future-oriented approach must 
be taken to research. Consequently, the Committee had set up three task forces dealing respectively with: 
health development research; the monitoring of emerging health-related areas in science and technology; and 
the investigation of evolving problems of critical significance to health. A subcommittee on research capability 
strengthening had also been established. 

On the issue of health development research, close attention must be paid to the identification and 
analysis of priority health problems, the use of limited resources, the improvement of health policy and 
management, the promotion of innovation and experimentation, and the acquisition of new knowledge for 
local and general benefit. Ways and means of promoting relevant activities were presented in the task force's 
report. 

On the subject of science and technology, four tasks had been identified: (1) matching existing 
technology to existing problems; (2) assessing new and emerging science and technology of potential relevance 
to the solution of health problems; (3) dissemination of information; and (4) catalysing research to meet 
identified needs, especially of a methodological nature. 

The task force on evolving problems of critical significance to health had examined and discussed several 
global issues that were likely to have a major effect on health over the next decades. Of special relevance were 
developmental perspectives of the human habitat, the quality of life and health indicators, access to health 
services, and ethics and equity. 

The Board had stressed that, in view of its contribution to the provision of health care in developing 
countries for the attainment of health for all, traditional medicine should be given due weight in future health 
research. Emphasis had been placed, too, on the need to motivate young scientists for research in public 
health. Ethics - medical ethics, bioethics and health policy ethics - and human rights in research involving 
human subjects had also been stressed. 

Document A45/9 also contained a summary report of the studies conducted by the subcommittee on 
research capability strengthening and by the subcommittee on health and the economy. 

The Board had welcomed the progress report by the Director-General and had commended ACHR's 
work. It had been remarked that, while it was true that WHO was not primarily a research agency, research in 
epidemiology and public health was part of its constitutional mission. The promising research avenues outlined 
in the report might be usefully supplemented by more emphasis on progress in the life sciences, especially the 
applications of molecular biology and genetics to the primary prevention and treatment of prevalent diseases， 
and on the use of neuroscience in the prevention and management of mental health problems and neurological 
disorders. Research was a lifeline to health care system development, which was threatening to break down in 
two geographical areas: the African Region, where research centres and universities were in a chronic state of 
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crisis leading to brain drain; and central and eastern Europe, where an impressive array of scientific potential 
soon be dispersed because of economic constraints. Such situations called for immediate action by 

The Board had also stressed the importance of information in setting research priorities and defining 
strategies, and had supported the proposals for research on better indicators and for improvement in the 
dissemination of research results. Finally, the broadening of research approaches had been welcomed; health 
research called for the involvement of policy planners, economists, demographers, sociologists and geographers 
as well as health professionals. ACHR should consider the future from that angle, bearing in mind the 
organizational difficulties of gathering together specialists from several disciplines. 

Professor GABR (Chairman, Advisory Committee on Health Research) said that, since the Technical 
Discussions in 1990，the global ACHR had been concerned in formulating health research strategy and policy 
rather than in carrying out health research as such. ACHR consisted of 18 members chosen in their personal 
capacity and representing various disciplines, and it could thus pave the way to the application of the new 
WHO-supported health paradigm where health was considered as part of the whole human development 
strategy. 

At the previous Health Assembly, the Director-General had been asked to respond to various issues. 
The first was the dissemination of information. A book on the Technical Discussions was already available, 
together with complementary information showing some of the activities of various working groups of ACHR. 

The task force on monitoring of new and emerging areas in science and technology, had prepared a draft 
of its first newsletter and he hoped its periodic production would be supported by WHO or related 
organizations. An expert paper on information technology in health care would be available before the next 
ACHR meeting in September 1992. 

Financial support for developing modelling approaches to determine the effects of evolving problems of 
critical significance to health had been secured. A scenario taking into consideration the demographic, 
economic, industrial and behavioural issues that would affect developing countries in the next 20 years would 
be presented to the next global ACHR meeting in September 1992. 

A review of research capability strengthening in the different regions was being finalized. Special 
attention would be given to Africa and eastern Europe. 

The ethical issues of research had been stressed by the Board. Bioethics and research involving human 
subjects had been dealt with by several conferences of CIOMS, which would report to the global ACHR at its 
next session on those and other researdi-related ethical issues. In that respect, ACHR was supporting 
nongovernmental organizations' activities in health research in cooperation with WHO activities. 

The strategy for health research which had been prepared by the global ACHR in 1988 was now being 
updated by a group of experts. 

Professor LEOWSKI (Poland) said that, as the content of the Technical Discussions on health research 
held in May 1990 was of great importance for the development of national research strategies, he welcomed its 
publication. He endorsed the progress report and stressed the importance of the setting-up of a task force to 
monitor emerging areas in science and technology and match problems with existing knowledge and technology. 
The most urgent task, however, was the dissemination of information, and he therefore welcomed the 
newsletter announced by the ACHR Chairman. It should include short reports on the latest developments and 
technical innovations in the biomedical, behavioural and engineering sciences, biotechnology, molecular biology 
and genetics. If information was to reach the professional community and those responsible for national 
research plans with the messages properly presented, it would also be necessary to use medical and health 
journals and other broadly disseminated publications. That was particularly so in view of the shortage of 
resources for health research. In conclusion, he expressed appreciation of the efforts made by the Director-
General to strengthen WHO's scientific expertise and the research capabilities of the Member States. 

Professor POORWO SOEDARMO (Indonesia) stressed the three major areas of health research that he 
felt merited special attention: basic research, socio-anthropological research and health care financing. First, 
despite the current trend towards applied or health systems research, he believed that basic research should 
also be given attention. Secondly, it was clear that many health problems could not be tackled by medical 
technology alone and in many countries socio-anthropological issues played a significant role. He therefore 
supported the decision taken by WHO to allocate more resources to that sector. Thirdly, health care financing 
problems were a serious obstacle to the attainment of the goal of health for all by the year 2000. Research in 
that area required intersectoral collaboration at the national, regional and global level. WHO should facilitate 
the exchange of information on health insurance, which was likely to be a major issue in future health 
financing. 
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Professor KHONJE (Malawi) said that results generated by health research provided a managerial tool 
for informed decision-making in the health sector. Such information could be utilized by ministries of health 
and related ministries in their planning and programming processes. Hence, it was the policy of his 
Government's Ministry of Health to promote action-oriented multidisciplinary operational research in order to 
solve operational problems. A research unit established for that purpose in January 1988 served as a focal 
point for all health research in Malawi. Its mandate was to prioritize, support, coordinate and actively 
disseminate health research activities. The conduct of health research in the country was conditional upon the 
active dissemination of the findings to potential end-users. The research unit provided both financial and 
technical support, and its computerized data-base services were available to interested neighbouring States at a 
minimal fee. It was also building its own research data bases to support further Malawian health research. 
Relevant health research could go a long way towards solving the many operational problems encountered all 
over the world. He thanked the Netherlands and the United States of America for their part in the WHO 
health systems research project in his region. 

Dr FREIJ (Sweden) said that, as emphasized during the Technical Discussions in 1990 and by the recent 
Commission on Health Research for Development, scientific research was a crucial element in the efforts to 
address the health problems of the Third World. It was, however, an underutilized resource both 
internationally and nationally in the developing countries. His delegation therefore welcomed the active 
analytical work being done within ACHR by various task forces and subcommittees. 

Over the previous two decades, WHO had increasingly and successfully mobilized and supported health 
research throu^i its special programmes and through the inclusion of research components in specific disease 
programmes, and Sweden had been strongly supportive of those developments. The Director-General's 
progress report (document A45/9) pointed out that the pursuit of that work was not possible without 
substantial extrabudgetary contributions. It appeared that the regular budget contributed only 5% of the 
resources for global and interregional research-related activities. That was an unsatisfactory state of affairs, 
which might limit WHO's ability to bring its research agenda to bear on global priorities. 

Further analysis was required to determine the optimal role of WHO in health research, in particular as 
regards the need to strengthen and build appropriate national health research systems in developing countries. 
Increased coordination and cooperation between WHO's special and other programmes would be called for. 
Innovative approaches and collaboration with countries and donors, as well as with the task force on health 
research for development, should be considered. It was reassuring that the concluding paragraphs in the 
Director-General's report, in referring to the ACHR subcommittee on research capability strengthening, 
stressed the need to determine ways and means to improve coordination and in particular the need for ongoing 
work to update the Organization's overall health research strategy. 

Dr PAVLOV (Russian Federation) said the information concerning the implementation of resolution 
WHA43.19 was satisfactory and his delegation fully supported the work carried out to that effect. He endorsed 
the recommendations of ACHR for the further strengthening of WHO's work in that area. The periodic 
reviews to be carried out with WHO would enhance further assessment of the health research programme. In 
view of the financial difficulties being experienced by many countries, studies relating to health economics were 
of particular importance, as were studies on the most efficient use of resources so as to provide a satisfactory 
health system with the minimum expenditure. 

Professor BHAMARAPRAWATI (Thailand) said that his delegation appreciated the key issues outlined 
in the progress report (document A45/9) and wished to encourage the Director-General to promote activities 
in areas relevant to health research and health progress in the developing countries. There should be an 
increase in the national capacity of developing countries to conduct research on their major health problems, 
using the biomedical as well as the clinical, epidemiological, social and behavioural approaches; the disciplines 
should be expanded and linked, focusing on priority national health problems. Research capacity in those 
disciplines should be strengthened through the centres of excellence in relation to specific products and 
objectives, and the horizontal links broadened by national and international networking. That would, it was 
hoped, enable the national authorities to define their goals and adopt research-linked policy-making and 
decision-making practices. 

Modest progress had been made in Thailand in linking research to the decision-making process that had 
led to a reduction in infant mortality and particularly in morbidity and mortality from diarrhoeal and other 
childhood diseases and from dengue and haemorrhagic fever. Research had also been carried out on the 
mechanisms, control and treatment of genetic diseases such as thalassaemia and haemoglobinopathies. 

Considerable progress had also been made in the promotion of health systems research: a national 
institute had just been established • as a nongovernmental agency although it received its funds from the 
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budget of the Ministry of Public Health - for support to and management of health research. A national 
epidemiological board, receiving most of its support from the Roclcefeller Foundation and some from the 
Ministry, would also now be run as a nongovernmental body. It was hoped that those initiatives using 
nongovernmental and governmental approaches would focus attention on the importance of health research. 

In honour of the centenary of Prince Mahidol, considered the father of modern medical education in 
Thailand, a foundation had been established for two annual international awards of US$ 100 000 each, one for 
medicine and one for public health. 

A most important feature of WHO's mission to promote health in the developing countries was acting as 
the main catalyst for an increase in national capabilities for health research, as outlined in the conclusions of 
the Technical Discussions on health research at the Forty-third World Health Assembly. The increase in 
national research capacity should contribute to the development of successful health policy formulation, 
implementation and evaluation, rapid screening and successful transfer of health technology, and some degree 
of self-reliance and self-sufficiency in health and overall national development. He supported WHO's 
leadership in the promotion of health research in developing countries and hoped that the Director-General 
would be successful in mobilizing more resources from t¿e donor countries for that purpose. 

Mrs ARMIT (Canada) noted with approval that WHO's continual assessment of its research priorities, 
as demonstrated in the report before the Committee, helped the Organization to adapt to changing 
circumstances and anticipate new health concerns. 

The main funding institutions for biomedical and public health research in Canada were currently going 
through a strategic planning process designed to establish research priorities and reassign resources for the 
period to the year 2000. One of the key public health issues which had emerged was the importance of health 
management and health systems research. Her delegation welcomed WHO's emphasis on the organization of 
health services and their links with social sciences, since health care covered a wide range of activities and 
could derive nothing but benefit from the involvement of specialists from a wide range of disciplines. 

Another key research issue was women's health, of which three aspects deserved special attention. 
Firstly, more research was needed into the epidemiology of diseases specifically affecting women, such as 
breast and cervical cancer. Secondly, researchers must ensure that clinical trials and investigations involved 
women as well as men, for otherwise the findings and recommendations of such research might have no 
relevance for women or even be detrimental to them. Thirdly, more efforts should be made to give women 
investigators better access to research funds and opportunities. Canada was sponsoring a round-table 
discussion on women's health research issues. Her delegation had been pleased to see that the Technical 
Discussions at the current World Health Assembly had dealt with women, health and development. 

A third important research issue was the evaluation of programme outcomes and of the effectiveness of 
various activities, including the application of health technology. All the participants in Canada's current 
health research review had underlined the need to ensure that the limited resources available for the health 
sector should be concentrated on technology and activities that actually worked. Canada had initiated a 
national competition for the establishment of centres of excellence in health promotion. Five centres, based in 
universities or other academic institutions, would provide a focus for research into the effectiveness of health 
promotion and education, as well as pilot testing and the demonstration of new methods of health promotion. 

Finally, she emphasized the need for collaboration and for greater sharing and dissemination of research 
activities and results, so that everyone could benefit from the work being done. 

Mr SHIRIMA (United Republic of Tanzania) welcomed the excellent report before the Committee. 
Health ministers from Kenya, Uganda and the United Republic of Tanzania had recently met to review the 
three countries' medical research priorities and to discuss the possibility of joint research using existing 
facilities. On a national level, the United Republic of Tanzania had established an institute for medical 
research, as well as a health systems research unit attached to the Ministry of Health. A task force on 
essential national health research had recently been formed, with the aim of involving researchers, policy-
makers and communities in the issues concerned. 

Greater efforts must be made to strengthen research institutions in developing countries in order to give 
them the capacity to guide policy-making and identify target areas for applied medical research. 

Dr LEVENTHAL (Israel) said that health research in Israel over the past year had concentrated on the 
delivery of appropriate health services to the existing population and to the large number of immigrants from 
various countries, who had been vulnerable to infectious diseases endemic in their countries of origin and to 
chronic diseases aggravated by poor health care in those countries. In such a situation, it was important that 
research could be quickly translated into action. Key research issues included epidemiological surveys of active 
infections such as tuberculosis, hepatitis В and specific parasite infections and of immunity to diseases such as 
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measles, poliomyelitis and rubella. The information gained from such research was immediately incorporated 
into treatment or immunization programmes. 

Research had been carried out to determine the need for services such as coronary bypass surgery and 
kidney dialysis among immigrants from the former Union of Soviet Socialist Republics, who were among the 
oldest groups in the population. Moreover, many of those immigrants had come from areas affected by the 
Chernobyl disaster, and research was under way to determine the extra cancer risk run by them and the extra 
services they would require. 

Another important area of research was the provision of health education for population groups as 
diverse as Ethiopian immigrants, who had had only limited access to modern health care in their country of 
origin, and the Russian community, which had sometimes enjoyed quite sophisticated health care, but without 
any emphasis on health promotion. Current research was aimed at the establishment of qualitative 
development indicators for immigrant groups and for the population as a whole. 

Two research projects carried out in Israel in the past year provided an excellent example of appropriate 
health economics and health care delivery research. The first, a cost-benefit analysis of a hepatitis В 
vaccination programme for newborn infants, had been used to justify the introduction of a nationwide 
programme, one of the first of its kind. The second, a cost-benefit analysis of changes in the measles 
vaccination programme, had led the Ministry of Health to adopt a policy of two vaccinations for children of 
pre-school age and a revaccination programme for children already at school. 

Finally, he expressed Israel's support for WHO initiatives in the field of health systems research. 

Dr VAN ETTEN (Netherlands) said that, while his delegation supported the strategic approach outlined 
in the report under discussion and its main conclusions, there were several points which had not been 
sufficiently emphasized. 

His Government had provided financial support for the programme on health systems research, which it 
considered important. The programme should be strengthened and more attention given to health systems 
research in other programmes, such as the Special Programme for Research and Training in Tropical Diseases, 
as recommended during the 1990 Technical Discussions. 

He was also concerned about the question of ethical guidelines for biomedical research, an area in which 
WHO and its Member States had a special responsibility. The Council for International Organizations of 
M e d i c a l S c i e n c e s ( C I O M S ) had i s sued t h e International guidelines for the ethical review of epidemiological studies 

in O c t o b e r 1991, and w a s revis ing the 1982 W H O / C I O M S Proposed International guidelines for biomedical 

research involving human subjects. However, it was not clear what the status of the new guidelines would be: 
they would carry considerable weight because of their association with WHO although, in fact, they would not 
be endorsed by WHO Member States in any way. His delegation therefore called upon WHO to make clear 
the status of both sets of guidelines and the practical consequences of their application. 

He was greatly concerned, too, about the ethical aspects of the 1991 guidelines and the revised 1982 
guidelines. An early draft of the latter seemed to disregard international human rights instruments and widely 
accepted international standards regarding human experimentation, on the assumption that such standards 
could not be maintained in developing countries. His delegation believed that the principle of individual 
human rights was universally applicable and must be followed in all medical research. WHO should not be 
seen to support any attempt to introduce a new ideology inspired by pragmatism rather than by respect for the 
basic principles adopted by the United Nations. He hoped that the revised guidelines would be discussed in 
detail by ACHR and the Health Assembly. 

Dr DAVIS (United States of America) commended the comprehensive report before the Committee. 
His delegation particularly appreciated the networking activities of ACHR, and endorsed its recommended 
health research strategy. WHO should implement the recommendations of the ACHR task force on health 
development research concerning the development of methods and techniques for trend analysis and the 
strengthening of epidemiological analysis at global, regional and national levels. 

He had been pleased to see that the proposed WHO health research strategy would deal with matters 
such as quality of life, health indicators and developmental aspects of human habitats. The strategy also 
stressed the need for research into human resources, political science, health and behaviour, and ethics and 
equity: however, such research should not confine itself to access to health care, but should also cover 
utilization and health improvement. His delegation endorsed the Secretariat's plans to create a strong 
scientific framework for WHO programmes to facilitate links with other United Nations bodies and 
nongovernmental organizations. WHO should continue to use the expertise of institutions in Member States 
to support its health research strategy, particularly in the areas of science and technology. WHO might also 
develop mechanisms for targeted information exchange in health research and science and technology in order 
to strengthen research capacity and the links between headquarters, the regional offices and Member States. 
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Dr METTERS (United Kingdom of Great Britain and Northern Ireland) welcomed the constructive 
report before the Committee and agreed with the delegate of the Netherlands that it was essential to ensure 
that the rev ised v e r s i o n o f the W H O / C I O M S Proposed international guidelines for biomedical research involving 

human subjects complied with international human rights standards. 
It was important to ensure that any research on health care services and delivery systems commissioned 

by WHO was recognized as necessary and relevant by the people whose lives would be affected by the results. 
Otherwise, beneficial findings might never be put into practice, as the United Kingdom had found in several 
recent cases. The potential providers and users of any service must be involved in the setting of research 
priorities. 

Mr DEBRUS (Germany) commended the progress report, particularly the section on the investigation of 
evolving problems of critical significance to health (document A45/9, paragraphs 14-26). 

He did not wish to belittle the value of health research, but sometimes the cost of a relatively small 
advance in knowledge was so high that one wondered whether the money could not have been put to better 
use elsewhere. Should there be any limits to research other than those imposed by financial or staff 
constraints? Could all the results of research be put to practical use? Research had revealed information 
about the genetic factors governing the sex of a baby and certain personal or vocational aspects, but should 
that information be used to create a child with the desired qualities? As the representative of a government 
ministry, he did not feel competent to answer such questions or to restrict the freedom of research in any way. 
Only independent ethical committees could decide such issues: in the end, it was a question of individual 
conscience. Perhaps a consideration of ethical issues would allow the scientific community to establish 
common values for future research. 

Despite the remarks he had just made, he wished to emphasize his country's commitment to research 
and its scientific - and, where feasible, financial - support for WHO collaborating centres. He had merely 
wished to draw the Committee's attention to essential questions of ethics and equity in health which could not 
be ignored and which perhaps merited discussion in a WHO workshop or special meeting. 

Dr ADIBO (Ghana) thanked the Director-General for his concise report. His country's Ministry of 
Health had been involved in health systems research for only 18 months. It had begun by drawing together a 
group of young researchers and promoting awareness of health systems issues among political decision-makers. 
The research involved key health professionals, social scientists and consumers of health care. Health 
managers, particularly at the district level, had learned that health research was essential for efficient primary 
health care. The suggestions for new research contained in paragraph 25 of the report were therefore most 
interesting. 

Ghana had established a national health research coordinating committee to draw up the country's 
research agenda and mobilize resources. The committee maintained close links with research institutes, both 
inside and outside Ghana, and it particularly valued its contacts with the health systems research and 
development unit of WHO. His delegation supported the programme under discussion and called upon WHO 
to continue its work to mobilize resources for research. 

Mr MISRA (India) commended the Director-General's progress report which was comprehensive, timely 
and relevant. 

He referred to the gross imbalances in resources for research highlighted by the recent Commission on 
Health Research and Development. Only 5% of health research resources went to developing countries^ 
although 93% of potential years of life were lost in those countries. That situation should be remedied by 
tackling the more difficult problems of developing countries, such as malaria, which was becoming increasingly 
intractable, or tuberculosis, which had acquired new dimensions in relation to HIV infection. He strongly 
emphasized the need to devote more resources to developing countries which had to deal with immediate 
problems of health and disease control and could not also fund research with a longer-term perspective. WHO 
should mobilize international support for research in developing countries, and should promote more efficient 
utilization of resources by ensuring better coordination between research institutions and exchange of 
information and experts, and by avoiding duplication. 

He agreed that research should include not only basic and clinical studies but also operational research, 
relating to the delivery and cost-efficiency of health care services. India had undertaken, in conjunction with 
the World Bank a study on health financing, which had proved important for strategy and policies. 

Longer life expectancy was changing disease patterns; for example cataract-induced blindness was 
increasing in India. Action was needed now to avoid overwhelming health problems among the elderly in the 
future. 
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India was a pioneer among developing countries in biomedical research: ACHR had suggested that each 
developing country should spend 5% of its health budget on research, and in his country the figure was 13%. 
India was willing to share the experience gained in the management of tuberculosis, leprosy and other tropical 
diseases with other developing countries and to help with new research. 

It was also important to implement the results of research. Many good studies had not been translated 
into action. The evaluation of research and identification of action areas was a further task for WHO. 

India had a rich heritage of traditional systems of medicine, still relevant in the treatment of apparently 
incurable diseases. He supported the necessary evaluation and research in respect of traditional remedies. 

Professor MANCIAUX (France), in commending the report of the Director-General, welcomed the 
implementation and amplification of the recommendations of the 1990 Technical Discussions in the work of 
the Organization and ACHR. 

Research was more necessary than ever, and WHO could play a special role in stimulating research in 
sectors poorly covered by the universities and national biomedical research institutions, such as health systems, 
inequalities in health care, and the social and behavioural sciences. 

It was essential for developing countries to be involved in research, not as the subject of investigations 
that could not be undertaken elsewhere, but as full partners. That involvement should concern not only 
diseases prevalent in such countries, but also operational and basic research. If developing countries were not 
allowed to engage in research, at all levels including highest, they would be held back scientifically and 
technologically. 

Considering the rapid advance of research in new areas of science and technology, it must be subjected 
to constant evaluation and those results selected which could be used to combat disease and promote health. 
In addition，efforts should be made to reduce the time required for implementation in the field and for social 
acceptance of technological innovations. 

Epidemiological research should also be developed to provide better information on health conditions 
and health care needs and improved evaluation of programmes on the basis of relevant indicators. Ethical 
questions must take a growing place in discussions. In that respect, CIOMS had a vital role to play. France 
had recently passed a law to protect individuals who volunteered as biomedical research subjects, providing for 
the establishment of interdisciplinary regional committees. In collaboration with the national advisory 
committee on ethics in biological sciences and health, another draft law, which addressed questions of 
informed consent, protection of private life and genetic heritage and prohibited commercial use of products of 
the human body, was currently being considered by parliament. 

He wished to emphasize the vital role of collaborating centres. The 50 centres in France provided the 
ministries concerned with activity reports which allowed them better to reflect WHO-initiated research in their 
work. 

Lastly, he commended the global and regional ACHRs on the excellent work they were doing despite 
reduced resources. One of their essential tasks was to mobilize not only collaborating centres but also 
universities and specialized research institutes at the national level in order to increase the biomedical and 
health research capacity available to WHO. In the European Region, the health-for-all strategy had been 
complemented by a document which listed the available research data and the research that must be promoted 
to attain each of the health-for all targets. 

Professor OKELO (Kenya) said that Kenya had invested heavily in health research, establishing a 
Ministry of Research, Science and Technology and the Kenya Medical Research Institute. The Ministry of 
Health was undertaking research into local and relevant health issues through the Institute. Similar work was 
being done by the University of Nairobi Medical School. The results of that research were disseminated 
through the East African Medical Journal and the annual scientific conferences of the Institute. 

WHO should assist in strengthening health research and dissemination of results, and mobilize financial 
resources for journals, universities and institutions, particularly in developing countries. He fully endorsed 
document A45/9, which was vital in that respect. 

Dr OSAWA (Japan) expressed his appreciation of the excellent progress report and his delegation's 
support for WHO's health research policy. 

There were now in Japan 47 WHO collaborating centres through which his Government was actively 
promoting technology transfer, for example by accepting fellows and providing experts. The collaborating 
centres should be used to improve international cooperation in health research. Japan had improved its own 
health research system by establishing research grants and strengthening national research institutes and 
universities. It had also promoted health research and related technology development in the basic and 
applied sciences. 
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Lastly, he wished to commend the work of ACHR in reviewing the overall orientation and balance of 
research efforts in the context of the policy and strategy of WHO. 

Dr MILAN (Philippines) commended the Director-General on progress in health research to date and 
endorsed the progress report. Advances in science and technology had resulted in improvements in quality of 
life, thus highlighting the importance of research in relation to socioeconomic development and emerging 
technology. Research was needed into how scientific and technical advances could be used to improve health 
care. Resources, especially in developing countries, were scarce, so country-specific research should be 
encouraged. An essential national health research programme had been launched in the Philippines to create 
and sustain a research environment in the health sector and so provide scientific information as a basis for 
defining problems, formulating policies to deal with those problems, and improving operational efficiency and 
effectiveness in health care, in the context of limited resources. An important element was to establish a list of 
research priorities and a research agenda, including the building up of research capacity that encompassed 
human resources, research institutions and regional, national and international networks, as well as the 
strengthening of health information and data base systems for use by policy makers, health programme 
managers, health care providers and the beneficiaries themselves. 

She welcomed the emphasis placed by WHO on research and development. The report reflected the 
issues faced by Member States and she looked to WHO to continue to provide technical assistance and 
coordinate research initiatives on a global basis to maximize research efforts. 

Lastly, she looked forward with optimism to the future of the ACHR task forces, particularly in 
monitoring emerging areas in science and technology, promotion of cooperation between health professionals, 
and dissemination of research findings in user-friendly forms, such as the newsletter containing short reports 
on new developments, outstanding research results and technological innovations. 

Dr AL-GASSEER (Bahrain) commended the Director-General's comprehensive progress report. 
Scientific health research was essential if decision-makers were to make appropriate decisions and policies on 
delivery of health care. WHO should thus further strengthen local capacity for such research. 

The ethical aspects of health research had received insufficient mention in the report. She requested the 
Director-General to propose clear guidelines on scientific health research and ethics, and to address the 
problem of violation of individual and community rights through such research. 

Financing of scientific research should focus on priority topics, in order to avoid wastage of resources. 
In connection with paragraphs 47 and 48 of document A45/9, she wished to reiterate the importance of 

cooperation between institutions and organizations at local, regional and international level, and the exchange 
of information on research results. Investigators must agree on the terminology used, so that local research 
results would be comparable nationally and internationally. Duplication should be avoided. It was of 
primordial importance to coordinate research centres. 

Lastly, she requested the Director-General to consider the relevance of nursing in scientific research. 
Nurses played a very important role in the provision of services and, with their first-hand knowledge, were an 
important indicator of success in improving individual health. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said that the role of CIOMS was to prepare ethical guidelines for research and 
to initiate dialogue on controversial aspects of biomedical science in practical medicine. 

Measures developed by society, together with the medical profession, included the 1947 Nuremberg code, 
the Universal Declaration of Human Rights and especially the International Covenant on Civil and Political 
Rights, which explicitly underlined that no one should be subjected, without his free consent, to medical or 
scientific experimentation. He assured speakers who had expressed concerns that the fundamental principle 
underlying the work of CIOMS was that all research involving human subjects should be conducted in 
accordance with four basic ethical principles: justice, respect for persons, beneficence and non-maleficence. 
He emphasized that those four principles were considered to be universal, although there might possibly be 
differences in interpretation in the light of differing cultural and economic conditions. 

During the last two years, CIOMS had been involved in a number of important activities. It had 
organized a conference on the ethical aspects of advances in molecular biology and genetics, including 
diagnosis of genetic diseases and gene therapy. In 1991, it had published the International guidelines for ethical 
review of epidemiological studies - the first time that such guidelines had been produced in relation to 
epidemiology. CIOMS was currently revising the 1982 Proposed International guidelines for biomedical research 

involving human subjects. The revision was needed to take account of the many changes that had occurred in 
the past ten years owing to advances in biomedical sciences and the evolving perceptions of ethics in society. 
However, CIOMS would continue to be guided by the four basic principles he had already mentioned. WHO 
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should consider to what extent its authority should be used to promote universal acceptance of such guidelines. 
He pledged the assistance of CIOMS in that respect. 

Dr MANSOURIAN (Office of Research Promotion and Development) welcomed the interest shown by 
the Health Assembly in health research, which was not the exclusive domain of ACHR but the life-blood of 
WHO. Delegates had raised five major issues: the multidisciplinarity of research; strategies; capacity 
strengthening; science and technology; and evaluation. Concerning the first issue the Secretariat was aware 
of the need to emphasize health policy research as well as decision support systems, on the basis of essential 
health information, and to strengthen and expand existing activities in health systems research. With regard to 
strategies, the process was clearly an iterative one, and the Organization had a solid base on which to build. 
Updating would take into account the work of ACHR task forces and subcommittees to produce a 
consolidated document. Concerning research capability strengthening, much activity was already under way in 
the special programmes, and renewed efforts were necessary to broaden the spectrum of research disciplines 
and scientific expertise, possibly in the context of "prototype" institutions. In monitoring developments in 
science and technology, the need to disseminate research findings was crucial and it was hoped that the 
planned newsletter could materialize as a sustainable enterprise. Once the task force had produced a 
comprehensive report, it would then focus on some specific area, such decision-support technologies. With 
regard to evaluation, it was recognized that indicators, both quantitative and qualitative, were essential tools 
for measuring progress, and collaborative arrangements were envisaged with the programme on health 
situation and trend assessment. 

Two specific questions had been raised on resources for research and on bioethics. The imbalance of 
resource distribution for research between North and South had been noted by WHO several years previously, 
and was one of the main reasons for the emergence of mission-oriented special programmes. The fùnds 
allocated to research had risen from around US$ 5 million to US$ 100 million per year over a span of 15 
years, although most of them were from extrabudgetary sources. In addition, some regions had been successful 
in mobilizing resources for research and research capacity strengthening. Member countries had responded 
positively to resolution WHA43.19 calling for resources from the health budget to be devoted to research-
related activities. 

The concern expressed by some delegates regarding bioethics would be conveyed to the next session of 
the ACHR, which was to examine the relevant CIOMS report. Recommendations arising from the discussion 
would be drawn to the attention of the Director-General. 

Strengthening technical and economic support to countries facing economic constraints (including 
least developed countries) (Resolutions WHA43.17 and WHA44.24; Document A45/10) 

Improving technical cooperation among developing countries (Resolution WHA43.9; Document A45/11 
and Corr.1) 

The CHAIRMAN suggested that to save time the last two reports under Agenda item 18 should be 
considered together. 

It was so agreed. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) referred to resolutions WHA43.17 
and WHA44.24, whereby in 1990 and 1991 the World Health Assembly had drawn attention to the need for an 
energetic response by WHO to the slowing down, and in some countries even reversal, of progress towards 
health for all by the year 2000. Resolution WHA44.24 called on the Director-General to report to the current 
Health Assembly on action taken. That report, contained in document A45/10, reviewed progress made under 
the initiative for intensified WHO cooperation with countries and peoples in greatest need, focusing on 
concentration and coordination of WHO activities on a country-by-country basis. Countries themselves had to 
have the capacity to receive and coordinate contributions from donors, so as to ensure that health was an 
essential component of their national socioeconomic development, and WHO's policy had to assist in that 
process. Approximately 20 countries were now participating; requests had been received from a further 10 
countries, and others were anticipated. 

In order to streamline the initiative and ensure its prompt implementation, the Director-General had 
decided to reallocate 2% of the 1992-1993 regular budget to the strategy, establishing an interprogramme task 
force at headquarters to ensure coordination. A favourable response from a significant number of bilateral 
donors had been noted. The progress report stressed the importance of health economics in the strategy, as 
well as the crucial nature of commitment to active partnership by the country concerned. The Executive Board 
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had expressed its unanimous support for that approach; members had fully supported concentration on the 
poorest countries and considered that the strategy was an appropriate response to the difficulties facing the 
health sector in the current world situation. The Board had also supported the emphasis on strengthening the 
capacity of health authorities to deal with the economic aspects of health services, as well as increasing their 
management and coordination capabilities. 

With regard to the report (document A45/11) on improving technical cooperation among developing 
countries (TCDC) the Board had supported the Director-General's recommendation for action and had 
suggested that the strategy for TCDC in health for the coming decade should be based on experience gained 
since the United Nations Conference on Technical Cooperation among Developing countries, held in Buenos 
Aires in 1978. It had further recommended that WHO rules, regulations and procedures concerning TCDC 
should be reviewed to enable that component to be incorporated into all programmes and projects financed by 
WHO, as a part of the current efforts of the organizations of the United Nations development system to 
improve TCDC on a worldwide basis. 

TCDC had proved a valuable and cost-effective mechanism; a good example was the effective response 
of WHO to the outbreak of cholera in the Region of the Americas. A series of research and development 
studies should be conducted by various countries, and information should be exchanged on research findings. 
Some members of the Board had also mentioned that in small countries with limited capabilities for planning 
and reshaping their health care management and delivery, manpower development needed special attention. 
The Ninth General Programme of Work and the 1994-1995 programme budget would need to demonstrate 
clearly the budgetary implications of the initiative for intensified WHO cooperation with countries and peoples 
in greatest need. The Board had also suggested that TCDC should be incorporated into the Ninth General 
Programme of Work and the corresponding biennial programme budgets, so that the concept permeated the 
activities of all programmes at all levels of the Organization. 

Several Board members had emphasized the need to strengthen the capacity of WHO at country level by 
appropriate reinforcement of its country offices so as to provide more effective backing in the application of 
TCDC in support of health for all and primary health care. The Board had particularly stressed the need for 
TCDC in country programming of WHO resources. WHO staff directly involved in technical cooperation with 
Member States should be given adequate training in TCDC concepts and methods. Board members had also 
noted that less than 50% of the least developed countries were participating in the initiative, and stressed that 
it was important for the strategy to be seen as an active and energetic approach rather than an abstract 
concept. 

Mrs KADANDARA (Zimbabwe) said that although the primary health care strategy had been fully 
implemented by her country, the health situation was deteriorating, exacerbated by the curren^ drought, making 
it difficult to sustain the gains that had been achieved. Women and children, the most vulnerable social 
groups, faced a regression in their health status and quality of life. It was imperative to combat adverse health 
factors that disrupted the normal development of children in Zimbabwe, especially those under five. They 
should grow up in an environment free from pollution, with appropriate nutrition and love in a caring society. 
If those factors were lacking, owing to poor economic performance or to natural or man-made disasters, well-
planned health strategies would come to nothing. The health sector needed more money to maintain an 
acceptable level of care. 

Zimbabwe was constantly evaluating its health delivery system: an integrated approach aimed at 
coordinating activities within the Ministry of Health and with other sectors was being taken and there was a 
high degree of support from all sectors of the community. Zimbabwe had tried to weed out the undesirable 
elements affecting health and plant new seedlings to help achieve health for all; however, the rampant 
economic constraints, resulting in financial and human resource scarcity, had been hard to eliminate, making it 
difficult for well-planned economic programmes to bear fruit. Thus, the harvest from Zimbabwe's economic 
adjustment programme had been delayed. She therefore appealed to WHO and the many friends who had 
helped before to come forward again and help Zimbabwe meet the tremendous health needs it was facing. 

Dr HAN Tieru (China) endorsed the Director-General's report on strengthening technical and economic 
support to countries facing economic constraints, including least developed countries (document A45/10), 
which reflected the actual needs of world health development. The world health situation had greatly 
improved, with a drop in infant mortality and an increase in life expectancy thanks to broadened child 
immunization coverage and other measures in the developing countries. However, gaps still existed between 
developed and developing countries and，even in developed countries, among different groups of people; there 
was a high rate of avoidable maternal mortality and a big disparity in life expectancy between rich and poor. 
There was still a long way to go to achieve health for all. Emphasis had to be placed on the close relationship 
between health policy, development and the economy; implementation of policies depended on the allocation 
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of resources in national economies, so economic analysis was playing a growing role in the formulation of 
health policy. The Director-General had wisely concentrated his efforts on the least developed countries; rich 
countries should be asked to provide financial support to poor ones, because health development was a 
fundamental right and essential to human survival. 

Professor LEOWSKI (Poland) observed that his was the only European country mentioned in section IV， 
"Economics and health", of the Director-General's report on strengthening technical and economic support to 
countries facing economic constraints. Poland was indeed facing severe economic constraints, owing mainly to 
its debt burden, the economic recession and the costs of transforming its socioeconomic system. Those factors 
had led to major difficulties in ensuring sustained financing of the country's health care system. Poland was 
rebuilding its economy towards a market-oriented system and was therefore being forced to make fundamental 
changes in its health system, including the change from central planning and budgeting to full decentralization 
in both management and financing. Health insurance was being introduced as the basis for obtaining financial 
resources for individual health services, while the central budget would continue to cover "health care"，in other 
words, all aspects of public health including health promotion, preventive services and control of communicable 
diseases. Poland was grateful for the support it had so far received from WHO, but in introducing the health 
insurance system it would need advice from WHO and from countries that had already implemented the 
system successfully. Poland had to develop a strong new management system and train several hundred health 
managers and health economists as well as a large number of other health professionals to maintain the quality 
and quantity of services covered by health insurance, and ensure equitable coverage, adequate human 
resources, and the retention of all elements that currently worked well or needed only improvement in 
managerial skills. Managerial training had the highest priority. 

He paid tribute to the Regional Director for Europe for his help in initiating important actions in 
Poland's health reform within the EUROHEALTH programme, and appealed to the Organization for further 
substantial support. 

Dr NOORMAHOMED (Mozambique) expressed satisfaction that his country was one of those involved 
in WHO's new intensified support to the least developed countries, which aimed at improving health conditions 
by mobilizing more resources in a coordinated way. His delegation fully endorsed WHO's role in that regard: 
it would obviate duplication and lighten the extra burden on the weak management capacity of countries in 
dealing with several donors and nongovernmental organizations. However, the primary role in mobilizing and 
sensitizing the donor community and in coordinating its support to a country had to be played by the country 
itself. In Mozambique there were regular monthly meetings with the major donors, jointly organized by the 
Ministry of Health and the local Swiss cooperation office, where aspects of the health care delivery and policy 
of Mozambique and its problems in managing the aid projects supported by donors were discussed. That 
approach gave both sides the opportunity to know and understand each other's point of view and led to a 
better utilization of external support. It was therefore crucial to strengthen the capacity of the ministries of 
health to coordinate and manage external support; his Government was doing its best to retain skilled and 
experienced managers to work within the public service. Lastly, he welcomed the Director-General's decision 
to reallocate 2% of the 1992-1993 regular budget for global and interregional activities to support priority 
programme activities in the countries most in need. 

Dr DLAMINI (Swaziland) welcomed the continued role played by WHO in mobilizing resources to 
support countries, especially those in greatest need. She expressed appreciation to the Regional Office for 
Africa, not only for the technical expertise it had supplied but for the documents it had made available for 
guidance in health development efforts, including guidelines for selection of community health initiatives and a 
health development framework for policy-makers. The situation report contained in section III of document 
A45/10 referred to the strengthening of WHO at headquarters level, but regional offices also needed to be 
strengthened, particularly the African Regional Office because of the magnitude of the health problems in the 
Region. She welcomed the establishment by that Regional Office of country teams, which needed even more 
support because there was not enough national expertise in the various countries. If money were available for 
experts to serve on country teams it would go a long way towards strengthening the WHO country offices. 
With regard to economics and health and strengthening WHO's capacity for intensified cooperation, health 
sector reform was very important: countries trying to implement policies based on primary health care had to 
make optimum use of their financial resources. The African programme operations coordination system 
(AFROPOC) had helped African countries in that regard. Health systems in African countries should be 
decentralized to ensure that services reached everyone, down to community level, again maximizing limited 
financial resources. 
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Dr MUKHERJEE (India) welcomed the Director-General’s report on improving TCDC. India was in 
the unique position among developing countries of both offering and receiving assistance in several areas of 
TCDC. The experience of countries such as Thailand and Indonesia in population control and primary health 
care programmes could serve as models for India. At the same time, the fairly large and high-quality 
infrastructure available in India in the form of research and training institutions could be profitably utilized by 
other countries in the South-East Asia Region; other developing countries were sending their personnel to 
India for training in such fields as diarrhoeal disease control, nutrition, tuberculosis, leprosy, and 
epidemiological and biomedical statistical methods. There was also considerable scope for collaborative 
research in the form of bilateral or multicountry projects on epidemiology of common diseases, testing of 
alternative health strategies and evaluation of traditional remedies including specifically the Indian system of 
medicine. 

All developing countries were undergoing some form of demographic transition, with increasing life 
expectancy and a large proportion of the population in the geriatric age group, and consequently had to face 
the dual burden of dealing with the legacy of communicable disease and the emerging problem of 
noncommunicable diseases such as cardiovascular disorders, cancer, mental illness and blindness. That 
situation was bringing in its wake environment-related health problems as well as social tension. India was in a 
position to place her national expertise in those emerging areas at the disposal of other developing countries, 
since Indian experts were very familiar with the cultural ethos of developing countries and also highly 
experienced in their health-care problems. The recent information explosion in science, as well as the 
availability of electronic methods of information storage, retrieval and exchange, provided yet another 
opportunity for TCDC for the expansion of existing national networks to regional or multinational networks. 
Again, India was in a position to play a leading role in training and providing expertise. 

Professor KONDE (Guinea) observed that his country had been one of the first to benefit from 
strengthened technical and economic support, which had been really needed. His Government was grateful to 
the Director-General for that support, which had made it possible to prepare a national health development 
plan to serve as a framework for the rational utilization of the scarce resources allocated to the health sector. 
It had also made it possible to prepare and implement national programmes for the control of malaria, leprosy, 
tuberculosis, trypanosomiasis, malaria, sexually transmitted diseases and AIDS, as well as to introduce an 
essential drugs programme. WHO had helped to formulate a sectoral policy statement, and to conduct 
economic and financial studies aimed at analysing all health-related costs and expenditures. Such studies 
would make it possible to establish a financial and budgetary policy enabling the Ministry of Health to 
implement health policy, mobilize and rationalize health sector resources and coordinate both donor support 
and that of other ministries. 

His delegation was pleased to see that cooperation was being coordinated at the different levels of WHO 
and hoped that it would be continued and intensified, while at the same time being refocused on specific 
strategic areas. TCDC was a very positive activity; through the exchange of experience on primary health care 
based on the Bamako Initiative, Guinea had received delegations from many African countries and had also 
sent delegations to other African countries so as to benefit from their experience. It was clear that the pooling 
of data based on experience and on successes and failures could contribute to the development of national 
health strategies. 

Dr ALVÁREZ D U A N Y (Cuba) said that document A45/11 clearly outlined the main obstacles to 
TCDC, and presented a number of general recommendations on how to improve that important method of 
cooperation. It was important to maintain TCDC in accordance with its basic objective as defined in Buenos 
Aires in 1978. Similarly, WHO assistance to the least developed countries was very necessary; obstacles in the 
way of TCDC could be overcome with more active participation by the Organization. Some initiatives in the 
Region of the Americas, for example, showed that being able to count on regular allocations in the cooperation 
programmes of countries stimulated TCDC. Health Assembly resolutions relating to TCDC also stimulated 
and motivated many countries in the elaboration of such programmes. 

Over the past three years, Cuba had stepped up its cooperation programmes with developing countries in 
the Region of the Americas. It was precisely at a time of economic crisis and neoliberal policies that real 
damage was done to the socioeconomic development of the countries of the Region. Nonetheless, mutually 
satisfactory formulas had been found to develop programmes in sensitive areas in the health field. It had not 
even always been necessary for diplomatic relations to exist to ensure implementation of programmes; work 
was being undertaken, inter alia, in tropical diseases, maintenance and repair of medical equipment, primary 
health care programmes, training of health personnel, rehabilitation and provision of direct medical care. With 
the support of WHO, it had been possible to draw up programmes, develop human resources, transfer 
technology, carry out joint research and，above all，promote forms of cooperation and mutual aid in order to 
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ensure the credibility of TCDC and evaluate its concrete results. Through TCDC, Cuba had established 
working relations with Belize, the Dominican Republic, Ecuador, Bolivia, Venezuela and Guyana, and was 
currently working with ten other countries in the Region which had turned to Cuba or with which Cuba had 
sought cooperation in areas of common interest. A particularly interesting experiment was under way which, 
through ministries of health, involved universities, national bodies and nongovernmental organizations, thereby 
giving activities an intersectoral slant that guaranteed the validity of their content and strengthened the belief 
that TCDC was both worthwhile and feasible. 

WHO should work increasingly to develop TCDC and assist the countries in greatest need, and the 
Health Assembly should keep under continuous review the progress made, the obstacles encountered, and the 
experience of countries. At the same time, it must systematically study technical and economic assistance to 
countries faced with series economic difficulties, of which Cuba was one. 

Dr PAWABUTR (Thailand) commended the major efforts being made by WHO to improve TCDC. 
Many developing countries had obtained much benefit from the process of learning and sharing of experience 
from and with each other. Thailand had adapted the TCDC concept and had been using it for its "technical 
cooperation among developing villages" project, which had already achieved remarkable results. 

In the area of international cooperation, the Government of Thailand was ready to offer technical 
assistance in health to other developing countries on the basis of potential, availability of resources and 
similarity of socioeconomic situation. Current TCDC activities in Thailand were being processed through the 
channels of intercountry organizations, including WHO and ASEAN. TCDC activities were planned as part of 
the Thai aid programme, and a number of training programmes were being organized on such subjects as 
maternal and chüd health, sexually transmitted diseases, provincial hospital management, and primary health 
care. With WHO coordination and support, the Ministry of Public Health had formulated short-term and 
medium-term plans for TCDC activities, focusing on short training courses and study tours, in relation to 
health manpower development, diarrhoeal disease control, and immunization. Areas of cooperation with 
ASEAN member countries included primary health care, health planning, management information systems, 
nutrition, environmental health, and pharmaceuticals. Through such channels, Thailand was enjoying better 
cooperation not only with its neighbours, Cambodia, Lao People's Democratic Republic, Myanmar and 
Viet Nam, but also with other more distant countries in the South-East Asia and Eastern Mediterranean 
Regions. 

Attention must be drawn to obstacles to TCDC implementation. Firstly, there was a lack of information 
on the needs, priorities and potentialities of Member States, leading to inefficiency in exchange activities. 
Secondly, financial constraints should be taken into consideration; while it was understood that Member States 
should finance their own TCDC arrangements in the spirit of national and regional self-reliance, many 
developing countries did not have sufficient financial or economic capacity to do so at the outset; the 
continued support of third parties, such as WHO, UNDP and UNICEF, would be needed in order to overcome 
financial barriers on the basis of appropriate cost-sharing. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) welcomed the two reports and 
congratulated WHO on the various actions taken to provide coherent, appropriate and skilled assistance to the 
least developed countries in improving and developing their national health systems and ensuring better 
management and improved effectiveness of their health services. 

While document A45/10 clearly set out the objectives of the intensified cooperation initiative, it was less 
explicit about the mechanisms and the constraints faced at regional and country levels. What criteria were 
used in deciding where WHO's capacity to support such types of initiative should be directed? While he 
supported the Director-General's initiative on recruiting health economists, it must be noted that WHO 
possessed only a small number of such personnel and he hoped that the Organization would strengthen its 
health economics capacity, as that would represent a most valuable augmentation for the intensified 
cooperation initiative. 

He had been interested to learn more of the aims of the proposed international conference on 
macroeconomics and the health sector, planned for June 1992 and referred to in paragraph 33 of document 
A45/10. Paragraph 42 of the same document referred to the need for WHO to establish "dialogue on the 
process of health sector reform, both with governments and with representatives of development agencies". 
While he supported that view, experience indicated that not much was known about the process of health 
sector reform in developing countries and that there was very limited global capacity to offer technical 
assistance of that type. 

With regard to document A45/11, he was pleased to note WHO's increasing efforts to promote 
collaboration and suggested that future reports might present a more detailed analysis of the benefits and 
problems of TCDC. 
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Dr KANYAMUPIRA (Rwanda) said that document A45/10 accurately assessed the efforts undertaken 
by WHO in collaboration with other multilateral and bilateral cooperation organizations. His delegation 
appreciated the effectiveness of WHO's approach to the elaboration of plans and coordination in order to 
ensure more effective partnership and greater managerial capacity at national level, but considered that 
achievements so far, although praiseworthy, still lagged behind the immense needs of the countries and 
populations concerned. It must be recalled that in the countries facing serious economic difficulties there were 
hundreds of thousands of people suffering from cholera, meningitis, malaria, tuberculosis, AIDS and other 
diseases, and lacking access even to the most elementary care. The situation required speedy, effective and 
coordinated action at all levels. To that end, WHO should provide the intensified cooperation initiative team 
with the necessary human and financial means to resolve the problem of resources indicated in the report of 
the Director-General. 

He thanked WHO headquarters and the Regional Office for Africa for the response to Rwanda's appeal, 
and hoped that the strengthening of technical and economic support would help overcome the current serious 
health problems of the population of Rwanda. 

Dr CHIMIMBA (Malawi) commended the report in document A45/10 and congratulated the Director-
General on the intensified cooperation initiative as well as the close partnership with bilateral and multilateral 
agencies for cooperation with the least developed countries. His delegation was concerned that efforts made 
to improve the health status of communities and basic health services would be severely compromised in 
countries in Africa affected by the drought. He urged WHO to continue to mobilize resources for intensified 
cooperation, especially in relation to the provision of safe water supplies and of food and transport. 

Noting the statement in paragraph 40 of the report that, despite the number of countries requesting 
participation in the WHO initiative, support to countries already involved would continue, he urged the 
Director-General to continue to provide leadership and technical expertise to existing programmes. 

The increased collaboration with other United Nations agencies and within WHO was encouraging, as 
were WHO's commitment to addressing the health and development problems of the least developed countries, 
the position taken by bilateral donor agencies in regard to the initiative, and the support of WHO 
representatives，offices. 

It was hoped the initiative would lead to timely and sustainable cooperation with the least developed 
countries with a view to improving health status and the quality of life. 

Dr GEORGE-GUITON (France) confirmed her delegation's support of the strategy and its underlying 
spirit. The programme was innovatory in that it made it possible to develop existing national potential by 
building on it and giving priority to intersectoral macro- and micro-economic analysis and support to health 
planning and health systems management, both at the centre and at the periphery. The programme also made 
it possible to integrate vertical programmes more effectively, while allowing receiving countries to ensure better 
coordination of the international aid available to them. France's direct aid in the context of the initiative since 
1990 had been twofold. First, it had provided financial aid to an amount of 15 million French francs directly to 
WHO and, secondly, it had undertaken a joint exercise in identification of priorities, paying particular attention 
to aid for management systems and the retraining of health personnel to ensure more effective public health 
management and administration. That exercise, associating WHO with France's bilateral and multilateral 
cooperation bodies, had made it possible to assist a number of countries • Bolivia, Central African Republic, 
Chad, Guinea, Guinea-Bissau, Lao Democratic People's Republic and Viet Nam - to which Cambodia and 
possibly Benin would soon be added. 

At the same time her Government wished to see further improvement in programme methods, 
particularly from the point of view of management and information, in which greater clarity should be 
achieved. The impetus of the programme must be used to ensure increased support from donors; her 
delegation would favour a common effort between them. In addition, the programme should be budgeted 
separately in official WHO documents - without waiting for the Ninth General Programme of Work or the 
1994-1995 programme budget - and the budgetary provisions should be clear by the time of the Forty-sixth 
World Health Assembly. Donor countries should also have information on the use of funds year by year, 
country by country, project by project; current feedback of information was insufficient in that respect. 

The strategy should also involve a number of internal structural reforms and, in particular, a partial 
reallocation of the resources of vertical programmes towards activities grouped by country. 

Some countries had asked what the programme added to traditional bilateral and multilateral 
cooperation. Firstly, it gave the Organization a fresh rationale as a development agency, thereby increasing its 
credibility vis-à-vis other agencies such as UNDP, the World Bank and UNICEF. The integration of 
programmes within WHO, and their coordination with those of other agencies, gave hope of more efficient 
utilization of resources. Secondly, for receiving countries, the strategy guaranteed that greater attention was 
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paid to their needs. The concerted action should help them to ensure more harmonious administration of 
international aid and control over its allocation. Finally, for donors, such strategies could give a new lease of 
life to bilateral cooperation. Exchange of information with WHO and reciprocal methodological comparison 
could only enrich and stimulate such cooperation, which where France was concerned had been redirected 
towards programmes better adapted to country priorities. 

Dr KIM Won Ho (Democratic People's Republic of Korea) expressed support for WHO's 
implementation of resolutions WHA43.17 and WHA44.24. 

As stated in the excellent report, contained in document A45/10, the health situation was deteriorating in 
many developing countries and difficulties were being encountered in implementing primary health care. In 
such countries, average life expectancy was often less than 50 years and infant mortality over 100 per 1000 live 
births. Such a tragic situation could not be tolerated. WHO had taken the initiative of strengthening financial 
and technical support to countries facing economic constraints and was making efforts to ensure its 
implementation. From the viewpoint of WHO's humanitarian mission and the attainment of the goal of health 
for all, such action was very commendable. The question remained of how such support would bear fruit in 
the development of public health in the countries concerned. 

In conclusion, he supported the activities in the different areas mentioned in the report. WHO should 
give priority to the most urgent needs and concentrate financial investment in those fields. Technical support 
must be practical and effective in order to ensure cooperation with the efforts of national officials to develop 
public health services adapted to the conditions of individual countries. 

The meeting rose at 12h35. 



NINTH MEETING 

Tuesday, 12 May 1992, at 14h30 

Chairman: Dr Catherine L. MEAD (Australia) 
later: Dr Véronique LAWSON (Benin) 

1. IMPLEMENTATION OF RESOLUTIONS (PROGRESS REPORTS BY THE DIRECTOR-GENERAL): 
Item 18 of the Agenda (continued) 

Strengthening technical and economic support to countries facing economic constraints (including 
least developed countries) (Resolutions WHA43.17 and WHA44.24; Document A45/10) (continued) 

Improving technical cooperation among developing countries (Resolution WHA43.9; Document A45/11 
and Corr.1) (continued) 

Dr GEORGE (Gambia) expressed his appreciation of the report in document A45/10 and welcomed the 
intensification of WHO cooperation with countries and peoples in greatest need, whose health and economies 
were deteriorating. Among the action to be taken at global, regional and national levels, emphasis should be 
placed on improved planning for greater efficiency and the best use of existing resources. In that regard the 
multisectoral country teams set up by the Regional Office for Africa, and consisting of national experts, had 
greatly expanded the capacity of national WHO offices to respond to health needs in a holistic way. 

Better transfer and sharing of information - both negative and positive - among countries was important 
as it permitted better planning and a rapid response to requests. The activities of donors, especially 
nongovernmental organizations, should be coordinated at the national level to avoid duplication and waste of 
resources. To that end, an information network had been developed in the Gambia between donors and the 
Ministry of Health; WHO was expected to play an important part in its operation. 

Three important issues should be addressed. First, additional resources were needed, at global and 
regional levels, if WHO was to achieve its new objectives and if the new expectations of the least developed 
countries were to be met. What might be the constraints on WHO? Secondly, innovative measures should be 
taken to retain the national experts required to sustain health development. Thirdly, donors should be 
convinced that health was the basis for development in the least developed countries and that women were an 
important factor in development. Donor interventions should thus be comprehensive. 

Mrs BINGULAC (Yugoslavia), commenting on document A45/11, said that TCDC had been used by the 
non-aligned and other developing countries to accelerate implementation of their strategies for health for all 
through primary health care. Yugoslavia, in cooperation with those countries and with the support of WHO, 
had played a leading role in formulating the first and second medium-term programmes and the initial plan of 
action (1990-1991) on the use of TCDC for achieving health for all and in framing the Declaration on Health 
as a Foundation for Development adopted by the Ministers of Health of Non-aligned and Other Developing 
Countries in May 1990. 

In view of the potential of TCDC for economic and health development, Yugoslavia had provided 
financial, technical and human resources to support the concept, by organizing a series of colloquia on 
developing leadership for health-for-all strategies. Those meetings had brou^it together senior policy-makers 
and public health administrators, community leaders and heads of professional, educational and training 
institutions in many developing countries. WHO had provided significant support in many areas: in the 
organization of technical meetings of senior health experts from developing countries and meetings of ministers 
of health of non-aligned and other developing countries; by facilitating interaction of institutions in developing 
countries at regional, national and international levels; by establishing regional focal points for TCDC; by 
building components of TCDC into WHO programmes; and by allocating funds for TCDC in the regular 
programme budget for 1992-1993. 

- 9 3 -
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The Sixteenth Meeting of Ministers of Health of Non-aligned and Other Developing Countries, which 
had been held on 6 May, during the present Health Assembly, had again emphasized the significance of TCDC 
for achieving the goal of health for all. A report would be submitted to the Coordination Bureau of the non-
aligned countries, which was currently meeting in Bali, Indonesia, summarizing TCDC activities to date and 
proposing that the Tenth Conference of Heads of State or Government of Non-aligned Countries should be 
recommended to adopt a resolution on health and development or in some other manner support the efforts of 
the non-aligned and other developing countries and WHO to implement the goal of health for all; those 
countries would be called upon to continue TCDC to that end. Yugoslavia would continue to support any 
strengthening of TCDC so that common goals could be achieved. 

Dr KORTE (Germany) welcomed the emphasis placed by WHO on least-developed countries and on 
technical cooperation between developing countries. While the capacity of his country to provide additional 
resources was limited, there were strong possibilities for cooperation through bilateral channels, which had 
perhaps not been used to the fullest extent. Germany's first concern was to support district health systems 
based on primary health care; it would, for instance, welcome requests to support family planning programmes 
that used that approach. Opportunities should be taken for integration with WHO activities, which would also 
facilitate closer coordination of bilateral and other donor activities and assist countries in framing national 
plans. Germany would support programmes for specific diseases such as AIDS, cholera and malaria and 
already supported subregional programmes that offered opportunities for technical cooperation and exchange 
between developing countries. 

Health financing was a particular problem, and systems were being devised to advise countries (including 
the countries of eastern Europe, if requested) on developing effective and efficient insurance systems. 
Programmes for that purpose should be accompanied by a health research component to monitor progress, 
develop new tools and develop national capacities to take up such activities. 

Dr LAWSON (Benin) said that her country had been among the last to ask for support under the 
intensified cooperation initiative, and was therefore receiving very little although, despite various bilateral and 
multilateral agreements with nongovernmental organizations, it was facing economic crisis. She asked whether 
the intensified support would apply only to the area of health; her country wanted to reinforce the existing 
health system, but what would the long-term result be? The populations of developing countries, especially in 
Africa, and their governments, most of which were bankrupt, would not be able to sustain the work. The 
duration of the various projects that were being set up or strengthened should be taken into consideration in 
planning intensified support. WHO and nongovernmental organizations, in consultation with the countries 
involved, should also address the issue of "after-support". 

At present, nothing could be done about the population explosion in Africa. It was the consequence of 
all the efforts to improve the health of the people, by immunization and other means. At some time in the 
future, the increased population would stabilize and start to decrease, but that would only come with economic 
development, which called for integrated development assistance. 

Large sums should be made available for simultaneous development of health, the economy, 
communications and all other areas. WHO should initiate integrated programmes, facilitate decentralization 
and find ways of stimulating communities to take responsibility for their health. In the health programme her 
country wished to establish, for instance, it was hoped that communities would take responsibility for their own 
health problems, but they lacked the means to do so; within integrated programmes, women could start micro-
projects that would provide them with a little money to take responsibility for their own health and that of 
their children. The development effort had to be sustained but should be intensified by the imposition of a 
fixed time limit. Tripartite action by partners in development, the countries of Africa and their communities 
would bear fruit. 

Dr NYMADAWA (Mongolia), commending the reports in documents A45/10 and A45/11, thanked 
WHO for its rapid, efficient response to Mongolia's request for intensified support to meet its economic crisis. 
Projects under the intensified cooperation initiative should be highly specific, sufficiently funded and time-
limited. He suggested that, for optimal efficiency, support should be concentrated in fewer areas, such as 
improvement of health care management and economics and mobilization of external and internal resources, 
and should be limited to a period not greater than five years. 

Professor COSKUN (Turkey) emphasized the importance of technical cooperation among developing 
countries. TCDC activities between his country and countries of central and eastern Europe and former 
republics of the USSR seemed likely to yield promising results. 
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He requested elaboration of the statement in paragraph 61 of document A45/11 to the effect that 
different offices within the United Nations system had different appreciations of the usefulness and 
applicability of TCDC and different interpretations of the TCDC concept. He hoped that the impediments to 
TCDC described in section VII of the document would be overcome by implementation of the 
recommendations set out in section VIII. 

Dr KIDANE MARIAM (Ethiopia) thanked WHO for supporting the national institute of health research 
in her country. The Technical Discussions on "Women, health and development" had indicated that much 
remained to be done through TCDC to improve women's health and promote their role in health and 
development. Information could be produced, shared and strengthened, and services, including the evaluation 
of research, could be improved. Community involvement should be taken into consideration in research, and 
the capacity of women to participate should be improved. That would require research specifically directed to 
women and to adolescent girls and research into appropriate technology. Sharing the documentation and 
experience derived from such studies would save resources. 

Dr FUKUDA (Japan), welcoming the report in document A45/10, said that although there appeared to 
have been good progress towards health for all, the health gaps between and within countries appeared to be 
widening. In order to close them, effective measures were required to address the needs of the least 
developed countries. Japan fully supported WHO's new initiative to intensify cooperation with countries in 
greatest need and would continue to make a voluntary contribution to the programme. It was hoped that 
WHO would continue to increase its efforts towards the establishment of effective cooperation within the 
United Nations system and with Member States. 

Mrs HANSON (Jamaica) commended both reports before the Committee. The assistance being given 
through РАНО to the English-speaking countries of the Caribbean, and to Jamaica in particular, was greatly 
appreciated. The seven priority areas for cooperation selected by the ministers responsible for health in the 
Caribbean (paragraph 17 of document A45/11) were receiving full attention. In order to counter the brain-
drain of its health professionals, Jamaica had strengthened its human resources development programme. 

A Caribbean Public Health Association had recently been established, demonstrating the subregion's will 
to work together to achieve health for all its people. The Association would be determining further priority 
needs and strategies to meet them, especially at primary health care level. She thanked Canada for the 
assistance it was providing to the Association and to the Caribbean in numerous other ways. 

It was hoped that technical and financial cooperation with developing countries could be strengthened to 
enable them to provide optimum health care for their peoples. The important role WHO was playing in that 
effort at global, regional and country levels was acknowledged. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that Member States had 
responded favourably to the idea of strengthening technical cooperation and financial support to the poorest 
countries. The Board had considered that such technical cooperation should be incorporated into the Ninth 
General Programme of Work and in the corresponding biennial programme budget. Pooling experience on 
successful technical cooperation efforts among developing countries would also favour cost-effective and 
appropriate development. 

Dr JANCLOES (Office of International Cooperation) said that the challenge involved in strengthening 
technical and economic support to needy countries was immense, as their situation in many cases continued to 
deteriorate, while the Organization's capacity to respond was still limited. Political support and greater 
guidance were needed from all WHO's partners in the initiative, as well as enhanced financial and technical 
support for countries in need. All countries, from both North and South, should be involved in the initiative. 
He applauded those that had made or were about to make commitments. 

Responding to comments made, he stressed the need to cope with successive readjustments. Although 
the goal of the initiative was obviously the same for all, cooperation at country level had to be country-specific 
and retain a degree of flexibility. Nevertheless, since further clarification of such strategic approaches would 
be useful, WHO was preparing a document to facilitate implementation of the initiative in all its complexity 
and diversity. 

Modalities of support at country level had been progressively formalized, and involved co-financing from 
all levels of WHO and all partners in the initiative. A financial reporting system had been developed, and 
financial statements for each country were made available to WHO's partners. Management procedures were 
determined country by country in the light of the respective responsibilities of the various protagonists and 
accounting reviews had been introduced. As to follow-up of programme operations, which had begun only two 



9 6 FORTY-FIFTH WORLD HEALTH ASSEMBLY 

years previously, it was planned to strengthen managerial support for country operations by recruiting an 
administrative officer. That would also strengthen liaison between the initiative and the administrative and 
financial sides of the Organization as a whole. An evaluation of the initiative's operational efficiency and 
pertinence was planned for the coming year. 

Considerable efforts had been made at all levels to strengthen WHO's capacity for response. At 
headquarters, an interprogramme task force had been established. At regional level, a considerable effort had 
been made to achieve programme and financial integration, thus reinforcing the use of country budget 
allocations. At country level, WHO country teams had been strengthened. Intensified WHO support had been 
provided in response to countries which had appealed for assistance. That had been the only criterion so far 
for deciding whether a country required support. 

WHO's capacity to cope with new problems that countries identified as calling for intensified support had 
to be strengthened. Such areas included new cost-sharing mechanisms, sustainable funding, improvement of 
working conditions for health personnel and of their motivation, integration of separate programmes, 
strengthening of country capac i t i e s for coordinating international cooperation, and better management of 
health services. In that context, new approaches had been developed to promote multilateral and bilateral 
cooperation. WHO was making every effort to strengthen solidarity among members of the international 
community so as to respond more quickly, more vigorously and more satisfactorily to those in desperate need. 

Dr VUKMANOVIC (Office of International Cooperation) said that due note had been taken of the 
United Kingdom suggestion that future reports should contain a more detailed analysis of the benefits and 
problems of TCDC. The suggestion of Cuba that there should be a more coherent approach to overcoming 
financial constraints had also been noted. The remarks of the delegate of Thailand concerning the concept of 
"technical cooperation among developing villages"，and those of India on that country's capability to assist 
others in various areas of disease prevention and control, health systems and infrastructure development were 
also of great interest. 

The representative of the Executive Board had described the Organization's work in regard to TCDC on 
health matters. In that connection, an interregional consultation on TCDC in th health field was to be held in 
early 1993; it would consider in-depth ways to overcome the constraints mentioned in the discussion. 

In reply to the Turkish delegate's query, it was understandable, given their different mandates, that 
different agencies should have different perceptions of the TCDC concept. WHO felt that perhaps the time 
had come for all the partners concerned to work more closely together in ensuring that their staff at country 
level had the requisite knowledge and capacities to contribute to building up information on the technical 
cooperation needs and priorities of countries, which could then be shared among countries, so assisting them in 
responding to their own priorities. 

The DEPUTY DIRECTOR-GENERAL said he shared Benin's concern over sustainability and the need 
for development as a whole to be closely linked to health development. Sustainability was the heart of the 
whole approach to the initiative at country level in order to ensure that, should there be any qualitative or 
quantitative change in support, there would be no reversal of progress. 

Mention had been made of possible limitations to strengthened support. However, because of the 
growing gap between the developed and the least developed countries, the political and strategic aspects of the 
initiative were of vital importance. Should the situation be ignored, activities would tend to become irrelevant 
to the realities of countries. The initiative was a modest effort to direct efforts to where they could meet 
specific and urgent needs. 

The initiative operated in three concentric circles, all centred on country needs. The first circle 
represented WHO's efforts to redeploy its resources at regional, country and headquarters level. Although, as 
had been mentioned by the delegate of the Gambia, such approaches had already been developed in the 
regions, and especially in Africa, there was nevertheless room for them to be strengthened by pooling resources 
to allow countries in particular need of cooperation to advance more rapidly. The second circle was 
represented by the efforts of other development agencies, both within and outside the United Nations system, 
to conduct their multilateral action within the overall plan developed by the countries concerned with the help 
of WHO. The third circle was represented by bilateral assistance from individual countries joining in the 
overall health development plan. The initiative would thus appear to be the right response to specific 
situations in countries in need, even though improvements were still possible. 

In reply to the question put by the delegate of the United Kingdom, the conference on macro-economics 
to be held in June 1992 was being convened in answer to the continuing need to strengthen the Organization's 
expertise in economics and health economics. A country-by-country approach should provide the Organization 
with information on methodology gained from experience in the field. The meeting would also afford an 
opportunity to draw conclusions and to reinforce the Organization's crucial role in standard setting. 
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Dr MONEKOSSO (Regional Director for Africa) said that one of the most valuable aspects of 
cooperation between the Regional Office for Africa, the WHO Office of International Cooperation and WHO 
offices in the countries of the African Region had been the opportunity to take a considered look at policy 
frameworks within which Member States could build their health programmes. The results of such work could 
then be submitted to donor round-tables for response to country needs. In other words, the intensive 
cooperation programme was designed not so much to provide large amounts of money as to help countries 
develop financeable programmes for the donor community to consider. 

Another point was that the programme had accelerated the process already under way towards making 
WHO representatives a focal point for donor coordination. That was no easy task and was only possible 
through the dialogue process described. One difficulty was that activities might spill over into areas covered by 
other individual programmes, for which different headquarters divisions were responsible. The Regional Office 
therefore endeavoured to avoid overlap between the intensified cooperation initiative and other programmes. 

Sustainability was extremely important but little progress had been made towards it. The approach of 
the Regional Office had been to select WHO health development support teams from among national experts 
to assist WHO representatives. Technical cooperation implemented by national experts in their own countries 
obviously promoted sustainability. Another useful aspect was that such experts could be called upon to serve in 
another country, thus promoting technical cooperation among developing countries under the WHO regular 
budget at minimum cost in monetary terms but making a contribution of great value to Member States and to 
WHO programmes and strategies. 

Expanded Programme on Immunization and vaccine quality (Resolution EB89.R8; Document A45/81) 
(continued from the seventh meeting) 

The CHAIRMAN reminded the Committee that a number of delegates had proposed amendments, 
some of which might have appeared mutually contradictory, to the draft resolution contained in Executive 
Board resolution EB89.R8. The sponsors had now agreed on the wording of those amendments, which she 
requested the Secretary to read out. 

Dr PROST (Secretary) said that a total of four amendments had been proposed by Cameroon, Jordan 
and Mongolia. The first was to add a seventh preambular paragraph reading: 

Aware that the Global Advisory Group has set operational targets for the introduction of 
hepatitis В vaccine in immunization programmes and that these targets are consistent with those 
recommended by the International Conference on the Control of Hepatitis В in Developing Countries 
held in Yaoundé in October 1991. 

The second was to add to paragraph 3 a fourth subparagraph reading: 
(4) to strengthen the system for epidemiological surveillance of EPI target diseases and other high 
priority diseases. 

The third was to add to paragraph 3 a fifth subparagraph reading: 
(5) to integrate cost-effective new vaccines, such as hepatitis В vaccine, into national immunization 
programmes. 

The fourth was to add to paragraph 5 a fifth subparagraph reading: 
(5) to strengthen financial mechanisms that would permit the rapid integration of cost-effective new 
vaccines into national immunization programmes. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) suggested that the words "in 
countries where it is feasible" should be inserted at the end of the new paragraph 3(5). 

The draft resolution, with the amendments read out by the Secretary and the further amendment 
suggested by the representative of the Executive Board，was approved.2 

Dr Lawson took the Chair. 

1

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 3. 

2

 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution W H A 4 5 . 1 7 . 
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2. DRUG POUCIES: Item 19 of the Agenda 

Essential drugs: Item 19.1 of the Agenda (Resolutions WHA43.20 and EB89.R4; Document A45/121) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing the Board's resolution 
EB89.R4, said that despite the significant progress recently made by the drug sectors in developing countries, 
the basic needs - namely greater coverage, lower prices, improved quality, and better use - remained largely 
unmet. However, the primary problem was now the fact that widespread socioeconomic deterioration in 
developing countries was impeding the implementation of effective, efficient and sustainable programmes. 
Moreover, if the world's population continued to grow at the current rate and the additional resources 
necessary to expand health services and essential drugs programmes were not forthcoming, the percentage of 
the world's population with access to essential drugs would in all probability remain static. To combat that 
situation, the WHO Action Programme on Essential Drugs performed two functions: providing conceptual 
leadership and advocacy in mobilizing and coordinating a global collaborative effort to improve the world drug 
situation, and cooperating with Member States and international, bilateral and nongovernmental organizations 
in support of the formulation and implementation of national drug policies and essential drugs programmes 
and activities in developing countries. 

The Committee on Drug Policies, which had met on 17 and 18 January 1992 to review the progress 
report by the Director-General on the implementation of WHO's revised drug strategy as it related to the 
Action Programme, had orally reported to the Executive Board that, at national level, the essential drugs list 
had been adopted by over 100 countries, that 64 Member States had essential drugs programmes in operation, 
and that a further 28 were preparing to introduce such programmes in part. Meanwhile, however, population 
growth and worsening economic problems continued to deprive many patients of the drugs they needed. 

In the course of their discussions Board members had acknowledged that equity, as an objective of the 
health for all strategy, could not be achieved unless essential drugs were made accessible to the 50% of 
humanity that was in need of them, but it had recognized that there were many problems in relation to drug 
policies and that further efforts were needed. Cooperation between WHO and national bodies on quality 
control, production, distribution and rational use of drugs should be strengthened, as should the quality 
standards for both production and registration. The global situation remained far from satisfactory. As gaps 
in economic and health status between the developed and the least developed countries increased, the number 
of developing countries where economic constraints restricted access to essential drugs was becoming 
unacceptably high and was having an impact on morbidity and mortality. 

The Board had welcomed the progress made by the Action Programme, particularly its support for 
national policies, as reflected in its budget, some 70% of which had been allocated to direct country support. 
It had, however, expressed concern about the shortfall in funding for the present biennium. Many developing 
countries were dependent on drug imports but a shortage of funds and hard currency made it difficult for them 
to ensure a regular supply of essential drugs and hindered effective quality assurance. Moreover, most 
developing countries could not afford their own quality control laboratories. 

The Director-General had emphasized to the Board the importance of resolving the question of how to 
ensure coordination of all drug-related aspects within the revised drug strategy and had stressed the 
importance of WHO's maintaining its leadership in the field of essential drugs. 

The Executive Board recommended to the World Health Assembly the adoption of the draft resolution 
contained in resolution EB89.R4. 

Professor POORWO SOEDARMO (Indonesia) said that until 1979 Indonesia's drug programme had 
concentrated mainly on achieving self-reliance in drug production through domestic and foreign investment, 
and on drug control. The focus had now shifted to rationalization of drug supply and use through the 
introduction of the essential drug concept. The concept of generic essential drugs had been introduced in 1986 
in both the public and private sectors. Since 1989, a ministerial decree had required that public health care 
workers should prescribe only generic drugs in the interest of cost-effectiveness. In an effort to optimize its 
limited resources, Indonesia had established its fourth national essential drugs list in 1991, the first edition 
having been issued as long ago as 1980. The whole process of drug provision, management and use was now 
subject to quality assurance. In parallel with its drug rationalization effort, Indonesia was also implementing 
programmes to improve the operational efficiency of the essential drug supply network, with a view to 
decentralizing drug planning and management to the district level. 

1
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Indonesia was grateful for the support provided to it by WHO over the years. In 1979, the Organization 
had carried out a situation analysis, which had identified the major problem areas as: drug proliferation; 
inefficient drug procurement, storage and distribution; and weak legislation and control. In 1979-1980, it had 
helped to formulate Indonesia's comprehensive national drug policies. A WHO review of the Indonesian drug 
programme in 1989 had led to a recommendation that the Government should initiate a programme to 
promote the use and effective management of drugs within the framework of an integrated and comprehensive 
national drug information system. A project proposal based on that recommendation had the previous year 
been approved by the WHO Action Programme for the period 1991-1993. 

There was now an urgent need for WHO to act as a catalyst in the further development of Indonesia's 
essential drug programme, by collaborating in quality assurance through the establishment of a certification 
scheme and of a pharmaceutical inspection committee. 

Indonesia supported the draft resolution recommended by the Executive Board. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that essential drug policies 
and programmes were not only integral components of WHO's revised drug strategy, but were also vital inputs 
for reforming health services and infrastructures. The Action Programme was therefore an important 
instrument for promoting health sector development, and the United Kingdom afforded high priority to its 
activities. 

The report in document A45/12 revealed both the encouraging progress made and the problems that 
remained to be overcome. He congratulated the Programme Director and his staff on what they had achieved 
over the previous biennium despite various difficulties. 

The Action Programme faced many challenges arising out of the economic difficulties and structural 
adjustments with which many developing countries were grappling, the limited resources available to donors 
and the problems currently affecting the pharmaceutical industry in Eastern Europe. The strategic options 
available to the Programme over the coming decade would depend upon the identification of an appropriate 
response to those challenges. 

The United Kingdom welcomed the establishment by the Programme's Management Advisory 
Committee of an ad hoc support group to examine the situation and recommend priorities and strategic 
options for the coming five years. The Group should concentrate on three main issues: global and national 
drug policies; quality assurance; and information, education and communication relating to the rational use of 
drugs. 

In conclusion, he expressed the United Kingdom's whole-hearted support for the Action Programme. 

Professor KHONJE (Malawi) said that Malawi attached considerable importance to the Action 
Programme, since a health service without essential drugs lacked credibility. Furthermore, the essential drugs 
concept represented a means of achieving more equitable access to safe, effective and high quality medicines 
and of making considerable savings in a country's budget for drugs - usually a major item of expenditure for 
health services in developing countries. 

With the assistance of the World Bank, the Netherlands and WHO, Malawi had developed a 
comprehensive essential drugs programme as an integral part of its national pharmaceutical programme. The 
guiding principles of that programme were contained in Malawi's comprehensive national drug policy, in which 
connection he noted that the formulation of such a written policy was the centre-piece of a sound essential 
drugs programme. It was also vital that the key players in a country's public and private sectors should 
participate actively in the formulation of such a policy at national level. Malawi's comprehensive programme 
also served as the vehicle for the training of manpower at all operational levels of the pharmaceutical sector. 

The promotion of rational drug use was an important component of any essential drugs programme. 
Action taken to that end included the publication of standard treatment guidelines and of the Malawi National 
Formulary, the compilation of standard drug lists according to the level of use in the country's decentralized 
health service, and prescriber-training seminars. The concept of essential drugs was also taught to final-year 
medical students at the University of Malawi in order to ensure that they became reasonably conversant with 
the Ministry of Health's policies. 

Noting from the progress report that a considerable number of Member States had adopted the essential 
drugs concept, albeit to varying degrees, he urged that the new indicators referred to in paragraph 28 of the 
report should be distributed to Member States so as to enable them to improve the evaluation and monitoring 
of their programmes. 

Together with Botswana, Guinea-Bissau, Lesotho, Mali, Tunisia, Zambia and Zimbabwe, Malawi 
proposed the following amendments to the resolution recommended by the Executive Board in its resolution 
EB89.R4: 
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(a) the addition of a further preambular paragraph, reading: 
Reaffirming the continued validity of the essential drugs concept as a means of achieving 

greater equity of access to safe and effective medicines, 
(b) amendment of subparagraph 2(2) to read: 

(2) to utilize global and local experience in developing national drug policies and in strengthening 
national drug infrastructure with a view to ensuring the regular supply and rational use of a 
selected number of safe and effective drugs and vaccines of acceptable quality, at the lowest 
possible cost, based on the concept of the WHO Model List of Essential Drugs; 

(c) amendment of paragraph 3 to read: 
3. URGES the development agencies and other collaborating organizations: 

(1) to increase their efforts and contributions through continued support for the Programme; 
(2) to promote and adopt essential drug policies in their health development work; 

(d) amendment of paragraph 4(1) to read: 
(1) to continue to review closely the progress achieved within the Action Programme as the central 
component of WHO's activities in support of the revised drug strategy; 

(e) amendment of subparagraph 5(1) to read: 
(1) to intensify WHO's direct support to countries in formulating and implementing national drug 
policies and essential drugs programmes in conformity with the mandate of the Action Programme; 

(f) the addition of a new subparagraph 5(2) reading: 
(2) to strengthen the role of the Action Programme in providing conceptual leadership and 
advocacy in mobilizing and coordinating a global collaborative effort to improve the world drug 
situation, 

subparagraphs 5(2) and 5(3) being renumbered accordingly. 

Dr SADRIZADEH (Islamic Republic of Iran) shared the Organization's concern about the lack of access 
to essential drugs in developing countries; that problem would probably worsen in coming years as a result of 
the economic crisis, rapid population growth and regional conflicts. 

By the end of 1991, 113 countries had adopted essential drug lists; however, only 66 Member States had 
operational essential drug programmes. WHO must therefore be more active in providing technical and 
financial support to the developing countries in implementing national drug policies. 

In 1980, his Government had initiated a new drug policy aimed at replacing brand-name drugs by generic 
preparations, reducing the number of drugs, achieving national self-sufficiency in producing generic drugs, and 
making essential drugs available to all at affordable prices. In spite of some opposition, the Ministry of Health 
had successfully implemented the main elements of that new policy. The Islamic Republic of Iran currently 
met about 93% of its domestic pharmaceutical needs and had dramatically decreased the number of 
prescription information forms. Material on the rational use of drugs had been incorporated in training 
programmes for advanced medical and pharmacy students. A mass education campaign had been launched to 
increase consumer knowledge and discourage the irrational use of drugs. 

His country fully supported the WHO Certification Scheme on the Quality of Pharmaceutical Products 
Moving in International Commerce. 

Dr FATTORUSSO (Italy) said that documents A45/12 and A45/131 reflected the complexity and 
contradictions inherent in the world drug situation. There were, in fact, two situations，that of the North and 
that of the South, and the gap between them was growing ever wider. 

Italy supported the proposals contained in document А45/12 and would continue to support the Action 
Programme on Essential Drugs, the utility of which was self-evident. It endorsed the draft resolution 
recommended by the Executive Board and, subject to more careful study, the proposed amendments. 

According to paragraph 62 of document A45/12, a price and availability monitoring system had been set 
up in the Philippines to ensure that essential drugs were available at reasonable prices through the private 
sector; yet, in paragraph 71, a rather unfavourable opinion was expressed with regard to the role of the private 
sector in the rational use of drugs. 

Financing the essential drug supply continued to be a major problem for many countries. Had the 
socioeconomic studies cited in the report resulted in new strategies for the formulation of national drug 
policies and the supply of essential drugs to developing countries? 

1
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Dr SARR (Senegal) said that, within the framework of a human resources development project, his 
country had taken a number of steps to promote the essential drugs concept, including the elaboration of a list 
of essential drugs, an evaluation of drug needs, training in and strengthening of drug management capabilities, 
setting-up of storage facilities in local health districts, and election of local health committees. With the 
assistance of Switzerland, Senegal had been able to implement the Bamako Initiative in all its 45 health 
districts, giving rise to greater confidence and participation of the population in the health service delivery 
system and improved motivation among head nurses in health districts. 

Drugs were currently available at all health service levels at reasonable prices. Revenue from the sale of 
drugs was used to replenish supplies and also to benefit other priority health programmes, such as maternal 
and child health care. 

Senegal wholeheartedly supported the Action Programme and requested the Director-General to accord 
it the necessary priority and resources. In view of the increasing number of insufficiently qualified drug 
suppliers, the Organization should help countries by publishing, on a periodic basis, a list of trustworthy 
pharmaceutical companies. 

Dr ABU BAKAR (Malaysia) said that his delegation was encouraged by the widespread adoption of the 
essential drugs concept and the fact that an increasing number of countries had operational essential drugs 
programmes. Progress would ultimately depend on efforts at the country level. His own country had been 
implementing the essential drugs concept since the inception of the Action Programme. The Malaysian 
Ministry of Health produced a list of essential drugs, reviewed twice yearly, for use by the public sector. Those 
drugs were available to the poorer population groups at no cost. 

Malaysia had implemented the main components of an ideal national drug policy. The quality assurance 
component, which included sound manufacturing practices and drug registration, had recently been expanded 
to include monitoring of the procurement and delivery of essential drugs. 

He fully endorsed the strategies and activities of the Programme and particularly welcomed its emphasis 
on strengthening national capabilities through technical and managerial training, training of health 
professionals, and public education concerning the rational use of drugs. 

Professor RAKOTOMANGA (Madagascar) said that, as in many developing countries, the essential drug 
situation in Madagascar had three major characteristics: a thriving private sector which was inaccessible to 
80% of the population; a public sector which had hardly any drugs available; and a traditional sector, which 
represented for many people a first and sometimes the only choice. In short, lack of safe, reasonably priced 
and efficacious drugs was a serious problem in his country. In response, the Ministry of Health had developed 
a drug programme based on the concept of essential drugs and taking due account of budgetary constraints, 
the paucity of human resources, and the difficulties involved in selecting, acquiring, storing, distributing and 
using drugs. The main activities of the programme were precise formulation of a national drug policy, 
elaboration of guides for retraining personnel and for improving the use of drugs, studies on financing with a 
view to community participation in health care, and the establishment of a legislative framework for the drug 
sector. 

The implementation of such a programme called for adequate technical knowledge and funding. He 
thanked those countries and organizations that were providing his country with aid, which he hoped would be 
further increased and better coordinated. He also thanked WHO for its support. 

Dr GEORGE (Gambia) said it was clear that the success and credibility of primary health care 
depended to a large degree on a sustained supply of essential drugs. While endorsing the report, he noted the 
difficulties cited therein, which continued to impede the implementation of national programmes. The 
problem of counterfeit drugs was serious; in that connection, he commended WHO for its efforts to establish 
a quality control laboratory in the Gambia. 

The success of the Action Programme would depend on mobilizing community resources. The Gambia 
supported the Bamako Initiative and noted with satisfaction that WHO was cooperating in the implementation 
of the new African initiative on essential drugs. 

Dr MORK (Norway), speaking on behalf of the Nordic countries, said that they appreciated the priority 
granted by the Director-General to the Action Programme and the Division of Drug Management and Policies. 
They noted with satisfaction that over 100 countries had adopted essential drugs lists. At the same time, they 
were concerned about the socioeconomic decline in the developing world and agreed with the Director-General 
that the current level of cooperation was insufficient. 

Equity had for decades been the pillar of Nordic development policy. The Nordic Governments were 
thus very much disturbed at the fact that more than half the world's population still lacked regular access to 
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essential drugs. More emphasis on supply was a short-sighted solution. Rather, the Action Programme should 
focus on providing assistance for the development of national drug policies, promoting the rational use of 
drugs, assisting in the selection of a limited number of drugs for all, and providing country support and global 
advocacy for the essential drug concept. 

In spite of the Programme's achievements, only half the Member States had a national drug policy. 
WHO must therefore strengthen its leadership in developing national drug policies and legislation covering 
both the private and the public sector. 

The Nordic countries were also deeply concerned about the increasing problem of counterfeit and sub-
standard drugs, which represented a serious threat to public health. WHO should increase its support to 
national regulatory agencies and should consider the possibility of developing an international warning system. 

Further study of patterns of drug use at the national level should be encouraged and an assessment of 
the various health care interventions should be undertaken. Methods for economic analysis and testing of 
various drug financing systems must also be further developed. 

While collaboration between WHO and ministries of health was desirable, the essential drug concept 
must be seen in a broader context, involving other ministries such as those of trade, finance and justice. WHO 
should work with the United Nations and other international organizations in developing cooperation with the 
private health care sector; that should include addressing the role of wholesalers and pharmacies in a mixed 
economy. 

Mrs MOLEFANE (Botswana) commended the Director-General for calling on WHO to increase its 
support for the implementation of national drug policies. At a time when unscrupulous manufacturers were 
offering counterfeit and substandard drugs, it was essential to intensify the collaboration between WHO and 
the countries affected by that problem. 

A major problem in her country was shortage of competent pharmaceutical personnel owing to the loss 
of trained pharmacists to the private sector, insufficient training facilities and inadequate opportunities. It was 
of vital importance to strengthen the pharmaceutical field in order to maintain high ethical standards. 
Ensuring safe, high-quality and efficacious drugs called for training specialized personnel in quality control 
methods and for intensification of the activities of drug regulatory authorities. 

She reiterated Botswana's support for the draft resolution with the amendments read out by the delegate 
of Malawi. 

Dr CORNAZ (Switzerland) said that the Action Programme should be seen within the context of the 
revised drug strategy, which itself was a vital component of the primary health care strategy. Developments in 
the previous decade confirmed the importance of the drug strategy, whose principal aim was to ensure access 
for all to safe and effective drugs of acceptable quality and to ensure their rational use. The strategy had three 
essential components: better health protection, coverage for all, and optimum resource utilization. 

It was of the utmost importance for each country to be able to devise its own drugs policy and implement 
it effectively. That was what the Action Programme was mandated to do, providing all necessary support for 
studies, training, information, the setting-up of structures, and quality assurance; it could and should play a 
crucial role in implementing the drug strategy and should continue to be actively supported. She trusted that 
the Health Assembly would adopt the proposed draft resolution, possibly with some amendments in order to 
clarify the priorities of the Programme, and hoped that the proposals presented by Malawi would be submitted 
in writing. 

Dr PERERA (Sri Lanka), referring to progress made in his country thanks to the initiative and support 
of the Action Programme, said that a national consultation meeting in 1985 had led to the enunciation of the 
drugs policy and formulation of the national essential drugs list, which had been revised in 1989 at another 
consultation. A WHO-sponsored study had been undertaken on morbidity patterns and drug requirements at 
the primary health care level. Drug quantification methodology based on standard treatment regimens had 
been successfully tested. The standard regimens had been finalized and were now being used. A manual on 
the management of drugs had recently been revised, and a similar manual on the management of essential 
equipment was in preparation. Progress had been made in the area of rational drug therapy, the latest strategy 
being the sensitization of medical interns just before deployment. Credit was due to the Action Programme 
for initiating, nurturing and sustaining the national programme on essential drugs. Continued encouragement 
and support would consolidate the gains made so far. 

Dr MASANGE (Zambia) said that his country's essential drugs policy and essential drugs kit system had 
survived the deterioration of its medical infrastructure over a decade. The essential drugs kit was distributed 
from medical stores in the capital to rural health centres staffed by nurses and clinical officers or medical 
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assistants. On the whole, the system was working satisfactorily, the two main problems being transport for the 
distribution of the kits from the provincial to the district level and storage of the drugs in the rural health 
centres. 

Legislation now at an advanced stage of preparation would introduce a system for the monitoring and 
use of essential drugs and quality control to prevent cheap but ineffective drugs from entering the country. In 
conclusion, he thanked the donor community, especially the Swedish International Development Authority, for 
its assistance. 

Professor BADALÍK (Czechoslovakia) said that his country had developed a national integrated drugs 
policy which had recently been harmonized with the goals, aims and recommendations of WHO in that area. 
Work was proceeding on the further improvement of existing national drug legislation, which would be brought 
into line with existing laws and regulations in Europe and the United States of America. 

In the Slovak Republic, a national essential drugs list, comprising about 250 drugs and based on 
morbidity statistics and drug utilization studies, had been drawn up taking into account the sixth revision of the 
WHO Essential Drugs List. At the federal level, an essential drugs list containing 1200 items had been 
prepared in 1991. Both lists had been very helpful at the time of the reform of the Slovak national health 
system; they were computerized and were readily available to all those involved in health policy development. 

Dr NIGHTINGALE (United States of America), commending the activity and accomplishments of the 
Action Programme, welcomed the emphasis placed on quality assurance. The assured provision of safe and 
effective essential drugs to the developing world was crucial to the achievement of the Programme's goals. 
Cooperation and perseverance would be needed to overcome the menace posed by counterfeit drugs. 

Predictions of setbacks due to the worsening economic situation in the developing world were 
disheartening. In view of the budgetary constraints, the increased collaboration instituted with the private 
sector must continue. A spirit of cooperation among all parties concerned was crucial to maintaining progress. 

The United States of America would continue to support the Action Programme within the limits of its 
resources. He supported the resolution recommended by the Board and looked forward to studying the 
amendments proposed by Malawi once they had been submitted in writing. 

Mr CHTOARIKIRE (Zimbabwe) said that the objectives of an essential drugs programme and strategy 
should be to deliver safe, effective, high-quality drugs; they must be available, accessible and - most 
important - affordable. Drug supply should go hand-in-hand with drug regulation and utilization. Technical 
support was also vital. Any drugs policy must take all those factors into account and he appreciated the clear 
presentation of those criteria in the Director-General's report. 

In his country, the first five-year phase of the Ministry of Health's essential drugs action programme had 
been completed in 1991. The programme had addressed all the problems and issues relating, inter alia, to 
selection, quantification, procurement, management systems, prescribing, utilization and quality assurance. 
Training had been an important component, with 160 training workshops held during the five-year period. 
Information material had been developed and distributed throughout the country. An essential drugs list had 
been produced and revised during the period. Zimbabwe was grateful to WHO for its direct support to the 
Programme and for mobilizing support from the Danish International Development Agency. 

His country had an effective drugs control body in the form of the Drugs Control Council, and had 
recently built a drugs control laboratory. All assistance given to those institutions through WHO was highly 
appreciated and he urged the Organization to continue its assistance. 

Another component of the programme had been evaluation. Three drug surveys had shown satisfactory 
progress: drug availability had increased from between 30 and 40% to between 70 and 90% over the five-year 
period. One of the outcomes of the evaluation had been the identification of a need for further infrastructure 
development during the next phase, from 1992 to 1996. 

The Zimbabwe Government had shown further commitment to the essential drugs programme by 
agreeing to extend the list of essential drugs procurable without an import licence, within the context of the 
structural adjustment programme and trade liberalization scheme. The concession would be a watershed event, 
as it would include raw materials for local manufacture and finished products, with the proviso that they must 
appear in the essential drugs list for Zimbabwe. That criterion was acceptable to local industry. 

The success of Zimbabwe's programme so far was due largely to its comprehensive nature and 
multisectoral approach, involving the private pharmaceuticals sector. New policy development had preceded or 
taken place alongside technical inputs. He hoped that the Director-General would continue to recognize the 
strong link between drug policy development and technical support. 

In conclusion, he supported the draft resolution, with the amendments proposed by Malawi. 
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Dr ANAYAT (Bhutan) thanked WHO for its technical guidance and financial support in the 
development and implementation of his country's essential drugs programme. With the putting into operation 
of an efficient drug supply management system, it had been possible to achieve constant availability of high-
quality, low-cost essential drugs at 90% of Bhutanese health facilities. He supported the draft resolution 
recommended by the Board. 

The meeting rose at 17h35. 



TENTH MEETING 

Wednesday, 13 May 1992，at 9h00 

Chairman: Dr Catherine L. MEAD (Australia) 

1. DRUG POUCIES: Item 19 of the Agenda (continued) 

Essential drugs: Item 19.1 of the Agenda (Resolutions WHA43.20 and EB89.R4; Document A45/121) 
(continued) 

Dr KANYAMUPIRA (Rwanda) said that his country had already drawn up a list of essential drugs, 
limited in number but effective against the most common diseases in the country and within the price range of 
most of the population. At the health centre level, the principle of cost recovery, as outlined in the Bamako 
Initiative, had been applied with the full agreement of consumers. Elected community representatives were 
responsible for the management of drug stocks. Rwanda proposed to establish a central purchasing authority 
for essential drugs but, in the meantime, stocks had been built up with help from WHO and UNICEF. 

One of the main problems facing the essential drugs programme in Rwanda was the incorrect use of 
drugs by some health workers, which could be countered by retraining and the preparation of treatment 
guidelines. Other major problems were the lack of foreign currency to buy drugs abroad, which called for 
reliable exchange mechanisms, and the lack of a quality control system. In 1991 Rwanda had conducted a 
feasibility study for a quality control laboratory with technical support from WHO and financial support from 
UNDP. 

Another important problem was that of equity - ensuring that the poorest population groups had access 
to the drugs they needed. Local and national measures had been undertaken, but it had not yet been possible 
to guarantee access to essential drugs for the whole population. Much work remained to be done to guarantee 
the supply of essential drugs to hospitals: drugs were available for treating the commonest diseases, but rarer 
medicines were sometimes difficult to obtain because there was no proper system of distribution at the hospital 
level. 

His delegation supported the draft resolution recommended by the Executive Board in resolution 
EB89.R4, together with the amendments proposed at the previous meeting. 

Dr WANG Yifei (China) commended the valuable work accomplished under the Action Programme on 
Essential Drugs in the period 1990-1991. However, as the report showed, much remained to be done. His 
delegation welcomed WHO's emphasis on the strengthening of national capabilities, training, decentralization 
and the integration of the essential drugs programme into primary health care. 

China appreciated the support received from WHO in the area of local production of drugs, especially 
antibiotics, and in quality control. The country's national drug administration had done much to increase the 
safety and efficacy of drugs and to reduce costs, but socioeconomic advances and higher living standards meant 
that people were now making more demands on the health service; often, influenced by the mass media, they 
believed that a drug must be expensive to be effective. Accordingly, WHO must cooperate with Member 
States not only on technical issues such as essential drugs lists, training of local staff, drug procurement and 
supply, and storage and distribution, but also on psychosocial issues through education at the primary health 
care level for professional health workers and other population groups. He would be glad to learn more about 
the Secretariat's plans for future work in that area. Finally, he wished to emphasize the importance of the 
work done by WHO, UNICEF, UNDP, the World Bank and donor countries to extend the Action Programme 
at the national level. 

1

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 5. 

- 105 -



106 FORTY-FIFTH WORLD HEALTH ASSEMBLY 

Dr TOUMI (Tunisia), commending the Director-General's progress report, said that his delegation 
endorsed WHO's conclusions about the alarming disparity between countries where expenditure on medicines 
was concerned. Moreover, that disparity was often exacerbated by inappropriate use. 

In Tunisia, the concept of essential drugs had been incorporated into health policy in 1983, and fixed 
prices were charged for medicines so designated. The list of essential drugs drawn up in 1988 had allowed the 
Government to develop a purchasing policy, revise nomenclature and promote appropriate drug use. WHO 
had provided moral and material support for seminars on the last-named subject. 

The countries of the Arab Maghreb Union (Algeria, Libyan Arab Jamahiriya, Mauritania, Morocco and 
Tunisia) had adopted a joint list of essential drugs in 1991, which would facilitate the common purchasing 
arrangements that had been in force for many years and help to coordinate the five countries' health policies. 
His delegation supported the draft resolution recommended by the Executive Board in resolution EB89.R4, 
with the amendments proposed by the delegate of Malawi. 

Mr SHIRIMA (United Republic of Tanzania) said that a number of issues discussed in the progress 
report, such as cost-sharing mechanisms and privatization, were currently the subject of great concern in 
developing countries where many were unable to pay for drugs. 

The essential drug programme in the United Republic of Tanzania provided coverage for the rural areas 
of the country, where 85% of the population lived. It provided clear guidelines on procurement, storage and 
distribution of essential drugs. A quality control laboratory had been set up, but more trained staff were 
needed. Pharmaceutical companies wishing to operate in the United Republic of Tanzania would be required 
to observe proper manufacturing practices, and a new national tender board would facilitate the procurement 
of medical equipment and drugs. 

The United Republic of Tanzania, like other developing countries, had to cope with a shortage of funds 
which restricted the availability of drugs and vaccines. The situation was further complicated by transport 
problems and inadequate storage facilities. The introduction of user charges and cost sharing would go some 
way towards lessening the financial burden on the Government. 

He proposed an amendment to operative paragraph 2 of the draft resolution recommended by the 
Executive Board in resolution EB89.R4, namely the addition of a new subparagraph reading: 

(5) to strengthen efforts in research and production of drugs from medicinal plants in collaboration 
with WHO and other United Nations agencies. 

He affirmed his delegation's support for the Action Programme on Essential Drugs. 

Mr LAVADENZ (Bolivia) said that his country's national drugs policy, based on the WHO concept of 
essential drugs, had been drawn up with the help of the Government of the Netherlands and the WHO Action 
Programme on Essential Drugs. The activities of the Action Programme contributed greatly to the fight to 
achieve equity in health care in Bolivia and the other Andean countries. 

He emphasized the importance of ensuring that WHO had a single essential drugs policy. The Action 
Programme must concentrate on supporting countries in the formulation of their drug policies. His delegation 
supported the amendments proposed by the delegate of Malawi to the draft resolution before the Committee. 

Dr ADAMS (Australia) expressed his delegation's support for the Action Programme on Essential Drugs 
and for the draft resolution before the Committee, with the amendments proposed by the delegate of Malawi, 
and endorsed the remarks made by the delegate of Norway on behalf of the Nordic countries at the previous 
meeting. 

Australia was soon to launch its own national drug policy, which had been developed in consultation with 
the country's pharmaceutical manufacturers. He had two suggestions to make which might help to strengthen 
the Action Programme. First, more resources should be allocated to the development and use of outcome 
indicators and drug utilization reviews, which would show how successful WHO's activities had been. Secondly, 
the Organization should test and evaluate various ways of educating both prescribers and consumers about the 
essential drugs concept, so that the most successful methods could be widely disseminated. 

Dr BONNAH (Togo) said that one of the most important elements of any essential drugs policy was the 
provision of a quality control laboratory. His country was grateful to the French pharmaceutical industry for 
the training in quality assurance it had provided for some 30 African pharmacists and for its offer of material 
assistance for the establishment of a quality control programme. It was also important to ensure the 
appropriate training of a sufficient number of laboratory technicians, and WHO support would be welcome in 
that area. The training of pharmacists in inspection also needed improving. The United Nations International 
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Drug Control Programme (UNDCP) was considering assistance in that area and again WHO support would be 
welcome. 

Many pharmacists in Africa were moving from the public to the private sector because of their low status 
and poor salary. Unlike other health professionals, they had few opportunities to undertake unofficial, private 
consultations that would help them to make ends meet. WHO should urge Member States to make efforts to 
improve their status and remuneration, since the establishment of viable national drugs policies in Africa would 
depend on the development of a strong core of well-qualified pharmacists and inspectors working in the public 
sector. 

The recommendations of the Bamako Initiative were being implemented progressively in Togo, thanks to 
assistance from the World Bank, WHO and UNICEF. Togo had already drawn up a list of essential drugs and 
prepared a formulary and guidelines for rational use. The Government would shortly be considering 
regulations governing the activities of the pharmaceutical profession, on the basis of draft legislation prepared 
with the assistance of the UNDCP, and action for the promotion of drugs derived from medicinal plants. 

Dr ALVÁREZ DUANY (Cuba) said that the Action Programme on Essential Drugs was making a 
valuable contribution to the formulation of national drug policies. Major efforts were needed to improve 
access to essential drugs, particularly in developing countries. 

Cuba's situation in the area of essential drugs was unlike that of most other developing countries. At the 
time of the Cuban revolution in 1959 there had been over 40 000 pharmaceutical products on the market, 
more than 80% of them manufactured by foreign companies, mainly in North America. The subsequent ban 
on exports to Cuba imposed by the United States of America for more than 30 years had deprived the Cuban 
people of a large number of commonly available drugs. However, the blockade had stimulated the Cuban 
pharmaceutical industry, which now produced more than 85% of the drugs on the home market. Cuba was 
thus better placed than most other developing countries with regard to its pharmaceutical production: there 
were 834 domestically produced medicines available, of which 221 were listed as essential drugs. The number 
of drugs imported in the form of finished products was 464, of which 92, or 20%, were listed as essential drugs. 
Thirty-seven drugs - 11% of the WHO list - were not available in Cuba. The high percentage of non-essential 
drugs in Cuba was explained by the development of medical specialties, the drugs required for which were 
available at prices that the entire population could afford. 

He reiterated Cuba's support for the Action Programme on Essential Drugs. Despite the difficulties 
inherent in pharmaceutical production, Cuba was continuing its efforts to develop new drugs for its own people 
and others. 

Professor KONDE (Guinea) said that drugs were the cornerstone of Guinea's health system, which was 
funded to a considerable extent by cost recovery from the sale of essential drugs under the terms 
recommended by the Bamako Initiative. Guinea therefore attached particular interest to the Action 
Programme on Essential Drugs. 

Under an operational programme supported by WHO and adapted to local needs, Guinea had drawn up 
a list of essential drugs and set up a drug supply system, allowing fair distribution to even the most distant 
communities. Further activities included studies on the causes of rising drug prices, provision of information 
on rational use of essential drugs, and the development of formularies and treatment guidelines. Legislation 
and regulations had been drafted, with the support of the African Development Bank, and a national drug 
policy was being formulated with the assistance of WHO. 

His country considered that the main prerequisite for achieving health for all was to make good quality, 
effective drugs available at prices affordable to the majority of the population. The pharmaceutical sector had 
been one of the first to be liberalized in Guinea, leading to greater availability of drugs, but at prices beyond 
most people's reach, and to a proliferation of drugs on the informal market. The private and public sectors 
were complementary; WHO had assisted Guinea in carrying out a study on that complementarity and on drug 
quality control. Drugs were a strategic product in the economy, and both the Government and WHO had a 
duty to monitor the sitution closely as the private sector developed. He asked WHO to seek ways of satisfying 
demand for essential drugs and obtaining the foreign currency to purchase them. His country, for its part, 
would seek to achieve financial viability via a cost recovery system, and would review the training of health 
professionals and their career profiles. 

He commended the report of the Director-General, and expressed his appreciation to WHO for its 
support through the Action Programme on Essential Drugs, which he hoped would continue and be 
strengthened. 

He supported the draft resolution recommended by the Executive Board in resolution EB89.R4, with the 
amendments proposed by the delegate of Malawi. 
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Dr PICO (Argentina) commended the Director-General on the progress made in applying WHO's 
revised drug strategy. The Action Programme on Essential Drugs included two key activities: the provision of 
conceptual leadership and advocacy in mobilizing and coordinating global activities; and cooperation with 
Member States in formulating and implementing national drug policies. 

Argentina had established its own national drug policy in order to improve accessibility and promote the 
equitable and rational use of drugs, as well as efficiency and quality of medical care in general. The policy had 
been formulated on the basis of a systematic approach, with strategic planning and guidance from WHO. 
Changes had been made to legislation concerning drug manufacture, trade and use, in line with the reforms of 
the economic and social structure taking place in the country. The new legislation was intended to achieve 
greater transparency and authority for the benefit of society as a whole; it was founded on the State's 
responsibility for public health care, centred on the individual and family. Drugs were one of the priorities in 
current health policies. 

A major feature of the change was the compulsory use of generic names in prescribing and issuing drugs. 
That meant that, armed with a doctor's prescription, people could choose freely among the various approved 
proprietary drugs available, on the basis of cost. Such freedom to choose was a key instrument in preventing 
distortion of the market by monopolies and cartels. Under the Government's deregulation policy, joint rules 
had been established by the Ministries of the Economy and of Health and Social Action, covering such matters 
as the registration of drugs permitted and the production, prescription and import of medicines included in the 
register. They laid down technical specifications on quality, distribution, storage and transport of drugs, based 
on WHO recommendations. They also determined conditions for effectiveness, safety and quality control. 

Training programmes were being organized in universities and scientific and professional institutions; 
faculties of medicine were changing their curricula to support the national policy on drugs. 

Finally, he reiterated his delegation's support for the Action Programme and its hope that the 
Organization would continue providing technical cooperation for the development of national drug 
programmes, which were highly beneficial to the countries concerned. The rational and efficient use of drugs 
was essential to achieve fairness in health services. 

Dr SONDO (Burkina Faso) said that, for physical and financial reasons, the non-availability of drugs was 
common among developing countries such as Burkina Faso. Since the beginning of the 1980s the country had 
taken many measures to assure the supply of essential drugs, such as the drawing up of lists of essential items, 
the development of therapeutic formularies, the training of prescribers and the introduction of sales and supply 
infrastructures. Those efforts had not achieved the results hoped for. Consequently, a review of 
pharmaceutical policy had been undertaken in 1990, with the active support of WHO, UNICEF, the World 
Bank and a variety of other institutions. The outcome had been a programme providing inter alia for a 
national nomenclature of authorized generic drugs, a national list of essential drugs, and the creation of 
ordering and distribution systems across the country. The private sector was included, although the State 
retained responsibility for guaranteeing availability and accessibility of essential drugs. Steps had also been 
taken to implement the recommendations of the Bamako Initiative. Burkina Faso still faced difficulties owing 
to the reluctance of prescribers to change their ways, users' distrust concerning the quality of essential and 
generic drugs, and various pressures from manufacturers of proprietary medicines. There still remained much 
to do, and he sought the continued support of WHO. 

His delegation supported the draft resolution recommended by the Executive Board in resolution 
EB89.R4, with the amendments proposed by the delegate of Malawi. 

Professor OKELO (Kenya) said he appreciated WHO's concern about the essential drugs concept in 
developing countries, because it was closely related to health care delivery. Kenya had an essential drugs 
programme, and a quality control unit with a facility for drug analysis. 

The main constraint in most developing countries was the very high cost of drugs, which restricted 
supplies and led to shortages in hospitals. WHO could assist developing countries, firstly with wholesale 
purchase from manufacturers, and secondly by encouraging production of a very limited number of the most 
essential drugs and the setting-up of a related quality control unit. 

Dr FREIJ (Sweden) proposed, in order to reflect better the importance of operational research, that 
operative paragraph 2(3) of the draft resolution recommended by the Executive Board in resolution EB89.R4 
should be amended to read: 

(3) to sustain the development of national capability to define, implement and evaluate rational drug 
policies and programmes, in particular through the intensification of training and education of 
professional personnel and the public, as well as through the utilization of operational research; 
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and operative paragraph 5(1) to read: 

(1) to intensify WHO's support, in conformity with the mandate of the Action Programme, to countries 
in developing, implementing and evaluating national drug policies and essential drug programmes, as well 
as in strengthening their resources and capacities in these respects, including operational research. 

Dr VAN ETTEN (Netherlands) said that the Netherlands appreciated the progress made on the Action 
Programme on Essential Drugs and would continue to provide financial support. 

The role and importance of the Action Programme with regard to the revised drug strategy had to be 
seen in the context of two crucial functions: conceptual leadership in improving the world drug situation; and 
technical support in formulating and implementing national drug policies. To enable the Action Programme to 
fulfil those roles, a clear division of labour and good relationships between it and the Division of Drug 
Management and Policies (DMP) were essential. He therefore requested the Director-General to inform all 
relevant parties about the respective mandates of the Action Programme and DMP following the 
organizational changes made earlier in the year. 

His Government attached special importance to the word "Action" in the Programme's title in relation to 
the implementation of national drug policies in Member States. The improvements made in planning and 
implementing activities were therefore most welcome. Finally, support was needed for the establishment of an 
ad hoc support group, as approved during the fourth meeting of the Management Advisory Committee, since 
that would in particular contribute to the development of strategy and setting of priorities. 

Professor ZOUGHAILECH (Algeria) expressed support for the Action Programme on Essential Drugs 
as a key element in health strategy in the current economic climate. His Government made available to the 
population 1500 drugs, of which 80% were imported, entailing a cost of US$ 15 per year per person. 

A national epidemiological survey in 1990 had shown that chronic diseases typical of industrialized 
countries were emerging while endemic infectious and parasitic diseases persisted. A greater range of essential 
drugs was therefore needed. On the economic front, external debt and devaluation had led to a decline in 
people's purchasing power and a rise in drug prices. Unlike the countries of eastern Europe, which were also 
developing democracy and a free market economy, Algeria did not have the industrial capacity or technological 
tradition needed to reduce its dependence on imported essential drugs. 

A national drug policy must be based on a defined list of essential drugs specific to the epidemiological 
conditions in each country or region, legislation to permit better quality control and accessibility of drugs to the 
population at large, better training of prescribers and information to the public. 

He hoped that, under the auspices of WHO, dialogue and cooperation could be developed between the 
producing countries in eastern Europe and countries such as Algeria to develop the pharmaceutical industry. 
Such solidarity could be of mutual benefit to those countries, faced as they were with economic difficulties. 

His delegation supported the amendments proposed by the delegate of Malawi to the draft resolution 
recommended by the Bcecutive Board in resolution EB89.R4. 

Dr TUTO (Mozambique) commended the support given to developing countries by the Action 
Programme on Essential Drugs and endorsed the draft resolution recommended by the Executive Board in 
resolution EB89.R4, with the amendments proposed by the delegates of Malawi, Sweden and the United 
Republic of Tanzania. 

Mozambique had been a pioneer in the essential drugs policy. In 1975, a group set up to review the 
situation had reduced the list of drugs available in the country from 13 000 at the time of independence to 430 
in the first formulary produced in December 1976. The list had been revised in 1980 and 1984, and was 
currently undergoing a further revision. 

Other measures to improve the availability and accessibility of essential drugs included the obligation to 
prescribe generic drugs, the incorporation of the therapeutic guidelines in legislation, development of 
distribution systems, legislation to facilitate access to drugs, and a national quality control laboratory set up 
thanks to the support of Switzerland. Drug procurement had been centralized, and a programme to promote 
the rational use of drugs was under way. 

Education was also needed to teach the public that drugs were not a magic solution to all social ills; 
other techniques such as stress management should be promoted. Prescribers should be taught more selective 
use of drugs, and their training broadened to include subjects such as social sciences. It was essential to ensure 
that drugs were accessible to the community and the individual. Legislation should govern formularies, lists, 
and the compulsory use of generic drugs by the public and private sectors. 

His country had developed the right medical policy, but it was now undergoing pressure to change. He 
therefore appreciated the role of WHO in providing moral and technical support. 
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Finally he requested the Secretariat to clarify the respective roles of the Action Programme on Essential 
Drugs and the Division of Drug Management and Policies in the revised drug strategy. 

Dr KAN TUN (Myanmar) said that Myanmar had started its essential drug programme in 1988 with a 
project aimed at testing the feasibility of the provision of essential drugs to the primary and secondary levels. 
The programme had also tested an in-service training curriculum on rational prescribing and aimed to provide 
or promote: systematic assessment of drug requirements; efficient systems of procurement, storage and 
distribution of drugs; rational use of drugs; public information to obtain better patient compliance; and 
modifications in the health information and supervision systems. Most of the objectives had been achieved, 
including the formulation of a national drug policy, the adoption of essential and complementary drug lists for 
various levels of health care, standard drug treatment schedules and the development of a national formulary. 
The concept of essential drugs had been incorporated in the curricula of medical and nursing schools and a 
new Institute of Pharmacy had recently been established with the support of FINNIDA and WHO, which he 
thanked for their generous support. Nationwide implementation of the essential drugs programme, including 
cost-recovery and cost-sharing, was under consideration. His delegation therefore supported the draft 
resolution recommended by the Executive Board in resolution EB89.R4 and the proposed amendments. 

Dr MIYAKE (Japan) supported the draft resolution recommended by the Executive Board in resolution 
EB89.R4 but thought that further discussion of the proposed amendments was necessary. His delegation 
endorsed WHO's efforts in the field of essential drugs because they had contributed to improved accessibility 
of safe and effective drugs of good quality in developing countries. Japan would continue its technical and 
financial support of WHO's activities in that field. The Japanese Government had started two annual study 
programmes in pharmaceuticals and good practices in the manufacture and quality control of drugs for experts 
from Asian countries, and would continue to cooperate with those countries in that field. 

V/ 
Professor RADZEVIC (Russian Federation) noted that some real advances had been achieved but that 

problems still existed requiring further intensification of joint efforts: cooperation between WHO and national 
authorities must be strengthened in monitoring drug quality and the manufacture, supply and rational 
utilization of essential drugs. The whole question of the training of national specialists in the manufacture of 
drugs and in their quality control to ensure safe supply continued to be of concern. Reliable information must 
be made available concerning cost-effectiveness, the structure and dynamics of production, manufacturing costs 
and the proper use of drugs, and sources of supply. Data must be exchanged on possible side effects and 
complications in the use of new drugs, including essential drugs. He supported the proposal to create a new 
expert advisory group to monitor side effects as they occurred. Lastly, he thanked Member States for helping 
the Russian Federation in the field of drugs during its difficult central reform, and supported the draft 
resolution recommended by the Executive Board in resolution EB89.R4, with the proposed amendments. 

Dr MILAN (Philippines) said that her country had actively participated in the implementation of the 
revised drug strategy since 1987, when it had launched its comprehensive national drug policy, strongly 
endorsed by the President of the Philippines herself. The policy was designed to make essential drugs 
available, acceptable and affordable, and it rested on four interdependent and mutually reinforcing pillars: 
quality assurance, rational drug use, self-reliance and targeted procurement. Operational research was being 
conducted on the drug price and availability monitoring system set up to ensure availability of essential drugs 
through the private sector, and an innovative way of financing drugs through the public and private sector 
partnership had recently been launched by the Government. 

Before the monitoring system could start, a number of preparatory measures had been needed, including: 
legislation to promote the use of international nonproprietary names, namely the Generics Act of 1988; 
seminars and training to teach pharmacists and other health workers about the national drugs policy and the 
Generics Act; collaboration with professional and consumer groups and other nongovernmental organizations; 
frequent consultation and dialogue with representatives of the pharmaceutical industry; and an extensive mass 
media information and communication campaign to allow the patient to make an informed choice, with the 
option of buying cheaper generic alternatives. 

Regarding financing, the Philippines had embarked on a new strategy whereby the Government, through 
the Department of Health, procured the most commonly used drugs in bulk and passed on the savings to the 
public by selling the drugs very cheaply. A start had been made with the ten commonest drugs, which previous 
studies had shown to be adequate for the most frequent ailments. Bought at very low bulk prices by previous 
arrangement with pharmaceutical suppliers, they had been sold initially at ten government hospital pharmacies 
in the metropolitan area. The objective was to reach "walk-in" and private patients, and a massive information 
campaign had been launched to make the new project known to the public. Sales were monitored and initial 
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results had shown that more private patients were patronizing the low-cost drugs. In response to demand the 
project had recently been expanded to include other government hospitals in various regions of the country. 

The point of the exercise was that making good quality and effective essential drugs available to the 
public was not enough: availability had to be translated into utilization; and Member States, through the 
assistance of WHO and other multilateral or bilateral agencies, should continually work toward that end. 

She thanked WHO for its valuable technical and financial assistance to the Philippines’ national drug 
policy, endorsed the Action Programme on Essential Drugs and supported the draft resolution recommended 
by the Executive Board in resolution EB89.R4, with the proposed amendments. 

Mrs MBENSA NSIMBA (Zaire) stressed that the constraints engendered by the grave crisis in many 
developing countries might constitute an insuperable obstacle to implementing the revised drug strategy. It 
would be impossible to do so successfully with such sums as one to five dollars per person per year, referred to 
in the progress report. The lack of essential drugs might well continue or even worsen unless innovative 
initiatives to reduce the dependence of the developing countries on the international drug marketing system 
were developed, in parallel with efforts at implementation. The prices of drugs on the international market 
were based on the initial research investment, plus the costs of skilled labour and expensive technology for 
their production, marketing and distribution, together with a margin for profit. The consumers in the 
developing countries, most of whom were below the poverty line, were being asked to pay for those in-built 
costs. Greater efforts to promote the transfer of appropriate technology for the local, regional or interregional 
production of drugs were therefore imperative. 

Dr В ADRAN (Jordan) said that her country's national essential drug list had been revised by reference 
to the WHO list during a workshop held in Jordan in November 1990; it currently consisted of 185 drugs, or 
56% of the WHO list. The list used in Jordan's primary health care centres included 79 basic drugs; 
additional items were added according to the health care specialities available in each centre, and taking into 
account the distance between the centre and the nearest hospital. 

Essential drugs were procured for the Ministry of Health by the Directorate of Pharmaceuticals and 
Supplies annually by tender. Selection principles were based mainly on the quality and price of the essential 
drugs, preference being given to generic products of acceptable quality. Essential drugs were distributed 
monthly to all 17 health directorates in the three Regions of the Kingdom, North, Middle and South, which 
then supplied a total of 542 primary, advanced primary, comprehensive and village centres. There was also an 
emergency supply system and health centres were continually supervised to ensure constant availability. 
During 1989, the essential drugs checklist had been distributed to different centres so as to promote awareness 
of the system. An additional list of 77 antidotes for the treatment of different types of poisoning had been 
distributed to all health centres. 

The Ministry of Health was trying to influence local manufacturers to increase production of essential 
drugs and persuade them to adopt Â e generic name system. Results had so far been disappointing, although 
the number of essential drugs produced locally was increasing each year; it currently stood at 57. 

Jordan was trying to improve the efficiency of pharmacists working as inspectors at the Directorate of 
Pharmacy and Drug Control in the Ministry of Health by arranging for fellowships for intensive training on 
advanced techniques of quality control and on methods for the establishment of a national drug information 
system, and for local training in various aspects of essential drug use and quality control. Jordan was also 
planning to review and update drug legislation and to re-evaluate the quality of products already registered. A 
new computerized system to link national drug activities was being considered. More pharmacists with 
specialized training were needed. 

Jordan supported the draft resolution recommended by the Executive Board in resolution EB89.R4, with 
the proposed amendments. 

Dr MBATCHI (Congo) recognized that his country was encountering obstacles in meeting the objectives 
of the Action Programme on Essential Drugs. A list of essential drugs existed and a formulary for village 
pharmacies based on the recommendations of the Bamako Initiative had been tested. Essential drugs had an 
important place in the national health development policy. A small pharmaceutical production unit was 
producing five essential drugs, still limited to the national market. 

One of the obstacles to progress was the cost-availability ratio of essential drugs; needs could be met 
either through selective purchase from outside suppliers, with all the fluctuations entailed by the precarious 
economic situation of developing countries, or through limited local production, with its problems of high 
production costs owing to technological inadequacies and the need to import ingredients. A second obstacle 
related to the education of prescribers, subjected as they were to pressures from the pharmaceutical industry 
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and a third was the continued absence of a WHO initiative specifically related to essential drugs, on the lines 
of the Bamako Initiative. 

In the face of such constraints, WHO had to help Member States to create favourable conditions for 
establishing realistic drug policies, research and development programmes for a national pharmacopoeia, 
research training programmes, and effective subregional or national production and control units. He firmly 
supported the Action Programme and urged the swift implementation of a special initiative on essential drugs. 
He also supported the amendments proposed by Malawi to the draft resolution recommended by the Executive 
Board in resolution EB89.R4. 

Dr NYMADAWA (Mongolia) said that his Government was giving high priority to the reorientation of 
its drug policy within the health service reform begun in 1990. His country's geographical and political 
isolation from the rest of the world, coupled with the special government policy according price rebates on all 
drugs for retail sale, had created a very specific drug supply situation, characterized by dependency on 
proprietary drugs from the former socialist countries, demand-driven procurement, overprescribing and 
irrational use of drugs, especially antibiotics. Cut off from its traditional drugs suppliers following the political 
changes in the former Soviet Union and eastern Europe, Mongolia had experienced an alarming shortage of 
drugs in 1990-1991. During that critical period WHO had assisted in the elaboration of the first national 
essential drug list, adopted in June 1991, and in formulating a national drug action programme, which was to 
be discussed at the first national conference on drug policy, scheduled for May 1992. 

He expressed gratitude to the Governments of Denmark and the Netherlands, which, in consultation with 
the UNDP and WHO country offices, had donated a considerable amount of essential drugs, and to other 
donor governments, as well as to the international community, especially WHO and UNICEF. Thanks to those 
urgent interventions, the drug situation was now beginning to improve again, but the implementation of the 
new drug policy, based on WHO's revised strategy, would take time. The experience of other developing 
countries which had commenced their essential drug programmes earlier would be beneficial in helping 
Mongolia to implement and improve its national drug action plan and he hoped to receive further support 
from the WHO Action Programme on Essential Drugs and from donor countries. 

He supported the draft resolution recommended by the Executive Board in resolution EB89.R4, with the 
amendments proposed by the delegate of Malawi. 

Dr DOSSOU (Benin) said that the importance of adequate supplies of high-quality essential drugs was 
fully recognized, particularly by the developing countries. The future of community financing and the success 
of the Bamako Initiative in her country would depend on the availability of generic essential drugs at lower 
cost. Her country had therefore developed a national drug policy, together with the relevant legislation. A 
central drug procurement agency had been set up in September 1991 and used a list drawn up in conjunction 
with the Ministry of Health and development partners. In that connection she expressed gratitude to the 
World Bank, WHO, Switzerland and other bilateral and multilateral partners for their aid. Further support 
would be needed, particularly from experienced pharmaceutical companies, to help in establishing quality 
control laboratories. Like that of the Philippines, her Government was considering the sale by the private 
sector of basic drugs so as to make them available and accessible to all. It was hoped thus to avoid the sale of 
uncontrolled drugs from other countries on the domestic market. 

She supported WHO's revised drug strategy and the draft resolution recommended by the Executive 
Board in resolution EB89.R4, with the amendments proposed by the delegates of Malawi and Sweden. 

Dr GÓMEZ PIMIENTA (Colombia) endorsed document A45/12 and supported the amendments 
proposed by Malawi to the resolution recommended by the Executive Board. A major problem encountered 
by his Government in the implementation of its essential drugs programme, over and above the economic 
difficulties reflected in the decline in the purchasing power of the population, was the investment made by the 
pharmaceutical industry, particularly multinationals, in promotion, which far exceeded the Government's 
educational efforts concerning the purchase and use of drugs. Hence he felt that, in addition to its official 
essential drugs programme, WHO should adopt a policy of persuasion and consultation with the 
pharmaceutical industry if national educational efforts were not to be brought to nought. Ethical and moral 
principles should take precedence over the requirements of efficacy, quality and safety, and due recognition 
should be given to the individual's right, infringed every day by pharmaceutical propaganda, to decide what he 
wished to purchase and consume. 

Mrs SIBIYA (Swaziland) said that owing to human resource constraints, her Government had 
implemented only some of the components of the Action Programme on Essential Drugs. She expressed her 
sincere gratitude to Project Hope, an American-based organization which had provided financial and technical 
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support for the development of the national drugs policy, the establishment of a quality control laboratory, 
personnel training, and the training of prescribers and the public in the rational use of drugs. She also thanked 
WHO for providing technical support for updating her Government's legislation to effect adequate control of 
drugs. Her Government hoped to implement other vital components of the Action Programme in the near 
future and it appealed to WHO for continued assistance. It was currently encountering difficulties in 
integrating the essential drugs concept with the demands of the private sector, since there was as yet no 
registration system to control drugs imported into the country. 

Her delegation supported the draft resolution recommended by the Executive Board in resolution 
EB89.R4, with the amendments proposed by the delegates of Malawi and Sweden. 

Dr HU Ching-Li (Assistant Director-General) said that the Secretariat had followed the discussion with 
close attention. The many delegates who had spoken had made encouraging comments and constructive 
suggestions. He fully agreed with the views expressed regarding some of the major issues on which the Action 
Programme on Essential Drugs should focus, particularly in strengthening collaboration with governments in 
the formulation and implementation of national drug policies. Attention had also been drawn to the 
importance of strengthening training programmes at the country level and focusing on the rational use of 
drugs, as well as ensuring quality control. 

The Secretariat acknowledged the thanks which had been expressed to donors and the support which had 
been received for the Action Programme, mainly from extrabudgetary sources. More support was still required 
since, despite all the progress made so far, only half the world's population was covered. 

Turning to the clarification of some issues, he said that, as the delegate of Sweden and others had 
indicated, operational research was an important element which should be strengthened in future programmes. 

The Division of Drug Management Policies (DMP) and the Action Programme on Essential Drugs were 
now two separate divisions but under the authority of one Assistant Director-General who ensured 
coordination where necessary. In general terms, the Action Programme was an operational programme and 
cooperated closely with Member States in order to implement the revised strategy at country level. DMP had 
a normative function and included several units such as biologicals, pharmaceuticals and traditional medicine. 
One function of the pharmaceuticals unit was drug regulatory support and it was responsible for overseeing 
and updating WHO's certification scheme. Other functions of that unit were to update national 
pharmacopoeias, develop guiding principles for small national drug regulatory authorities, and ensure the 
safety and efficacy of drugs. The unit had also developed software packages to support various aspects of drug 
regulatory activities. DMP was undertaking routine intergovernmental exchange of information with the 
international network of national drug information officers who were also responsible for planning the biennial 
International Conference of National Drug Regulatory Authorities, and was updating the model list of essential 
drugs in cooperation with the Action Programme. 

The aims of the Action Programme were mainly to assist Member States in formulating comprehensive 
national drug policies, in strengthening technical structures and human resource capacities, and in 
implementation and evaluation of elements of national drug policy and essential drug programmes; to 
promote transfer of technology; and to play a major national and international advocacy role in support of 
essential drug concepts. It could thus be seen that on some issues the Action Programme and DMP must work 
closely together. 

Dr ANTEZANA (Action Programme on Essential Drugs) said that from the preliminary studies the 
Action Programme had made both in the Philippines and Africa it would appear that the public and private 
sectors were complementary. He believed that they should be so. The report on the subject would Ьие 
presented and discussed with the authorities in the countries concerned and then disseminated for the benefit 
of other countries. 

A reference had been made by the delegate of Malawi to the use of indicators. Those were now 
completed; they would be tested during the summer and would be available for use by countries in the 
autumn. 

In reply to the delegate of China, who had asked for further information on future activities of the 
Action Programme, he said that it would focus on the main areas which had already been established and 
developed, but stressed that country support would continue to be the major part of its activities. More than 
65% of the Action Programme's budget was devoted to direct country support in such areas as policy and 
management, supply logistics, rational use, quality assurance, financing, education, information and 
communication. 

In reply to the delegate of the Russian Federation, a study had just been completed in cooperation with 
the International Trade Centre on raw material sources, technology and prices and would be available at the 
end of the month. 
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2. THIRD REPORT OF COMMITTEE A (Document A45/51) 

Dr CHÁVEZ PEÓN (Mexico), Rapporteur, read out the draft third report of the Committee. 

The report was adopted.1 

The meeting rose at llhlO. 

1

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 



ELEVENTH MEETING 

Wednesday, 13 May 1992，at 14h30 

Chairman: Dr Catherine L. MEAD (Australia) 

DRUG POUCIES: Item 19 of the Agenda (continued) 

Essential drugs: Item 19.1 of the Agenda (Resolutions WHA43.20 and EB89.R4; Document A45/121) 
(continued) 

The CHAIRMAN invited the Committee to continue its consideration of the draft resolution proposed 
by the Executive Board in its resolution EB89.R4. In view of the large number of amendments proposed, she 
suggested that the Committee should consider each of them separately before moving to the complete 
resolution. 

It was so agreed. 

Dr PROST (Secretary) said the first proposed amendment, submitted by Malawi at the ninth meeting, 
was to add a sixth preambular paragraph reading: 

Reaffirming the continued validity of the essential drugs concept as a means of achieving greater 
equity of access to safe and effective medicines. 

The amendment was adopted. 

The SECRETARY said the second proposed amendment, also submitted by Malawi, was to replace 
operative subparagraph 2(2) by the following: 

(2) to utilize global and local experience in developing national drug policies and in strengthening 
national drug infrastructure with a view to ensuring the regular supply and rational use of a selected 
number of safe and effective drugs and vaccines of acceptable quality, at the lowest possible cost, based 
on the concept of the WHO Model List of Essential Drugs. 

Dr MUKHERJEE (India) queried the inclusion of a reference to vaccines, since the resolution was 
concerned with essential drugs and vaccines were mentioned nowhere else in the text. 

Dr ANTEZANA (Action Programme on Essential Drugs) said that, while there was no fundamental 
objection to removing the reference to vaccines, the term had been included because the Action Programme 
operated under programme 12.2 (Essential drugs and vaccines) of the Programme Budget. 

Dr NIGHTINGALE (United States of America) said it would be preferable for the wording to continue 
to reflect the terms of the Programme Budget. 

Dr MUKHERJEE (India) said that if the word "vaccines" was to be retained in operative 
subparagraph 2(2), then for reasons of symmetry it should also appear in the fourth paragraph of the 
preamble. 

1

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 5. 
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It was so agreed. 

Dr NIGHTINGALE (United States of America), supported by Dr MIYAKE (Japan), said that the 
proposed amendment, by removing the words "where appropriate" from the original paragraph, constituted a 
major change that could undermine the philosophy of the revised drug strategy. Reinsertion of the words 
"where appropriate" after "with a view to ensuring" was necessary to make allowance for the great differences 
between countries and for the fact that each country was responsible for determining how it wished to ensure 
the availability of safe and effective drugs to its people. 

Professor KHONJE (Malawi) said deletion of the words "where appropriate" had seemed logical since 
the Action Programme was principally directed to developing countries. However, as the resolution itself 
would be applicable to both developed and developing countries, he would, in the interests of compromise, 
have no objection to reinsertion of the phrase. 

The amendment，so modified，was adopted. 

The SECRETARY said the third proposed amendment, submitted by Sweden at the tenth meeting, was 
to replace operative subparagraph 2(3) by the following wording: 

(3) to sustain the development of national capability to define, implement and evaluate rational drug 
policies and programmes, in particular through the intensification of training and education of 
professional personnel and the public, as well as through the utilization of operational research. 

The amendment was adopted. 

The SECRETARY said the fourth amendment, proposed by the United Republic of Tanzania at the 
tenth meeting, was to insert a new operative subparagraph 2(5) reading: 

(5) to strengthen efforts in research and production of drugs from medicinal plants in collaboration with 
WHO and other United Nations agencies. 

The amendment was adopted. 

The SECRETARY said the fifth proposed amendment, submitted by Malawi at the ninth meeting, was 
to insert a new operative subparagraph 3(2) reading: 

(2) to promote and adopt essential drug policies in their health development work. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) suggested that the last four words 
should be replaced by "the development of their health policies". 

Mr ORTENDAHL (Sweden) said that the purpose of the proposed amendment was advocacy of the 
Action Programme. However, that objective was already covered by a proposed new operative 
subparagraph 5(2). Since the aim of operative paragraph 3 was in fact to request a different type of action, he 
proposed that it should be retained unchanged and the question of advocacy left to operative paragraph 5. 

Mrs MATTHIAS (Canada) endorsed that proposal. 

It was so agreed. 

The SECRETARY said the sixth proposed amendment, submitted by Malawi, was to modify operative 
subparagraph 4(1) to read: 

(1) to continue to review closely the progress achieved within the Action Programme as the central 
component of WHO's activities in support of the revised drug strategy. 

Dr CORNAZ (Switzerland) said that since the Action Programme was not the only unit of the 
Organization concerned with the revised drug strategy, it would be more appropriate to replace the words "the 
central component" by "a central component". 
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Dr METTERS (United Kingdom of Great Britain and Northern Ireland), Dr NIGHTINGALE (United 
States of America), Dr MIYAKE (Japan) and Dr FATTORUSSO (Italy) endorsed that proposal. 

It was so agreed. 

The amendment，so modified，was adopted. 

The SECRETARY said the seventh amendment, proposed by Sweden, was to modify operative 
subparagraph 5(1) to read as follows: 

(1) to intensify WHO's support, in conformity with the mandate of the Action Programme, to countries 
in developing, implementing and evaluating national drug policies and essential drugs programmes, as 
well as in strengthening their resources and capacities in these respects, including operational research. 

Professor KHONJE (Malawi) said he would prefer the word "formulating" to the word "developing" after 
the words "to countries in". 

The amendment, so modified, was adopted. 

The SECRETARY said the eighth proposed amendment, submitted by Malawi, was to insert a new 
operative subparagraph 5(2) reading: 

(2) to strengthen the role of the Action Programme in providing conceptual leadership and advocacy in 
mobilizing and coordinating a global collaborative effort to improve the world drug situation. 

Dr NIGHTINGALE (United States of America) proposed that the words "Action Programme" should be 
replaced by "WHO". The action proposed in the paragraph was further to WHO's activities in support of a 
revised drug strategy as set out in operative subparagraph 4(1) and involved many parts of the Organization in 
both headquarters and the regions. 

Professor KHONJE (Malawi) said that in the interests of consistency he could agree to that change. 
Nevertheless the Action Programme had the major role in providing conceptual leadership and advocacy in the 
area concerned. 

The amendment, so modified，was adopted. 

Dr CORNAZ (Switzerland) proposed that the final subparagraph, now to be renumbered 5(4), should be 
amended to read: 

(4) to report periodically to the World Health Assembly through the Executive Board on progress 
achieved and problems encountered. 

It was so agreed. 

The draft resolution，as amended, was approved.1 

Safety and efficacy of pharmaceutical products: Item 19.2 of the Agenda (Resolutions WHA41.16, 
WHA41.17, WHA41.18, EB89.R2 and EB89.R3; Document A45/132) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that at its eighty-ninth session 
the Board had been informed by its Committee on Drug Policies that progress in the implementation of the 
revised drug strategy had been commendable, especially in connection with the quality assurance of drugs, 
requirements for their registration, the provision of related information through WHO publications and the 
observance of the WHO Certification Scheme on the Quality of Pharmaceutical Products Moving in 
International Commerce. During the ensuing discussion several Board members had emphasized that WHO 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 2 7 . 

2
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had a major role to play in drug regulation internationally. Since the less developed countries had few 
resources for independent analytical control of drugs, reliance must be placed, for locally-produced products, 
on the enforcement of WHO's good manufacturing practices by a national inspectorate, and for imported 
products on the rigorous implementation of the WHO Certification Scheme. 

In resolutions EB89.R2 and EB89.R3, the Board recommended two draft resolutions for adoption by the 
Health Assembly, the first on WHO ethical criteria for medicinal drug promotion, and the other on newly 
proposed guidelines on the WHO Certification Scheme. She stressed that resolution EB89.R2 had been 
adopted after considerable discussion in the Board, which had concluded that the Council for International 
Organizations of Medical Sciences (CIOMS) would be the most appropriate forum for the meeting suggested, 
and on the understanding that WHO would be fully involved in the planning and organization of the meeting. 
The objective was to provide a reasoned discussion paper on the WHO ethical criteria that was respectful of 
all viewpoints. The paper should offer constructive proposals that would be submitted, at least in preliminary 
form - together with other initiatives proposed by the WHO Secretariat - to the Executive Board's Committee 
on Drug Policies in January 1993, and that would subsequently result in action by WHO. 

The CHAIRMAN drew the Committee's attention to the following draft resolution on harmonizing drug 
regulations, which was proposed by the delegations of Australia, Canada, Finland, Jamaica, Myanmar, and the 
United Arab Emirates and had been circulated two days previously: 

The Forty-fifth World Health Assembly, 
Recalling resolution WHA26.30 regarding the implementation of an international drug information 

system, resolution WHA28.65 on good manufacturing practices and resolutions WHA37.33, WHA39.27 
and WHA41.16 on the rational use of drugs; 

Appreciating the contribution made to the promotion of harmonized activities and information 
transfer between regulatory authorities by the International Conference of Drug Regulatory Authorities 
(ICDRA); 

Recognizing that international harmonization of technical requirements for drug registration will 
contribute to reducing the costs of pharmaceuticals, increase their availability worldwide and accelerate 
the development of new drugs, while maintaining high standards of quality, safety and efficacy; 

Noting the recent initiatives by regulatory agencies and the pharmaceutical industries in the 
harmonization of standards and requirements for drug regulation, including the First International 
Conference on Harmonization of Technical Requirements for Drugs, held in Brussels in November 1991; 

1. URGES Member States: 
(1) to complete the implementation of their national drug strategies, including a full inventory of 
drugs available in their markets; 
(2) to support and participate in sessions of the International Conference of Drug Regulatory 
Authorities concerning harmonization of drug regulatory activities; 
(3) to review and adopt where appropriate, through national processes, internationally accepted 
standards for the testing and registration of pharmaceuticals and biologicals; 

2. INVITES the pharmaceutical industry to continue to collaborate with drug regulatory authorities 
and with WHO, where appropriate, in order to ensure that the advantages of harmonization 
benefit all concerned; 

3. REQUESTS the Director-General: 
(1) to continue to offer Member States appropriate technology to assist with drug inventories 
and to further the international harmonization of drug regulatory regimes; 
(2) to strengthen ICDRA with a view to increasing the effectiveness of national drug regulatory 
activities. 

Dr MIYAKE (Japan), commended the progress report, supported the draft resolutions recommended by 
the Executive Board, and expressed appreciation of the guidelines for implementation of the WHO 
Certification Scheme. His Government was sure to begin implementing the guidelines and issuing the 
corresponding certificates within five years. 

He noted with satisfaction that WHO had chosen Tokyo as the August 1993 venue for the second 
meeting on the role of the pharmacist in medical care. The meeting would be important and useful for the 
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implementation of WHO's revised drug strategy. Japan continued to support WHO's financial and technical 
activities in that field, and hoped that the Organization would continue to accord them high priority. 

Finally, the International Conference of Drug Regulatory authorities had provided a valuable opportunity 
to exchange information, in which connection Japan supported the draft resolution on harmonizing drug 
regulations. 

Professor LEOWSKI (Poland) said that, with the prospect of entry into the European Community, 
Poland faced the challenge of having to comply with the Community's standards and requirements in respect of 
the safety and efficacy of pharmaceutical products. It was therefore concentrating on its human resource and 
training requirements, while pursuing broad international cooperation with the United States Food and Drug 
Administration, mainly through fellowships, and with other drug registration and quality control agencies. 
Poland was involved in close cooperation with the European Pharmacopoeia and had been granted observer 
status on its Commission. The provision of information by WHO and the European Community was also of 
great practical benefit. 

However, the coordination of complex activities in the field did present difficulties owing to the fact that 
drug regulatory authorities comprised a great number of organizational components. For that reason, he 
commended the Director-General on his progress report and expressed the hope that WHO would further 
strengthen its coordinating role. 

Mrs MATTHIAS (Canada) said that in October 1991 Canada had hosted the sixth International 
Conference of Drug Regulatory Authorities (ICDRA), the record attendance at which had included 70 WHO 
Member States, representatives of the WHO Division of Drug Management and Policies and WHO regional 
offices, the Commission of the European Communities, the European Free Trade Association, the Nordic 
Council on Medicines, and UNICEF. The Conference had adopted recommendations covering such matters as 
the WHO Certification Scheme, future perspectives of ICDRA, traditional medicines, and the local 
harmonization of drug regulatory requirements, and had featured a plenary discussion session with a panel 
composed of members of international pharmaceutical industry associations. The session had helped to 
sensitize both members and panel representatives to important issues such as counterfeit medicines and drug 
promotion practices. 

As had been noted at ICDRA, increasing attention was now being paid to the need for greater 
harmonization of drug registration procedures and other aspects of drug control. WHO had been involved in 
that process and should continue to voice the interest of its Member States. Canada was therefore a sponsor 
of the draft resolution on harmonizing drug regulations, and she urged the 93 Member States that had not yet 
done so to participate in ICDRA and thereby strengthen it. All national drug regulatory authorities could use 
ICDRA as a consultative and consensus mechanism. 

Canada also supported the draft resolution on WHO ethical criteria for medicinal drug promotion 
recommended in resolution EB89.R2, believing that WHO and CIOMS should jointly convene a meeting of 
interested parties, and the draft resolution on the WHO Certification Scheme recommended in resolution 
EB89.R3. 

Dr CORNAZ (Switzerland) said that WHO had an important and continuing role to play in the drug 
regulatory field. All those involved in the production of pharmaceuticals, their distribution and prescription, 
and their use had their respective responsibilities for setting standards and applying them, but the 
responsibilities of some were rendered all the greater by the inability of others to discharge theirs to the full, 
owing to the absence in the poorer countries of well-developed drug registration and surveillance 
infrastructures. WHO's responsibilities in quality assurance were both regulatory, in the promulgation of 
requirements, and operational, in the provision of support for the establishment and operation of national 
systems of quality control and of quality assurance during storage and shipment. 

Emphasizing the importance of WHO ethical criteria for medicinal drug promotion, she expressed the 
hope that WHO would, in a dialogue with all interested parties, pursue its efforts to strengthen the criteria and 
promote their application. In that connection she supported the proposal to organize, under WHO's auspices， 

a meeting of interested parties. 
She would have appreciated more information, in the report before the Committee, on WHO's activities 

in relation to elements other than efficacy and safety involved in implementation of the drug strategy, 
particularly on information and training • two major elements in the drug strategy and in the rational use of 
drugs. 

Dr FATTORUSSO (Italy) noted that the problems considered in the report concerned both 
industrialized and developing countries. The direct collaboration that now existed between the regulatory 
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authorities of the most highly industrialized countries had led to a reduction in WHO's standardization 
activities, and he wondered whether that was in everyone's interest. As things stood, the good manufacturing 
practices, the international biological standards and the international nonproprietary names for pharmaceutical 
substances were the main international standards promulgated by WHO and recognized by the majority of 
Member States. However, WHO was also developing new activities relating to the exchange of information 
between national drug monitoring authorities, thus establishing a very useful link between the industrialized 
nations and the developing countries, which constantly needed objective and up-to-date information on new 
and existing drugs. That new aspect of WHO's role should be encouraged, and he therefore supported the 
draft resolution on harmonizing drug regulations. 

Italy had from the outset participated in the WHO Certification Scheme and was interested in the 
proposals concerning it that were contained in the progress report. He had not yet had time to assess their 
administrative implications, but did not foresee any difficulty in that regard and could therefore agree to the 
draft resolution on the WHO Certification Scheme recommended by the Executive Board. 

As to the International Drug Monitoring Programme, he was fully satisfied with the work of WHO's 
collaborating centre at Uppsala and grateful to the Government of Sweden for its support to the centre. Italy 
was an active participant in that programme, and had, since 1984，transmitted to the centre some 8900 reports 
on suspected adverse drug reactions. With regard to the question of access to the Uppsala centre's data base, 
mentioned in part IV, section 4 of document A45/13, the provision of the data, which were the result of 
confidential information transmitted to WHO by national centres, must remain the direct responsibility of the 
Director-General of WHO. 

Dr MORK (Norway), speaking on behalf of the Nordic countries, said that they were deeply concerned 
at the growing problem of counterfeit and substandard drugs and at the slow progress being made to assure the 
quality and safety of drugs moving in international commerce and marketed in developing countries. 

It was essential to the success of the revised drug strategy that prescribers, pharmacists and the general 
public should understand the concept of the rational use of drugs. WHO and individual countries must 
therefore place far more emphasis on that concept through information, education and communication. 

Prescribers the world over were eager to have information on new drugs and new knowledge about old 
ones. In most cases the pharmaceutical industry was the main source of such information, which made it 
important that there should be interaction and dialogue between industry, public health authorities, 
professional organizations and consumers. The Nairobi Conference in 1985 had called for the development of 
ethical criteria for medicinal drug promotion. WHO's 1988 publication on Ethical criteria for medicinal drug 
promotion partly served that purpose, as did the Code of Pharmaceutical Marketing Practices adopted by the 
International Federation of Pharmaceutical Manufacturers Associations (IFPMA) in 1981. However, none of 
those instruments would have any impact if they were not adhered to, monitored and analysed, and if 
appropriate action was not taken at both national and global levels. WHO had a major role to play in that 
sphere, and he was somewhat concerned that the progress report gave little information on the implementation 
of the principles embodied in the WHO criteria. Very few countries had responded to the questionnaire sent 
out by WHO, and it was clear that the Organization needed to intensify its activities for the implementation of 
its criteria. While recognizing the high competence of CIOMS and the value of its contribution, he 
emphasized that the responsibility for further development must rest with WHO. 

Any public health programme must be based on scientifically sound information, and he welcomed the 
efforts being made to tackle some of the unsolved problems through the revised drug strategy and the Action 
Programme on Essential Drugs. Good examples of those efforts were WHO's Model prescribing information 
series, the WHO drug information bulletins, and the unpublished "Model Guide to Good Prescribing" that was 
being field-tested. He commended WHO on the work done to date. 

On behalf of Norway, he proposed four amendments to the draft resolution contained in document 
EB89.R2. The third preambular paragraph should be amended to read: 

Noting with concern that little information is available on any progress in controlling medicinal 
drug promotion through the use of the concepts embodied in the WHO ethical criteria; 

and the fourth preambular paragraph to read: 

Noting that many drug regulatory authorities do not yet have the administrative resources to 
regulate drug promotion. 

In the first line of operative paragraph 1, the words "intensify efforts to" should be inserted between "URGES 
Member States to" and "involve government agencies", since efforts were already under way in many countries. 
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Finally, as he and other speakers had intimated, WHO should have full responsibility in connection with the 
ethical criteria. In order to make that quite clear, he proposed that operative paragraph 2(1) should read: 

(1) to convene, jointly with the Council for International Organizations of Medical Sciences (CIOMS), a 
meeting of interested parties to discuss approaches to further promoting the principles embodied in 
WHO's ethical criteria for medicinal drug promotion. 

Dr BOUZOUITA (Tunisia) said that his country had been participating in the WHO Certification 
Scheme since 1978. It had subsequently developed its own system of quality assurance, with both operational 
and consultative structures. 

All imported pharmaceutical products had to receive a marketing licence, which the Tunisian Ministry of 
Health granted only after the applicant had demonstrated that the product had been licensed for sale in the 
country of origin and it had been produced in an authorized factory, in compliance with the appropriate 
requirements and quality control procedures. 

Locally produced drugs were subject to regulations similar to those for imported products. In addition， 
local production was monitored throughout the manufacturing and distribution process. Manufacturers of 
pharmaceuticals had to be licensed by the Ministry of Health, in accordance with good manufacturing practice. 

His country had developed a legislative framework which had resulted in the establishment of quality 
assurance structures, enabling it to grant licences to drug exporters. 

He noted with satisfaction the Organization's efforts to harmonize drug registration. Tunisia particularly 
appreciated the assistance it had received in computerizing its licensing procedures and in monitoring its 
imports and welcomed the linking of the Maghreb countries in that effort. Other noteworthy efforts of the 
Organization were defining the role of the pharmacist and information activities. 

Dr NIGHTINGALE (United States of America) commended WHO for its sponsorship of the 
International Conference of Drug Regulatory Authorities, which presented a valuable opportunity for the 
Organization to provide leadership in strengthening national drug regulatory capabilities, in particular by 
providing information needed by both developing and developed countries. 

More work was needed to promote the use of the WHO ethical criteria, particularly at the national level. 
In that connection, his delegation endorsed the draft resolution contained in resolution EB89.R2 but proposed 
that paragraph 2(1) should be clarified by inserting the words "in collaboration with WHO" after "convene a 
meeting of interested parties". He wondered also whether a more forceful word than "suggest" might be used 
in the same paragraph. 

His country had for many years cooperated with WHO in implementing the Certification Scheme by 
providing certificates to foreign governments for pharmaceutical products. Several elements of the Scheme 
needed to be refined, however, including the certification document itself. It was gratifying that WHO had 
undertaken a pilot project to determine how the Scheme was functioning and how it could be improved. Major 
international harmonization activities, such as the First International Conference on Harmonization of 
Technical Requirements for Drugs, were likely to have an impact on the Certification Scheme. WHO should 
maintain its role in those activities in order to ensure that its guidelines were up to date. 

The Organization was to be commended for initiating activities to prevent and detect the export, import 
or smuggling of spurious and counterfeit drugs. The joint WHO IFPMA workshop on counterfeit drugs, held 
in April 1992 in Geneva, had proved most valuable to his country's Food and Drug Administration. WHO 
would be facilitating future communication between organizations working in that area and his Government 
would continue to participate in that effort. 

His delegation was pleased to note the progress made in the international drug monitoring programme. 
Use of the Organization's data base on the adverse effects of marketed drugs had helped alert United States 
authorities to potential problems. He supported the draft resolution on the WHO Certification Scheme as 
recommended by the Executive Board in its resolution EB89.R3 and the draft resolution on harmonizing drug 
regulations. 

Mr VAN DONGEN (Netherlands) commended the Organization for its efforts to promote the use of the 
WHO ethical criteria. His delegation was generally in favour of the draft resolution proposed by the Executive 
Board in its resolution EB89.R2, but considered it a compromise that could benefit from further revision. He 
preferred, for instance, the proposed Norwegian amendment to paragraph 2(1) to that proposed by the United 
States of America, since the Organization should not delegate any part of its responsibility to a 
nongovernmental organization. 

He himself had amendments to propose. First, paragraph 2(2) should be replaced by: 
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(2) to develop strategies and strengthen mechanisms for the dissemination, promotion, implementation 
and monitoring of the ethical criteria on medicinal drug promotion at country and global levels. 

Secondly, as it stood paragraph 2(3) stated that any action taken should be reported to the Committee 
on Drug Policies of the Executive Board. He wondered whether that was justified from a legal point of view, 
since that Committee was simply a suborgan of the Board. Given its importance, the matter should be brought 
to the attention of the World Health Assembly. He proposed, therefore, that paragraph 2(3) should be 
reworded to read: 

(3) to report the outcome of the meeting of interested parties and other actions of the Organization 
relevant to this issue to the Forty-seventh World Health Assembly through the Executive Board. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that his delegation 
welcomed the Organization's continued support for the International Conference of Drug Regulatory 
Authorities and appreciated the various initiatives undertaken to strengthen relationships between national 
drug regulatory authorities. In that connection, the International Pharmacopoeia had a valuable role to play, 
particularly in assisting developing countries to ensure the quality of medicinal products. The principles of 
ensuring safety, quality and efficacy were of universal importance. The potentially disastrous consequences of 
circulating counterfeit, substandard or spurious products had global implications and his delegation endorsed 
the need for the proposed meeting of interested parties with the International Federation of Pharmaceutical 
Manufacturers Associations. It was vital to develop joint activities to curb the dangerous circulation of 
ineffective and substandard preparations. 

While his Government was encouraged by the steps taken so far by Member States to adopt the WHO 
ethical criteria, it remained concerned at the difficulties which had been experienced by some developing 
countries in adopting those criteria and which highlighted the need for further discussion on how the criteria 
could be promoted. Such discussions would be useful only if all interested parties were involved. 

With regard to the draft resolution recommended by the Executive Board in its resolution EB89.R2, he 
believed that more emphasis should be placed on the Organization's involvement in the proposed meeting of 
interested parties, as referred to in paragraph 2(1). However, his delegation was not in favour of altering the 
substance of the draft resolution, although it could agree to the clarification of the Organization's role 
proposed by the United States delegation. The amendment preferred by the Netherlands changed the 
intention of the carefully considered proposals of the Executive Board, but he agreed with the Netherlands that 
the outcome of the meeting should be reported to the World Health Assembly. 

His country strongly supported the objectives of the WHO Certification Scheme. It had carried out a 
pilot test of the Scheme in August 1991 and, from that experience, considered that the current format of the 
certificate was not entirely satisfactory. It would be preferable to have data submitted in a form that could be 
easily computerized. 

It was important that WHO should develop a strategy for international drug monitoring compatible with 
existing drug monitoring and surveillance programmes. That was the only way to have free and rapid 
interchange of information between such programmes. 

Mr IHNÁT (Czechoslovakia) said that the WHO Certification Scheme, which was of great value, was 
intended to strengthen licensing and registration systems，not to replace them. National quality control and 
assurance systems were still necessary. Overall quality control of the manufacturing process was essential to 
ensuring high-standard drugs for the consumer. 

Under the legislation issued by the Czech and Slovak ministries of health, good manufacturing practices 
had been implemented since 1990, in accordance with resolution WHA28.65. 

To implement drug policies fully, there was a need for training and continuing education in hospitals and 
retail pharmacies, quality assurance, regulatory and registration procedures, quality control laboratories, drug 
manufacturing units, and drug supply and management activities. Collaboration between WHO and the 
International Federation of Pharmaceutical Manufacturers' Associations and the World Federation of 
Proprietary Medicine Manufacturers would provide trained personnel to carry out quality assurance through 
pharmaceutical inspection services. 

His delegation endorsed the three draft resolutions currently before the Committee. 

Dr BAD RAN (Jordan) expressed support for the report in document A45/13, especially in regard to 
WHO ethical criteria for medicinal drug promotion and the WHO Certification Scheme. She suggested that 
amendments were needed to both the draft resolutions recommended by the Executive Board. In the one 
contained in resolution EB89.R2, operative paragraph 2(1) should be reworded to provide that WHO should 
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adopt and implement the ethical criteria for medicinal drug promotion and convene a meeting of interested 
parties to discuss approaches to further promoting the principles embodied in those criteria as well as a 
consultation of other specialized scientific and research bodies, and then present recommendations to the 
Director-General. 

In the draft resolution contained in resolution EB89.R3, she proposed the addition of a third operative 
paragraph calling for strengthening the drug information system globally by the establishment and distribution 
of up-to-date lists of officially licensed and registered pharmaceutical manufacturing companies in different 
countries that produced pharmaceutical raw materials and finished products, in addition to the annual 
consolidated list of banned products published by the United Nations. 

Mrs HODGKIN (International Organization of Consumers Unions), speaking at the invitation of the 
CHAIRMAN, said that IOCU, with more than 180 member organizations in over 70 countries, had played an 
important role in the work of the network Health Action International (HAI) for more than 10 years. IOCU 
and HAI were committed to the full implementation of the WHO essential drug concept and had consistently 
supported efforts to achieve a more rational use of drugs, cooperating with the Action Programme on Essential 
Drugs and other relevant WHO programmes. 

IOCU particularly welcomed the Action Programme's "Charter for equity in essential drugs",1 the 
growing recognition that essential drugs policies could work only if they were understood and supported by 
consumers, and the emphasis on information, education and communication. Following the involvement of the 
Action Programme in workshops organized by IOCU and HAI in Latin America and Africa to promote the 
national use of drugs, the Programme had given support to IOCU for 1991-1994 for the organization of 
national workshops in six Asian countries to increase prescriber awareness of the essential drug concept. 

T h e W H O publ i ca t ion , The rational use of drugs in the management of acute diarrhoea in children, w a s a n 
important tool for consumers and health workers alike and was being widely used in public health campaigns; 
a Bengali version co-financed by HAI and WHO had just been issued. It was encouraging to note that several 
inappropriate antidiarrhoeals had recently been taken off the market, and IOCU would continue to campaign 
for the removal of other inappropriate products. The commitment made by delegates at the Health Assembly 
to developing and implementing national essential drug policies was also encouraging. In the worsening 
international situation reported by the Director-General, WHO's support in the development of national drug 
policies was welcome. While national action remained essential, WHO leadership was also crucial. 

Counterfeit drugs contravened consumers' rights, including the right to truthful information, but an even 
greater public health problem was that of substandard drugs. 

IOCU and HAI had always been particularly concerned with issues relating to the promotion and 
marketing of drugs. Since the adoption of ethical criteria for medicinal drug promotion at the Forty-first 
World Health Assembly, little progress had been made in promoting or implementing the WHO ethical 
criteria, and only two countries had indicated that they had taken the criteria into account in reviewing their 
regulatory system concerning pharmaceutical promotion. HAI had accordingly developed a series of indicators 
and had carried out a pilot study in 31 countries. The results suggested that the criteria had had minimal 
impact on the standard of promotional practice, that few countries had adequately answered the call to 
monitor and enforce the implementation of measures, and that the standards in developing countries still 
lagged behind those in the developed countries. There was evidence of continuing unethical drug promotion 
and the failure of voluntary industry codes to deal with it. There was a need for strong WHO leadersh^ and 
support to national governments in controlling and monitoring drug promotion. It was important to refine the 
performance indicators and survey instrument piloted by HAI, to monitor national implementation of WHO 
ethical criteria regularly, to revise and strengthen WHO ethical criteria on a regular basis, and to report on 
progress to the World Health Assembly. 

Consumer organizations would continue to monitor developments and were willing to cooperate with 
WHO, national governments and others in establishing, promoting and implementing policies to regulate 
medicinal drug promotion. In conclusion, if there were less expenditure on promoting inessential drugs and 
expensive brand-name medicines, less waste and irrational use, fewer drugs of substandard quality and less 
secrecy in drug regulation, funds might become available for more attention to other forms of treatment, 
greater access to essential drugs, more drugs of guaranteed quality and more independent information and 
training for prescribers and consumers. 

Mr GALLOPIN (International Pharmaceutical Federation), speaking at the invitation of the 
CHAIRMAN, assured WHO of the Federation's full support for three aspects of its pharmaceutical activities. 

1

 See document W H O / D A P / 9 2 . 5 . 
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First, it supported WHO's efforts to harmonize drug registration procedures; the draft resolution on 
harmonizing drug regulations was a most timely initiative. Secondly, it welcomed the establishment of the 
WHO Certification Scheme, which made for quality assurance even in the absence of an appropriate quality 
control laboratory. It therefore fully supported the draft resolution recommended in resolution EB89.R3. 
Thirdly, since the quality of information on drugs supplied both to health professionals and to patients must be 
beyond reproach, it was in favour of the draft resolution on WHO ethical criteria for medicinal drug 
promotion. 

Aware as it was that many Member States suffered from a shortage of qualified pharmacists, the 
Federation was gratified to note that WHO had prepared and utilized reports on the role of pharmacists in 
health systems and that the Organization was planning a conference on that subject in Tokyo in 1993. Finally, 
the topic of the Technical Discussions at the current Health Assembly highlighted the fact that pharmacists 
must be particularly careful to provide women with appropriate information on hygiene and health. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said that the Council was fully prepared for continued collaboration with WHO, 
especially in the delicate area of ethics. Its experience in that area included the development, in close 
collaboration with WHO, of a number of ethical criteria, which were included in guidelines for various fields of 
research. Regarding drug safety, the experience of CIOMS had revealed the importance of collaboration with 
national drug regulatory authorities and drug manufacturers. In both fields - ethical criteria and drug safety -
it was crucial to ensure, from the outset and under WHO's authority, the involvement of consumer 
organizations, the medical profession, the academic community and national drug authorities. CIOMS offered 
its experience and resources in support of the implementation of the draft resolution on WHO ethical criteria 
for medicinal drug promotion, including the convening of a meeting as there suggested. 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers' Associations), speaking at the 
invitation of the CHAIRMAN, said that IFPMA represented the broad majority of the world's pharmaceutical 
industry, including virtually all the research-based sector. It was collaborating with and providing financial 
support for some 15 WHO programmes, and he believed that, with encouragement from the Health Assembly, 
the industry could be motivated to continue and even augment that support. 

On the subject of drug quality, IFPMA had supported and participated in a recent successful workshop 
organized by WHO on the issue of counterfeit medicines. There was a risk that counterfeiting would become 
an epidemic and there were indications that organized crime was involved. Effective action must be taken to 
prevent its spread. The recommendations of the workshop would, he believed, lead to action that would 
diminish that criminal activity. He was gratified to note that the issue of drug quality was receiving higher 
prominence than in the past. Management of the question of drug quality would help to resolve many of the 
problems of drug availaéility and use. 

Although the extended use of the WHO Certification Scheme went some way towards regulating the 
quality of imported products, there was a critical need for an effective system of drug regulation, together with 
the application of good manufacturing practice (GMP) requirements to all products on the market. The role 
of WHO in providing guidelines and assistance to countries as well as GMP inspection was very important. 
IFPMA had helped with the installation of government quality control laboratories and with training. It had 
also played an important role in the organization of the first international conference on harmonization of 
technical requirements for drugs and was working on preparations for the second and third conferences. The 
Federation welcomed the draft resolution on harmonizing drug regulations and would certainly respond 
favourably to the invitation to the industry expressed in the second operative paragraph. 

The pharmaceutical industry had not overlooked its obligation to market its products in a responsible 
and ethical way. IFPMA had recently published a review of the use and application of the IFPMA Code of 
Pharmaceutical Marketing Practices, which was acknowledged to have brought about a significant improvement 
in marketing standards. The Federation believed that the Code, whose application was under constant review, 
was fully consistent with WHO ethical criteria. It had reacted positively to the Executive Board's proposal to 
ask CIOMS to convene a meeting to consider ways of further promoting the principles of the criteria. It 
hoped that there was general support for the draft resolution recommended by the Executive Board in 
resolution EB89.R2, with the United States amendments, and that accordingly IFPMA and its constituents 
would be able to play a constructive part in such a meeting. 

Dr REINSTEIN (World Federation of Proprietary Medicine Manufacturers), speaking at the invitation 
of the CHAIRMAN, said that WFPMM had 40 national member associations comprising manufacturers of 
non-prescription medicines in developed and developing countries. Commending the report (document A45/B, 
part II) on the ethical criteria for medicinal drug promotion, he supported the Executive Board's 
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recommended resolution on that subject, requesting a meeting of representatives of government agencies, 
consumers, the health professions, industry, and the media. Such a meeting, held jointly with WHO, would 
allow discussion of industry's new research findings, enable health professionals to make known their views, 
give governments an updated and broader view of the field so that they could adjust their regulatory control of 
drug promotion accordingly，and enable consumer organizations to present new information. 

WFPMM's concern with drug promotion related to medicines which could be legally sold and advertised 
directly to the public for responsible self-medication. The industry it represented was thus concerned with 
communicating efficiently and clearly to lay people. WFPMM had commissioned independent research on that 
subject and had shared the results with WHO. A review of independent studies had been compiled and a 
booklet had been published giving the principal data and conclusions. Copies had been provided to WHO and 
were available to all those interested in the practice of responsible self-medication. The review had shown 
that, while there were national differences, people were cautious and responsible in their use of non-
prescription medicines. In the previous year, WFPMM had been associated with WHO's work to develop 
guidelines for the assessment of herbal medicines, and was gratified to note that they had been endorsed by 
the International Conference of Drug Regulatory Authorities in October 1991. 

In conclusion, he expressed full support for the work of WHO relating to responsible self-medication, for 
the draft resolution on harmonizing drug relations and for the draft resolution on the WHO Certification 
Scheme contained in resolution EB89.R3. 

Professor MATTHEIS (Germany) said that, since reliable information was essential to ensure safe use, 
her country welcomed the WHO effort to formulate criteria for proper advertising of medicinal drugs and 
work towards their observance. Most industrialized countries had regulations on the subject that, like the 
proper manufacture of pharmaceutical products, were subject to state supervision. Usually, however, those 
regulations applied only to the domestic market, not to the activities of companies abroad. Self-regulation by 
the pharmaceutical firms that were members of IFPMA and their adherence to the code that had been 
described by the Federation's representative were welcome, but since there were pharmaceutical manufacturers 
that did not belong to IFPMA and were therefore not bound by the code, it was necessary for all countries to 
create the necessary legal framework and a system for supervising commerce in pharmaceutical products, 
including appropriate and reliable advertising. 

The WHO Certification Scheme had the full support of Germany. Although Germany also approved the 
proposed extension of the Scheme to include raw materials used in the manufacture of drugs, it considered 
that the substances covered might be restricted to pharmaceutically active ingredients. Implementation of the 
Scheme required suitable legal frameworks in exporting and importing countries alike. State supervision of 
pharmaceutical manufacturers was necessary to ensure that they observed good manufacturing practices. The 
independent analyses of finished products referred to in resolution EB89.R3 could serve as a tool in 
supervision, manufacture and distribution but could not be introduced routinely for all products and all 
production batches. Countries of the Third World should also be encouraged to make use of the Scheme. 

Germany supported in principle the draft resolutions recommended in resolutions EB89.R2 and EB89.R3 
but looked forward to seeing the proposed amendments in writing. 

Dr BAD RAN (Jordan) said that, in the light of the WHO regional strategy for implementing the 
Certification Scheme, Jordan was adopting a legislative and regulatory system which was the product of 
cooperation between different departments of the Ministry of Health and should ensure the safety and efficacy 
of all pharmaceutical products, whether manufactured locally or imported. A governmental drug quality 
control laboratory helped to ensure that no product was introduced that did not meet the required standards. 
The importance of that laboratory's work could be illustrated by the fact that the proportion of locally made 
products that did not meet those standards had fallen from 3.6% in 1988 to 0.8% in 1992, and the proportion 
of imported products that failed to meet them from 4.5% to 3.3% over the same period. 

Mr CHIDARIKIRE (Zimbabwe) said that in his country ensuring correct conduct in all matters 
concerning pharmaceuticals was the responsibility of the Drugs Control Council, which had been constituted 
under the Drugs and Allied Substances Control Act 20 years previously. In collaboration with WHO, and 
particularly the Action Programme on Essential Drugs, the Drugs Control Council had recently updated its 
drug registration procedures by introducing a computerized data base, ZIMDIS (Zimbabwe Drug Information 
System). For the past two years, the Drugs Control Council had had the use of a laboratory; construction of a 
building to house it had received support from WHO, nongovernmental organizations and other donors. 
Another institution involved in that activity was the Drugs and Toxicology Information Service, an organ of the 
University of Medicine, supported by the Ministry of Health and WHO. The Drugs Control Council 
monitored drug promotion by examining reports from its members and complaints from the general public, 
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largely concerning advertisements in the media. Most of its work involved evaluating labelling and package 
inserts at the stage of registration. The Council had no prescribed code of ethics for practitioners. 

Zimbabwe had a viable local manufacturing sector, which worked closely with the regulatory authorities. 
Thus, many of the problems identified in the Director-General's report did not appear to exist in his country, 
but that might be because the subject had not been studied; perhaps WHO could provide facilities for 
Zimbabwe to study drug promotion activities and benefits to consumers. 

He endorsed the report in document A45/13 and expressed particular satisfaction with part I, 
paragraph 14.3: information on available resources, such as raw materials for local manufacture of good 
quality products, was a vital need. Zimbabwe also supported the draft resolution recommended in resolution 
EB89.R2, as modified by Norway and the Netherlands. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said the Board was fully aware of 
the rights of WHO and the nongovernmental organizations. When introducing the Board's resolution 
EB89.R2, she had referred to CIOMS but had pointed out that WHO would be fully involved in the planning 
and organization of the suggested meeting, the aim of which was to produce a reasoned discussion paper that 
would represent all points of view. The Executive Board had established a multidisciplinary scientific 
committee to study drug policy, which would make proposals to the Board, and those would be passed on by 
the Board to the World Health Assembly. The discussion had been useful, and the draft resolution 
recommended by the Board appeared to be acceptable with only minor changes. 

Dr HU Ching-Li (Assistant Director-General) said that the important issue of the safety and efficacy of 
pharmaceutical products had been discussed thoroughly. The Secretariat would pursue further collaboration 
with Member States to ensure implementation of the ethical criteria for medicinal drug promotion and the 
proposed guidelines on the WHO Certification Scheme; collaboration would also be strengthened to improve 
national capacities for establishing regulatory authorities, particularly in developing countries. 

Although a free debate was essential on the issue, the implications for the budget of WHO should of 
course be kept in mind. 

Dr DUNNE (Division of Drug Management and Policies) emphasized that the keys to improving the 
performance of countries in the activities under discussion were better control, formal drug registration, formal 
product licensing and, for developing countries, following WHO guiding principles for small regulatory 
authorities. Concern had been expressed by Norway about the small number of countries that had 
implemented ethical criteria; that surely reflected the lack in those countries of a clearly defined 
pharmaceuticals market and of an effective registration system. WHO had tried to supply technology that was 
acceptable and practicable. A notable advance had been the development of a software package for drug 
licensing. Within two years, more countries would be able to respond with confidence on questions about 
advertising standards, counterfeit medicines and matters of quality assurance; those issues were now within 
the grasp of all countries. 

The programmes had received a great deal of support from Member States: Denmark, Sweden and the 
United Kingdom of Great Britain and Northern Ireland had contributed by preparing and establishing 
reference materials for biological products and pharmaceuticals, and Sweden had contributed regularly for the 
past 12 years to the international drug monitoring programme. He was grateful to the countries that had 
hosted the international conferences of drug regulatory authorities. The governments of Italy, Germany and 
Japan had provided support for development of the computerized software and allowed WHO to extend 
training in analytical and regulatory matters to pharmacists. 

The DIRECTOR-GENERAL, commenting on the application of WHO ethical criteria for medicinal 
drug promotion, emphasized that promotion comprised many aspects other than advertising. 

The amendment proposed by Norway to operative paragraph 2(1) of the draft resolution recommended 
by the Executive Board in resolution EB89.R2 posed a problem, for a decision to hold a joint meeting with 
CIOMS would have immediate financial implications for WHO, and the Netherlands proposal to amend 
operative paragraph 2(3) in such a way as to request the Director-General to report on action taken to the 
Forty-seventh World Health Assembly posed another. The current financial situation was such that he could 
finance a joint meeting only from the next biennial Programme Budget i.e., 1994-1995; the requested report 
could thus be presented only to the Forty-eighth World Health Assembly. Two options were open: WHO 
could perhaps be given some flexibility, either to co-sponsor a meeting with CIOMS in 1992 or to wait to 
convene a joint meeting until the financial situation at WHO was clarified. It might be difficult to finance such 
a meeting from the Director-General's Development Programme. Perhaps a Member State might provide 
extrabudgetary support for such a meeting, but he had seen no sign of such an offer. The amendments 
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proposed by the United States of America and Norway were widely different, that of the United States of 
America appearing closer in spirit to the draft resolution proposed by the Executive Board, and it was to be 
hoped that the interested parties would achieve a consensus. 

One of the amendments proposed by Jordan to the draft resolution in resolution EB89.R3 emphasized 
the importance of information on drugs. If WHO were requested to collect and disseminate such information, 
however, additional financial resources would again be required. 

In the draft resolution on harmonizing drug regulations, operative paragraph 3(2) requested the 
Director-General "to strengthen ICD RA with a view to increasing the effectiveness of national drug regulatory 
activities". Adoption of that provision would imply expansion of the ICD RA mechanism. The Secretariat 
would take note of the proposal and, in consultation with ICD RA, organize more effective and efficient 
mechanisms to meet the information needs referred to by the delegate of Jordan. 

The CHAIRMAN said that the amendments proposed to the draft resolutions recommended by the 
Executive Board in resolutions EB89.R2 and EB89.R3 would be considered at the next meeting, after they had 
been circulated in writing. Meanwhile, she invited the Committee to consider the draft resolution on 
harmonizing drug regulations that had been introduced during the current meeting. 

The draft resolution was approved.1 

(For continuation, see summary record of the twelfth meeting, section 2.) 

The meeting rose at 17h25. 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 2 8 . 



TWELFTH MEETING 

Thursday, 14 May 1992, at 9h00 

Chairman: Dr Catherine L. MEAD (Australia) 

1. HEALTH AND ENVIRONMENT: Item 20 of the Agenda (Resolution EB89.R17) 

WHO Commission on Health and Environment: Item 20.1 of the Agenda (Resolutions WHA42.26 and 
EB89.R17; Document A45/14) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Director-General had 
convened the WHO Commission on Health and Environment, as announced at the Forty-second World Health 
Assembly, to review present knowledge of the impact of environmental changes on human health, to identify 
areas where research was needed, and to provide the basis for a new WHO strategy for environmental health. 
The report of that Commission1 would constitute WHO's main input to the United Nations Conference on 
Environment and Development (UNCED) to be held in June 1992 in Rio de Janeiro. It was of paramount 
importance, for developed and developing countries alike, for the health dimension of the environmental and 
developmental crisis to be fully reflected in action to be decided by that Conference. The Commission's report 
was reviewed by the Director-General in document A45/14. 

The most important of several issues identified by the Commission as affecting health, development and 
the environment was poverty, a determining factor in ill-health and premature death. There were a number of 
other crucial issues. Excess use of resources, manifested as resource consumption or waste generation, 
produced environmental stress on ecosystems, reduced the productive and recycling potential of oceans and the 
atmosphere, and also created serious health risks. Overpopulation strained the capacity of the ecosystem in 
terms of sustainable use of resources and waste degradation. Macroeconomic policies, by governing trade, 
finance and pricing, determined the course of development. 

The underlying principle of the recommendations contained in the report was that good health depended 
on a good environment and sound socioeconomic development. Although environmental protection was 
usually consonant with health values, the latter must prevail in the event of conflict. Governments had the 
responsibility to provide the necessary strategic and institutional framework. 

The key roles of WHO in accommodating the needs identified by the Commission were: environmental 
interventions to control infectious diseases, especially diarrhoeal and vector-borne diseases; improvement of 
urban environmental health; collection, analysis and exchange of information on environmental conditions 
affecting health; accelerated support to poverty-stricken countries; enhanced assessment of health risks from 
chemicals; technical cooperation on risk management; promotion, support and coordination of environmental 
health research; increased capacity to prevent and respond to environmental emergencies with health 
consequences; strengthened support to health in the workplace; and promotion of community participation, 
with special attention to issues affecting women. 

The Executive Board had expressed satisfaction with the work of the Commission and with the clear 
messages contained in its report and had emphasized the need to integrate more appropriate environmental 
health policies with primary health care. It had considered that countries should take steps to control 
population, overconsumption and waste, and to improve public awareness about everyone's responsibility for a 
healthy environment. National and international data bases were needed to assess the quality of the 
environment and the health impact of environmental hazards. Emphasis had been placed on the need to 
include an environmental dimension in current WHO programmes, a question that could be elaborated during 
the development of the Ninth General Programme of Work. It had been recommended that the Board should 
establish a committee on health, environment and development to give advice in those areas. 

1 Our planet, our health. Report of the WHO Commission on Health and Environment. Geneva, World Health 
Organization, 1992. 
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In resolution EB89.R17，the Board recommended to the World Health Assembly the adoption of a 
resolution requesting the Director-General to formulate a new global strategy for environmental health based 
on the findings of the Commission and the outcome of UNCED and taking into account the need to consider 
environmental health within the broader context of environment and development. 

Professor MANCIAUX (France), commending the report of the Commission, emphasized the crucial 
importance of the role WHO could play in highlighting the relation between health, development and the 
environment at local, regional and international levels. The recommendations of the Commission should be 
studied and promoted by WHO. The work of the Commission should form the basis of WHO's message to 
UNCED. France supported the draft resolution recommended by the Executive Board. 

Dr KORTE (Germany) highly commended the work of the Commission. He fully agreed with the 
content of its report, which was in line with the European Charter on Environment and Health that had been 
adopted unanimously by the First European Conference on Environment and Health, held in Frankfurt, 
Germany, in December 1989. 

The work of the Commission was an essential contribution, and indeed the only satisfactory input 
concerning health, to the United Nations Conference on Environment and Development. 

In view of the seriousness of environmental health problems, it was essential to support the draft 
resolution recommended by the Board. However, the requirements of Member States and WHO could be met 
in practice only if the reorientations reflected in the resolution were actually implemented in a progressive 
manner. That also applied to whatever resolutions would be adopted by UNCED. To breathe life into those 
texts, action was needed. 

Ms FILIPSSON (Sweden) speaking on behalf of the Nordic countries, commended the work and report 
of the Commission. The report provided an essential and timely assessment of the relationship between 
health, environment and development and constituted the health sector's main contribution to UNCED. Its 
findings and recommendations, and the outcome of UNCED, should be the basis of a new long-term WHO 
strategy on health and environment. The Commission had also made an important contribution to national 
applications of UNCED's "Agenda 21", thus encouraging the necessary changes in individual countries. 

Policies to protect and restore the natural environment should not be confined to the health effects of 
pollution and chemicals, since people's health was largely affected by the man-made conditions in homes, 
workplaces and the social environment. The interaction between human beings and the environment was a 
continuous process, which required the development of effective intersectoral strategies on environment and 
health. The policy formulation and technical guidance provided by WHO, for example in developing the 
European Charter on Environment and Health, was much appreciated. 

There was a powerful synergy between health，environmental protection and sustainable resources. 
There had been inspiring progress in redressing the imbalances due to the concentration of economic growth in 
industrialized countries and to population growth in developing countries, for example, in the UNCED 
preparatory process. Commitment was still required, however, in tackling problems such as excessive 
consumption (which depleted non-renewable natural resources), overutilization of scarce energy resources, and 
the shortsighted emphasis in industrialized countries on unsustainable growth. Uncontrolled population growth 
contributed to poverty, poor housing and hygiene, lack of education and the prevalence of infectious diseases, 
which, together with pollution, created additional environmental health hazards. 

WHO should support a dynamic population policy with a broad socioeconomic approach; family 
planning programmes carried out within the context of primary health care and with accessible and culturally 
acceptable contraceptive methods were essential for solving the problem of high fertility rates. The Nordic 
countries therefore urged WHO to establish a better focused and more visible policy on that issue for coherent 
programming in areas such as the intensified cooperation initiative, primary health care, family health, safe 
motherhood, reproductive health research and essential drugs, as well as disease control programmes aimed at 
increasing child survival. She agreed with the Commission's conclusion that the pressure on resources of 
growing population and rising consumption levels was so severe that it would be disastrous to wait for 
economic e^ansion to reduce fertility. 

The Nordic countries supported the draft resolution contained in resolution EB89.R17. 

Dr MASIRONI (Italy) expressing appreciation of the report of the Director-General and the work of the 
WHO Commission on Health and Environment, said that the Commission's report not only analysed the 
relationship between development and environment, but introduced the health dimension into the context of 
sustainable development. It thus gave a unified view of the environmental problems and risks emerging in 
industrialized and developing countries alike. In addition to political objectives, such as population control and 
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reduction of overconsumption and waste generation, it rightly drew attention to ways of ensuring that national 
development took account of health and environmental issues. The Commission had also suggested ways of 
optimizing cooperation between industrialized and developing countries. He emphasized the important 
expansion of WHO activities related to the environment, including the establishment of the new European 
Charter on Health and Environment. 

Dr VAN ETTEN (Netherlands) congratulated the Commission on its report, which provided a good 
overview of the relation between health, environment and sustainable development; it thus set the basis for 
collective action. He was pleased to inform the Health Assembly that the Dutch version of the report had just 
been presented to representatives of the Netherlands Government. 

The Commission rightly stressed the relation between health and sustainable development, though he 
considered that rather too broad a definition of "environment" had been adopted. Criticism could also be 
made of the fact that some problems had been dealt with separately that might have benefited from a more 
integrated approach and that some issues discussed in the body of the report were insufficiently described in 
the final chapters on strategies and recommendations. Moreover, recommendations had not been translated 
into proposals for action, nor were there indications of the financial implications. 

Concerning research programmes, the report should have laid greater emphasis on the need for more 
knowledge about the impact of environmental pollution on health in order to determine what measures should 
be taken. Research into the psychosocial effects of pollution deserved special attention. Lastly, he wished to 
stress the relation between preventive planning and environmental impact assessment. 

Despite those comments, the Netherlands believed that the report could make a significant contribution 
to UNCED and hoped that the recommendations it contained would result in an explicit reference to the 
relation between health and environment in the principles that would be enunciated in the Rio Declaration in 
June. 

Dr MIYAKE (Japan) thanked the Director-General for his report (document A45/14) and expressed 
Japan's support for the resolution recommended by the Executive Board. The health aspect of environmental 
issues had never been properly examined hitherto, so his delegation welcomed the establishment of the WHO 
Commission on Health and Environment, whose report would be WHO's main contribution to UNCED. 
Japan expected that WHO would take further initiatives on international environmental issues, for instance by 
providing the secretariat for the intergovernmental consultative forum on chemical safety, and hoped that the 
Organization would give even higher priority to environmental issues in the future. 

Dr DAVIS (United States of America) expressed his delegation's gratitude to WHO and the Commission 
on Health and Environment for their efforts to examine the wider context of environmental health and develop 
strategies for the Organization and its individual Member States to assess the health consequences of 
environmental change. The Commission's report gave details of the major environmental factors influencing 
human health and provided an excellent basis for developing a global strategy and plan of action for the 
prevention and control of environmental health problems, but he would welcome more details about the way in 
which priorities were to be implemented and research needs met. He would also like to know more about the 
possibility of integrating the activities of different WHO programmes, such as those concerned with vector-
borne diseases and workers’ health, as UNCED was likely to recommend. Such integration would have 
important implications for WHO's Ninth General Programme of Work. 

His delegation also felt that more attention should be given to the development and maintenance of 
national and international data bases on the quality of the environment and the assessment of the health 
impact of environmental hazards. 

Dr HALAT (Poland) said that in Poland 27 zones of "high ecological hazard" had been identified. They 
accounted for 11% of the territory of the country, but 35% of the population lived there, so many Polish 
scientific institutions were concentrating on research into health and the environment. Poland welcomed the 
cooperation of all countries in that field, especially as some research projects had had to be suspended owing 
to economic difficulties. Nevertheless, evaluation of environmental health risks was a research priority, and 
there were several projects in progress, including some involving the WHO Regional Office for Europe and co-
funded by the Netherlands Government. 

He did not consider it advisable to treat occupational exposure to health risks separately from non-
occupational exposure; all exposure to environmental health risks should be treated as one problem. The risks 
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from exposure to different types of hazards varied, but it would be valuable to analyse them in order to 
determine the origins of environmentally caused diseases. 

He commended the Commission on Health and the Environment, endorsed the report of the Director-
General, and supported the draft resolution recommended by the Executive Board. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) stressed the problems of rapid 
urbanization and their adverse effects on health, which were closely bound up with population growth and 
consequent pressures placed on the ecosystem. He welcomed the sections on research in the Commission's 
report, demonstrating as they did the difficulty of showing other sectors how the adverse consequences of 
environmental factors were reflected in health, especially when the health impairments were of multifactorial 
origin. More research was needed to show the relation between environmental causes and health effects. He 
strongly supported the draft resolution recommended by the Executive Board and agreed with Germany that 
the time had come for action. 

Mrs KANKARTI (Togo) congratulating the Director-General on the Commission's report, drew 
attention to two priority issues in her country: the first was deforestation due to poverty, which obliged women 
knowingly to destroy the forest in order to gather the wood they needed for fuel; the second was the scarcity 
of drinking-water. In order to combat deforestation, research was needed to find fuel substitutes so that 
women would not have to gather wood. 

V •. 

Professor RADZEVIC (Russian Federation) warmly congratulated the Director-General on document 
A45/14. The report of the WHO Commission on Health and the Environment would make a substantial 
contribution to UNCED; its recommendations could be applied by many Member States, regionally, nationally 
and locally, and should be incorporated in "Agenda 21". 

He particularly welcomed the establishment within the framework of WHO of a structure to deal with 
environmental concerns; in that connection he would propose the creation of a data bank and an international 
register of chemicals used for plant protection; and monitoring of dioxins through international, national and 
regional programmes under the aegis and with the participation of WHO. That would save millions of dollars 
by permitting countries to utilize approved substances without having to invest beforehand in costly individual 
research programmes. His delegation supported the draft resolution recommended in resolution EB89.R17. 

Dr ROJANAPITHAYAKORN (Thailand) said that the Commission's report expressed not only WHO's 
concern for the essential issue of the environment but also the aspiration to improve the health of the people 
through better environmental management. He agreed with the Executive Board that a new global strategy for 
environmental health should be developed. Very much aware of the importance of the environment for health, 
the Government of Thailand had conducted many public education campaigns and initiated many innovative 
activities. For the Ministry of Public Health the main targets included increasing safe water supplies and 
improving environmental sanitation, controlling the quality of water and air and of the environment of the 
workplace and industrial areas, and promoting the construction of waste treatment systems. The difficulty of 
mobilizing community participation and the paucity of scientific information on the health consequences of 
environmental changes associated with socioeconomic development were the two main obstacles to 
achievement in that area. The Government was trying to contribute to a solution of those problems by clearly 
defining the roles and functions of every agency concerned, establishing a body to coordinate environmental 
activities, and promoting environmental health research to identify causal relationships and quantify the effects 
of development on health. He called upon WHO to promote more research on the health consequences of 
environmental change so that more specific strategies could be developed. Lastly, he supported the draft 
resolution recommended by the Executive Board in its resolution EB89.R17. 

Mr GHIOTTI (San Marino) expressed support for the recommendations in the report of the 
Commission and requested the Director-General to implement them as quickly as possible. 

Dr NAPALKOV (Assistant Director-General) said that the tremendously expensive intervention in 
environment and development was by now completely justified by the paramount goal of maintaining the 
existence of mankind. It was obvious that the time for action had come; the concern of delegates was quite 
understandable and provided strong support for continued implementation of the action plan by the 
Secretariat. He thanked delegates for their appreciation of the work of the WHO Commission on Health and 
Environment and for their concern about research to identify areas in which basic and applied knowledge were 
urgently needed. The data bases and the establishment of priorities for implementation mentioned by the 
United States delegation were definitely needed to increase the effectiveness of WHO's action. 
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Dr KREISEL (Division of Environmental Health) thanking the delegates for their positive assessment of 
the Commission's report, pointed out that the Commission had worked under great pressure of time to be 
ready for the United Nations Conference on Environment and Development. As the representative of the 
Executive Board had stressed, the report was WHO's main input into that Conference and had influenced the 
Conference's Preparatory Committee; without the Commission's work, health would not have been on the 
agenda of the Conference. "Agenda 2Г, the action programme for the twenty-first century, contained a 
chapter "Protection and promotion of human health", which was concerned with meeting primary health care 
needs, particularly in rural areas; control of communicable diseases; protecting vulnerable groups; meeting 
the urban health challenge; and reducing health risks from environmental pollution and hazards. It had 
become a governmental strategy for the twenty-first century based on the discussions of the Preparatory 
Committee in New York, and WHO was mentioned in the chapter as the coordinating agency for that work. 

The Commission's work had also been instrumental in ensuring that health figured in the Rio 
Declaration, which, in its first principle, placed human beings at the centre of the concern for sustainable 
development and stressed the human right to a healthy and productive life in harmony with nature. Without 
the Commission's work that would not have been possible. The Conference needed to be attended by 
representatives of ministries of health, as urged by the Director-General in his circular letter of August 1991. 
The formulation of a new strategy for environmental health based on the findings and recommendations of the 
Commission and on the outcome of the Conference would be immediately followed up. Delegates，suggestions 
for emphasis on urbanization, research and intersectoral strategies would receive close attention. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended for adoption by 
the Health Assembly in resolution EB89.R17. 

Dr BADRAN (Jordan) proposed that operative paragraph 3 of the draft resolution should be amended 
by the insertion after subparagraph (1) of a new subparagraph reading: 

(2) to establish an international legislative act which urges the industrial countries to respect and 
implement their own regulations and other countries' regulations towards the protection of the 
environment. 

Subparagraph (2) would then be renumbered (3). 

Mr TOPPING (Office of the Legal Counsel) commented that since the proposed amendment was to be 
inserted in the operative paragraphs that requested the Director-General to take certain actions, it amounted 
to requesting him to establish an international legislative act; but he did not have the constitutional or 
international legal authority to do so. Article 19 of the Constitution, on the other hand, gave authority to the 
Health Assembly to adopt conventions, which was presumably what was meant by the delegate of Jordan. The 
amendment therefore needed to be reformulated so as either to request the Director-General to propose to 
the Health Assembly the adoption of an international convention, or to remove the reference to a legislative 
act and request the Director-General to "urge the industrialized countries". 

Dr DAVIS (United States of America) said that his delegation could not support the proposed 
amendment for two reasons: first, the resolution as it stood provided an important contribution to the 
forthcoming United Nations Conference on Environment and Development, and the amendment might be 
perceived as infringing on the work that Conference was expected to accomplish. Secondly, within the United 
Nations system coordination in environmental efforts was encouraged between WHO, UNEP and other 
agencies: the proposed amendment seemed more appropriate for consideration by UNEP. 

Dr KORTE (Germany) said he also found it difficult to support the Jordanian amendment as it stood, 
since the resolution had been written in a spirit of global responsibility, which should be maintained. 

Dr BADRAN (Jordan) said that she appreciated the comments that had been made, but urged the 
adoption of the amendment, which would have a worldwide effect. 

Mr TOPPING (Office of the Legal Counsel) reiterated that the amendment as worded requested the 
Director-General to take action for which he had no legal or constitutional authority. Either the Director-
General could propose to the Health Assembly that it should adopt an international convention, or the Health 
Assembly could urge action on Member States, but it was not constitutionally or otherwise legally possible to 
request the Director-General to establish an "international legislative act". 
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Dr BAD RAN (Jordan) said that, in the light of the Legal Counsel's comments, her delegation 
recommended the adoption of an international convention. 

The CHAIRMAN invited the Jordanian delegate to consult with the Secretariat, including the Legal 
Counsel, on the wording of the proposed amendment. 

(For continuation, see summary record of the thirteenth meeting, page 146) 

International Drinking Water Supply and Sanitation Decade (progress report): Item 20.2 of the Agenda 
(Resolutions WHA42.25 and WHA44.28; Document A45/15) “ 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that by the end of the 
International Drinking Water Supply and Sanitation Decade (1981-1990), some 1500 million people had been 
provided with clean water, although an estimated 1025 million people in developing countries stiU had no 
access to adequate and safe water supplies. Sanitation facilities had been provided for an additional 750 
million people, although an estimated 1750 million were still unserved. The population of the developing 
countries had increased by some 750 million during the Decade. 

The report before the Committee (document A45/15) examined the potential impact of the Decade's 
activities on water-borne diseases, including diarrhoeal diseases, dracunculiasis and schistosomiasis, paying 
particular attention to the health of women and children, who were the people mainly responsible for fetching 
water in developing countries. The initiatives begun during the Decade were particularly important for the 
eradication of dracunculiasis, which, it was hoped, would be achieved in many developing countries by the 
year 2000. The role of the community in the provision of clean water supplies and sanitation had been given 
considerable emphasis, along with the involvement of women at all levels. 

The report proposed a global strategy for water supply and sanitation, with the eventual aim of universal 
coverage, and placed particular emphasis on international interagency collaboration through bodies such as the 
Water Supply and Sanitation Collaborative Council. WHO's role in the global strategy was based on the 
principles of primary health care, better coordination within the development community and greater efforts to 
serve the unserved, with particular emphasis on environment and health planning, institutional reform, 
community management of services and sound financial practices. 

During its review of the report, the Executive Board had noted a number of excellent ideas for dealing 
with the problems of drinking-water supply and sanitation at the national level, as well as WHO's emphasis on 
low-cost technologies that were easy to operate and maintain, made use of local staff and materials and were 
compatible with local values and preferences. The Board had recommended that WHO should make greater 
efforts to support developing countries directly by means of seminars and technical advice, including 
appropriate technology. The view had been expressed that more emphasis should be placed on the way 
systems were used, on behavioural aspects and long-term reliability, and on areas suffering from drought and 
water shortages, such as the Sahel region of Africa. 

Mr SHIRIMA (United Republic of Tanzania) commended the report, with which his delegation fully 
agreed. 

He drew attention to two points. First, health for all could not be achieved without the availability of 
safe water. In the United Republic of Tanzania, despite emphasis on the supply of water for the population, 
the main obstacles remained unchanged as drought had caused water shortages and floods had considerably 
damaged water supply installations. The rapid growth of the urban population was also a serious problem and 
contributed to water shortages in urban areas; the problem required urgent attention if health hazards in 
urban areas were not to reach unmanageable proportions. 

Secondly, the International Decade had played a very important part in making communities aware of 
the role in society of good and safe water and of the need to take care of the environment in order to 
safeguard water sources. That depended largely on local initiatives; routine measures must be established by 
all concerned, including punitive measures for those who failed to comply with by-laws for preserving water 
sources. 

Dr VAN ETTEN (Netherlands) commended the report in document A45/15 and supported the 
proposed plans. He particularly agreed with the emphasis placed in the report on sustainable development and 
on an integrated approach. Drinking-water supply would thus no longer be considered a separate issue but 
would be placed within the broader framework of environment, health and natural resource management. 

He requested clarification on two points concerning paragraphs 76 and 78 of the report: first, on the 
limited role envisaged for WHO in the Water Decade and the reasons for UNDP and the World Bank's no 
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longer channelling funds through WHO; and，secondly, on the decrease in the number of WHO sanitary 
engineers posted in Member States, particularly in Africa. 

Professor OKELO (Kenya) expressed his appreciation of the report. Lack of adequate and safe water 
supply and of appropriate means of excreta disposal were, together, major factors that contributed to high 
infant death rates and to general high morbidity and mortality from a number of preventable diseases in 
developing countries. 

In Kenya, an infrastructure was in place under the Ministry of Public Health whereby over 4000 public 
health officers and technicians were stationed at national, provincial, district, divisional and village levels. They 
carried out sensitization and mobilization tasks to encourage communities to take care of their own health, 
involving existing organized groups, such as women's groups, throughout the country. Communities thus 
participated from the start in planning and implementing activities, which included rainwater collection, well 
and spring protection, and small-scale gravity schemes and were in many cases used as entry-points for the 
subsequent introduction of other environmental health activities. At the demonstration stage，community 
leaders, local artisans and women's groups participated in the practical demonstration of activities, transfer of 
technologies to local artisans, and the introduction of hygienic practices. 

Improvement of water and sanitation coverage was under way in some areas of the country, particularly 
where donor-funded projects had been started. As the infrastructure and the means and capability of 
sensitizing and mobilizing the community were already in existence, what remained to be secured in order to 
obtain major success in water supply and sanitation coverage was funding. So far only three out of eight 
provinces had donor-funded water and sanitation programmes. Continued support for them and funding for 
the remaining provinces were being sought. The total amount required for a five-year programme was some 
US$ 20 million. With that amount available for improvement of water and sanitation, it would be possible to 
achieve success in a short period of time. 

Dr DAVIS (United States of America) commended the Director-General on his comprehensive 
evaluation of the International Drinking Water Supply and Sanitation Decade. Although it had not been 
possible to meet the original goals of the Decade in the time allotted, the impact and health benefit of the 
efforts of the Decade had been significant. 

It was obvious that there must be no relaxation of endeavours and that the goal of access by all 
populations to safe drinking-water and hygienic waste disposal must be vigorously pursued. The continuing 
environmental conditions, reflected in millions of deaths annually from diarrhoeal diseases and the largely 
unimpeded spread of the current cholera pandemic in poorer countries，were a forceful reminder that much 
remained to be done. One clear-cut benefit from the Decade, however, had been the progress towards the 
global eradication of dracunculiasis, the one infectious disease that could be eliminated by providing safe 
drinking-water without improving waste disposal. External support for that effort had been considerable. 

Much remained to be done in the 1990s and the work to be undertaken must be carried out in full 
recognition of its impact on the broader environment. WHO must remain cognizant of the importance of its 
advocacy for the relationship between environmental protection, ecologically sustainable development, and 
water and sanitation programmes. 

Professor LU Rushan (China), commending the report, said that more than 700 million people in his 
country currently had access to appropriate sanitation, thereby considerably decreasing morbidity and mortality 
and playing a key role in preventing water-related diseases. Paragraph 15 of the report recognized China's 
achievements in safe water supply and the safe disposal of human excreta, realized with the support of WHO, 
UNDP and the World Bank. 

In the developing countries, more than a 1000 million people were still without satisfactory water supply 
and 1750 million people without appropriate sanitation. Bearing in mind that safe water supply and sanitation 
constituted one of the eight elements of primary health care, efforts in both areas, especially sanitation 
improvement, should be continued in the 1990s in order to reach the goal of health for all. 

China supported the WHO strategies and approach for the 1990s and into the twenty-first century, as 
described in the Director-GeneraPs report, especially in relation to personnel training and appropriate 
technology for developing countries. 

Professor MANCIAUX (France) said he was particularly interested in the report as he participated in 
the work of a WHO collaborating centre on environment and health that had conducted an evaluation of the 
Decade in Europe, the findings of which had been presented at a meeting held in his country in Nancy in 
December 1991. 
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Even in Europe, which could be considered a privileged area, many problems remained, despite the 
progress made during the Decade. The situation was obviously even more disquieting in many developing 
countries, where demographic pressures and galloping urbanization were jeopardizing the achievements made. 
Underequipment in rural areas was also of particular concern. The Decade had only partly attained its 
objectives. Moreover, an unfortunate aspect of international years or decades was that they created an 
impetus, attracted funds and promoted action for a limited time, with the risk of demobilization at the end of 
the period, when attention was turned to another topic. The subject of water and sanitation was so important 
for public health that it must be pursued. The forthcoming United Nations Conference on Environment and 
Development should be of assistance in that respect, as should the new strategy proposed by WHO and 
outlined in the report. The constraints, however, were likely to be financial, so international multilateral or 
bilateral financing must continue to be available. His country was prepared, in collaboration with WHO, to 
assist Member States, primarily though not exclusively in Europe, to study problems and find possible 
solutions. In that respect, health, operational and technological research was essential, as were intersectoral 
mobilization, international cooperation and community participation. The programme was awesomely large, 
but it concerned the survival of hundreds of thousands of human beings and vast areas of the world threatened 
by lack of water and by pollution. 

Dr ALVÁREZ DUANY (Cuba) said the report showed that a valiant effort had been made to resolve 
the problem of water supply and sanitation on the world scale. 

At the beginning of the International Decade, Cuba, with a population of 9.7 million (69% urban) had 
had 100% water supply coverage, 53% of the population having direct house connections. Sewerage had been 
available to 20% of the population, the remainder having other sanitary facilities. The national objectives of 
the Decade were to increase by 3 million the number of persons with water connected to their houses and 
access to sewerage; that had implied an annual expenditure of US$ 60-70 million - more than three times the 
expenditure for the 1970s - together with a considerable increase in construction, pipe production, and import 
of equipment. Despite the fact that financing for the sector during the Decade had been twice that for the 
previous ten years, it had not been possible fully to attain the objectives. Investment had totalled 
US$ 300 million, of which a large part had been expended for the main provincial towns, where 55% of the 
urban population lived, and three other towns that had lacked water supply systems. At the end of the Decade 
the situation, for a population by then of 10.6 million (74% urban), was that everyone had safe drinking-water, 
with 83% of urban and 30% of rural dwellers having house connections; and that 30% of the population (39% 
of urban and 3% of rural dwellers) were served by sewerage, the remainder using septic tanks and latrines. 
The Ministry of Health had undertaken more than 20 studies of water quality and its impact on health, 
including analyses of the physical, chemical and microbiological composition of water supplies for areas with 
more than 5000 inhabitants and determination of nitrate levels in all groundwater sources. With the 
cooperation of РАНО/WHO, research into water and sanitation and its relation to acute diarrhoeal diseases 
was being carried out in 96 localities with 500-2000 inhabitants. 

The political will to achieve the objectives in Cuba was limited only by the country's financial difficulties, 
aggravated by the international situation and the embargo that had been imposed on the country for over 
30 years. Such constraints must be taken into account when evaluating the efforts being made by the Cuban 
Government and people and the priority being given to commitments for the Decade. A new phase of 
activities was being prepared which, taking into account current financial restrictions, would involve a strong 
water and sanitation programme, based on widespread use of existing material and appropriate technology, 
better use of existing personnel and institutions, and greater exchange within the Region. The strategy for the 
1990s included the development of national production of material and equipment and the extensive use of 
alternative solutions. Financing was estimated at US$ 419 million, of which some 95% were being sought 
externally. The assistance of the international community to countries in greatest need in order to solve the 
serious problem of drinking-water supply and sanitation was essential. 

Ms FILIPSSON (Sweden) said that, despite the improvements in access to safe water and sanitation in 
many parts of the world, progress towards the goal of universal coverage had been impeded by the economic 
recession, population growth and institutional shortcomings. Plans for future action must take into account the 
fact that 40-60% of water facilities in developing countries were usually out of action at any one time. 

The International Decade had emphasized community participation and the involvement of women, but 
much remained to be done if women were to participate fully in decision-making and benefit from increased 
water supplies. Future action on safe water and appropriate sanitation should take into account the substantial 
progress made in the development of low-cost, community-based water and sanitation systems, and the fact 
that action must be based on local initiatives and local resources, since no substantial increase in external 
funding could be expected over the next ten years. 
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Her delegation welcomed the new concerted community water supply and sanitation strategy for the 
1990s, and hoped that WHO would continue its work to develop and promote the health, hygiene and 
sanitation components of that effort, in order to redress the earlier failure to include health and hygiene 
education in water and sanitation programmes. Regarding WHO's role in the global strategy for safe drinking-
water and appropriate sanitation (paragraphs 84-91 of the report), she wished to emphasize the importance of 
concentrating the Organization's efforts within the primary health care framework. Education in and 
promotion of hygiene and sanitation in schools had been seriously neglected and should form an essential part 
of the new strategy. 

Professor POORWO SOEDARMO (Indonesia) commended the report and expressed full support for 
the programme. Government policy and efforts to alleviate poverty must be directed, through the supply of 
safe and easily accessible water and proper sanitation, to the disadvantaged and to remote communities. 
Concerning institutional development for the 1990s, he considered that the water supply and sanitation 
programme for the poor and for rural areas should be developed through strong integration among health, 
public works and home affairs departments. 

Dr DOSSOU (Benin) said that, like most Third World countries, Benin faced acute institutional 
problems, in particular, lack of financing for programmes identified in the 1983 ten-year plan for water supply 
and sanitation. However, despite its inadequacies, the Decade had been beneficial for her country, with 
current water supply coverage in rural areas at 52%, compared with less than 10% previously, and in urban 
areas at 70%’ compared with less than 25%, while current sanitation coverage in urban areas stood at 55%， 
compared with less than 25% earlier, and in rural areas at 35%, compared with less than 8%. However, the 
rate of use of such services remained relatively low: thus, for water supply in rural areas it was only 34% of 
the 52% coverage, and in urban areas 40% of the 70% coverage, the reason being that poor work and 
maintenance caused frequent breakdowns, forcing beneficiaries to return to former sources. 

Institutional structures had been established but were not effective; the national committee for the 
International Decade met only on the occasion of seminars and the technical support committee, comprising 
national members and donors, had failed to live up to expectations. A permanent coordinating structure 
should be envisaged to make good the inadequacies of the 1980s. For the decade of the 1990s to be more 
beneficial, it would be appropriate: first, to involve women more closely in decision-making in matters of 
drinking-water and sanitation; secondly, to find a means of motivating the local population; thirdly, to revise 
methods of siting water points, for which the decision was often taken without consulting the villagers; 
fourthly，to establish a centralized data coordination system in each country, responsible for a data bank on 
water and sanitation; and fifthly, to introduce less ambitious projects for the 1990s，each project entailing an 
improvement of the status of women. Finally, whereas for the 1980s the three targets had been water, 
sanitation and health education, the targets for the 1990s should be water, sanitation, health education, 
promotion of women, and improved hygiene. 

Dr KREISEL (Division of Environmental Health) thanked speakers for their positive assessment of the 
report on the evaluation of the International Decade. As the United States delegate had pointed out, there 
could be no relaxation of effort; the full coverage goal of the Decade had，as some delegates had observed, 
not been achieved, but progress had nevertheless been made in that the population served had grown in 
relative terms compared with the strong overall population increase during the Decade. However the need to 
provide access for the remaining population, amounting to over a billion persons, meant that WHO and other 
agencies had a major task for the next decade and beyond. The United Nations Conference on Environment 
and Development would be placing emphasis on water quality and supply; WHO was deeply involved in the 
preparation of the strategy of the Conference. 

He emphasized that WHO regarded water supply as being situated in the context of water resources 
management and environmental quality management and considered that it could not be separated from those 
two broad areas. He fully agreed with the delegates who had stressed that water supply and sanitation must be 
part of the WHO primary health care concept. In connection with the comments of the delegate of Sweden, 
the Secretariat was currently working on measures to emphasize health and hygiene education in schools and 
had hopes that external agencies would provide the necessary support for WHO to continue the important 
programme under discussion. 

Replying to the Netherlands request for clarification, he said that Member States had in many cases 
reduced their requests for water supply and sanitation personnel at country level and that often reprogramming 
at that level was resulting in funds for water being reallocated to other purposes. There was also a reduction 
in UNDP support at regional level for country projects. All those factors contributed to a reduction in the 
number of sanitary engineers at field level, of whom there were currently some 45 working on country projects. 
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Concerning support in general, a programme had been established in the early 1980s in which UNDP 
supported the World Bank in carrying out water supply and sanitation projects at country level; in many 
instances, WHO was cooperating and was in particular making efforts to support that initiative by providing 
expertise in health and hygiene education. TTie UNDP/World Bank programme was none the less draining 
resources from WHO and it was hoped that the Organization could be associated more with it in the future. 

He fully agreed with the speakers who had drawn attention to the importance of the involvement of 
women and the need to emphasize the health consequences of environmental changes in terms of water supply 
and sanitation. 

In its own strategy for the 1990s WHO would take into account the comments made by delegations as 
well as the strategy adopted at UNCED. 

2. DRUG POUCIES: Item 19 of the Agenda (continued) 

Safety and efficacy of pharmaceutical products: Item 19.2 of the Agenda (Resolutions WHA41.16, 
WHA41.17, WHA41.18, EB89.R2 and EB89.R3; Document A45/131) (continued from the eleventh meeting) 

The CHAIRMAN invited the Committee to consider the resolution recommended by the Executive 
Board in resolution EB89.R3. Jordan had indicated that it was withdrawing the amendment it had proposed at 
the previous meeting. 

The draft resolution recommended by the Executive Board in resolution EB89.R3 was approved.2 

The CHAIRMAN then invited the Committee to consider the resolution recommended by the Executive 
Board in resolution EB89.R2. Amendments had been proposed by several delegations. The first concerned 
the third and fourth preambular paragraphs, which Norway proposed should be amended to read as follows: 

Noting with concern that little information is available on any progress in controlling medicinal 
drug promotion through the use of the concepts embodied in the WHO ethical criteria; 

Noting that many drug regulatory authorities do not yet have the administrative resources to 
regulate drug promotion. 

The amendment was adopted. 

The CHAIRMAN drew attention to the Norwegian proposal that the words "intensify efforts to" should 
be inserted after the words "URGES Member States to" in operative paragraph 1. 

The amendment was adopted. 

The CHAIRMAN then invited the Committee to consider three distinct proposals to amend operative 
paragraph 2(1). The United States of America had proposed that it should read: 

(1) to request the Council for International Organizations of Medical Sciences (CIOMS) to convene a 
meeting of interested parties in collaboration with WHO to discuss possible approaches to further 
advancing the principles embodied in WHO's ethical criteria for medicinal drug promotion. 

Jordan had proposed the following: 

(1) to convene a meeting of interested parties to discuss approaches to further promoting the principles 
embodied in WHO's ethical criteria for medicinal drug promotion, in consultation with other specialized 
scientific and research organizations, such as CIOMS. 

1

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 6. 

2

 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution W H A 4 5 . 2 9 . 
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Finally, Norway had proposed that it should read: 

(1) to convene, jointly with the Council for International Organizations of Medical Sciences (CIOMS), a 
meeting of interested parties to discuss approaches to further promoting the principles embodied in 
WHO's ethical criteria for medicinal drug promotion. 

Dr NIGHTINGALE (United States of America) said that his delegation had carefully considered all the 
substantive amendments proposed to the Committee, but still felt that the original version recommended by 
the Executive Board was best. The Executive Board's Committee on Drug Policies and the Board itself had 
spent considerable time reviewing the accomplishments and problems of the Action Programme on Essential 
Drugs and the revised WHO drug strategy, and his delegation believed that the results of those deliberations 
should be supported. Some of the proposed amendments expressed the Board's intentions in greater detail 
and might accordingly be useful; others, however, ran counter to the spirit of the Board's recommended 
resolution and might prove detrimental to WHO's activities in the area of drug policy. 

His own delegation had merely proposed a clarification of operative paragraph 2(1). Its intention had 
been to make it clear that WHO intended to be fully involved in the suggested CIOMS meeting. The Board 
had been explicitly informed that CIOMS was to convene a meeting with oversight and support - including 
financial support • from WHO and other interested parties. The meeting was not to be convened by WHO 
itself, as the draft resolution recommended by the Board clearly stated. However, the Board's text perhaps 
failed to give sufficient emphasis to WHO's involvement in the suggested meeting, and that was what his 
delegation's amendment was intended to correct. The amendment was not one of substance. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) wished to emphasize, after 
hearing the comments made by the Director-General at the preceding meeting, that the Executive Board had 
had good reason for framing the resolution as it had. The amendments proposed by Jordan and Norway were 
amendments of substance, and the Committee had not heard any good reason why an amendment of substance 
was required. They must therefore be very careful about disregarding the Director-General's cautionary 
remarks on the funding of the proposed meeting if it was to be convened by WHO, as the Jordanian and 
Norwegian amendments suggested. He would therefore support the United States amendment, unless the 
Executive Board resolution as originally framed found favour with the Committee. 

Professor KHONJE (Malawi) asked who would pay for the suggested meeting if the Executive Board's 
resolution were approved in its original wording. 

Dr MIYAKE (Japan) said that it was desirable for the meeting in question to be convened as soon as 
possible. In view of the current financial situation of the Organization, he would support the United States 
amendment. 

Professor MATTHEIS (Germany) and Dr MASIRONI (Italy) also supported the United States 
amendment. 

Dr LARTVIÈRE (Canada) expressed concern at the apparent polarization of attitudes within the 
Committee. If the proposed meeting was to be successful it should be convened in a spirit of consensus and 
harmony. It was therefore desirable to maintain the original Executive Board formulation or to deviate from it 
as little as possible. 

Professor MANCIAUX (France) endorsed the view expressed by the United Kingdom delegate. 

Professor TIN U (Myanmar) also supported the resolution recommended by the Executive Board, which 
had discussed the whole subject in depth. 

Mr SANDSTRÔM (Division of Budget and Finance), in reply to the question from the delegate of 
Malawi, said that the Executive Board's draft resolution suggesting that the CIOMS should convene a meeting 
assumed that WHO might sponsor such a meeting with a small grant of, say, US$ 20 000. On the other hand, 
if WHO were to run the meeting itself, the financial implications would be much greater and would depend on 
such factors as its size and venue, the preparation of documentation and the cost of interpretation. A small 
technical meeting attended by some 20 delegates would cost about US$ 100 000, while a larger meeting 
attended by some 100 delegates would cost more that US$ 500 000. As the Director-General had indicated the 
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previous day, it would be difficult for WHO to fund a meeting in the current biennium since, at the moment, 
no extrabudgetary resources were available. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that when the subject had first 
been considered by the Executive Board, the Board had wished the meeting to be held without delay and had 
therefore proposed that it should be convened by CIOMS so that it could take place during that year. As the 
Director-General had indicated, there would be an inevitable delay if WHO was to convene the meeting, 
because no financial resources were currently available. It was therefore desirable to maintain the original 
Executive Board resolution, possibly with the United States amendment. 

Dr MORK (Norway) noted that US$ 500 000 had been mentioned as the possible cost of the meeting. 
Could CIOMS provide such a sum from its budget and, if not, how could the meeting be funded? 

Norway would not insist on the exact wording of the amendment it had proposed but would be satisfied 
if it were made quite clear that responsibility for convening the meeting should rest with WHO. How the 
financial responsibility was shared between WHO and the CIOMS was less important. In his view, the United 
States amendment did not lay sufficient stress on WHO's responsibility. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said it had been suggested in preliminary discussions that a fairly small meeting 
consisting of some 20 delegates should be held during the current year. That would cost about US$ 100 000 
and might be financed by CIOMS with assistance from WHO and any other interested donors. He was glad to 
hear that WHO might advance US$ 20 000，which would help CIOMS to begin preparations for the meeting. 

Dr BAD RAN (Jordan) agreed with the view of the Norwegian delegate and withdrew her amendment in 
favour of his. 

Mr VAN DONGEN (Netherlands), referring to the Director-General's request that the Committee 
should consider the financial implications of holding a meeting, proposed the addition at the end of the 
proposed resolution of an operative sub-paragraph 2(4) requesting the Director-General: "to seek 
extrabudgetary resources to cover the cost of the above meeting of interested parties to the extent necessary". 

Of the proposals before the Committee, his delegation tended to favour the Norwegian amendment, 
which would bring out more clearly the fact that the meeting was a joint venture between equal partners, which 
he understood to have been the original intention of the Executive Board. 

Professor RANSOME-KUTI (Nigeria) said that when the draft resolution had been considered in the 
Executive Board there had been no intention of abdicating the principles embodied in the WHO ethical 
criteria, though the fear that that might happen seemed to underlie the proposed amendments. Budgetary 
constraints had been taken into account but the Board did not have in mind abandoning the meeting to 
CIOMS; the Organization would participate fully. He could therefore assure delegates who supported the 
proposed amendments that their fears were groundless. 

The CHAIRMAN, in the absence of a consensus on the issue, invited the Committee to vote by show of 
hands on the amendment proposed by Norway to operative paragraph 2(1). 

The amendment was rejected by 26 votes to 18, with 5 abstentions. 

The CHAIRMAN then invited the Committee to consider the amendment to operative paragraph 2(1) 
proposed by the United States of America. 

The amendment was adopted. 

The CHAIRMAN invited the Committee to consider the following amendment to operative 
paragraph 2(2), proposed by the Netherlands: 

(2) to develop strategies and strengthen mechanisms for the dissemination, promotion, implementation 
and monitoring of the ethical criteria on medicinal drug promotion at country and global levels. 

Dr NIGHTINGALE (United States of America) said that the Netherlands amendment dealt with issues 
that would become relevant only after the proposed CIOMS meeting and other future activities and was too 
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limited in its coverage of strategies and mechanisms which were to be discussed during the meeting. 
Moreover, his delegation felt that the language proposed by the Executive Board in the original version of 
operative paragraph 2(2) gave the Secretariat more flexibility in its work. Accordingly, his delegation did not 
support the proposed amendment. 

Mr VAN DONGEN (Netherlands) said that in his opinion the Netherlands amendment did not differ 
from the Board's original version in spirit, but only improved the wording, which in the Board's version bore 
the scars of the compromise that had been necessary to achieve it. He felt that the Netherlands amendment 
displayed more clarity, force and directness than the original version. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that the "scars of 
compromise" perceived by the Netherlands delegate were not sufficient reason to change the original wording 
of the subparagraph. The activities proposed in the Netherlands amendment would logically take place after 
the proposed CIOMS meeting, not before it. 

Dr MASIRONI (Italy) said that his delegation, too, preferred the original wording of the subparagraph. 

Mr VAN DONGEN (Netherlands) said that, in the interest of consensus, he withdrew his proposed 
amendment to operative paragraph 2(2) and also his proposal for an additional operative paragraph 2(4) 
requesting the Director-General to seek extrabudgetary resources. 

The CHAIRMAN then invited the Committee to consider the following amended text proposed by the 
Netherlands for operative paragraph 2(3): 

(3) to report the outcome of the meeting of interested parties and other actions of the Organization 
relevant to this issue to the Forty-seventh World Health Assembly through the Executive Board. 

The amendment was adopted. 

The CHAIRMAN invited the Committee to consider the resolution recommended by the Executive 
Board in resolution EB89.R2, as amended. 

The draft resolution, as amended，was approved.1 

The DIRECTOR-GENERAL said that he understood and shared the concerns of Norway, the 
Netherlands and other delegations about the text recommended by the Executive Board in resolution EB89.R2. 
However, in accordance with amended operative paragraph 2(3) of the resolution just approved, he would be 
preparing a full report for the Forty-seventh World Health Assembly on the action taken by WHO, covering 
not only the requested meeting, which was to be convened by CIOMS in collaboration with WHO, but all other 
WHO activities. The Secretariat would take due account of the statements made during the debate by 
delegates of Member States and various interested parties. 

3. FOURTH REPORT OF COMMITTEE A (Document A45/55) 

Dr CHÁVEZ PEÓN (Rapporteur) read out the draft fourth report of the Committee. 

The report was adopted.2 

The meeting rose at 12hl5. 

1

 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution W H A 4 5 . 3 0 . 
2

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 



THIRTEENTH MEETING 

Thursday, 14 May 1992，at 14h30 

Chairman: Dr A. JÁVOR (Hungary) 
Later: Dr Catherine L MEAD (Australia) 

1- HEALTH AND ENVIRONMENT: Item 20 of the Agenda (Resolution EB89.R17) (continued) 

International Programme on Chemical Safety (progress report): Item 20.3 of the Agenda (Resolution 
EB89.R9; Document A45/161) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the International 
Programme on Chemical Safety (IPCS), which had been considerably expanded since its establishment in 1980， 
was the main United Nations focal point for assessment of the risks to health and the environment of toxic 
chemicals, and provided an internationally evaluated and scientific basis for the development of national safety 
measures. It also made an important contribution to strengthening national capabilities in chemical risk 
management, particularly the health aspects. Some 130 chemicals or groups of chemicals had been extensively 
assessed and the fíndings published in the Environmental Health Criteria series. Many more chemicals had 
been assessed for specific risks. The development, validation and harmonization of methodology for risk 
assessment were being promoted. 

Important new initiatives were being considered as follow-up to the conclusions and recommendations of 
the WHO Commission on Health and Environment, and would be taken up by the United Nations Conference 
on Environment and Development (UNCED). During the preparatory process for UNCED, the 
environmentally sound management of toxic chemicals had been selected as a priority topic, and five potential 
areas for action had been identified, namely: (1) expanding and accelerating the international assessment of 
chemical risks; (2) harmonization of classification and labelling of chemicals; (3) information exchange on 
toxic chemicals; (4) establishment of risk reduction programmes; and (5) strengthening of national 
capabilities and capacities for management of chemicals. It was being proposed to UNCED that an 
intergovernmental chemical safety forum, including high-level policy-makers from Member States, should meet 
regularly, with IPCS providing its international secretariat. The first meeting would be convened by mid-1993. 

The Board had found IPCS to be a very effective interagency programme, involving WHO, ILO and 
UNEP, with highly appreciated publications and an established reputation for providing guidance on the safe 
use of dangerous chemicals. Strong support had been voiced for proposals being submitted to UNCED to the 
effect that the Programme should be expanded and upgraded in order to implement the proposed international 
strategies for chemical risk assessment and management, and that the intergovernmental chemical safety forum 
mentioned already should be created. 

The Board had requested the Director-General to expand the scientific work of the Programme to 
include all aspects of chemical risk assessment, notably exposure measurement and relevant aspects of 
environmental epidemiology, as had been proposed at the Forty-fourth World Health Assembly. It had also 
requested him to review the current arrangements for cooperation in IPCS with the Executive Heads of ILO 
and UNEP, as well as with representatives of other organizations which might participate in an expanded 
programme in the future. 

Finally, the Executive Board recommended to the World Health Assembly the adoption of the draft 
resolution to be found in its own resolution EB89.R9. 

Dr SALSAMENDI (Uruguay), commending the work done by IPCS over the previous five years, said 
that its many high-quality publications - particularly its international chemical safety cards - were of value to all 
countries, but especially to developing countries, which individually were unable to undertake costly and 

1

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 7. 
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ongoing studies on each and every chemical substance. IPCS，s epidemiological studies on both exposed and 
non-exposed groups provided countries with data on the real impact of chemical substances, relieving them of 
the need to engage in lengthy or ethically questionable experimentation. Biological indicators of exposure and 
clinical and subclinical effects could and should be studied in human groups in order to determine the 
existence of real health risks. IPCS must thus be equipped to investigate all aspects of chemical safety, through 
epidemiological studies (already conducted in some Latin American countries); the continued publication of 
environmental health guides and chemical safety guidelines; the provision of information and training courses 
on chemical safety and the prevention of toxic effects at various levels; and activities in relation to chemical 
disasters and poisons control. The development of an integrated chemical safety programme could take as its 
starting-point geographical areas that shared common toxicological problems, activities being undertaken at the 
local, national or regional level. The fact that one of the topics to be considered by UNCED was the 
environmentally sound management of toxic chemicals reflected international recognition of the growing need 
to evaluate and limit chemical risks. 

He supported the proposals made by the meeting of government-designated experts, held in London in 
December 1991，to the effect that the IPCS,s work on the assessment and management of chemical risks 
should be accelerated and expanded, and agreed that the Programme could provide the international 
secretariat for an intergovernmental chemical safety forum. 

Uruguay had signed a memorandum of understanding with IPCS concerning production of a Spanish 
version of the toxicological information package. It had also worked on the preparation of monographs on 
antidotes, standardization and assessment of the severity of poisoning. A month previously, his country had 
hosted an IPCS workshop on the establishment of poison control centres in the region attended by 
representatives from most Latin American countries. The national poison control centre, which acted as a 
pilot centre for IPCS's INTOX project, was currently offering postgraduate training courses in clinical 
toxicology for Spanish-speaking doctors. 

In conclusion, he commended the Director-General on his report and expressed support for the draft 
resolution recommended by the Board. 

Mrs DWYER (Australia) said that her country had long been a supporter of IPCS, as reflected in the 
recent increase in its voluntary contribution. It had also provided funding for IPCS and for a workshop in 
Australia. She strongly favoured the strengthening of the Programme as the vehicle for improved international 
cooperation in chemical risk assessment and management, and welcomed the decision by the Director-General 
to establish a programme for the promotion of chemical safety to implement the IPCS. 

Her Government had noted the proposal in UNCED's "Agenda 21” document regarding the 
establishment of an intergovernmental forum on chemical risk assessment and management, and had 
recognized that in order to participate in such a forum it would need to establish a national strategy on 
chemicals. It was currently considering how best to set about devising such a strategy. 

Professor EYCKMANS (Belgium), commending the report by the Director-General, said that its 
contents bore witness to the considerable number and quality of the Programme's achievements over the past 
few years. It was an excellent example of an international programme whose every component was of great 
benefit to developed and developing countries alike. 

The Director-General had chosen an opportune moment for his recent praiseworthy initiative to raise 
the profile of IPCS within WHO, given the imminence of UNCED, on whose agenda chemical safety would be 
an important item. In the preparatory committees, the Member States had decided that cooperation on 
chemical safety between UNEP, ILO and WHO within the framework of the Programme should constitute the 
pivot for international cooperation in that field, and that every effort must be made to strengthen the 
Programme. There was thus very wide recognition by countries of the need to accord the Programme a major 
role, enabling it to improve coordination among United Nations bodies and establish an intergovernmental 
body responsible for assessing and managing the risks inherent in chemical substances. 

Dr BERNARD (United States of America), commending the Secretariat on an excellent programme that 
had gained the respect and confidence of health officials both in the United States and elsewhere, said that the 
potential for preventing and alleviating the adverse effects of chemicals on human health had been well 
demonstrated. 

His country was pleased to be taking an active role in IPCS, the importance of which was borne out by 
the breadth of support it received from such United States agencies as the Food and Drug Administration, the 
National Institute of Environmental Health Sciences, the Environmental Protection Agency and the Agency for 
Toxic Substances and Disease Registry. 
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He also noted with satisfaction the number of new participants in the Programme, which demonstrated 
the importance attached to it by developed and developing countries alike. The United States supported the 
draft resolution before the Committee, and welcomed the expansion of the Programme's role to include 
coordination of the chemical risk assessment and management activities of international organizations. 

Professor TOUHAMI (Algeria), adding his voice in commendation of the Director-General,s report, said 
that Algeria, where one of the most pressing problems was that of the use and storage of agricultural 
pesticides, had signed a cooperation agreement relating to IPCS. 

With regard to the prevention and treatment of chemical poisoning, the poison control centre in Algiers 
was playing an active part in IPCS. It had, moreover, been designated as a pilot centre for experimentation 
with the INTOX software, and was involved in the analytical toxicology working group under the INTOX 
project. 

In conclusion, his delegation supported the draft resolution before the Committee. 

Dr MIYAKE (Japan), expressing appreciation of the comprehensive progress report before the 
Committee, as well as support for the draft resolution, emphasized the importance of IPCS activities, and 
particularly of its possible role within the context of an intergovernmental chemical safety forum. The 
Japanese Government wished to continue its support for IPCS through technical cooperation and voluntary 
contributions. 

Dr MAREI (Egypt) said that the activities of IPCS were of great benefit in mitigating the harmful effects 
of chemical substances on human health and the environment, and had also provided the scientific basis for 
national chemical safety policies. 

His country had been actively participating in the Programme's activities. Egyptian scientists had 
participated in IPCS international meetings to assess the hazards of chemical substances, which provided 
countries with the information needed to implement preventive and remedial action with regard to the disposal 
of chemical substances. 

The Egyptian poison control centre was one of the most active within the international network. It had 
contributed to the elaboration of a toxicology manual, was serving as a pilot centre for the IPCS INTOX 
project, and had carried out studies on toxic substances. 

IPCS had made great strides and should be expanded in the future. 
His delegation supported the draft resolution before the Committee. 

Dr WANG Yifei (China) said that the report provided a comprehensive view of the strengths and 
weaknesses of the Programme, lessons learned, and recommendations for the future. 

The establishment of a programme for the promotion of chemical safety, initiated by WHO in March 
1992，would help to promote international chemical risk assessment and management. 

It was to be hoped that the work of IPCS would be acknowledged, strengthened and developed at 
UNCED. 

He noted that there were still some deficiencies in the area of chemical emergencies. While important 
research on antidotes was being carried out, there were very few effective antidotes to the several thousand 
potentially harmful chemical substances. In particular, there was not enough research on poisoning by organic 
solvents. Handling chemical emergencies required close coordination with general medicine, neurology and 
other related disciplines. In the future, emergency care booklets should include diagnosis and treatment 
standards for those disciplines. 

The establishment of poison control centres for the prevention and management of chemical emergencies 
was of great importance. Currently, nearly all the developed countries had centres of that type, which provided 
24-hour telephone hotlines for cases of acute poisoning, carried out toxicology analyses and offered emergency 
treatment. China and other developing countries did not yet have poison control centres; WHO should 
support Member States in setting up such structures. 

Risk evaluation of priority chemicals and determination of safety thresholds was dependent on the 
availability of information. The Programme should therefore strengthen its methods for data collection and 
processing and should sponsor regular workshops to train personnel in the field of risk evaluation. 

Mrs MATTHIAS (Canada) said that effective and efficient risk assessment and risk management of 
chemicals called for a multidisciplinary approach, with active collaboration at all levels. IPCS activities 
furnished an excellent example of such collaboration. 
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Her delegation concurred with the decision of the Director-General concerning the new structure of 
IPCS, which gave the Programme a consolidated profile. At the same time, close collaboration should be 
maintained with other WHO programmes, in particular the Division of Environmental Health. 

It was important to ensure that the data bases and information systems in various WHO programmes 
were integrated or at least mutually compatible. That would not only provide a better overall grasp of the 
interrelationship between the various factors affecting health but would also permit such information to be 
used effectively in policy-making. 

She praised the contribution of IPCS to the London meeting of government-designated experts, held in 
December 1991, which had adopted an intergovernmental mechanism for chemical risk assessment and 
management, and said that her delegation set great store by the participation of IPCS in UNCED. 

Sound risk management depended on high-quality scientific data on socioeconomic, physical and 
toxicological factors. TTie Programme's strength was in maintaining the integrity of the information provided 
to countries for use in decision-making and the development of standards. However, IPCS should under no 
circumstances become a regulatory body. 

Among its efforts in collaboration with the Programme, Canada had hosted an INTOX workshop on 
poison control. It would encourage other countries to become more involved with IPCS. 

Her delegation endorsed the draft resolution. 

Ms FILIPSSON (Sweden) said that her delegation fully supported the strengthening of IPCS, in 
accordance with the recommendations of the London meeting. It also endorsed the resolution before the 
Committee. The Programme provided an excellent example of collaboration between international 
organizations. 

The management of hazards associated with the use of chemicals should be closely linked to other 
environmental health control activities. In countries where the infrastructure for environmental health control 
was just being set up, it was particularly important to coordinate WHO support to the various programmes: 
close links were thus called for between IPCS and the Division of Environmental Health. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that IPCS had an 
outstanding reputation for scientific excellence, in particular in the field of risk assessment. The report 
emphasized the need to set the Programme on a stable, long-term footing. Current funding was still well short 
of that thought to be required when the Programme had been designed. 

As already mentioned, his country had hosted a meeting in London in December 1991 to discuss 
proposals for an intergovernmental mechanism for chemical risk assessment and management, as part of the 
international preparations for UNCED. The meeting had proposed that IPCS should provide the secretariat 
for the intergovernmental mechanism and that the status and resources of the Programme should be enhanced 
accordingly. The United Kingdom was pleased to note that the Director-General had already taken a number 
of steps in that regard. 

His delegation fully supported the draft resolution recommended by the Executive Board. 

Mr JOHNS (New Zealand) said that his delegation highly appreciated the efforts of IPCS and the 
leading role played by WHO in the area of chemical safety. The New Zealand National Toxicology Group 
actively participated in the Programme, in particular INTOX, the antidote project and risk assessment. 
Recognizing the importance of chemical safety for health and the environment, his country was considering an 
increased commitment to the Programme 

His delegation endorsed the draft resolution before the Committee. 

Dr KORTE (Germany), whose country had been a major contributor from the start, welcomed the 
progress made by IPCS in recent years, but regretted the decision to establish it as a separate programme 
outside the division with overall responsibility for health and environment. A policy of convergence and 
integration was imperative, and the decision to separate the programme from its general context ran counter to 
that basic policy. Furthermore, there was general recognition of the need to consolidate programmes under a 
coherent multisectoral strategy, as enunciated in WHO documents. 

He welcomed the fact that the expansion of IPCS had been approved by the Preparatory Committee of 
UNCED and was convinced that it would also be endorsed by the Conference itself. His delegation believed 
that no new structures would be needed to implement the results of the Conference. 

He endorsed the draft resolution before the Committee. 
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Professor LEOWSKI (Poland) said that his country had participated in IPCS since its inception. 
International collaboration within the Programme, especially in the areas of training, information, technology 
and research, had already produced invaluable, measurable results. 

Like other countries in the European Region, Poland had recently been confronted with new challenges. 
During the period of planned economies, the eastern European countries had witnessed uncontrolled industrial 
development, with large-scale chemical pollution as a consequence and serious repercussions on health. 
Remedial measures would include infrastructure investment as well as activities to encourage healthy life-styles. 
He hoped that WHO could provide more support in that regard. 

The Polish Government acknowledged that the country was an important source of environmental 
pollution, and appealed to international organizations to help mitigate the effects. In that connection, a 
national chemical safety system had been established in his country and some of its elements were already in 
place. 

His delegation endorsed the draft resolution. 

Dr WORTH (International Union of Pure and Applied Chemistry), speaking at the invitation of the 
CHAIRMAN, said the Union keenly supported the Programme. A number of its own activities were similar in 
content to the Programme's; some were carried out in direct collaboration with it. One such collaboration was 
the production of a monograph on the safe handling and disposal of chemicals, for publication during 1992. At 
UNCED, the Union would be making a major input. The seventh world conference of the Union's programme 
on chemical research applied to world needs, held in Baltimore in December 1991，had been devoted to the 
chemistry of the atmosphere and its impact on global change; the next would take place in Moscow in 
September 1992 as a follow-up to UNCED. In September 1990，the Union had held its first workshop on 
safety in chemical production at Basle. The proceedings had now been published and other similar workshops 
were planned throughout the world. 

In consultation with the Programme, the toxicology commission of the clinical chemistry division of the 
Union had produced a glossary of terms used in toxicology. The commission on quantities and units in the 
same division was producing a compendium on terminology and nomenclature in clinical chemistry. The 
commission on environmental analytical chemistry had launched a series of monographs on environmental 
analytical and physical chemistry; the first volume, on environmental particles, had recently been published. 
The commission on atmospheric chemistry in the applied chemistry division had issued a ^ossary of 
atmospheric chemistry terms. 

The Union had also worked in collaboration with other units of WHO, notably the Health Laboratory 
Technology and Blood Safety unit. Its members were currently involved in the publication of a WHO 
document on the maintenance and repair of laboratory and hospital equipment. 

The Union was proud of its official status with WHO and set great store by continued collaboration with 
the Organization. 

Dr MASANGE (Zambia), welcoming the report, said that Zambia, one of the least developed countries, 
was also one of the world's major producers of copper, cobalt, lead and sulfuric acid, all of which were 
chemical pollutants. Environmental pollution was therefore not the monopoly of the industrialized countries. 
All on Planet Earth thus had a duty to protect its environment. Zambia would heed the contents of the report 
and do everything possible to reduce its contribution to world pollution with the help of the latest chemical 
technology and with guidance and assistance from WHO. 

He endorsed the draft resolution before the Committee. 

Dr MUKHERJEE (India) welcomed the report and expressed India's support for ICPS. Suggestions for 
further improvement were: definition of priority areas of activity to meet the needs of both the developed and 
the developing countries; harmonization of international legislation on the manufacture, sale, transport and 
use of dangerous chemicals and the disposal of toxic waste; development and promotion of reliable, 
cost-effective methods for both laboratory and epidemiological assessment of health risks; development of 
infrastructure at regional and national level for dealing with chemical emergencies; promotion of technical 
cooperation among developed and developing nations for improved management of chemical risk. India had 
become more conscious of the dangers of chemical pollution since the Bhopal disaster and was giving more 
thought to the long and short-term effects of the use of insecticides to control malaria. 

He endorsed the draft resolution. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted the welcome accorded to the 
report and the sentiment that WHO should continue its leadership in the field in view of the success of ICPS 
as an interagency programme. 
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Dr NAPALKOV (Assistant Director-General) said the favourable reaction to ICPS was appreciated; the 
Secretariat fully supported the view that the Programme's activities should extend to all countries. In addition, 
under a recent decision of the Director-General, a special Steering Committee on Chemical Safety was to be 
established to exercise overall responsibility for the promotion of chemical safety within the broad framework 
of promotion of environmental health. The Steering Committee would coordinate the activities carried out by 
the Programme for the Promotion of Chemical Safety and other WHO programmes concerned with the 
environmental aspects of health protection. That consolidated approach should ensure appropriate 
representation of WHO in forums where environment, development and the health issues of chemical safety 
were discussed. 

Dr MERCIER (Promotion of Chemical Safety) said the appreciation expressed for the Programme was 
the more welcome in that IPCS would be faced with a major challenge in the wake of UNCED, namely to 
coordinate action on chemical safety, not only within but also outside the United Nations system and to 
convene an intergovernmental meeting on the subject in late 1993. The Programme would have to find funds 
for such action, notably to assist developing countries in making use of the findings of the expanded 
programme and drawing up appropriate national chemical safety programmes focused on information, 
education and training. A consultative meeting was to be held shortly, in advance of UNCED; invitations to 
international organizations with major chemical safety programmes had met with an encouraging response that 
gave hope for a successful outcome to an undertaking undoubtedly fraught with difficulty. 

The draft resolution recommended by the Executive Board in resolution EB89.R9 was approved.1 

WHO Commission on Health and Environment: Item 20.1 of the Agenda (Resolutions WHA42.26 and 
EB89/R17; Document A45/14) (continued from the twelfth meeting, section 1) 

The CHAIRMAN invited the Committee to resume consideration of the draft resolution recommended 
by the Executive Board in resolution EB89.R17, to which the representative of Jordan had submitted an 
amendment. The text of that amendment had since been discussed and agreed with the Legal Counsel and 
technical staff of the Secretariat. 

Dr PROST (Secretary) said the amendment as now proposed involved the replacement of operative 
paragraph 2(2) by a new operative paragraph 3 reading as follows: 

3. URGES Member States to participate actively in establishing and enforcing international 
agreements that support measures for sustainable development, environmental protection, and that take 
account of health considerations, 

the present paragraph 3 being renumbered 4. 

The draft resolution, as amended, was approved.2 

2. MALNUTRITION AND MICRONUTRIENTS: Item 21 of the Agenda (Resolution EB89.R11; Document 
A45/173) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said it was estimated that over 220 
million people were suffering from some form of iodine deficiency disorder, at least 40 million preschool 
children from vitamin A deficiency, and over 2000 million people from iron deficiency. She summed up the 
dire consequences of micronutrient malnutrition. 

The document before the Committee was intended to provide guidance to Member States on appropriate 
national strategies for overcoming micronutrient malnutrition, and was the fruit of a major conference "Ending 
hidden hunger: a policy conference on micronutrient malnutrition", convened by WHO and UNICEF in 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA45.32. 
2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA45.31. 
3 Document WHA45/1992/REC/1, Annex & 
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He also noted with satisfaction the number of new participants in the Programme, which demonstrated 
the importance attached to it by developed and developing countries alike. The United States supported the 
draft resolution before the Committee, and welcomed the expansion of the Programmed role to include 
coordination of the chemical risk assessment and management activities of international organizations. 

Professor TOUHAMI (Algeria), adding his voice in commendation of the Director-General's report, said 
that Algeria, where one of the most pressing problems was that of the use and storage of agricultural 
pesticides, had signed a cooperation agreement relating to IPCS. 

With regard to the prevention and treatment of chemical poisoning, the poison control centre in Algiers 
was playing an active part in IPCS. It had, moreover, been designated as a pilot centre for experimentation 
with the INTOX software, and was involved in the analytical toxicology working group under the INTOX 
project. 

In conclusion, his delegation supported the draft resolution before the Committee. 

Dr MIYAKE (Japan), expressing appreciation of the comprehensive progress report before the 
Committee, as well as support for the draft resolution, emphasized the importance of IPCS activities, and 
particularly of its possible role within the context of an intergovernmental chemical safety forum. The 
Japanese Government wished to continue its support for IPCS through technical cooperation and voluntary 
contributions. 

Dr MAREI (Egypt) said that the activities of IPCS were of great benefit in mitigating the harmful effects 
of chemical substances on human health and the environment, and had also provided the scientific basis for 
national chemical safety policies. 

His country had been actively participating in the Programme's activities. Egyptian scientists had 
participated in IPCS international meetings to assess the hazards of chemical substances, which provided 
countries with the information needed to implement preventive and remedial action with regard to the disposal 
of chemical substances. 

The Egyptian poison control centre was one of the most active within the international network. It had 
contributed to the elaboration of a toxicology manual, was serving as a pilot centre for the IPCS INTOX 
project, and had carried out studies on toxic substances. 

IPCS had made great strides and should be expanded in the future. 
His delegation supported the draft resolution before the Committee. 

Dr WANG Yifei (China) said that the report provided a comprehensive view of the strengths and 
weaknesses of the Programme, lessons learned, and recommendations for the future. 

The establishment of a programme for the promotion of chemical safety, initiated by WHO in March 
1992，would help to promote international chemical risk assessment and management. 

It was to be hoped that the work of IPCS would be acknowledged, strengthened and developed at 
UNCED. 

He noted that there were still some deficiencies in the area of chemical emergencies. While important 
research on antidotes was being carried out, there were very few effective antidotes to the several thousand 
potentially harmful chemical substances. In particular, there was not enough research on poisoning by organic 
solvents. Handling chemical emergencies required close coordination with general medicine, neurology and 
other related disciplines. In the future, emergency care booklets should include diagnosis and treatment 
standards for those disciplines. 

The establishment of poison control centres for the prevention and management of chemical emergencies 
was of great importance. Currently, nearly all the developed countries had centres of that type, which provided 
24-hour telephone hotlines for cases of acute poisoning, carried out toxicology analyses and offered emergency 
treatment. China and other developing countries did not yet have poison control centres; WHO should 
support Member States in setting up such structures. 

Risk evaluation of priority chemicals and determination of safety thresholds was dependent on the 
availability of information. The Programme should therefore strengthen its methods for data collection and 
processing and should sponsor regular workshops to train personnel in the field of risk evaluation. 

Mrs MATTHIAS (Canada) said that effective and efficient risk assessment and risk management of 
chemicals called for a multidisciplinary approach, with active collaboration at all levels. IPCS activities 
furnished an excellent example of such collaboration. 
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Her delegation concurred with the decision of the Director-General concerning the new structure of 
IPCS, which gave the Programme a consolidated profile. At the same time, close collaboration should be 
maintained with other WHO programmes, in particular the Division of Environmental Health. 

It was important to ensure that the data bases and information systems in various WHO programmes 
were integrated or at least mutually compatible. That would not only provide a better overall grasp of the 
interrelationship between the various factors affecting health but would also permit such information to be 
used effectively in policy-making. 

She praised the contribution of IPCS to the London meeting of government-designated experts, held in 
December 1991，which had adopted an intergovernmental mechanism for chemical risk assessment and 
management, and said that her delegation set great store by the participation of IPCS in UNCED. 

Sound risk management depended on high-quality scientific data on socioeconomic, physical and 
toxicological factors. The Programme's strength was in maintaining the integrity of the information provided 
to countries for use in decision-making and the development of standards. However, IPCS should under no 
circumstances become a regulatory body. 

Among its efforts in collaboration with the Programme, Canada had hosted an INTOX workshop on 
poison control. It would encourage other countries to become more involved with IPCS. 

Her delegation endorsed the draft resolution. 

Ms FILIPSSON (Sweden) said that her delegation fully supported the strengthening of IPCS, in 
accordance with the recommendations of the London meeting. It also endorsed the resolution before the 
Committee. The Programme provided an excellent example of collaboration between international 
organizations. 

The management of hazards associated with the use of chemicals should be closely linked to other 
environmental health control activities. In countries where the infrastructure for environmental health control 
was just being set up, it was particularly important to coordinate WHO support to the various programmes: 
close links were thus called for between IPCS and the Division of Environmental Health. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that IPCS had an 
outstanding reputation for scientific excellence, in particular in the field of risk assessment. The report 
emphasized the need to set the Programme on a stable, long-term footing. Current funding was still well short 
of that thought to be required when the Programme had been designed. 

As already mentioned, his country had hosted a meeting in London in December 1991 to discuss 
proposals for an intergovernmental mechanism for chemical risk assessment and management, as part of the 
international preparations for UNCED. The meeting had proposed that IPCS should provide the secretariat 
for the intergovernmental mechanism and that the status and resources of the Programme should be enhanced 
accordingly. The United Kingdom was pleased to note that the Director-General had already taken a number 
of steps in that regard. 

His delegation fully supported the draft resolution recommended by the Executive Board. 

Mr JOHNS (New Zealand) said that his delegation highly appreciated the efforts of IPCS and the 
leading role played by WHO in the area of chemical safety. The New Zealand National Toxicology Group 
actively participated in the Programme, in particular INTOX, the antidote project and risk assessment. 
Recognizing the importance of chemical safety for health and the environment, his country was considering an 
increased commitment to the Programme 

His delegation endorsed the draft resolution before the Committee. 

Dr KORTE (Germany), whose country had been a major contributor from the start, welcomed the 
progress made by IPCS in recent years, but regretted the decision to establish it as a separate programme 
outside the division with overall responsibility for health and environment. A policy of convergence and 
integration was imperative, and the decision to separate the programme from its general context ran counter to 
that basic policy. Furthermore, there was general recognition of the need to consolidate programmes under a 
coherent multisectoral strategy, as enunciated in WHO documents. 

He welcomed the fact that the expansion of IPCS had been approved by the Preparatory Committee of 
UNCED and was convinced that it would also be endorsed by the Conference itself. His delegation believed 
that no new structures would be needed to implement the results of the Conference. 

He endorsed the draft resolution before the Committee. 
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Professor LEOWSKI (Poland) said that his country had participated in IPCS since its inception. 
International collaboration within the Programme, especially in the areas of training, information, technology 
and research, had already produced invaluable, measurable results. 

Like other countries in the European Region, Poland had recently been confronted with new challenges. 
During the period of planned economies, the eastern European countries had witnessed uncontrolled industrial 
development, with large-scale chemical pollution as a consequence and serious repercussions on health. 
Remedial measures would include infrastructure investment as well as activities to encourage healthy life-styles. 
He hoped that WHO could provide more support in that regard. 

The Polish Government acknowledged that the country was an important source of environmental 
pollution, and appealed to international organizations to help mitigate the effects. In that connection, a 
national chemical safety system had been established in his country and some of its elements were already in 
place. 

His delegation endorsed the draft resolution. 

Dr WORTH (International Union of Pure and Applied Chemistry), speaking at the invitation of the 
CHAIRMAN, said the Union keenly supported the Programme. A number of its own activities were similar in 
content to the Programme's; some were carried out in direct collaboration with it. One such collaboration was 
the production of a monograph on the safe handling and disposal of chemicals, for publication during 1992. At 
UNCED, the Union would be making a major input. The seventh world conference of the Union's programme 
on chemical research applied to world needs, held in Baltimore in December 1991，had been devoted to the 
chemistry of the atmosphere and its impact on global change; the next would take place in Moscow in 
September 1992 as a follow-up to UNCED. In September 1990，the Union had held its first workshop on 
safety in chemical production at Basle. The proceedings had now been published and other similar workshops 
were planned throughout the world. 

In consultation with the Programme, the toxicology commission of the clinical chemistry division of the 
Union had produced a glossary of terms used in toxicology. The commission on quantities and units in the 
same division was producing a compendium on terminology and nomenclature in clinical chemistry. The 
commission on environmental analytical chemistry had launched a series of monographs on environmental 
analytical and physical chemistry; the first volume, on environmental particles, had recently been published. 
The commission on atmospheric chemistry in the applied chemistry division had issued a ¿ossary of 
atmospheric chemistry terms. 

The Union had also worked in collaboration with other units of WHO, notably the Health Laboratory 
Technology and Blood Safety unit. Its members were currently involved in the publication of a WHO 
document on the maintenance and repair of laboratory and hospital equipment. 

The Union was proud of its official status with WHO and set great store by continued collaboration with 
the Organization. 

Dr MASANGE (Zambia), welcoming the report, said that Zambia, one of the least developed countries, 
was also one of the world's major producers of copper, cobalt, lead and sulfuric acid，all of which were 
chemical pollutants. Environmental pollution was therefore not the monopoly of the industrialized countries. 
All on Planet Earth thus had a duty to protect its environment. Zambia would heed the contents of the report 
and do everything possible to reduce its contribution to world pollution with the help of the latest chemical 
technology and with guidance and assistance from WHO. 

He endorsed the draft resolution before the Committee. 

Dr MUKHERJEE (India) welcomed the report and expressed India's support for ICPS. Suggestions for 
further improvement were: definition of priority areas of activity to meet the needs of both the developed and 
the developing countries; harmonization of international legislation on the manufacture, sale, transport and 
use of dangerous chemicals and the disposal of toxic waste; development and promotion of reliable, 
cost-effective methods for both laboratory and epidemiological assessment of health risks; development of 
infrastructure at regional and national level for dealing with chemical emergencies; promotion of technical 
cooperation among developed and developing nations for improved management of chemical risk. India had 
become more conscious of the dangers of chemical pollution since the Bhopal disaster and was giving more 
thought to the long and short-term effects of the use of insecticides to control malaria. 

He endorsed the draft resolution. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted the welcome accorded to the 
report and the sentiment that WHO should continue its leadership in the field in view of the success of ICPS 
as an interagency programme. 
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Dr NAPALKOV (Assistant Director-General) said the favourable reaction to ICPS was appreciated; the 
Secretariat fully supported the view that the Programme's activities should extend to all countries. In addition, 
under a recent decision of the Director-General, a special Steering Committee on Chemical Safety was to be 
established to exercise overall responsibility for the promotion of chemical safety within the broad framework 
of promotion of environmental health. The Steering Committee would coordinate the activities carried out by 
the Programme for the Promotion of Chemical Safety and other WHO programmes concerned with the 
environmental aspects of health protection. That consolidated approach should ensure appropriate 
representation of WHO in forums where environment, development and the health issues of chemical safety 
were discussed. 

Dr MERCIER (Promotion of Chemical Safety) said the appreciation expressed for the Programme was 
the more welcome in that IPCS would be faced with a major challenge in the wake of UNCED, namely to 
coordinate action on chemical safety, not only within but also outside the United Nations system and to 
convene an intergovernmental meeting on the subject in late 1993. The Programme would have to find funds 
for such action, notably to assist developing countries in making use of the findings of the expanded 
programme and drawing up appropriate national chemical safety programmes focused on information, 
education and training. A consultative meeting was to be held shortly, in advance of UNCED; invitations to 
international organizations with major chemical safety programmes had met with an encouraging response that 
gave hope for a successful outcome to an undertaking undoubtedly fraught with difficulty. 

The draft resolution recommended by the Executive Board in resolution EB89.R9 was approved.1 

WHO Commission on Health and Environment: Item 20.1 of the Agenda (Resolutions WHA42.26 and 
EB89/R17; Document A45/14) (continued from the twelfth meeting, section 1) 

The CHAIRMAN invited the Committee to resume consideration of the draft resolution recommended 
by the Executive Board in resolution EB89.R17, to which the representative of Jordan had submitted an 
amendment. The text of that amendment had since been discussed and agreed with the Legal Counsel and 
technical staff of the Secretariat. 

Dr PROST (Secretary) said the amendment as now proposed involved the replacement of operative 
paragraph 2(2) by a new operative paragraph 3 reading as follows: 

3. URGES Member States to participate actively in establishing and enforcing international 
agreements that support measures for sustainable development, environmental protection, and that take 
account of health considerations, 

the present paragraph 3 being renumbered 4. 

The draft resolution, as amended，was approved.2 

2. MALNUTRITION AND MICRONUTRIENTS: Item 21 of the Agenda (Resolution EB89.R11 ； Document 
A45/173) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said it was estimated that over 220 
million people were suffering from some form of iodine deficiency disorder, at least 40 million preschool 
children from vitamin A deficiency, and over 2000 million people from iron deficiency. She summed up the 
dire consequences of micronutrient malnutrition. 

The document before the Committee was intended to provide guidance to Member States on appropriate 
national strategies for overcoming micronutrient malnutrition, and was the fruit of a major conference "Ending 
hidden hunger: a policy conference on micronutrient malnutrition", convened by WHO and UNICEF in 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA45.32. 
2 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA45.31. 
3 Document WHA45/1992/IŒC/1, Annex 8. 
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Montreal in October 1991 to discuss, inter alia, means of accelerating progress towards the goals of elimination 
of micronutrient malnutrition that had been endorsed by the World Summit for Children. ТЪе paper looked at 
ways in which countries might generate the necessary commitment, plans of action and resources. In general 
there was a call for: more detailed assessment and analysis of micronutrient problems; far greater public and 
political awareness of their significance; formulation and implementation of plans of action; development of 
monitoring and evaluation systems, and mobilization of resources. National mechanisms to support 
programmes for overcoming micronutrient malnutrition would be required. Examples of action needed at 
different levels were given. Areas of common action were identified, as were the key features of an integrated 
approach, and the main areas for further WHO action were suggested. The Executive Board at its eighty-ninth 
session had discussed and endorsed both the paper and the enhanced role of WHO in overcoming 
micronutrient malnutrition. She drew attention to the draft resolution recommended by the Board in 
resolution EB89.R11. 

Dr ANAYAT (Bhutan) informed the Committee that, with the assistance of UNICEF and through an 
intersectoral approach, the problem of iodine deficiency disorders would be controlled in his country in the 
near future. In the initial stages, iodine injections had been administered to all women of childbearing age in 
seriously affected districts and imported salt had been iodated and distributed. Preliminary results of a recent 
partial evaluation showed that the programme had been successful and that the level of iodine in salt was 
adequate. Salt iodation would accordingly continue. 

To combat vitamin A deficiency, which had been a health problem in Bhutan, children attending 
maternal and child health clinics were provided with two high-potency capsules of vitamin A once a year. The 
maternal and child health programme was associated with the Expanded Programme on Immunization and 
80% of the population had access to that service. Iron tablets were being provided to pregnant and lactating 
mothers, but the impact of that strategy had not been evaluated in recent years; anaemia continued to be a 
problem and would require additional intersectoral action. 

The National Women's Association of Bhutan was assisting in income-generating activities for rural 
women and was contributing to the nutrition programme by popularizing kitchen gardens and health education. 
For least developed countries like Bhutan, research was required to devise simple took, especially laboratory 
tools, to measure and monitor the programmes in field conditions. His delegation supported the draft 
resolution. 

Dr DALLAL (Lebanon) fully endorsed the contents of the report. Iron deficiency anaemia remained a 
problem among pregnant women in Lebanon, despite all efforts by private and public maternal and child 
health care institutions, and should, he believed, be addressed in the context of family planning. There was a 
low to moderate prevalence of endemic goitre in Lebanon. The government had made efforts to introduce 
iodated salt，to encourage the consumption of fish and to introduce an endemic goitre monitoring programme 
for children. Although no reliable statistics were available on vitamin A deficiency, it did not seem to be a 
problem. He thanked UNICEF and WHO for their support for nutritional research and monitoring projects. 

Dr GEORGE-GUITON (France) drew attention to the alarming indication given in Table 1 of the 
report that over 2000 million people, the majority of whom were of course women, were suffering from iron 
deficiency anaemia. Even in Europe the figure was a shocking 27 million. Given that the already heavy 
burden borne by women in the developing world was compounded by the devastating consequences of that 
deficiency, a special effort should be made to address the issue, particularly since the condition was, technically 
speaking, relatively easy to prevent. It might perhaps be approached in connection with the resolution on 
women, health and development which Committee В had just approved. She also noted that 14 million people 
in Europe were affected by iodine deficiency disorders. It was surprising that such figures should relate to 
countries which had all the food and supplements they needed. In conclusion, she supported the draft 
resolution recommended by the Executive Board. 

Dr VAN ETTEN (Netherlands) said that WHO's decision to play a more active role in the field of 
micronutrient malnutrition, reflected, inter alia，in the appointment of another nutrition expert, was particularly 
gratifying. Although the document rightly established dietary diversification as the first strategy and food 
fortification as the second, it was difficult for WHO, as a health organization, to put it main focus on food. 
Food issues should, however, be constantly taken into account in the Organization's support for the 
development of national plans and it should strive for cooperation with international food organizations. He 
expressed support for the draft resolution recommended by the Executive Board. 
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Professor OKELO (Kenya) said that the report contained very useful suggestions for national strategies. 
In order to counteract iodine deficiency disorders, Kenya had embarked on table salt iodation in 1978. In 1988 
the law had been amended to increase the iodine content and make it compulsory for all household salt to be 
iodated. That practice was closely monitored and the law strictly enforced. There was evidence of vitamin A 
deficiency in the drier parts of the country, and the problem was currently being addressed. 

He regretted that there had been no discussion at the current World Health Assembly about the 
international conference on nutrition to be held in December 1992. He endorsed the proposals in the 
document before the Committee. 

Dr KORTE (Germany) agreed fully with the recommendations in document A45/17 and the draft 
resolution recommended in resolution EB89.R11. Retinol deficiency was not a public health problem in 
Germany, and only very small risk groups were exposed to iron deficiency. Over 10% of the population was, 
however, affected by endemic goitre, and the government had taken steps to ensure a sufficient dietary intake 
of iodine. Several amendments to the legislation on iodized cooking salt and foods had been instrumental in 
bringing about a considerable improvement. A special working group was dealing with the issues of iodine 
deficiency and public information. 

With regard to the implementation of the draft resolution, he emphasized the need to conduct 
appropriate baseline studies before initiating large-scale programmes and to use and strengthen existing 
structures rather than establish new mechanisms. Adequate emphasis should also be placed on food as a 
source of micronutrients. 

Dr ADffiO (Ghana) said that his country was affected by some of the problems dealt with in the 
document. Work had been progressing on iodine deficiency for some time, thanks to WHO and UNICEF, and 
action on other deficiencies had been stepped up since the Montreal Conference in October 1991. Ghana 
would be making use of the instructive suggestions for action contained in Annex 2 of document A45/17. He 
supported the draft resolution 

Dr LARIVIÈRE (Canada) submitted that the document before the Committee could serve as an 
effective tool for advocacy and a guide for health and other ministries interested in reviewing existing activities 
or developing new control programmes and in preparing for donor funding. 

While the operational targets set with a view to attaining the goals endorsed by the World Summit for 
Children were quite sound, the time frame - 50% of the population at risk to be reached by 1995 - was 
probably unrealistic. Such an effort would call for massive and immediate funding of programmes and projects 
many of which had not yet been developed. More flexibility should perhaps be introduced into existing plans. 

He enquired about WHO's proposed role in promoting multi-micronutrient approaches in national 
strategies and among governments and potential donors. In conclusion, he expressed support for the draft 
resolution recommended by the Executive Board. 

Dr TAHA bin ARIF (Malaysia) said that, although there was no specific national programme in his 
country to combat micronutrient malnutrition, appropriate actions were taken within programmes for maternal 
and child health and health in schools and for rural, agricultural and socioeconomic development. Nutritionists 
coordinated and developed such activities at national and state levels. A mechanism was available for 
cooperation between agencies but needed strengthening. 

The overall policy on nutrition was to improve the general nutritional status of the population, by: 
(1) initiating multisectoral cooperation in and commitment to nutrition-related activities; (2) improving 
surveillance, case detection, treatment, supplementary feeding, food fortification and home economics at the 
community level; and (3) intensifying health education and encouraging activities that would improve 
nutrition, such as breast-feeding. Food was abundant in his country, but it was not always consumed in the 
correct form or in the correct proportions to meet daily nutritional requirements. Educating families and 
schoolchildren about nutrition was thus a priority. 

Thanks to the actions outlined, the prevalence of micronutrient malnutrition in Malaysia had been 
reduced. A national programme would develop a system to monitor and evaluate the prevalence and 
distribution of micronutrient deficiency disorders; to mobilize the necessary human, technical and financial 
resources for ensuring the success of the programme; to control and prevent anaemia, vitamin A deficiency 
and iodine deficiency; and to monitor the implementation and impact of control programmes. If his country 
was to achieve the targets set by the Director-General in his report on this subject, it would require technical 
assistance and guidelines from WHO. He supported the draft resolution recommended by the Executive 
Board, particularly operative paragraph 2(3). 
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Dr DAVIS (United States of America), commending the timeliness of the document under discussion, 
remarked that, in view of the complex relationship between micronutrient deficiencies and their nutritional, 
social and economic causes, the corresponding interventions and strategies required were also complicated. 
The document outlined the main issues to be addressed, but he would appreciate further information on the 
range and cost-effectiveness of potential interventions and some indication of priorities. The key role of 
breast-feeding in preventing iron and vitamin A deficiencies did not receive the emphasis it deserved in the 
document. 

Micronutrient malnutrition would be discussed at the FAO/WHO conference on nutrition to be held in 
Rome later in 1992. How would the statements in the document under discussion be coordinated with the 
strategy document being prepared for that conference? His delegation, which supported the draft resolution, 
assumed that the issues it addressed would be taken up at the international conference and that the 
recommendations proposed at the conference would receive due attention by the Secretariat. 

Professor LEOWSKI (Poland) remarked that micronutrient malnutrition was an important but often 
neglected subject. In his country, as in most other European countries, iodine deficiency had not yet been 
brought under control. In endemic areas, goitre was found in 10%-60% of schoolchildren. His country could 
ill afford the consequences of even mild cases of goitre, such as loss of intelligence and mental fitness, 
diminished hearing and impaired neuromuscular reflexes. The necessary data, laboratory expertise and 
technology were available, but Poland lacked expert guidance on the optimal iodation of table salt and of salt 
for use in the food industry and in cattle fodder. The government hoped for WHO's assistance in drawing up 
a viable action plan with which it could take up the matter with its partners in the market economy. In Poland, 
and in similarly-placed countries, matters that had been the responsibility of the health authorities now fell 
under the regime of a privatized market economy, with which they had less experience. His delegation 
supported the draft resolution before the Committee. 

Dr MASIRONI (Italy) observed that, while the title of the report under discussion was broad, its content 
was limited to strategies for overcoming deficiencies of iodine, iron and vitamin A. He asked whether WHO 
activities were to be confined to those three issues or whether they would address other micronutrients, such as 
zinc, fluorine and other essential elements in water and food, the deficiency or biological unavailability of 
which was widespread in several populations in developed and developing countries. Would WHO activities 
include the elimination or control of such deficiencies, using strategies similar to those reported in the 
document under discussion? His delegation supported the draft resolution, on the assumption that the 
wording was broad enough to encompass the study and control of other micronutrient deficiencies, as he had 
indicated. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted that the report had met with 
broad approval, as had the suggestions for national strategies and plans of action to overcome micronutrient 
malnutrition; she also noted the support expressed for the resolution recommended by the Executive Board. 

Dr NAPALKOV (Assistant Director-General), replying to the delegate of France, said that the figure of 
2150 million given in Table 1 of document A45/17 covered not only persons with manifestations of clinical 
anaemia but all those in whom laboratory tests showed iron deficiency. 

WHO's strategic plans for overcoming micronutrient malnutrition and those envisaged in the draft 
declaration and plan of action of the international conference on nutrition to be held in Rome with WHO 
participation were closely coordinated. Indeed, WHO plans were an essential part of the strategies that had 
been elaborated for that conference. 

Dr ROCHON (Division of Health Protection and Promotion) replied in greater detail to the comments 
by the delegates of Germany, Canada and the United States of America about various aspects of the 
coordination between different agencies of the United Nations system and other international organizations 
involved in national programmes on micronutrient deficiencies. The delegate of Canada had suggested that 
programmes on s ifíc micronutrients should be more closely integrated; the United States delegate had 
raised questions í ut priorities and about coordination with the International Conference on Nutrition. At 
the conference in Montreal in October 1991, WHO had offered to augment its activity in that area. During 
the preparation of the document before the Committee, a strategy for better coordination among the agencies 
involved and better integration of the programmes addressing different micronutrients had been submitted to 
the Subcommittee on Nutrition of the Administrative Committee on Coordination of the United Nations. 
Document A45/17 had been presented to the Executive Board, and in the discussions that followed its 
presentation, account had been taken of the forthcoming international conference on nutrition. The technical 
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aspects of a plan of action had been developed, and that plan would first be presented at a high-level technical 
meeting to take place in Geneva in August 1992’ in preparation for the conference in December. One of the 
eight major subjects to be discussed was micronutrients, with the aim of clarifying present knowledge and 
giving the question high priority in the plan of action that would be presented and discussed at the conference. 

Further to Dr Napalkov's reply to the delegate of France, who had expressed surprise at the extent of the 
problem of iron deficiency anaemia, even in Europe, he said that half of the 2150 million people referred to in 
the last column of Table 1 of document A45/17 had clinically apparent anaemia; the other half had 
biologically manifested iron deficiency but no clinical sign of anaemia. Goitre had been the subject of a 
technical meeting held in Brussels two weeks previously, which had been attended by representatives of all the 
European countries in which long-term studies had been done. The most recent results had confirmed the 
magnitude of the problem and indicated that it was due largely to a lack of iodine in salt and limited access of 
consumers to iodated kinds. 

In response to the delegate of Italy, he said that three micronutrients had been singled out in the report 
as being important for public health and also because they presented an opportunity for successful, rapid 
intervention. WHO was, however, also concerned with some 15 other micronutrients. A committee of experts 
had recently discussed the subject, and those substances would also be the objects of WHO actions. 

In reply to the delegate of Kenya, who had expressed disappointment that there had been no opportunity 
to discuss the international conference on nutrition at the present Assembly, he said that, as the question had 
been discussed by Committee A in 19911 and as it would have been difficult to discuss the conference during 
the present, final stage of preparations, a comprehensive report on its evolution and an information booklet 
had been distributed. The technical documents and a preliminary plan of action would be ready in a few days’ 
time. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by the Executive 
Board in resolution EB89.R11. 

The draft resolution was approved.2 

3. FIFTH REPORT OF COMMITTEE A 

Dr CHÁVEZ PEÓN (Mexico), Rapporteur, read out the draft fifth report of the Committee. 

The report was adopted.3 

4. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 17h00. 

1 See document WHA44/1991/REC/3, pages 85-89 and 93. 
2

 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution W H A 4 5 3 3 . 

3

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 



COMMITTEE В 

FIRST MEETING 

Wednesday, 6 May 1992, at 14h30 

Chairman: Dr A. S. YOOSUF (Maldives) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 22 of the Agenda (Document A45/40) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, particularly the 
delegates of the new Member States, Armenia, Kyrgyzstan, Latvia, Lithuania, Moldova and Tajikistan, and of 
two formerly inactive Member States, Belarus and Ukraine. 

He then drew attention to the third report of the Committee on Nominations (document A45/40), in 
which that Committee nominated Dr A.D. Jatene (Brazil) and Dr E. Nakamura (Japan) as Vice-Chairmen and 
Dr D. van Daele (Belgium) as Rapporteur. 

Decision: Committee В elected Dr A.D. Jatene (Brazil) and Dr E. Nakamura (Japan) as Vice-Chairmen 
and Dr D. van Daele (Belgium) as Rapporteur. 

2. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 23 of the Agenda 

Financial report on the accounts of WHO for the financial period 1990-1991, report of the 
External Auditor, and comments thereon of the Committee of the Executive Board to Consider 
Certain Financial Matters prior to the Health Assembly (Article 18 (f) of the Constitution; 
Financial Regulations 11.3 and 12.9): Item 23.1 of the Agenda (Resolutions WHA44.13 and 
EB89.R21; documents A45/18, A45/18 Add. 1 and A45/19) 

Mr AITKEN (Assistant Director-General) introduced the financial report and audited financial 
statements for the financial period 1 January 1990 - 31 December 1991 (document A45/18), accompanied, in 
accordance with the Financial Regulations, by a report of the External Auditor. He also drew attention to 
document A45/18 Add.l containing information on extrabudgetary resources available to the Organization 
during 1990-1991, which formed part of the financial report. 

The financial situation of the Organization during the biennium had been affected by cost increases that 
were significantly greater than those that had been budgeted, and by continued delays in payment, or non-
payment, of assessed contributions by certain Member States. The level of extrabudgetary contributions for 
WHO-assisted activities, however, had increased significantly during 1990-1991, reflecting Member States' 
continued confidence in the Organization. 

Regarding the overall situation, in comparison with 1988-1989, total obligations incurred for the 
integrated international health programme had risen by more than US$ 300 million - an increase of 22.1% over 
1988-1989. That was due largely to the continued expansion of obligations under the Global Programme on 
AIDS, which had recorded an increase of almost US$ 64 million, and the Voluntary Fund for Health 
Promotion, which had increased by over US$ 50 million. In addition, there had been increases of 
US$ 9 million under the Special Programme for Research and Training in Tropical Diseases, nearly 
US$ 12 million in respect of the United Nations Development Programme and about US$ 8 million under the 
Onchocerciasis Control Programme. 

The overall rate of collection of contributions at the end of the biennium was 89.4%, as compared with 
84.7% in 1988-1989 and 88.4% in 1986-1987, the shortfall of 10.6% being due mainly to the payments 
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outstanding from two of the Organization's major contributors, totalling some US$ 36.76 million. Seventy-two 
Members had not paid their 1990-1991 assessed contributions in full at 31 December 1991, compared with 70 
at the end of 1989, while 23 of those Members (25 at the end of 1989) had not made any payment at all for 
the biennium. That shortfall had resulted in an income deficit of approximately US$ 65.3 million, which had 
been covered partially by a withdrawal in full of the balance available in the Working Capital Fund (about 
US$ 11 million), the remaining US$ 54 million being secured against other available WHO internal funds 
pending receipt of arrears in contributions. As of 30 April 1992, approximately US$ 3.7 million arrears had 
been collected in res of 1990-1991, thus reducing the income deficit to US$ 61.5 million. 

The continued erse impact of exchange rate instability on WHO's programmes had been covered 
largely by the use of the exchange rate facility approved in resolution WHA44.13, against which it had been 
necessary to charge exchange rate deficiencies totalling about US$ 36 million because accounting rates of 
exchange for headquarters and some regional office currencies had been lower than the budgetary rates of 
exchange on the basis of which the biennial budget had been costed and approved. That had been offset 
slightly by some US$ 4 million in exchange rate savings which had accrued in respect of other regional office 
currencies, thus resulting in a net charge to the Casual Income Account of about US$ 32 million in respect of 
the exchange rate facility for the biennium. 

Close monitoring of administrative support costs had been maintained and cost-containment measures 
continued to be applied, including cost absorption wherever possible. Administrative support costs represented 
12.83% of all obligations incurred under all sources of funds (compared with 11.80% for 1988-1989, 12.48% for 
1986-1987 and 11.07% for 1984-1985). It should be noted, however, that the Administration had been called 
upon to provide greater support and services, frequently without the provision of commensurate resources. 
ТЪе importance of the 13% charge for programme support costs in respect of expenditures incurred for 
activities funded from extrabudgetary resources should be noted. The charge partially offset the costs of the 
technical and non-technical support and services provided for those activities, which totalled 35.5%, with the 
regular budget bearing the difference of 22.5%. 

He drew attention to the report of the External Auditor (Part II of the Financial Report), the three 
principal financial statements required by the Financial Regulations (Part III), nine tables setting out the 
financial implementation of WHO's programme for the biennium, including for the first time a statement in 
respect of the Pan American Health Organization (Part IV), and statements detailing the financial 
implementation of U N D P and UNFPA activities (Part V). The annex to the financial report 
(document A45/18 Add.l ) contained substantial information on extrabudgetary resources, including summaries 
of contributions made by governments and others to the Voluntary Fund for Health Promotion, the Global 
Programme on AIDS and other funds available to WHO for programme purposes. 

Sir John BOURN (External Auditor), introducing his report, said that although his comments as External 
Auditor were made from an objective and impartial standpoint, he was nevertheless committed to the purposes 
of the Organization and hoped that his report would contribute to the success of its work. The present report 
differed somewhat from previous ones in that it followed the format recommended by the United Nations 
Panel of External Auditors. It represented not only a financial audit of the Organization, the results of which 
were summarized in the Opinion appearing on page 2 of document A45/18, but also a management audit of 
the Global Programme on AIDS conducted under article 12.3 of the Financial Regulations. That programme 
had been selected for the audit because of its evident importance in coordinating world action to combat 

He paid tribute to the positive response from the Secretariat and others to the recommendations made 
in his previous report. Improvements had been made in manpower budgeting and manpower control in the 
Regional Office for Africa and in the guidance and training provided there on programme planning, 
monitoring and evaluation systems. He welcomed the steps for further improvement planned by that Regional 

Turning to financial matters proper, he noted that WHO had been able to fund its regular budget income 
deficit (paragraphs 19 and 43-46 of the report) by securing the balance of $ 54.2 million against other WHO 
funds totalling $ 137.5 million. He was satisfied that those funds included sufficient available balances to cover 
the deficit. On the subject of WHO's long standing system of meritorious and long-service salary increases 
(paragraphs 21 and 58-61), the International Civil Service Commission had commented that those payments, 
which came to some $ 5.4 million, represented payments over and above the salary scales approved by the 
United Nations General Assembly. The Director-General had proposed a review, which he welcomed and 
hoped would be carried out as soon as possible. 

With regard to internal audit (paragraphs 23-24 and 67-73)，a very important aspect of the proper 
functioning of WHO, External Audit had made recommendations in a 1989 review that had been implemented 
with a resultant improvement in the arrangements for internal audit. 

AIDS. 

Office. 
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As Chairman of the Panel of External Auditors of the United Nations, he applauded the Organization's 
active participation in the Working Party on Accounting Standards of the Consultative Committee on 
Administrative Questions (Financial and Budgetary Questions) that was developing common accounting 
standards (paragraphs 25 and 79-80). Such standards would have a positive influence on the operation of the 
United Nations system. 

Turning to management matters, the suggestions that he had made as a result of the management audit 
of the Global Programme on AIDS were intended to indicate areas where it could be made even more 
effective. With regard to planning (paragraphs 26-29 and 101-107)，progress had been made in medium-term 
plans and positive steps taken to strengthen procedures for operational planning to obviate delays in preparing 
project documents. Allocation of resources (paragraphs 30-31 and 108-111) was always a difficult task; the 
fact that indicative planning figures had required frequent revision reduced their utility as a planning tool and 
had prompted a recommendation that WHO should review its resource planning procedures accordingly. In 
the area of financial control (paragraphs 32 and 118-119), substantial obligations had been incurred in excess of 
allotments authorized and closer control had been recommended to ensure that expenditure remained within 
authorized limits. There was scope for improvement in the control of local costs (paragraphs 34-35 and 
121-124), which represented 25-35% of the Organization's assistance to national AIDS programmes. Cost 
estimates and accounting arrangements in the area were unclear; seven of 13 countries examined had not 
submitted statements of account for local costs incurred and there was little evidence of remedial measures. 
WHO had been urged to strengthen accountability in those areas and consider limiting the cumulative value of 
outstanding advances to any one national programme. On the monitoring side (paragraphs 36-39 and 130-135), 
he welcomed the efforts to improve the quality of quarterly monitoring reports, which provided very valuable 
information on implementation of national AIDS programmes. It was recommended that more programmes 
should provide such reports. Evaluation was important (paragraphs 39 and 136-137), but as yet the 
effectiveness or impact of national AIDS programmes had not been assessed. The report recommended that 
priority should be given to work on evaluation mechanisms to ensure that lessons could be learned from 
experience gained. It was hoped that the suggestions contained in the report would contribute to improving 
the effectiveness of a most important programme. 

The external audit team, in addition to its work at WHO headquarters, had visited all the regional 
offices. The willing and constructive cooperation received from the regional directors and their stañis had been 
greatly appreciated, as had been the assistance received from headquarters financial staff and the staff of the 
Global Programme on AIDS. He hoped that the independent and objective report of the External Auditor 
would be of value to the Organization in its work. 

Professor BORGOÑO (representative of the Executive Board), introducing the first report of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Forty-fifth World 
Health Assembly, contained in document A45/19, said that the Committee had been greatly concerned by the 
income shortfall of US$ 65 million. That shortfall had been covered by some US$ 11 million from the 
Working Capital Fund and some US$ 54 million secured against other funds; it was to be hoped that those 
sums would soon be paid back. The Committee had also been concerned by the fact that administrative 
support costs made up 35% of expenditure on programmes financed from extrabudgetary resources instead of 
the 13% prescribed by the United Nations, since that difference would have to be made good from the WHO 
regular budget. It had consequently requested the Secretariat to submit to the ninety-first session of the 
Executive Board in January 1993 a report on the matter with a view to reducing the burden on the regular 
budget. In its consideration of the External Auditor's report, the Committee had been concerned by some 
aspects of the financial control and monitoring of national programmes within the Global Programme on 
AIDS; however, as mentioned by the External Auditor, steps were being taken to deal with those problems. 
The Committee endorsed the merger of Internal Audit with Administrative Management, a measure 
introduced by the Director-General. The Committee recommended to the Health Assembly the adoption of a 
draft resolution that would be found in its report (document A45/19). 

Mr BOYER (United States of America) said that the amount of detail in document A45/18 made it 
difficult for a large meeting such as the Health Assembly to conduct a meaningful discussion of the basic issues 
raised. Nevertheless, he believed that information on a number of questions would be valuable and asked what 
was being done by the Director-General in relation to the financial problems found in the Regional Office for 
Africa, including implementation of the AFROPOC system for programme planning, monitoring and 
evaluation, and to solve the problems associated with the Global Programme on AIDS and with the WHO 
policy on meritorious and long-service salary increases. 

As for the internal borrowing of some US$ 54 million to cover income deficit, he was not convinced that 
the Organization had acted wisely in borrowing so much in that way. 
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He suggested that in future the report of the External Auditor to the Health Assembly should be 
accompanied by a written commentary or response by the Director-General so that Members would be fully 
informed before the report was discussed. He recalled that two years previously the Health Assembly had 
requested the Director-General to report to the Executive Board and the next Health Assembly on the follow-
up by the Secretariat of the recommendations of the External Auditor and he recommended that the Health 
Assembly should again ask the Director-General to take similar action before the sessions of the Executive 
Board and the Health Assembly to be held in 1993. Similar language to that used two years earlier might be 
used in the resolution to be adopted by the present Health Assembly. 

In regard to programmes financed from extrabudgetary resources, he noted that the level of programme 
support needed to implement such activities was currently of the order of 35.5%. The standard charge against 
extrabudgetary contributions was only 13% and the difference of 22.5% was presumably being covered by the 
regular budget. If that were true, programmes financed under the regular budget, which were already affected 
by financial difficulties, were being even further endangered and it appeared that responsibility for decisions in 
relation to such programmes was being taken away from the Health Assembly. What was being done or could 
be done to deal with that problem? 

Comparison of the financial report covering the period 1 January 1990 to 31 December 1991 with the 
interim report covering only the year 1990 showed a significant drop in extrabudgetary contributions by 
Member governments to specific major programmes, namely the Onchocerciasis Control Programme, the 
Special Programme for Research and Training in Tropical Diseases and the Global Programme on AIDS. He 
asked the Secretariat to explain whether that was a statistical accident or whether there were serious reasons 
for the decrease in funds; in particular, he wished to know whether there was any cause for concern on the 
part of Member States. 

Mr MILZOW (Germany), referring to the income deficit, said that his Government was concerned at the 
level of arrears and of internal borrowing, and particularly the fact that the purpose of the borrowing was to 
make good the income deficit. Specifically, US$ 62.5 million had been borrowed, amounting to 9.5% of the 
budget for the biennium, and, although he acknowledged that in principle there were circumstances in which 
borrowing was necessary in order to overcome liquidity problems, he could not condone borrowing to make up 
for a loss in income that might endanger other funds and hamper normal activities under the regular budget. 
The Secretariat should be cautious in future years and ensure that the need to borrow internally did not 
increase. 

He also noted that, whereas Article 5.1 of the Financial Regulations stipulated that any balances of 
internal loans outstanding at the end of the financial period should be reported to the Executive Board, that 
did not seem to have been done, since only gross figures were given, without any breakdown in terms of the 
individual funds concerned. 

He welcomed the study to be conducted on the system of meritorious and long-service salary increases in 
WHO and the fact that the results would be made available as soon as possible. 

He agreed with the delegate of the United States of America that a further paragraph should be added 
to the resolution recommended by the Executive Board asking for a report on the follow-up of the 
recommendations and findings of the External Auditor. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland), referring to the statement by 
Mr Aitken that cost increases had been significantly greater than could have been reasonably anticipated or 
had been budgeted for, pointed out that the fact emphasized the importance of keeping programme planning 
within realistic limits based on legitimate revenue expectations and also of restricting the amount of borrowing. 

He agreed with the United States delegate that the Director-General should be asked to report back to 
the Health Assembly on progress made in following up the recommendations of the External Auditor. 

In conclusion, he inquired how the study on meritorious and long-service salary increases was 
progressing. 

Ms KARWAL (Netherlands) agreed with the recommendations of the External Auditor. As it was 
important to institute specific measures in response, she welcomed the idea of a report on follow-up. In that 
regard it would be useful to know what steps were envisaged to improve the system of monitoring, review and 
evaluation, especially in relation to the Global Programme on AIDS, and to improve WHO's control of local 
costs. 

She called for precise information concerning the practice of internal borrowing, with special reference to 
the level and sources of such borrowing. Her delegation awaited with interest the findings of the study on 
meritorious salary increases. 
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Dr ТАРА (Tonga), referring to paragraph 7 of document А45/19，said that the burden of excessive 
programme support costs which swallowed up money that should have gone to country programmes was 
indeed a matter of serious concern. He agreed with the Committee of the Executive Board that the idea of 
increasing the proportion of such costs chargeable against extrabudgetary-funded activities should be actively 
pursued, and that a proposal on the matter should be set before a future session of the Board. 

Mrs BAUTY (Switzerland) associated herself with the remarks by earlier speakers on the subject of 
meritorious and long-service salary increases, and asked when a report on the matter, which should be 
sufficiently but not excessively detailed, would be set before the Executive Board. 

On the important issue of follow-up to the External Auditor's recommendations, she considered that the 
Committee might well act as it had done in 1990: that would mean adding a paragraph to the resolution 
recommended in document A45/19, requesting the Director-General to report to the Executive Board and the 
Health Assembly on progress made in implementing the recommendations of the External Auditor. 

Sir John BOURN (External Auditor), remarking that delegates’ interest in the issue of internal 
borrowing justified the attention paid to it in the report, explained that in accordance with WHO's financial 
regulations, pending receipt of members, contributions money could be withdrawn from the Working Capital 
Fund and from other WHO funds as necessary. On finding that such withdrawals had in fact been needed in 
the course of the biennium, the auditors had carefully checked that enough money remained in the funds 
concerned to cover the expenses that would fall due pending the receipt of contributions. They had been 
satisfied that such was indeed the case. 

Mr AITKEN (Assistant Director-General), in response to the question raised by the United States 
delegate on shortcomings in the AFROPOC system, said that he and the Regional Director for Africa, 
Dr Monekosso, had recently met the representative of the External Auditor to review the implications of the 
report's recommendations on that point. Although there was room for improvement, in general AFROPOC's 
record was impressive, and the system was one of the most advanced within the Organization. He was pleased 
to state that good progress was now being made. 

The report had also made a number of recommendations about the Global Programme on AIDS. Those 
recommendations were being taken very seriously: some had already been followed up, and others would be 
implemented in due course. 

The question of meritorious and long-service salary increases had been raised by a number of speakers. 
Some time ago, the International Civil Service Commission (ICSC) had made efforts to harmonize the basis on 
which salaries and allowances within the United Nations system were calculated. Indeed, WHO had been one 
of the most consistent supporters of a harmonized United Nations policy on personnel questions, on the 
grounds, inter alia, that it would contribute to staff unity and staff morale. 

ICSC had drawn attention to the fact that, since 1948, WHO had had a system of awarding additional 
steps (annual salary increments) to staff members who had served for periods of 20, 25, 30 or 35 years. The 
Commission had asked the Organization to abolish that system, which they considered led to inequities with 
other organizations and subsequently the General Assembly had asked the Health Assembly and the Executive 
Board to look into the matter. He himself, when reporting to the Executive Board in January of that year, had 
pointed out that it would be very difficult to modify a personnel policy which had been pursued by the 
Organization for over 40 years, especially when that policy benefited all staff; any changes might well have an 
adverse effect on staff morale. He had nevertheless undertaken to prepare a study for submission to the 
Board's ninety-first session in January 1993, so that the Board could consider what action to take. 

On the question of internal borrowing, he drew attention to the figures given under the heading "Other 
WHO funds" in the statement of liabilities contained in the External Auditor's report. The total amount 
available to WHO from other funds was $ 137.5 million, and the amount secured to cover the balance of 
regular budget income deficit was $ 54 million. Speakers had urged WHO not to endanger the funds 
concerned by overmuch internal borrowing, and he assured members that the Secretariat was aware of the 
need to avoid that danger. Thus, for the current biennium, because of increased uncertainties over payment of 
contributions, the Secretariat had judged that internal borrowing could well rise to unacceptable levels if the 
entire programme were to start being implemented. In the current biennium provisional reductions in the 
overall programme of some 10% were in fact being made in order to ensure that the level of internal 
borrowing did not go beyond appropriate levels. The reductions would be gradually restored if the 
contribution situation was seen to be improving. The aim was to strike a balance between, on the one hand, 
delivering the programme that Member States desired, and on the other, ensuring that internal borrowing did 
not go too far. 
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A number of speakers had urged that information on follow-up to the report of the External Auditor be 
submitted to the ninety-first session of the Executive Board, and subsequently to the 1993 Health Assembly: 
words to that effect should be added to the draft resolution under consideration. 

It had also been suggested that at the following year's Assembly the Secretariat could submit comments 
on issues arising from the report of the External Auditor. That might prove difficult, since the report was 
normally only received in April: the follow-up process might be a better means of giving the Secretariat time 
to prepare a detailed response. 

Members had also asked why the extrabudgetary programme support charge was only 13%, whereas a 
study had shown that the cost to the Organization was some 35.5%. ТЪе additional 22.5% came, in fact, from 
the regular budget, but in the form of time of staff and direct costs. There were differences of opinion even 
within individual governments. Those responsible for the provision of extrabudgetary resources were satisfied 
that the charge should be small, while those who contributed to the regular budget believed it should be higher. 
The Director-General would be submitting a paper to the Board in due course on how to reconcile the need to 
attract the greatest possible extrabudgetary resources with the need to ensure that regular budget resources 
should not be overly diverted into supporting extrabudgetary funding. Delegates themselves might give thought 
as to how best to ensure a proper balance between regular and extrabudgetary support for programmes. 

As to whether donations to certain special programmes had decreased between 1990 and 1991, overall 
the extrabudgetary resources available to WHO had been higher in 1991 than in 1990, but it was correct that 
some special programmes (for example, GPA) had shown some decrease between 1990 and 1991. It was too 
early to say whether that indicated an overall trend or simply resulted from the larger demands made on 
donors during the previous year in other areas, such as for emergencies. 

Finally, the delegate of Germany had asked for more detailed reporting on individual funds; the 
Secretariat would look into that question and take appropriate action if needed. 

Dr MERSON (Global Programme on AIDS) said that the Programme was dealing with an epidemic of a 
universally fatal disease that had rapidly infected as much as one-third of the adult population in some African 
cities, and was now spreading at a similar rate in some other parts of the world. AIDS was a new disease, 
calling for new national programmes in countries which still had much to learn about AIDS prevention and 
control. Those two considerations might explain some of the comments made in the External Auditor's report. 
Even today, GPA still had to try to strike a balance between responding urgently to countries’ needs and 
making sure that it was financially accountable for its activities. 

It should also be noted that the Programme was 99% funded by extrabudgetary resources, which 
generally arrived late in the year: in the current year, for example, it had received only US$ 500 000 
undesignated income out of the US$ 70 million expected. In addition，in the current year the same level of 
resources had to cover some 140 countries, as compared with only 50 countries in 1989. 

The Netherlands delegate had asked what was being done to improve monitoring, review and evaluation: 
those activities were now being given top priority. As national AIDS programmes became more managerially 
secure and more experienced in programme implementation, they were following suit. National programmes 
were not submitting quarterly reports on their activities as regularly as might be wished, and to remedy that 
problem GPA had issued simple guidelines for submission of reports and established procedures for improved 
monitoring by regional offices. Guidelines had also been issued to national programmes on how to prepare 
work plans, conduct monitoring, and undertake external reviews: so far, some 50 national programmes had 
carried out external reviews of their activities. During the past year, GPA had also drawn up a list of primary 
prevention indicators, and developed tools for measuring them. It was hoped that all countries would report 
on those indicators through a global management system. GPA also hoped to develop global indicators for the 
provision of care and support activities: such indicators should prove useful to countries in setting targets for 
programme effectiveness and impact and in measuring the progress of their programmes towards those targets. 

Measurement of indicators, target-setting and the monitoring and planning of activities would all be 
included in a course for the managers of national AIDS control programmes, which was to be field-tested by 
the end of 1992 or early 1993. That course, which would be similar to the one used by the programmes on 
immunization, diarrhoeal diseases and acute respiratory infections should provide an overaU framework for 
national programme implementation and improve overall management and effectiveness. 

To reply to the question about fluctuations in the Programme's income, the decrease in resources 
between 1990 and 1991 had been due on the one hand to late payment of contributions and on the other to 
double contributions resulting from discrepancies between the fiscal years of some donor countries and the 
fiscal year of the Organization. In 1991, disbursements had equalled income. There was no doubt that the 
Programme needed more resources to meet all the demands made on it by the epidemic. 

H e assured delegates that G P A h a d taken note of all the observations a n d r e c o m m e n d a t i o n s m a d e in the 

External Auditor's report, a n d w o u l d d o its best to give effect to t h e m . 
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The CHAIRMAN drew attention to the draft resolution recommended by the Committee of the 
Executive Board to Consider Certain Financial Matters prior to the Health Assembly in paragraph 12 of 
document A45/19. The amendment proposed by the delegation of Switzerland would involve the addition of a 
second operative paragraph to read: 

REQUESTS the Director-General to report to the ninety-first session of the Executive Board and 
to the Forty-sixth World Health Assembly on progress made in the implementation of the 
recommendations of the External Auditor. 

The draft resolution，as amended, was approved.1 

Status of collection of assessed contributions and status of advances to the Working Capital 
Fund: Item 23.2 of the Agenda (Resolution EB89.R5; document A45/20) 

Professor BORGOÑO (representative of the Executive Board) said that the Director-General's report on 
the status of collection of assessed contributions and status of advances to the Working Capital Fund as at 
31 December 1991 had been reviewed during the eighty-ninth session of the Executive Board, which had 
expressed deep concern at the level of outstanding contributions and the impact of the shortfall on the 
programme of work approved by the Health Assembly. It had noted in particular that, as at 31 December 
1991, the rate of collection of 1991 contributions in respect of the effective working budget had amounted to 
81.85%, resulting in a shortfall of US$ 55.6 million; that only 90 out of 162 Members contributing to the 
effective working budget had paid their 1991 contributions in full; that 50 Members had made no payment 
whatsoever towards their 1991 contributions; that, as a consequence of the incentive scheme for the timely 
payment of assessed contributions instituted by resolution WHA41.12, Members paying their assessed 
contributions for 1991 and 1992 early in the year would see an appreciable reduction in their contributions due 
for 1994-1995; and that unless the situation improved it might become necessary to raise the authorized level 
of the Working Capital Fund. 

The Board had also considered and taken note of a proposal by one of its Members that the amount 
distributed under the financial incentive scheme be restricted to the interest earned on assessment payments. 
The Secretariat had been requested to provide a detailed report on the matter to its forthcoming session. 

The report of the Director-General to the eighty-ninth session had described the status of Member 
States' financial indebtedness to the Organization as at 31 December 1992. Document A45/20 now gave the 
contribution status as at 30 April 1992. 

Mr AITKEN (Assistant Director-General) said that document A45/20 reported on progress in collections 
of contributions in the current year. As at 30 April 1992，total collections of 1992 contributions represented 
45.67% of the assessments on Members concerned，the third highest collection rate as at 30 April in the 
history of the Organization. Future prospects were most uncertain. Over and above the usual slackening of 
the pace of contributions as the year wore on, recent world developments added to the uncertainty about the 
receipt of contributions, as a result of which the work programme had been reduced by 10% for the current 
and following year. 

Previous years' arrears of contributions had amounted to some US$ 69.5 million on 1 January 1992, and 
some US$ 65 million at 30 April 1992. Since the beginning of May, payments totalling US$ 2 769 490 had 
been received from some Members in respect of 1992 assessments, slightly raising the percentage of current 
year contributions. Those Members, to whom he expressed appreciation, were Belize, Botswana, Cook Islands, 
Jamaica, Malaysia, Marshall Islands, Saudi Arabia, Sri Lanka and Zimbabwe. In addition, since 30 April, five 
countries - Chad, Grenada, Iran, Romania and Zimbabwe - had made payments in respect of arrears of 
contributions. 

He drew the Committee's attention to the draft resolution recommended by the Executive Board in 
resolution EB89.R5. 

Dr TOGUCHI (Japan), stressing the importance of timely payment of assessed contributions for the 
pursuit of WHO's activities, confirmed Japan's commitment to assisting the Organization through the provision 
of technical and financial support. His delegation supported the draft resolution recommended by the 
Executive Board. 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA45.18. 
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Mr BOYER (United States of America) said that although the problem of tardy payment or non-
payment of assessed contributions was a perennial one, the changed circumstances of the current year called 
for special measures. One major contributor had paid only one-half of its assessment for 1991 and nothing for 
1992, and there seemed to be no prospect of payment for a number of years. The situation was thus extremely 
serious, and he would welcome a more detailed account of the steps being taken to deal with the expected 
shortfall in 1991-1992 and the approach envisaged for the following biennium. 

Dr SAVEL'EV (Russian Federation) said that in 1992 his country was for the first time in arrears of 
contributions to WHO. Nevertheless, and despite the very difficult economic situation, all the necessary 
measures were being taken to liquidate its debt and honour its commitment for 1992. 

Ms KARWAL (Netherlands) joined in emphasizing the importance of full and timely payment of 
assessed contributions to enable the Organization to implement the programme of work agreed upon by its 
Members. Her delegation favoured continuation of the incentive scheme in the form adopted by the Executive 
Board. 

Like the United States delegate, she wished to be informed about measures envisaged in the event of 
major contributors being unable to meet their financial obligations to the Organization. 

The Netherlands considered that shortfalls resulting from non-payment should not automatically lead to 
an increase in the authorized level of the Working Capital Fund and - as already implied in her previous 
intervention - that the practice of internal borrowing must be limited as far as possible. Lastly, her delegation 
wished to know about any plans for resuming activities which had suffered from the reductions in the current 
budget. 

Mr AITKEN (Assistant Director-General), responding to the question about steps taken by the 
Secretariat to deal with the possible shortfall in assessed contributions, said that the major problem was that of 
uncertainty, and he was grateful for the statement by the Russian Federation clarifying that country's position. 
Meanwhile, the Director-General had decided late in 1991 to reduce the total expenditures of the Organization 
by 10%, concentrating on areas where there was the potential for the affected activities to be restored if the 
contributions were received. Of the US$ 73 million reduction, US$ 47 million had been borne by the regional 
offices and US$ 26 million by headquarters. Bearing in mind the need to be flexible and avoid cutting off 
expenditure in areas where the affected activities could not be resumed, the Secretariat had, for instance, 
frozen vacant posts, cut back on travel, common services and temporary assistance and delayed the 
implementation of certain activities. Activities would be reintroduced, as and when the situation could be seen 
to be improving, by gradually unfreezing vacant posts and restoring programmes, with emphasis on the country 
level. Any effect of that situation on the 1994-1995 budget proposals would be monitored in the coming 
months in the light of developments. 

The draft resolution recommended by the Executive Board in resolution EB89.R5 was approved.1 

The meeting rose at 17hl5. 

3

 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution 
WHA45.15. 



SECOND MEETING 

Friday, 8 May 1992, at 16h20 

Chairman: Dr A. S. YOOSUF (Maldives) 

1. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 23 of the Agenda 
(continued) 

Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution: Item 23.3 of the Agenda (Decision EB89(10); documents 
A45/21 Rev.1 and A45/INF.DOC./7) 

Professor BORGOÑO (representative of the Executive Board) recalled that，at its eighty-ninth session in 
January 1992, the Executive Board had established a Committee consisting of four of its members to consider 
certain financial matters prior to the Forty-fifth World Health Assembly. That Committee had met twice, on 
4 and 6 May 1992, and had discussed the situation in regard to members in arrears. 

As of 24 April 1992, 18 Members had been in arrears to an extent which would justify invoking 
Article 7 of the Constitution. Those Members fell into two groups; of these, the first group of 12，in 
accordance with resolution WHA44.12, stood to have their voting privileges suspended as from the first day of 
the current Health Assembly. The second group of six, in accordance with resolution WHA41.7, stood to lose 
their voting privileges as from the first day of the Forty-sixth World Health Assembly to be held in 1993. 

The Committee had studied the particular circumstances of each country, and had decided that, of the 
first group, seven Members - Antigua and Barbuda, Burundi, Guatemala, Iraq, Liberia, Mauritania and 
Sierre Leone - need not be deprived of their voting privileges. However, it had decided that the remaining five 
Members - Cambodia, Comoros, Congo, Dominican Republic, and Equatorial Guinea - should have their 
privileges suspended as from the first day of the current Health Assembly. 

In the case of Iraq, the Committee had decided unanimously that the forwarding of three cheques by 
that country constituted an act of payment which could be considered reasonable in the circumstances, and that 
accordingly suspension of voting privileges could be avoided. 

The other Member States which at 24 April 1992 were in arrears in amounts which equalled or exceeded 
the amounts due from them for the preceding two full years were Chad, Guinea Bissau, Guyana, Nicaragua, 
Niger and Somalia. However, Chad had subsequently made sufficient payment to enable it to be removed 
from the list. The Committee had recommended that the remaining five Members should have their voting 
privileges suspended as from the first day of the Forty-sixth World Health Assembly under the provisions of 
the resolution to be considered by the present Health Assembly. 

He drew attention to the draft resolution recommended by the Committee for consideration by the 
Health Assembly, contained in paragraph 10 of the report. In the third preambular paragraph of that 
resolution, the concluding phrase "since these Members were either faced with exceptional difficulties and/or 
had made some payments since the adoption of resolution WHA44.12" should be deleted. 

Mr AITKEN (Assistant Director-General) informed the Committee that, as a result of payments made 
since 4 May 1992, the arrears of contributions due from Nicaragua had been reduced to a level below the 
amount which would justify invoking Article 7 of the Constitution. He thanked Nicaragua for that payment. 
Accordingly, a further preambular paragraph should be added to the draft resolution contained in 
paragraph 10 of the Committee's report, reading: 

"Having been informed that as a result of a payment received after the opening of the Forty-fifth World 
Health Assembly the arrears of contributions of Nicaragua have been reduced to a level below the 
amount which would justify invoking Article 7 of the Constitution." 
In addition, Nicaragua should be deleted from the list of countries in operative paragraph 6(1). 
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He also informed the Committee that Niger had made a payment of approximately US$ 7200, which, 
however, did not affect the application of Article 7 of the Constitution to its case. Mauritania had informed 
the Organization that it was taking steps to pay approximately US$ 30 600, though that payment had not yet 
been received. 

Mr AUSMAN (Canada) said that Canada had been a strong and consistent supporter of all efforts to 
ensure financial stability and predictability for WHO. That included support for the incentive scheme, for 
example, and for application of Article 7 of the Constitution. Canada had therefore also voted in favour of the 
previous year's resolution on the subject, resolution WHA44.12, and supported the resolution now before the 
Committee. Article 7 had been intended to protect the Organization from the financial difficulties resulting 
from non-payment of contributions, and Canada therefore regretted the decision which had restored the vote 
to more than half the countries in question, as it dangerously undermined that objective. 

His delegation particularly deplored the restoration of voting privileges to one of those countries on the 
basis of what were commonly known as "bad" cheques. In his country, someone who knowingly wrote such 
cheques, far from inspiring the sympathy of those who received them, was likely to be taken to court. There 
was no justification for the decision taken. 

Dr BUNNI (Iraq), explaining the circumstances that made it impossible for Iraq to pay its contributions 
to WHO, said that three cheques, representing payment of arrears, had been forwarded the previous year, 
drawn on one of the banks holding Iraqi assets outside Iraq; the cheques were not, therefore, invalid. The 
problem arose because Iraq's assets in that bank were frozen as a result of a decision by the Security Council. 
Iraq's circumstances were indeed exceptional: the country was subject to an economic embargo, it had no hard 
currency, it could not export its commodities and its assets in foreign banks were frozen. The embargo 
prevented it from receiving even the minimum amount of drugs and food, even though there were United 
Nations resolutions under which countries in which Iraq had assets could provide Iraq with drugs and 
humanitarian assistance. 

Iraq, which was most anxious to maintain good relations with WHO, had taken unprecedented steps to 
honour its obligations to the Organization, and its position in that regard was a valid one. Iraq's situation had 
been considered by the Committee of the Executive Board and its conclusion was given in the resolution 
proposed in paragraph 10 of its report (document A45/21/Rev.l). However, the case was an unusual one and 
deserved special attention. After nearly two years of the embargo, with little prospect of its being lifted, a 
solution must be found Various options mi¿it be considered, such as deferring the payment of arrears until 
the circumstances changed or allowing Iraq to pay in Iraqi currency; WHO itself might also consider bringing 
the case before the United Nations Sanctions Committee. 

As a step towards a solution, he proposed the addition of a paragraph to the draft resolution 
recommended by the Committee of the Executive Board, requesting the Director-General to set up a 
committee composed of legal advisers and economists to study the case of a country subject to an economic 
embargo with a view to enabling it to pay its arrears in contributions. 

Mr BOYER (United States of America) voiced his delegation's concern over the decisions taken by the 
Committee of the Executive Board. In resolution WHA44.12, the Health Assembly had decided to suspend 
the voting privileges of 13 Member States which were more than two years in arrears of contributions, giving, 
however, to those countries an additional year of grace in which to regularize their situation. The resolution 
also provided that the suspension might be waived if the Executive Board found that two criteria had been 
met: firstly, that a country was "faced with exceptional difficulties"; and secondly, that the Member had "made 
a payment considered by the Board to be reasonable in the circumstances". Subsequently, the Executive Board 
had established a Committee to consider, inter alia，the payment situation relating to countries still affected by 
the Health Assembly's resolution. The Committee had considered, rightly or wrongly, that seven of the 12 
countries involved met the two criteria and should have their votes restored. It was his particular contention 
that, contrary to the Committee's decision, one of them - Iraq - clearly did not meet those criteria. 

Whereas the terms "exceptional difficulties" and "reasonable in the circumstances" both contained an 
element of judgement, whether a payment had actually been made was a matter of fact. An "act of payment" 
could not be regarded as a "payment", and the Committee of the Executive Board, in restoring voting privileges 
to Iraq, which had made no payment at all, had exceeded the powers conferred by the World Health Assembly. 

Iraq had been fully aware, when presenting cheques drawn on a bank in which its assets were blocked in 
connection with the sanctions imposed on it by the United Nations Security Council, that they could not be 
used to reduce its arrears or to implement any programme activity. Iraq, which had in fact made no payment 
to WHO since 1988 - a date well prior to any embargo on its assets - could have drawn on assets which were 
not blocked, as indeed it was doing in purchasing arms and other commodities on the open market with hard 
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currency. Any acceptance of three worthless cheques as "payment" would make a mockery of WHO's financial 
procedure and set a totally unacceptable precedent within the whole United Nations system. 

Referring to the letter from the United States' Ambassador to the Director-General, before 
Committee В as document WHA45/INF.DOC./7, he noted some indecision in the Director-General's reply 
concerning the meaning of the term "payment". His delegation saw no reason for any indecision, as the 
cheques could not possibly constitute payment and the restoration of the vote to Iraq was clearly contrary to 
the policy laid down by the Forty-fourth World Health Assembly. 

Dr AL-SAIF (Kuwait) stressed that WHO's ambitious objective of health for all by the year 2000 
required funding and that the volume of arrears prevented smooth implementation of its programmes. Despite 
the considerable latitude given by the Health Assembly, many countries were still reluctant to pay and their 
number was increasing. Certain countries were able to pay but preferred to buy arms instead. His delegation 
considered that those countries in a position to pay should be obliged to do so. 

Miss MASCARENHAS NETO (Portugal), speaking on behalf of the European Community and its 
Member States, said that they had also noted with considerable concern the decision by the Committee of the 
Executive Board in relation to waiving the suspension of voting privileges of certain Member States in arrears 
of contributions. 

The Health Assembly had consistently determined that two criteria must be met before any exception to 
the application of Article 7 of the Constitution could be made: the Member State concerned must be 
considered by the Executive Board to be faced with exceptional circumstances and to have made payments 
considered to be reasonable. 

Despite their concern, and without prejudice to any future decisions in relation to Article 7 of the 
Constitution, the Member States of the European Community did not intend in the present case to oppose the 
Committee's decision not to suspend the voting privileges of Antigua and Barbuda, Burundi, Guatemala, 
Liberia, Mauritania and Sierra Leone from the opening of the current session of the World Health Assembly. 

However, in the case of Iraq, which was not a least-developed country, they believed that there were no 
possible grounds for the Committee's decision. 

As recognized by the Committee, the amount of arrears owed by Iraq remained unchanged. It had made 
no payment and, on that ground alone, voting rights should have been suspended. In that connection, it should 
be noted that, irrespective of difficulties arising from the freezing of Iraqi bank accounts abroad, there was no 
legal or other objection, or practical obstacle, to Iraq paying its contribution from unencumbered resources in 
Baghdad. Moreover, any exceptional difficulties which might be argued to have arisen in respect of Iraq had 
been brought about solely as a result of its own illegal acts and it was a basic principle of international law that 
a State should not be allowed to benefit from its own illegal action. 

Those facts alone clearly distinguished any difficulties which, it might be argued, had been faced by Iraq 
in meeting its financial obligations to WHO from the difficulties faced by other countries which were in 
arrears. 

Under those circumstances, the conditions which must be fulfilled before any exception to the suspension 
of voting privileges was made had not been met in the case of Iraq. Accordingly, and contrary to the decision 
of the Committee, Iraq's voting privileges ought to have been suspended as from the beginning of the Forty-
fifth World Health Assembly. 一 ‘ “ 

Dr BUNNI (Iraq), in reply to the delegate of the United States of America, said that Iraq had never 
made a mockery of WHO and had never tried to deceive the Organization. It had always worked with WHO 
on a candid and cooperative basis. 

Believing WHO to be a supremely humanitarian organization at the service of all humankind, he would 
have hoped the debate would be apolitical. It seemed, however, that the desire to deprive his country of its 
voting rights was politically inspired, and that politics was once again sneaking in and preventing peoples from 
enjoying their humanitarian rights. 

The CHAIRMAN said that he appreciated the concerns expressed by delegations which would be duly 
reflected in the summary records. Since no formal proposal had been made, the decision of the Committee to 
Consider Certain Financial Matters prior to the Forty-fifth World Health Assembly held good. He then 
invited Committee В to turn its attention to the issue concerning the suspension of voting privileges as from 
the opening of the Forty-sixth World Health Assembly. 

In the absence of any comments, he invited the Committee to vote by a show of hands on the draft 
resolution contained in document A45/21 Rev.l as amended by the Assistant Director-General, recalling that 
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in accordance with Rule 72 of the Rules of Procedure of the Health Assembly a two-thirds majority of the 
Members present and voting was required for its adoption. 

The draft resolution, as amended, was approved by 49 votes to none with 13 abstentions.1 

The CHAIRMAN noted that a quorum had been observed and that some delegates must have refrained 
from voting or recording their abstention. 

2. REAL ESTATE FUND: Item 28 of the Agenda (Resolution EB89.R14; Document EB89/1992/REC/1, 
Annex 3) 

Mr AL-SAKKAF (representative of the Executive Board) said that the Board had considered the report 
of the Director-General concerning the use of the Real Estate Fund for various building projects, contained in 
document EB89/1992/REC/1, Annex 3, Part I of which provided information on the status of projects 
undertaken before 31 May 1992, Part II detailed the estimated requirements of the Real Estate Fund for the 
period 1 June 1992 to 31 May 1993, Part П1 responded to operative paragraph 3 of resolution WHA42.11 by 
providing information on the status of the approved extension to the headquarters facilities, and Part IV 
summarized the estimated requirements of the Fund and contained a draft resolution for consideration by the 
Board. 

The Board had noted the status of implementation of the approved projects for the period up to 31 May 
1992, including the successful completion of an extension to the headquarters facilities and the purchase of five 
staff houses in Windhoek, Namibia. The Board had also noted that, in view of the financial constraints, the 
Director-General had submitted what were essentially safety- and security-related projects for financing by the 
Fund for the period 1 June 1992 to 31 May 1993. The Board had endorsed the need to increase office space 
in the Regional Office for South-East Asia in response to the regional growth of the Global Programme on 
AIDS. 

The Executive Board had adopted resolution EB89.R14, in which it recommended that the Forty-fifth 
World Health Assembly authorize the financing of the estimated expenditure of US$ 349 750’ which could be 
met from the existing resources of the Fund and did not require any appropriation from casual income. 

The draft resolution was approved.2 

The meeting rose at 17hl5. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA45.8. 
2 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA45.9. 



THIRD MEETING 

Monday, 11 May 1992 at 9h00 

Chairman: Dr A.S. Yoosuf (Maldives) 

1. FIRST REPORT OF COMMITTEE В (Document A45/44 Rev.1) 

Mr VAN DAELE (Belgium), Rapporteur, read out the draft first report of Committee B. 

Mr AITKEN (Assistant Director-General) informed the Committee that a payment had just been 
received from Guinea-Bissau. The resolution on Members in arrears in the payment of their contributions to 
an extent which would justify invoking Article 7 of the Constitution should be amended accordingly. In the 
final preambular paragraph the words "Guinea-Bissau and" should be inserted after the word "contributions of1, 
and the word "Guinea-Bissau" should be deleted from operative paragraph 6(1). 

The report, as amended，was adopted.1 

2. SCALE OF ASSESSMENTS: Item 26 of the Agenda 

Assessment of new Members and Associate Members: Item 26.1 of the Agenda (Documents 
A45/22, A45/45, A45/46 and A45/47) 

Mr AITKEN (Assistant Director-General), introducing the subitem, said that the four documents before 
the Committee dealt with the establishment of the rates of assessment for the one Associate Member and the 
eight Members which had joined WHO since the Forty-fourth World Health Assembly. The rate of assessment 
for the Associate Member, Puerto Rico, would be fixed at the minimum of 0.01%, in accordance with the 
provisions of resolution WHA27.9. The United Nations General Assembly had not yet established the rates of 
assessment for the seven new States which had formed part of the former Soviet Union - namely Armenia, 
Georgia, Kyrgyzstan, Latvia, Lithuania, Moldova and Tajikistan - but was expected to set those rates later in 
1992. It was therefore suggested that the Health Assembly should request the Director-General to calculate 
and establish the WHO rates for those Members once the United Nations rates were fixed. They would then 
be deducted from the assessment applicable to the former Soviet Union, responsibility for payment of which 
had been assumed by the Russian Federation. Also, since the 1991 and 1992 contributions payable by the 
former Soviet Union formed part of the contributions to the effective working budget, the contributions of the 
new Members would be accounted for as budgetary income upon receipt. The suggested draft resolution 
contained in document A45/46 also authorized the Director-General to use the same basis to calculate and 
establish the 1992 WHO rates of any further new Members which had formed part of the former Soviet Union 
and which might join the Organization before the end of 1992. 

With regard to the calculation and establishment of the 1992 assessment rate for Slovenia, the 
Committee would note from document A45/47 that the considerations which applied to Slovenia were similar 
in many respects to those applicable to the Members that had formed part of the former Soviet Union. 
Provision had, however, been made for the possibility that Slovenia might not join the United Nations later in 
1992, and in that connection an amendment needed to be made in the relevant draft resolution. The end of 
operative paragraph (3) should read: "••• in accordance with operative paragraph (1) or operative paragraph 
(2) above, as the case may be". 

1
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The Committee would also note that the assessments of the new Members and Associate Member for 
their year of admission would be reduced in accordance with established practice. Each of the four documents 
contained a draft resolution for consideration by the Committee. 

The draft resolutions contained in documents A45/22, A45/45, and A45/46 were approved, as was the 
draft resolution contained in document A45/47, as amended.1 

Scale of assessments for the second year of the financial period 1992-1993: Item 26.2 of the 
Agenda (Documents A45/23 and A45/INF.DOC./92) 

Mr AITKEN (Assistant Director-General), introducing the subitem, said that in December 1991 the 
United Nations General Assembly had adopted a United Nations scale of assessment applicable to the years 
1992-1994. In WHO the scale of assessment for the financial period 1992-1993 had been adopted by the 
Health Assembly in May 1991，and whereas there was no possibility of modifying the WHO scale applicable to 
1992, the Financial Regulations did provide for a possible amendment to the scale for 1993. In fact, since the 
introduction of biennial budgeting in WHO, on the two occasions that the possibility of amending the second 
year's scale had presented itself owing to the introduction of a new United Nations scale, the Health Assembly 
had decided to amend the scale accordingly. Another factor at the present juncture was that, owing to the 
resumption of active membership in WHO by Belarus and Ukraine, their 1993 contributions could form part of 
the contributions due for the effective working budget. In the annex to document A45/23 the present WHO 
scale and the contributions payable under that scale for 1993 were compared with the contributions that would 
be payable if the Health Assembly were to amend the scale. 

A draft resolution incorporating the amendments for consideration by the Health Assembly was 
contained in paragraph 7 of the document before the Committee. He wished to draw attention to the 
following matters. First, it was suggested that the WHO assessments for 1993 for Latvia and Lithuania would 
be calculated and fixed by the Director-General once the United Nations rates had been established and the 
contributions due would then be deducted from the amount due from the Russian Federation; second, it was 
suggested that the WHO rates applicable to other new Members which joined WHO in 1992 and had formed 
part of the former Soviet Union would be calculated and fixed by the Director-General in accordance with the 
principles applicable to Latvia and Lithuania; and third, the appropriation resolution for the financial period 
1992-1993 would require amendment owing to the reduction in the Undistributed Reserve and the 
consequential reduction in the total budget level. It should, however, be noted that the effective working 
budget and the total contributions required to finance the budget would remain unchanged. 

In view of the admission of Slovenia to membership in the World Health Organization on 7 May, 1992， 
he wished to suggest the inclusion of an additional operative paragraph 5 in the draft resolution, reading: 
"REQUESTS the Director-General to use the same principle as outlined in resolution WHA45.- relating to 
the 1992 assessment of Slovenia to calculate and apply the 1993 WHO assessment rate of Slovenia". The 
present operative paragraph 5 would then become operative paragraph 6. 

Mr Tong-Op KIM (Republic of Korea) noted with satisfaction that the WHO scales of assessment for 
1993 were to be decreased for 36 Member States and increased for only 23. According to the annex to the 
Director-General's report, the assessment for his own country was to be increased more than threefold to 
US$ 2 440 000，accounting for 0.68% of the total budget. His Government realized that such an increase 
reflected an enhancement of his country's international status, consequent, especially, upon its admission to the 
United Nations in 1991, and thus had no hesitation in accepting the increased assessment, which it hoped 
would constitute a cornerstone in its more active and effective cooperation with WHO. 

The draft resolution contained in document A45/23, as amended，was approved.3 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolutions 
WHA45.11, WHA45.12, WHA45.13 and WHA45.14. 

2 Distributed subsequently and reproduced in document A45/1992/REC/1, Annex 10. 
3
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3. ARREARS OF CONTRIBUTIONS PAYABLE BY FORMERLY INACTIVE MEMBERS: Item 27 of the 
Agenda (Document A45/24) 

Mr AITKEN (Assistant Director-General), introducing the item, said that Belarus and Ukraine had 
informed the Director-General of their decision to resume active membership of WHO. A resolution adopted 
by the Health Assembly in 1956 prescribed that formerly inactive members would, upon resumption of active 
membership, be required to pay the full amount of their arrears in respect of the period of active membership 
and five per cent of their arrears in respect of the period of inactive membership, and that the total arrears 
could be paid in equal annual instalments over a period not exceeding ten years. The arrears of contributions 
due and payments to be made for the two countries under consideration if the Health Assembly were to decide 
to apply strictly the provisions of resolution WHA9.9 were listed in Annexes 2，3 and 4 of the document. 

In considering the matter, the Assembly might consider that the provisions of resolution WHA9.9 were 
not fully relevant to the particular circumstances of Belarus and Ukraine, inasmuch as the resolution was 
adopted in 1956 in the context of the situation prevailing then and applied at that time to Members which had 
temporarily suspended active participation in WHO for a brief period. At present, the two States in question 
were returning to the Organization after an extensive period of inactive membership, the only option available 
to a State not wishing to participate in WHO. Other factors, such as diplomatic recognition and working 
relations with the former USSR, could also be taken into account. 

The Director-General was seeking the views and guidance of the World Health Assembly on the matter. 

Dr KOSENKO (Russian Federation) said that the Assistant Director-General's introduction had been 
highly pertinent. The period of inactive membership of the two countries concerned had indeed been veiy 
lengthy; but during that time, the former Soviet Union had paid in full the contributions of all its members, 
calculated on the basis of their combined national income, including that of Byelorussia and Ukraine. He 
would ask the Legal Counsel and the Assistant Director-General whether that should not be taken into 
account, and permit the Health Assembly to adopt a more gentle approach to the issue. 

— v 

Mr MARDOVIC (Belarus), after thanking the Assistant Director-General for his very informed 
explanations and commending the background document, said that the Byelorussian SSR had been an active 
member of WHO from its inception, and a member of other international organizations, conscientiously 
honouring its commitment to the United Nations. 

It was not his country's fault that it had been an inactive Member of WHO for 43 years. The fault lay 
with history. Moreover, resolution WHA9.9 had been adopted in the totally different political circumstances of 
the cold war. By 1991, when his country had taken the major decision to break with the past and to resume 
active membership of WHO, the entire international situation had changed; like the Assistant Director-
General, he would ask whether a resolution adopted in the context of the situation prevailing in 1956 was 
relevant in 1992. 

He assured the meeting that Belarus would fulfil its duties to the United Nations and the specialized 
agencies; it would abide by the Constitution of WHO and implement any directive adopted by the Health 
Assembly. He appealed to delegates to consider the present situation very càrefully and to adopt a 
constructive solution to the problem. 

Dr PIEL (Legal Counsel) said that the World Health Assembly had the power and authority to consider 
any valid option and to decide on the treatment that should be accorded to the arrears of contributions 
accumulated by inactive Members which reverted to active membership of WHO. 

Attention had rightly been drawn to the precedent set in 1956 in resolution WHA9.9 which had been 
applied to a number of countries which reactivated their membership at that time. 

It must be remembered that, unlike the equivalent instruments of other organizations in the United 
Nations system, WHO's Constitution had no provision for withdrawal of membership - Belarus and Ukraine 
had therefore had no option but to be inactive Members whose unpaid contributions accumulated in an 
account known as the undistributed reserve. 

It could be argued that resolution WHA9.9 had set a good precedent which could be applied in the 
present case; it could also be argued that a "gentler" approach - as advocated by the Russian Federation -
should be taken because of the unique situation of the two countries which had reverted to active membership. 
In either case, the option chosen would apply only to the years of inactive membership which, in case of both 
countries, had begun in 1950. Thus, for the inactive years 1950-1991’ it would be entirely appropriate for the 
Health Assembly to follow resolution WHA9.9 and reduce payment of arrears to 5%, or to waive payment of 
arrears for the years in which Belarus and Ukraine had been inactive Members. 
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Miss ROBSON (United Kingdom of Great Britain and Northern Ireland) stressed the need for 
clarification of the most important point raised by the delegate of the Russian Federation, concerning actual 
payment of the arrears of the two formerly inactive Members. Although it was in WHO's interests to adhere 
strictly to its financial regulations and decisions, she had some sympathy for the point of view expressed by the 
delegate of the Russian Federation. For if, in the past, the assessment of the USSR had been based on the 
assumption that it included assessments for Ukraine and Byelorussia, then it was logical to argue that the 
arrears listed in the document before the Committee had indeed been paid as far as the period of inactive 
membership was concerned. 

Mr AITKEN (Assistant Director-General) noted that for the purposes of calculating contributions to the 
United Nations, the USSR, Ukraine and Byelorussia had had separate contribution rates. However, in the 
case of WHO, contributions to the effective working budget had been calculated on the basis of the USSR 
contribution alone, the contributions from the Ukraine and Byelorussia being accumulated in an undistributed 
reserve. 

As a result, the contributions of all active Member States had been slightly higher than if those two 
States had also been active Members, but there had been no shortage of funds with respect to the working 
budget from the non-payment of the contributions of Ukraine and Byelorussia. The funds from Ukraine and 
Byelorussia set aside in an undistributed reserve, although legally due, had therefore not been required for 
WHO's effective working budget. 

Miss ROBSON (United Kingdom of Great Britain and Northern Ireland) said she now understood that, 
from the legal standpoint, the arrears of Belarus and Ukraine were still due; it was her delegation's view that, 
like all arrears, they should be paid. She was aware that, under different circumstances, other Member States 
had reached agreement with the Secretariat concerning such payment, which had been acceptable to the 
Health Assembly. Although she would not exclude the possibility of similar arrangements in the case of 
Belarus and Ukraine, it would constitute an unfortunate precedent for the United Nations as a whole if WHO 
were to consider an exception that would effectively write off arrears. 

Dr NTABA (Malawi), calling attention to paragraph 2 of document A45/24, asked why the provisions of 
resolution WHA9.9 seemed not to have been applicable to Ukraine and Byelorussia in 1956, despite the fact 
that, at that time, they had been inactive Members for several years. 

As a matter of both principle and procedure, he would ask the Legal Counsel whether the Health 
Assembly, should it opt for the "gentler approach", could ignore resolution WHA9.9, or whether it would have 
to amend that resolution formally. 

Mr BOYER (United States of America) agreed with the United Kingdom delegate that it would be 
unfortunate to set a precedent by writing off arrears. There might, however, be more than just two options: 
for example, the principle of resolution WHA9.9 could be retained, and the countries concerned asked to pay 
5% of the arrears accumulated during the period of inactive membership, such payment being spread over, say, 
ten years, beginning in two, three or five years' time. Whatever the Health Assembly's decision, a new 
resolution would • he believed • certainly be required. 

Dr PIEL (Legal Counsel), replying to the query from the delegate of Malawi, said that resolution 
WHA9.9 had been adopted with a specific number of countries in mind, including the USSR, at a given time. 
Although Byelorussia and Ukraine had at the time been republics of the USSR, they had for the purpose of 
membership of WHO been considered as independent Members with their own rate of contribution, and 
therefore they were not bound by the resolution. Nevertheless, he considered the resolution to constitute a 
valid precedent and therefore a possible basis for a World Health Assembly decision on the matter, which 
should be in the form of a resolution, and not merely a decision in the record. 

The comments and suggestions by the delegate of the United States of America were legally well-
founded. As stated in paragraph 3 of resolution WHA9.9, payment of arrears could be spread over a period 
not exceeding ten years. However, the Health Assembly was also empowered to adopt a resolution that would 
afford the countries concerned a period of grace before such payment instalments commenced. 

Dr DIOUF (Senegal) stressed that it was important to maintain the principle of the payment of arrears: 
to do otherwise would create a dangerous precedent. On the other hand, it should certainly be possible to 
spread payment over a number of years, and perhaps to defer the initial instalment. His country endorsed the 
principle of payment of 5% of the arrears due in respect of periods of inactive membership. 
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Mr SALA Vaimili II (Samoa) saw merit in the comments by the United States delegate, which might be 
embodied in a resolution, as the Legal Counsel had indicated. What was important was full and cooperative 
agreement on the matter. 

Dr ТАРА (Tonga) agreed that sympathetic treatment of the question of accumulated arrears was called 
for. While granting some degree of flexibility to Belarus and Ukraine, the Health Assembly should ensure 
consistent and equitable treatment of the arrears of active as well as inactive members. He therefore 
concurred with the delegates of the United Kingdom and the United States of America that arrears should not 
be waived; however, the burden of payment should be lightened by granting a period of grace or an extended 
payment period. 

Mr OZADOVSKI (Ukraine) noted with satisfaction the suggestion in document A45/24 that, when 
considering the question of the arrears accumulated over some 40 years, the Health Assembly could also take 
into account various factors of representation and working relations with the former USSR, a suggestion that 
had been convincingly endorsed by the delegates of the Russian Federation and Belarus. During the time in 
which his country had been an inactive Member, no funds from the regular budget of WHO had been used for 
projects in which the Ukrainian Ministry of Health and the country's medical establishments had a stake. As 
the Assistant Director-General had said, contributions for Ukraine and Belarus had in a sense been paid over 
that period. He also noted with satisfaction the comments of the Legal Counsel that the Health Assembly, as 
a policy-making organ, might decide to waive the payment of arrears. The situation in Ukraine, including the 
financial situation, was critical and one of the reasons was the considerable expense incurred in dealing with 
the consequences of the unprecedented Chernobyl disaster. Thus, while considering the present issue, the 
Health Assembly should not forget that radioactivity had contaminated almost half the territory of Ukraine, 
that 35 million lives had been affected and that the disaster had been provenly prejudicial, in a great many 
ways, to the health of people struggling to mitigate its effects, as well as other sectors of the population. He 
did not question that all States should meet their financial obligations, but hoped that the considerations he 
had just evoked would be taken into account in dealing with that issue. 

V 

Mr ERKMENOGLU (Turkey) also attached importance to strict adherence to financial rules. It would, 
he believed, be equitable to call for full payment for years of active membership and 5% payment for years of 
inactive membership. 

The CHAIRMAN said that, in the light of the discussions and the comments made, at least three options 
were open to the Health Assembly. As a compromise, according to the suggestion by the delegate of the 
United States of America, the principle of resolution WHA9.9 could be accepted but a middle path might be 
taken, namely, by spreading payment over a period of ten years and providing that payment begin later, say 
after three years. He asked whether any delegations objected to such a course of action. 

Mr SALA Vaimili II (Samoa) suggested that payment might begin in "three or four years". 

Dr FRIEDMAN (Swaziland) supported the proposal for 5% payment. She asked how spreading 
payment over a number of years would affect implementation of Article 7 of the Constitution. 

Mr AITKEN (Assistant Director-General) said that a valid precedent existed. If a Member had agreed 
to adopt a payment plan, Article 7 provisions did not apply, and any resolution adopted would record that fact. 

The CHAIRMAN asked the Committee to consider whether the payment of arrears by Belarus and 
Ukraine should be made at the 5% level, spread over ten years beginning in 1997, and suggested that the 
Secretariat be requested to draft a resolution to that effect. 

It was so agreed. 

The meeting rose at 10h40. 



FOURTH MEETING 

Monday, 11 May 1992，at 14h30 

Chairman: Dr A. S. YOOSUF (Maldives) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, 
INCLUDING PALESTINE: Item 34 of the Agenda (Resolution WHA44.31; documents A45/31, 
A45/37, A45/INF.DOC./3, A45/INF.DOC./4, A45/INF.DOC./5 and A45/INF.DOC./7) 

The CHAIRMAN said that，in addition to the documents already before the Committee concerning the 
health conditions of the Arab population in the occupied Arab territories, including Palestine, the Committee 
would consider a draft resolution proposed by a number of delegations. It was similar to resolution WHA44.31 
adopted by the Committee the previous year, and had been the subject of extensive consultations. 

Dr PIEL (Legal Counsel) said that Dr Ionescu, Chairman of the Special Committee of Experts 
appointed to study the health conditions of the Arab population in the occupied Arab territories, was unable to 
be present to introduce his note (document A45/37) but had given him permission to transmit some informal 
comments on his behalf concerning the last two paragraphs of his report, which dealt with the question of 
whether or not to maintain the Special Committee of Experts in future, in view of the new political conditions 
prevailing in the region. 

Dr Ionescu felt that, whereas at the outset the establishment of the Special Committee had been justified 
as the only means of obtaining first-hand information about the health status and conditions of the populations 
in the occupied territories, its continuation was no longer warranted, since many other sources of information 
now existed, including WHO, UNRWA, and the Red Cross and Red Crescent. 

Moreover, in the last two years it had proved difficult for Committee members to meet and it had not 
been possible to visit the territories for the past seven years, as the Israeli authorities had withheld their 
consent. In view of that situation, in addition to the current peace talks, Dr Ionescu felt that the Special 
Committee had perhaps outlived its usefulness. 

It should, however, be possible to devise some other way of using experts to study specific problems of 
health conditions in the occupied territories, such as the status of immunization of children. Dr Ionescu would 
like the Health Assembly to consider the possibility of establishing teams, perhaps composed of persons from 
the occupied territories, Israel and other countries, and technical experts selected by the Director-General, to 
visit the territories and study such topics. He wished to emphasize the importance of finding new solutions 
that would be acceptable to all the parties involved and would be present the following day to provide any 
information required. 

Dr COOK (Director of Health, United Nations Relief and Works Agency for Palestine Refugees in the 
Near East) said that the first half of 1991 had been marked by the continuing economic difficulties resulting 
from the Gulf crisis, which had severely affected the Palestinians of the West Bank and Gaza, and the 
continuing violence in the occupied territories as a result of the actions of the Israeli security forces and of 
fratricidal clashes between Palestinians. Demand for the services of the UNRWA Health Department had 
increased considerably: in comparison with 1987，there had been an increase of 61% in the number of medical 
consultations in UNRWA health centres in the West Bank and Gaza, a 40% increase in the number of 
pregnant women receiving antenatal care and a 56% increase in the number of children under the age of three 
receiving preventive child care. Dental consultations and laboratory investigations had also increased. One 
determining factor in those increases seemed to have been the impoverishment of the refugee population and 
the decreasing ability to afford private health care. 

The quality of services had tended to improve as the result of the introduction of appointment systems 
and new strategies in nutrition and the prevention and treatment of iron-deficiency anaemia. The new strategy 
for primary health care of diabetics had led to a 35% increase in one year in the number of diabetics receiving 
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care. The health services for Palestine refugees were maintained not only by UNRWA, but also by a number 
of Palestinian nongovernmental organizations and voluntary hospitals. The Planning and Research Council in 
East Jerusalem and the Epidemiology Unit in Gaza provided UNRWA with assistance in health planning and 
statistics. Furthermore, the Israeli Government cooperated fully in immunization, which would soon cover 
hepatitis B, and hundreds of refugee cancer patients had been treated in government hospitals, with UNRWA 
meeting only a fraction of the real cost. Hospital care was an area in which UNRWA had particular difficulty 
in finding the funds to increase services to meet the demand. A new 232-bed hospital was to be built in the 
southern part of the Gaza Strip by UNRWA with European Community funds. The support of the 
international donor community was still required for equipment, running expenses and training of staff for the 
hospital. 

UNRWA's most difficult task was dealing with the environmental health situation, which remained 
deplorable and was steadily worsening as the population increased. The situation in Gaza, with a population 
density of approximately 2000 per square kilometre, compared with about 200 in Israel, was becoming 
desperate. By the end of the decade, the figure was expected to reach 3000 and by 2010, 4000. About a 
quarter of the land and an unknown proportion of the water had been confiscated by Israel for between 5000 
and 8000 Jewish settlers. Water was in short supply, and nitrate levels were between 8 and 20 times the 
internationally acceptable level for drinking-water. The situation in respect of sanitation was appalling, less 
than 30% of Gaza houses being connected to mains drainage, the rest relying on pit latrines which sometimes 
overflowed into the surface water channels. 

In other countries, such as Jordan and Syria, the host governments had dealt with those problems, so that 
80% of refugee dwellings were connected to sewers. Any expectation of similar action in the occupied 
territories had proved illusory. The situation in Gaza was so bad that it would present a serious threat in the 
next decade to the viability of Gaza as a site of human habitation unless a very serious effort was made soon. 
Water and sanitation would require an investment of between US$ 50 and 100 million in Gaza in the next 
eight years to avert catastrophe. UNRWA had no alternative but to offer to launch a major planning effort, 
beginning by setting up a task force, with WHO assistance, for environmental health planning and by soliciting 
considerably increased international donor funds. 

Dr ARAFAT (Palestine) thanked Dr Cook for his report, and drew attention to the report by the 
Palestine Red Crescent Society (document A45/INF.DOC./4), which highlighted the severe deterioration in 
health conditions in the occupied Arab territories during 1991. In regard to immigration and settlement, it 
should be remembered that immigration to Palestine had started at the end of the previous century and had 
continued up to and during 1991. The occupying authorities were continuing to use forced deportation and 
expulsion of Palestinians as weapons against them. During 1991’ Jewish immigrants to Palestine totalled 
130 000，while a further 300 000 were expected during 1992. In order to accommodate them, the occupying 
authorities had created new settlements in Palestine, including the West Bank and the Gaza Strip. The Israeli 
peace movement reported that in 1991 13 650 new dwellings had been built in the occupied territories, mostly 
in 14 new settlements. Since the occupation of the West Bank and the Gaza Strip, 252 settlements had been 
created. That was a flagrant violation of human rights and of the Fourth Geneva Convention of 1949. 

Although WHO accorded special importance to drinking-water and sanitation and the International 
Drinking Water Supply and Sanitation Decade had set 1995 as the target date for providing safe water and 
sanitation, it should be noted that according to a United Nations report on the environment, the Israeli 
authorities had not allowed any experts to study the environment in the occupied territories; they were trying 
to hide the threat to the environment represented by the construction of new settlements in those territories. 

Groundwater was the main source of water in occupied Palestine, but it was being depleted and its 
quality was deteriorating. Palestinian per capita water consumption for household purposes was very low as 
compared with international averages; in the West Bank and the Gaza Strip it was about 9 to 40 litres per day 
as compared with the international average of 80 to 100 litres per day and 96 to 100 litres per day in Israel. 
The main environmental problem in the occupied territories was the decreasing capacity of the aquifers, 
together with chemical pollution and the prevalence of waterborne diseases. 

Israeli settlements and the seizure of land around Palestinian homes had led to the establishment of 
industrial workshops amid civilian dwellings. The Israeli policy of seizing Palestinian agricultural land, 
uprooting trees and destroying crops had caused an ecological imbalance in the occupied territories. Israeli 
industrial activities had given rise to a 14% increase in atmospheric carbon dioxide, while the use of 
insecticides and pesticides, the incineration or burial of industrial waste and the open sewerage system had led 
to an increase in hydrogen sulfide. The use of tear gas by the occupying authorities within residential 
compounds and houses had led to an increase in asthma cases among Palestinians. 

The health status of the Palestinian people under occupation should be compared with international 
standards, including those adopted by WHO and neighbouring countries in the region. Thus, infant mortality 
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among Palestinians averaged between 50 and 80 per 1000 live births, whereas in Israel it was 9.9 per 1000 live 
births. Major causes of mortality among Palestinian children were pneumonia and respiratory diseases. Life 
expectancy at birth among Palestinians was 60 years for men and 62 years for women whereas it was 73.8 years 
and 77.4 years, respectively, in Israel. 

The deterioration of the environment in the occupied territories had led to the spread among 
Palestinians of diseases such as typhoid, dysentery, hepatitis, mumps, measles, trachoma, leishmaniasis, eye 
diseases and intestinal parasites. There had also been an increase in some infectious diseases in 1991 as 
compared with 1990; chronic diseases had also spread throughout the occupied Palestinian territories and had 
become one of the major causes of mortality. In addition, 64% of Palestinian children, particularly infants, 
were suffering from malnutrition. An UNWRA report published in 1990 stated that 68.4% of Palestinian 
children suffered from anaemia. There were no comprehensive research programmes in the occupied 
territories to follow up immunization campaigns, which had declined recently on account of the practices of the 
occupying power, such as school closures and the repeated imposition of curfews. 

Although countries had expressed their commitment, in collaboration with WHO, to achieve health for 
all by the year 2000, such a commitment was not within the competence of the local Palestinian authorities. 
The occupying power had adopted a special policy towards health in the occupied territories and the situation 
had deteriorated both qualitatively and quantitatively. 

Document A45/INF.DOC./4 contained a detailed account of the situation. The Palestinian people had 
endured oppression, murder, and annihilation by the occupying power for more than a quarter of a century. 
Nevertheless, they remained eager for peace and would continue to participate in the peace negotiations 
launched in Madrid at the end of 1991. 

He called upon the Israeli officials to change their way of thinking and give up their ambitions so that 
the oppression of the Palestinian people would cease and the next Palestinian and Israeli generations could live 
peacefully together. 

He prayed that he would be able to inform the next Health Assembly that the health services in the West 
Bank and Gaza Strip had improved following the end of the occupation. He hoped that the Palestinian people 
would be running their own affairs and that the laughter of children, the muezzin, church bells and the prayers 
of all believers would be heard in the streets. 

Dr SEVER (Israel) said that the health services in the territories of Judea, Samaria and Gaza provided 
by the Israeli civil administration, the Ministry of Health and nongovernmental organizations had continued to 
operate consistently and effectively during the previous year. Not a single hospital or clinic had been closed. 
Clinics, maternal and child health centres, high-risk pregnancy clinics and community health centres continued 
to provide services for inhabitants in cities and villages. Ambulance services operated by hospitals, societies 
and municipalities completed the expanded network of primary health care in the territories. 

His delegation rejected the allegation of the Special Committee of Experts in document A45/37 that 
health conditions were deteriorating and was surprised by the political overtones in the Director-GeneraPs 
progress report. The facts were very different; good standards of public health had been consistently 
maintained and often improved. Environmental health conditions had been improved by developing sewerage 
systems and by improving food and water quality control; remarkable progress had been made in the facilities 
offered by maternal and child health centres; hepatitis В vaccination, introduced in 1992, was now also 
available in the territories of Judea, Samaria and Gaza; those areas, in fact, were among the few places in the 
world where such vaccination had been introduced. Israel had also supplied vaccines to UNRWA for use in 
refugee camps. Immunization programmes against childhood diseases had covered 90% of the child 
population and resulted in a significant decline in tetanus, pertussis and measles morbidity and the elimination 
of diphtheria and poliomyelitis. Since the last case of poliomyelitis had occurred in 1988, the WHO criteria for 
"polio-free areas" had been satisfied. Moreover, 20 years had elapsed since the territories had been declared 
by WHO to be malaria free. Not a single case of cholera had been detected for more than ten years. 

Reported infant mortality had declined to around 25 deaths per 1000 live births. That was particularly 
noteworthy since the population had one of the highest birth rates in the world. A study of the refugee 
population in Judea and Samaria had shown a decline from 83 deaths per 1000 live births in 1975 to 27 per 
1000 in 1988. The consistent decline in infant mortality had been the result of several cumulative effects, and 
particularly of an increase in the number of deliveries in health establishments. The fees for deliveries for 
women without health insurance had been reduced from US$ 100 to US$ 40 per delivery; that had led to an 
increase by as much as 50% in the number of deliveries in some government hospitals. 

Hospital services were provided by hospitals in the territories and by hospitals in Israel if the services 
required were not available locally. All hospitals in Israel were open to the inhabitants of the territories 
without any discrimination. Patients with life-threatening conditions could receive treatment in Israeli hospitals 
free of charge. 
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New sections had been added to the State hospitals in Nablus’ Ramallah, Hebron and Gaza in the 
previous year and new hospitals had been opened and operated by private voluntary organizations. Two 
rehabilitation centres with 89 beds and outpatient services in Ramallah and Beit-Jala had been established. A 
surgical day-care centre had been built and opened in Nablus. The new 300-bed Ahli hospital in Hebron was 
still under construction. During the previous year, the construction of four nongovernmental hospitals in Jenin, 
Nablus and Tul-karem had been approved; they would provide a total of 207 beds. Two maternity hospitals 
would provide a further 30 beds in the districts of Ramallah and Hebron. The construction by UNRWA of a 
220-bed hospital in the southern region of the Gaza area had been approved. 

With regard to professional training, nurses, medical and paramedical staff and community health 
workers had continued to follow postgraduate courses, including one on computer science. In addition to 
existing two- to four-year residency programmes, Palestinian physicians could participate in full residency 
programmes and obtain recognized certificates awarded to foreign doctors. 

Israel was thus consistently fulfilling the humanitarian obligation to improve, promote and develop health 
services, and was open to propositions for financial assistance from governments, international organizations 
and voluntary associations. 

As for the statement in document A45/37 that "many acts of violence affecting the civilian population 
have also been reported", those acts of violence were committed by Arabs against Arabs and included torture, 
rape and assassination. Even senior medical personnel had become the victims of violence. The Director of 
the Jenin Hospital, the Director of Nursing Services in the Gaza Hospital and the Director of Public Health in 
the Jenin district had all been murdered by Palestinian assailants. In addition，as UNRWA officials had stated, 
hospitals had been used as bases for stone-throwing against Israelis, in violation of the principles on which the 
construction of hospitals was based. 

Health was a global concern and a humanitarian issue which should be dealt with in the context of 
improving the welfare of human beings everywhere and not be used for political purposes. The present era 
was one of great changes all over the world which had opened up new avenues of dialogue and cooperation. 
WHO should encourage cooperation in the field of health and avoid political involvement, which could only 
harm its effective operation. It was high time for the Organization to concentrate on the positive aspects of 
health and on achieving health for all. 

Dr BAATH (Syrian Arab Republic) said that the resolutions adopted year after year by the Health 
Assembly concerning the health conditions of the Arab population in the occupied Arab territories sounded 
the same notes of concern, yet health conditions had not only not improved in those territories, but were 
actually deteriorating, and Israel's failure to implement the relevant resolutions was unchanged. 

The progress report by the Director-General mentioned an increase in infant mortality and a number of 
factors, such as increased unemployment, an overall deterioration in environmental health and a lack of clean 
drinking-water and proper sewerage systems, that affected the provision of health services. The Chairman of 
the Special Committee of Experts had indicated in document A45/37 that the permanent state of violence in 
the occupied territories showed that health problems acquired political significance in addition to their intrinsic 
significance. Those health problems would never be solved unless a permanent and internationally recognized 
peace was established. 

The Syrian Arab Republic's commitment to peace had led it to participate in the peace talks held in 
Madrid and Washington. Israel, however, was continuing to engage in inhuman practices, to disregard the will 
of the international community and to seek to thwart the peace movement by avoiding the key issues and 
persistently raising marginal ones. Its continued expansion and establishment of settlements in the occupied 
territories cast doubt on whether it was seriously committed to peace. 

On behalf of the sponsors - Jordon, Morocco, Saudi Arabia and his own delegation - he submitted the 
following draft resolution, entitled "Health conditions of the Arab population in the occupied Arab territories, 
including Palestine", which the sponsors hoped would be adopted by consensus: 

The Forty-fifth World Health Assembly, 
Mindful of the basic principle established in the WHO Constitution, which affirms that the health 

of all peoples is fundamental to the attainment of peace and security; 
Seriously concerned by violations of human rights in the occupied Arab territories; 
Recalling the need for the occupying power to observe strictly its obligations under the Fourth 

Geneva Convention (1949), to which it has notably not conformed in such basic areas as health; 
Aware of its responsibility for ensuring proper health conditions for all people who are victims of 

exceptional situations, including settlements that are contrary to the Fourth Geneva Convention of 1949; 
Recognizing the need for increased support and assistance for the Palestinian people, as well as the 

Syrian Arab people in the Golan under Israeli occupation, and for stronger cooperation with them; 
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Expressing its deep concern at the negative effects of the practices of the occupying power against 
the Palestinian people in the field of health during the Intifada, at a time when social and economic 
conditions in the territories were deteriorating; 

Expressing deep satisfaction at the commencement of peace talks among the parties concerned in 
the Middle East, starting with the Madrid Conference and continuing in the peace negotiations between 
the said parties; 

Expressing the hope that these talks will lead to a just and comprehensive peace in the Middle 
East, based on the principles of international legitimacy and, in particular, on relevant United Nations 
resolutions; 

Regretting the refusal of the Israeli authorities to allow the Special Committee of Experts to visit 
the occupied Arab territories; 

Having considered the report of the Director-General on the health conditions of the Arab 
population in the occupied Arab territories, including Palestine,1 

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

2. EXPRESSES THE HOPE that the peace talks will lead quickly to a just, lasting and 
comprehensive peace in the Middle East, so that the Palestinian people can develop their health plans 
and projects to participate with the peoples of the world in the achievement of WHO's objective of 
"Health for All by the Year 2000"; 

3. EXPRESSES CONCERN at the continuing deterioration in the health conditions of the Arab 
population in the occupied Arab territories, affirming that it is the role of the World Health 
Organization to assist in the provision of health care to the Palestinian people and the other Arab 
populations in the occupied Arab territories; 

4. STRESSES that the policies of the Israeli authorities in the occupied Arab territories are not 
consistent with the development of a health system appropriate to the needs of the population in the 
occupied Arab territories, and that it is the role of the international community in its contribution to the 
peace process to assist the Palestinian people in their efforts to enjoy this basic human right and the 
privilege of being responsible for their own health system; 

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

6. EXPRESSES ITS DEEP CONCERN at the Israeli refusal to permit the Special Committee of 
Experts to visit the occupied Arab territories, requesting that Israel allow the Committee to fulfil its 
mission of investigating the health conditions of the populations in those territories; 

7. THANKS the Chairman of the Special Committee of Experts for his note and requests the Special 
Committee of Experts to continue its mission and report on the health conditions of the Arab population 
in the occupied Arab territories to the Forty-sixth World Health Assembly; 

8. RECALLS resolutions WHA42.14, WHA43.26 and WHA44.31 and commends the Organization's 
efforts to prepare and implement the special technical assistance to improve the health conditions of the 
Palestinian people in the occupied Arab territories; 

9. THANKS the Director-General for his efforts, requesting him, in the light of relevant Health 
Assembly resolutions: 

(1) to continue the efforts to implement the special assistance programme, emphasizing the 
primary health care approach, in coordination with all Member States, observers referred to in 

1

 D o c u m e n t A45/31. 
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Health Assembly resolutions related to this item, and all other organizations involved in health and 
humanitarian activities; 
(2) to further coordinate health activities, in particular in priority areas such as maternal and 
child health, an expanded programme of immunization, water supply, sanitation and prevention of 
pollution; 
(3) to monitor and evaluate the health conditions of the Arab population in the occupied Arab 
territories, in particular the proposals contained in the reports of the Special Committee of 
Experts, and given the deterioration of the health conditions of the inhabitants of those territories, 
to adopt all available measures in this regard, and to assist the Palestinian people in developing 
health manpower capable of shouldering the responsibility of their health; 
(4) to pursue the implementation of special technical assistance to improve the health conditions 
of the Palestinian people in the occupied Arab territories, in cooperation with all WHO Members 
and observers referred to in Health Assembly resolutions related to this item, taking into 
consideration a comprehensive health plan for the Palestinian people; 
(5) to provide the systematic support required to the WHO collaborating health centres in the 
occupied Arab territories, and strongly encourage the management of those centres by Palestinian 
experts; 
(6) to strengthen the role of the special health organizational unit established for the Palestinian 
people at WHO headquarters in support of the health development of the Palestinian people; 
(7) to continue his efforts to seek funds from extrabudgetary sources in support of the special 
technical assistance programme; 
(8) to report on the above to the Forty-sixth World Health Assembly; 

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

Mr TILLFORS (Sweden) requested information on the financial implications of the request made in 
subparagraph 9(6) of the draft resolution, concerning the strengthening of the role of the special health 
organizational unit established for the Palestinian people at WHO headquarters, and asked whether there was 
a precedent for such a request. 

The DIRECTOR-GENERAL said that, under Article 31 of the Constitution, the strengthening or 
establishment of an administrative entity, such as a unit or division, was an executive function reserved for the 
Director-General as the chief administrative officer of the Organization. Under present financial 
circumstances, it would be difficult to incur additional expenditures or to respond to requests beyond those 
contained in the other subparagraphs of operative paragraph 9 of the draft resolution. It should also be 
recalled that many other peoples, in addition to the Palestinians, were experiencing hardship in the world 
today, owing to man-made or natural disasters. 

Mr TILLFORS (Sweden) said that, if subparagraph 9(6) were deleted, he could support - and would 
even sponsor - the draft resolution. 

Dr BAATH (Syrian Arab Republic) said that，in the interests of seeing the draft resolution adopted by 
consensus, the sponsors would agree to the deletion of subparagraph 9(6). 

Dr AKHMISSE (Morocco) said that, despite the resolutions adopted by successive Health Assemblies, 
the health conditions of the Arab population in the occupied Arab territories were continuing to deteriorate. 
The draft resolution, of which his delegation was a co-sponsor, expressed regret that the Special Committee of 
Experts had been prevented from visiting the territories and from reporting on conditions there. As the 
progress report by the Director-General clearly indicated, WHO had an important role to play in supporting 
the health development of the Palestinian population. Health conditions in the occupied territories could be 
improved only when the occupation ended and the Palestinian people was able to take full responsibility for its 
own health and well-being. 

Dr ТАРА (Tonga) said that the information provided in the Director-GeneraPs report concerning the 
progress made under the special technical support programme was a source of satisfaction, as was the amount 
of funds raised to finance the programme, namely US$ 5.3 million to date, of which WHO had contributed 
over US$ 1.3 million. The donor countries - especially Germany and Italy, each of which had given over 
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US$ 1 million - the nongovernmental organizations and UNFPA were to be thanked for their generous 
contributions. He endorsed the conclusions set out in Section D of the report, supported the draft resolution 
submitted for the Committee's consideration, as amended, and hoped that it would be adopted by consensus. 

Mrs HU Sixian (China) said that the long-standing occupation of Arab territories by Israel was an 
obstacle to the solution of outstanding issues in the Middle East, especially of the key Palestinian problem. 
The health of the peoples of the region, including the Israeli people, was continuing to be affected by the 
unrest caused by that occupation. The Chinese Government and people shared the world's concern over the 
situation there, and looked forward to the achievement of a fair settlement of all outstanding questions on the 
basis of Security Council resolutions 242 and 338, which provided for the return of the occupied territories and 
the recovery by the Palestinian people of their legitimate rights, so as to enable them to achieve health for all 
by the year 2000. She pledged the full cooperation of her Government with WHO in all efforts to improve the 
health conditions of the people in the occupied territories. 

The CHAIRMAN asked the Committee whether it was prepared to consider the draft resolution 
immediately, even though the requirements of Rule 52 of the Rules of Procedure had not been met. 

Mr BOYER (United States of America) said that the requirements of Rule 52 were quite clear; no 
resolution should be put to the vote unless copies had been circulated to all delegations at least two days 
previously. The draft resolution in question had only been distributed two hours earlier and only a small 
number of delegations had been involved in the long and extensive discussions about the draft. It was a long 
and complicated resolution and many delegates would want to read the text and consult with their colleagues 
before voting on it. Furthermore, the Secretariat would also need time to consider the text in the light of 
Dr Ionescu's comments on the future of the Special Committee of Experts. 

The CHAIRMAN said that, in view of the request by the United States delegate and in accordance with 
Rule 52, consideration of the draft resolution would be postponed. He proposed, however, that the Committee 
should conclude discussion of the item at the current meeting. 

Mr LIOR (Israel) welcomed the decision; it would not save time to have a precipitate vote on a 
delicate, controversial and politically motivated draft resolution, which was inspired by more than just care for 
the well-being and health of the Palestinian population. The text itself reflected the real motives behind it and 
some of the sentences just did not make sense, e.g., the reference to "all peoples who are victims of exceptional 
situations, including settlements" in the fourth preambular paragraph. To obtain a clear and balanced picture 
of the political background of the current situation, other questions needed considering: the reasons for the 
overcrowding of the Gaza Strip, the root causes of the refugee problem, possible alternatives, responsibility for 
the wars, the process of occupation, the founding of the State of Israel and legitimate self-defence. The draft 
resolution was one-sided even with regard to its political motivations. Furthermore, it omitted all mention of 
any improvement in the health situation in those territories, although major improvements had been reported 
by UNRWA. He urged the Committee to address legitimate and genuine health matters and to disregard 
political issues. 

Dr ARAFAT (Palestine) thanked all those who had worked to achieve a unified stand for peace for all 
the peoples of the world. 

2. SALARIES AND ALLOWANCES FOR UNGRADED POSTS AND THE DIRECTOR-GENERAL: 
Item 29 of the Agenda (Resolution EB89.R13; document A45/34) 

Mr AL-SAKKAF (representative of the Executive Board), introducing the item, said that following the 
General Assembly's decision to revise the base/floor salary scales for the professional and higher categories 
through the consolidation of six post adjustment classes with effect from 1 March 1992, on the basis of the "no 
loss-no gain" formula, the Executive Board had confirmed in resolution EB89.R12 the revised salary scales for 
the professional category and directors’ posts with effect from that date. It was for the Health Assembly to 
make similar modifications to the salaries for ungraded posts and of the Director-General. In resolution 
EB89.R13, the Executive Board had recommended to the Health Assembly the new gross and net salaries of 
Assistant Directors-General and Regional Directors, the Deputy Director-General and the Director-General 
with effect from 1 March 1992. However, the figures applicable to the salary of the Director-General were 
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based on an estimate received from the United Nations in New York and would require a minor reduction in 
the light of the actual post adjustment multiplier. Document A45/34 contained all the relevant figures and set 
out the amendments to the resolution recommended by the Board in resolution EB89.R13. 

Miss ROBSON (United Kingdom of Great Britain and Northern Ireland) said that she had no difficulty 
with the resolution recommended by the Executive Board but thought that it would be useful if in future more 
information was given on actual salaries rather than simply quoting base salaries, as in document A45/34. 
Some people mi¿it be deterred from applying for the posts in question if, for example, they thought that the 
salary of a regional director was only US$ 74 571. It was important, therefore, also to include figures for the 
post adjustment. 

Mr AITKEN (Assistant Director-General) explained that, since regional directors were based in different 
locations and since the post adjustment varied with the location, a single figure for the total remuneration of 
regional directors throughout WHO could not be given. In addition, the post adjustment changed every month. 
However, a statement to the effect that the post adjustment was also part of remuneration could be included in 
future documents. 

The CHAIRMAN invited the Committee to consider the draft resolution. 

The draft resolution, as amended, was approved.1 

3. CHILD HEALTH AND DEVELOPMENT: HEALTH OF THE NEWBORN: Item 31 of the Agenda 
(Resolution EB89.R10; document A45/272) 

Mr AL-SAKKAF (representative of the Executive Board), introducing the item, said that the Executive 
Board, recognizing that the problems of neonatal morbidity and mortality had been neglected, had, at its 
meeting in January 1992, requested the Director-General to present a report on the health of the newborn in 
the context of overall child health and development. That report (document A45/27) was now before the 
Committee. 

The Board had noted that, of 12.9 million deaths of children under five years of age in 1990, over 
4 million had occurred in the first year of life, while at least an equal number who had survived complications 
of pregnancy and delivery suffered long-term consequences. The report presented the four essential principles 
of care for the newborn which, in the majority of cases, could be put into effect either at the community level 
or in health centres and did not require costly high technology. 

In its discussion of the Director-General's report, the Board had highlighted the key issues, including the 
under-reporting of perinatal and neonatal deaths, which contributed to the low priority given to the problem. 
The status of women was important both for their own health and for the survival and quality of life of the 
newborn. However, socioeconomic and cultural factors were also involved. 

Many of the interventions aimed at improving maternal health would have an immediate impact on the 
health of the newborn. However, such problems as birth asphyxia required additional skills and simple 
technology for their management. The Board considered that the prevention of birth asphyxia and other 
problems could be integrated in the safe motherhood initiative. WHO's actions in support of breast-feeding 
also contributed to the health of the newborn. While many low-birth-weight infants now survived, greater 
efforts to prevent low birth-weight were needed. 

The Board concluded that the health of the newborn should be an integral part of maternal and child 
health and family planning activities. The World Summit for Children target for infant mortality would not be 
achieved unless adequate attention was given to perinatal and neonatal care. The four elements of care for the 
newborn could all be incorporated in primary health care programmes. 

The resolution recommended by the Board to the Health Assembly emphasized the need for Member 
States to train staff in the principles of care for the newborn, to strengthen the monitoring of neonatal and 
perinatal health, and to focus on coverage, quality of care and the attainment of specific and realistic targets. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA45.16. 
2 Document WHA45/1992/REC/1, Annex 4. 
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Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland) welcomed the report as a 
step towards strengthening the Organization's activity in child health and development. She particularly 
commended it for emphasizing the value of family spacing for neonatal health. Her Government would 
continue to give high priority to helping countries develop health services for women and children and family 
planning. Its "Children by choice not chance" initiative responded to the belief that everyone, and particularly 
women, should be free to choose when to have children. Her delegation especially welcomed the discussion in 
the report of the legal and social aspects of women's health, including their physical and sexual exploitation, 
which impeded women's access to health care and led to ill health and debility in the next generation. 

WHO's work should stress the importance of the professional midwife in providing domiciliary health 
services and in training traditional birth attendants. To the four principles of care listed in the report as basic 
to the health and well-being of the newborn infant, her delegation would add a fifth: a healthy mother during 
pregnancy and delivery. Preconceptual risks and prelacteal feeds should receive greater attention, as well as 
the education of professional and traditional birth attendants and the family, including older relatives. 

Her delegation supported the resolution recommended by the Executive Board. 

Mr ORTENDAHL (Sweden) also commended the report. Globally, the health of the newborn was a 
neglected field. Maternal and perinatal care was the part of the health care system most dependent on 
functional collaboration between the various levels of care. Care for the newborn called for community 
participation, intersectoral collaboration and appropriate technology - the three pillars of primary health care. 
The report failed to address the first of them; for example, it did not touch on women's rights to information 
or on support by husband and family during pregnancy and childbirth. 

While rightly warning against overemphasis on high technology, the report did not fully analyse the 
reasons why only half the world's births were attended by trained personnel and less than one-third of mothers 
had received two doses of tetanus toxoid. Other problems which it mentioned were incomplete reporting of 
perinatal and neonatal deaths and the need for better analysis of epidemiological data. Perinatal epidemiology 
needed a major global boost if the expectations of the World Summit for Children were to be met. 

Adherence to the principles of neonatal preventive care, mainly at the first level, advocated in the report 
would substantially reduce morbidity and mortality. His delegation shared the view that adequate support and 
supervision were needed to sustain a training programme for traditional birth attendants. He asked why 
traditional birth attendants were not mentioned in paragraph 7a, which dealt with the first level of care under 
national neonatal health care programmes. 

Since the report's tables and figures made clear the risk to babies born in the African Region, it was 
wonying that Africa was not mentioned in the part of the report (paragraphs 96-98) dealing with WHO's 
regional support for neonatal health care development. The basis for neonatal care advocated in the last 
paragraph of the report was vague, with no emphasis on preventive care or on participation of women, families 
and the community. 

Dr SYLLA (Guinea) joined previous speakers in commending the report. The control of sexually 
transmitted diseases should be a priority in the organization of maternal and child health care, particularly in 
African countries, which were also affected by the AIDS epidemic. Maternal and child health was a 
fundamental component of his country's health programme, which was based on the provision of integrated 
primary health care. With the help of WHO an action plan on safe motherhood was being prepared so as to 
reduce maternal mortality. 

His delegation supported the recommendations contained in the report and the resolution recommended 
by the Executive Board. 

Professor LEOWSKI (Poland) welcomed the report. The commonest diseases in infancy in his country 
were of perinatal origin, the situation being worst in cities with the highest percentage of working women. In 
the age group 1-4 years, mortality was due mainly to accidents and poisoning. The former accounted for half 
of all deaths among children from 5 to 18 years of age, while chronic diseases were the most frequent cause of 
morbidity and hospitalization. The high level of neonatal mortality had led his Government to promote 
intensive treatment for children in life-threatening conditions after birth. Staff had been trained for the 
purpose of educating personnel in neonatal techniques but insufficient equipment was available for the task. 
Further help was needed in order to improve emergency care for the newborn. 

Dr ARAKI (Japan) commended the report. The infant mortality rate in Japan was low as a result of 
three highly effective measures: the use of a maternal and child health handbook containing instructions on 
pregnancy, delivery and baby care, dental health and child development; voluntary activities, including those of 
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the Aiiku-han groups, which existed in almost all Japanese towns and villages; and the 576 maternal and child 
health centres, located exclusively in rural areas. Together with medical screening of all pregnant women and 
children and programmes for pregnant women with toxaemia, anaemia and other pregnancy-related diseases, 
those measures had produced a satisfactory situation from the point of view of maternal and child health. 

Mr PARK (United States of America) joined other delegations in commending the report, which brought 
out the relationship between women's reproductive health and neonatal mortality and morbidity. It rightly 
emphasized the effect of poor maternal nutrition on neonatal mortality and listed other factors which increased 
neonatal morbidity and mortality. Tobacco, alcohol and drug abuse by women, especially in developed 
countries, was of particular importance in that respect. 

His delegation supported the Organization's efforts to promote integrated programmes of maternal and 
child health care and family planning. WHO should give greater attention to the relationship between access 
to prenatal care and family planning advice and improvements in the health of the newborn. The problem of 
neonatal mortality persisted even though significant progress had been made in reducing infant and child 
mortality. 

His delegation endorsed the resolution recojnmended by the Executive Board. 

Dr AL-GASSEER (Bahrain) welcomed the Director-General，s comprehensive report. Nurses and 
midwives must be properly trained to provide combined maternal and child care and not concentrate on the 
fetus and the health of the child alone. Maternal and infant mortality could be reduced by family planning and 
birth spacing. Family planning programmes must therefore include information services for both women and 
men. Morbidity and mortality in mothers must be reduced, e.g., by programmes aimed at helping women in 
the period between births. 

Mrs ZHANG Meilan (China) commended the report, which stressed that the health of the newborn and 
the reproductive health of the mother were inseparably linked. The fact that one-third of deaths in children 
under five years of age occurred within one month of birth proved that conclusively. Her delegation fully 
endorsed the four principles of neonatal health care mentioned in the report. 

The care of pregnant and nursing mothers was directly linked to the health of the baby in the perinatal 
period and affected the child's growth. Inexpensive and appropriate technologies in pregnancy care could help 
greatly to reduce perinatal mortality and improve neonatal health. The Organization should do more to 
promote the distribution of information and to improve health education on the subject. Since 1989, her 
Government had been implementing a programme for improved health care for pregnant women and mothers, 
including screening of high-risk cases and hospital delivery. She thanked WHO for its assistance in the 
implementation of that programme. 

The meeting rose at 17h30. 



FIFTH MEETING 

Tuesday, 12 May 1992 at 9h00 

Chairman: Dr A. S. YOOSUF (Maldives) 

1. SECOND REPORT OF COMMITTEE В (Document A45/50) 

Mr LARSEN (Secretary) read out the draft second report of the Committee. In the section relating to 
the assessment of Slovenia, the words "or operative paragraph (2) above as the case may be" should be added 
to the end of operative paragraph (3). 

The report was adopted as amended.1 

2. CHILD HEALTH AND DEVELOPMENT: HEALTH OF THE NEWBORN: Item 31 of the Agenda 
(Resolution EB89.R.10; Document A45/272) (continued) 

Dr MMUNI (United Republic of Tanzania), remarking that the health of a nation could be judged by 
the health of its mothers and children, said that the Safe Motherhood Initiative was taken very seriously in his 
country. A programme for improving nutrition of mothers during and after pregnancy had also been 
undertaken. 

Seventy per cent of pregnant women attended antenatal clinics and some 60% were delivered in a health 
facility; moreover operational research was being conducted to determine the specific risks suffered by 
mothers during pregnancy and delivery. Early marriage was being discouraged to avoid the risks inherent in 
pregnancy and childbirth for very young mothers. 

In addition, his country was training traditional birth attendants who, once qualified, were supplied with 
kits to assist in safe deliveries, and a number of "baby-friendly" hospitals had been established to promote 
breast-feeding soon after birth. Simple resuscitation kits had also been supplied to district hospitals to provide 
help for neonates with respiratory problems, and thereby avoid death in the course of delivery. Furthermore, 
the Expanded Programme on Immunization (EPI), which was ensuring 80% coverage at present, was expected 
to achieve 90% by 1994. 

Dr DLAMINI (Swaziland) said that long experience had taught her that neonates were very often 
neglected in maternal and child health programmes. Given that one-third of deaths during the first year of life 
occurred among the newborn, she was pleased to note the guidelines for neonatal care included in the report 
of the Director-General, and would for her part single out the four major principles mentioned, namely: 
atraumatic and clean delivery; maintenance of body temperature; initiation of spontaneous respiration; and 
early breast-feeding. The report clearly showed how countries could design perinatal and neonatal 
programmes that were well integrated in national maternal and child health and family planning activities. 

It also outlined certain postnatal care strategies that were very important, especially for countries such as 
her own, where some 40% of children were born at home. Closer attention should be paid to resuscitation in 
relation to home deliveries, including the training of traditional birth attendants in appropriate techniques. 
Research was also called for to determine why so many mothers were delivered outside health facilities, 

1

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 

2

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 4. 

- 1 7 8 -
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despite having attended an antenatal clinic beforehand. The subject of sexually transmitted diseases should 
also be tackled, with special reference to children who survived their effects. 

She strongly endorsed the resolution before the Committee. 

Dr PAWABUTR (Thailand) noted from paragraphs 11 and 12 of the Director-General's excellent report 
that under-reporting of neonatal mortality would not be remedied merely by improving the registration system 
or promoting a more active approach to reporting. In countries like his own, under-reporting reflected cultural 
adaptation to reduced chances of survival, and special studies would be required to obtain a clearer picture of 
actual mortality figures. In fact, estimates based on successive surveys of population change were used to 
adjust reported figures. Attempts were being made to have communities collect such data themselves, not 
primarily for that particular purpose but to make them aware of their situation and encourage them to take 
corrective action with individual families. 

There was an obvious need for appropriate techniques and technologies, applicable at the family and 
community levels, to promote maternal and child health; that included the risk approach to antenatal care and 
the promotion of early bonding. He consequently welcomed the report's emphasis on the need for research on 
simple and appropriate technology for use by less qualified health workers and in the community. 

Another issue calling for attention was the involvement of upper-level health care institutions in support 
of actions at lower levels, notably with regard to breast-feeding and early bonding: that would require re-
orientation of neonatal care in such institutions. The indiscriminate use of expensive modern technology in the 
care of the newborn also required careful review. 

Professor MANCIAUX (France) said that the report provided an excellent global review of neonatal and 
child health as well as indicating trends in that domain. Since reproductive health of women and the perinatal 
and neonatal health of children were issues with complex social, institutional and medical ramifications, 
programmes in that field must be broadly multisectoral. Moreover, in most countries, including the developed 
ones, the first component in maternal and child health programmes was far less developed than the second; 
readjustment was called for. 

His delegation believed that the risk approach advocated by WHO should be widely adopted. Clearly, 
risks differed between and within regions and countries, but determining them and establishing their 
interrelationships provided a basis for a coordinated approach to maternal and child health care. That was 
what was proposed in the report, and what his own country had aimed at in 1989 when it promulgated a new 
law on mother and child welfare and the promotion of family and child health. 

In general, the extreme importance of the reproductive health of women for the well-being of the family 
as a whole did not receive the recognition it deserved; such neglect was costly to individuals, the community 
and society alike. The percentage of the health budget devoted to mothers and children was inadequate and 
the increasing proportion of chronically sick and disabled persons in aging populations, in developing as well as 
developed countries, was likely to exacerbate matters. 

In conclusion, the meeting of experts on maternal and child health scheduled for 1993 was of great 
importance. His delegation was happy with the decision on that matter taken by the Executive Board and, in 
the same spirit, it supported the resolution recommended to the Health Assembly. 

Mrs MUTAMBO (Zambia) said that since infants and children were the future of the world, the greater 
the efforts by countries, with the support of WHO and other agencies, to raise the standard of infant and child 
health, the more the world could be ensured of its continuing existence. 

One sure path to improved quality of maternal and chüd health lay through serious family planning 
programmes: only in a planned and properly spaced family could babies be breast-fed for longer periods and 
children receive the attention they needed. In that respect she echoed the words of the United Kingdom 
delegate who had advocated "children by choice and not by chance". Zambia's population policy placed 
emphasis on quality rather than quantity. 

Many resolutions had been adopted by international bodies, including WHO, some of them referring to 
family planning as a basic human right, but in some countries it was far from being so, as women did not have 
easy access to family planning facilities. Sometimes distance was a problem; often written authorization from 
their spouses was required; and in other circumstances, despite the existence of trained nurses and midwives, 
only doctors were allowed to supply contraceptives, so that when doctors were in short supply family planning 
took a low priority as compared with the many other calls on their services. 

She endorsed the resolution before the Committee, and requested WHO both to ensure that Member 
States reported regularly on the extent to which resolutions adopted by the Health Assembly had been 
implemented and to assist in implementation where possible. 



180 FORTY-FIFTH WORLD HEALTH ASSEMBLY 

Dr PODMANICZKY (Hungary) said that, despite a 50% decrease in infant mortality in Hungary during 
the past decade, the rate - particularly in the minority groups - was almost the highest in Europe. TTiat was the 
main reason why child health and development had been given priority in the health policy of the new 
Government. 

The Director-General was to be commended on the report; and she had listened with great interest to 
the debate: although Hungary's neonatal intensive care units had already joined some international research 
projects, she fully agreed with the proposal of the delegates of the United Kingdom and Sweden to establish 
close cooperation between the Member States of WHO on that issue. 

Her country was greatly interested in education programmes for health personnel, particularly midwives, 
and for pregnant women in matters of hygiene, nutrition and physical and mental health, using international 
experience as a basis. It was also ready to share its own knowledge with Member States in greater need. Her 
delegation fully supported the resolution before the Committee. 

Dr KUMARA RAI (Indonesia) said that in his country the health of the newborn formed part of the 
safe motherhood programme, a programme strongly supported by WHO, UNDP, the World Bank, UNICEF 
and other donors, which had received high priority in national health development planning, along with EPI. 
Efforts were being made to achieve self-sufficiency in the production of vaccines against childhood diseases. 
He endorsed the concern expressed by a number of delegates regarding the impact of AIDS on child mortality 
in some parts of the world and, finally, expressed support for the resolution recommended by the Executive 
Board. 

Dr SAVEL'EV (Russian Federation) remarked that recent activities in the domain covered by the report 
had achieved a considerable degree of success. Further advances could only be guaranteed through the pursuit 
of WHO's activities. ^ 

Economic, social and political factors in some Member States might hinder progress, denying them the 
opportunity to use modern medical techniques needed to reduce neonatal and postneonatal mortality which 
was particularly prevalent in central and east European countries. He supported further activities in the area 
as outlined in the report and resolution. 

Dr TAHA bin ARIF (Malaysia), after commending the Director-General on the report, said that 
neonatal, infant and toddler mortality had decreased threefold during the period 1970 to 1990, while the 
decline in postneonatal mortality had been more marked. However, the levels of perinatal deaths had 
consistently remained the highest and were consequently a matter of great concern. An analysis of infant 
mortality had revealed that in most cases the causes were prematurity, hypoxia, pneumonia, septicaemia, and 
intestinal infections; neonatal deaths had mainly been due to low birth weight, asphyxia and infections. 

There had been a significant drop in low birth weight as well as maternal mortality during the period 
1970 to 1990. Malaysia was committed to providing high-quality services aimed at reducing the figures still 
further. Efforts by the Ministry of Health to provide services and intervention programmes to achieve that 
objective would be enhanced by political stability and improved socioeconomic conditions. 

A number of special WHO strategies had been incorporated in the country's maternal and child health 
services, including the risk approach strategy and the safe motherhood project. Special emphasis was laid on 
the principles and techniques of risk screening, clean and safe delivery, resuscitation, thermal control, breast-
feeding and nutrition during the basic training and refresher courses for all categories of staff concerned. The 
health of infants and children had been enhanced through a number of measures, including universal child 
immunization, glucose-6-phosphate-dehydrogenase screening, the promotion of breast-feeding, and early 

He called the Organization's attention to the particular importance of strengthening management 
capability in rural health services, upgrading laboratory support and referral systems, continuous training of 
community health workers, and broad implementation of the quality assurance programme. 

Malaysia, which would continue to cooperate closely with WHO and UNICEF in seeking high standards 
in child health and development leading to an acceptable quality of life, fully supported the resolution before 
the Committee. 

Mrs BEZDEKOVÁ (Czechoslovakia) joined in commending the Director-General on the report. In 
accordance with the global effort to give babies the best possible start in life, a national programme of neonatal 
care had been implemented in Czechoslovakia with assistance from the American nongovernmental 
organization, Project Hope. It was intended that hospitals where babies were delivered should have adequate 
staff with the necessary knowledge and resuscitation skills. That would be achieved through education, in-
house training, external fellowships and community outreach. Furthermore, in order to ensure that the trained 
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staff would subsequently be able to apply their skills and knowledge, two centres of excellence in neonatology 
would be established. An integrated approach to neonatal care would then be applied, extending down through 
the health care system to reach community hospitals. 

As part of the programme, intensive neonatal care units would be set up at two Czechoslovakian 
universities; the role of regional perinatal/neonatal centres would be enhanced so as to improve the level of 
health care throughout the network of community hospitals under their jurisdiction. The first phase of the 
programme, which focused on proper newborn resuscitation facilities in delivery rooms, had begun the previous 
year. Two leading specialists in that area had spent several productive months in the United States. 

In January 1992, a national neonatal task force had been set up to determine priorities and coordinate 
regional education programmes, and it was also hoped to give all health staff specialized training within two 
years. Education should certainly bring about a reduction in infant mortality and an improvement in the 
health of the country's babies. 

Mrs LUETTGEN ROS (Cuba) said that the policy of the Cuban public health authorities in the early 
1970s in giving priority to maternal and child health had borne fruit in the combat against infectious diseases, 
which were one of the major causes of infant illness and mortality. 

In 1991，there had been 173 896 live births, giving a birth rate of 16.3 per 1000 inhabitants; the low-
birth-weight rate had been 7.8%; infant mortality had amounted to 10.7 per 1000 live births; and maternal 
mortality to 3.6 per 10 000 live births. 

The maternal and child health programme had amply demonstrated what could be done by pooling 
efforts in the public health sector. With input from other sectors and the priority accorded by the government, 
Cuba had almost halved its infant mortality rate during each of the previous two decades. Through the 
objectives set and guidelines prepared, it was hoped that still further progress would be made in improving the 
general health of the Cuban population by the year 2000. 

Mr ANASTASSOV (Bulgaria) said that the health and well-being of newborn children were deemed to 
be of vital importance in Bulgaria. Maternal and child health care activities included close perinatal 
supervision; attention to high-risk groups of children; prevention of premature births and stillbirths; and 
early monitoring of children by local paediatric services. The full range of immunization was also available in 
order to reduce infant mortality. 

The past decade had seen an increase in premature births, mainly due to teenage pregnancies among the 
ethnic minorities. The stillbirth rate had remained very high in comparison with other developed countries. 
However, neonatal and postneonatal mortality had decreased by some 30%. 

The main causes of death among infants below one year had been - in order of importance - pneumonia 
and influenza, birth hypoxia, congenital cardiovascular malformation and premature delivery. 

Both child and maternal mortality rates were higher than most European countries. Recent political, 
economic and social changes in the country had created enormous problems. To protect young families and 
children, a number of initiatives had been undertaken or were planned; they included a nationwide analysis of 
the situation, the elaboration of a national plan of action and the creation of a centre for children's problems 
in the Prime Minister's Office. 

The Bulgarian Government was working closely with the national committee for UNICEF and a joint 
WHO/UNICEF initiative for "baby-friendly" hospitals was being implemented. Bulgaria would welcome other 
initiatives on those lines. 

Ms KARWAL (Netherlands), while appreciating the report, felt that the issues had sometimes been 
approached from a medical standpoint that was not in line with WHO's policy on infant and child nutrition; 
its conclusions were broader than the issues covered by the resolution. More mention should have been made 
of the link between maternal health and nutritional status both before and during pregnancy; and greater 
emphasis should have been laid on the scientifically proven benefits of breast- feeding for mothers and children 
alike. 

The evaluation of programmes with special reference to traditional birth attendants and community 
health workers should be an additional research priority. 

In the context of the Safe Motherhood Initiative, greater attention should be paid in the Organization's 
programme on maternal and child health and family planning to increased geographical and cultural 
accessibility of primary health care; higher quality of care, including the improved distribution of available 
medical necessities; better dissemination of information to communities on feeding, antenatal care and 
assistance during deliveries; AIDS and breast-feeding. 

Greater demands were being made on the health service in Netherlands on account of problems peculiar 
to industrialized countries, such as late motherhood and the effects of fertility techniques. 
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The recent stabilization of the hitherto declining neonatal death rate in her country pointed to the need 
for further analysis of maternal and child health care problems in the developed countries. 

In conclusion, in operative paragraph 2 of the resolution before the Committee, "REQUESTS the 
Director-General" should be replaced by "URGES the Director-General". 

Dr HU Ching-Li (Assistant Director-General), referring to the point raised by the United Kingdom 
delegate and other speakers on the need to add a fifth basic principle of care dealing with the health of 
mothers during pregnancy and delivery, recalled the joint WHO/UNICEF initiative to set up "baby-friendly" 
hospitals, and remarked that they must be "mother-friendly," too. The principle underlying such an initiative 
was the healthy status of the mother, to which WHO accorded priority. 

In reply to the delegate of Sweden, the role of traditional birth attendants was covered by paragraph 79 
of the report, since they were considered as community health workers. 

The Swedish delegate's concerns regarding the participation of women, family and the community were 
covered in paragraphs 84, 85 and 86 of the report, although they had not been specifically mentioned in the 
Conclusions. 

He endorsed the comments by the delegate of Thailand on the assessment of appropriate technology for 
the care of newborn babies. Information on the subject would be circulated among Member States. 

The remarks by the Netherlands delegate concerning traditional birth attendants had been noted and he 
fully endorsed her suggestions in connection with the Safe Motherhood Initiative. As for her reference to 
breast-feeding and AIDS, he drew delegates' attention to the press release from the meeting held on 30 April • 
1 May 1992 containing a consensus statement by WHO/UNICEF on the subject. 

The CHAIRMAN said he took it that the amendment proposed by the delegate of the Netherlands to 
operative paragraph 2 of the resolution recommended by the Executive Board was acceptable. 

It was so agreed. 

The resolution as amended, was approved.1 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 30 of the Agenda 

General matters: Item 30.1 of the Agenda (Resolution EB89.R15; Documents A45/25 and 
A45/INF.DOC./1) 

The CHAIRMAN drew attention to documents A45/25 and A45/INF.DOC./1, which contained, 
respectively, a report by the Director-General on collaboration within the United Nations system - general 
matters, and an update on preparations for the International Conference on Nutrition. 

In addition to the resolution recommended by the Executive Board, a draft resolution on support to 
drought-ridden countries of southern Africa had been proposed by the delegations of Angola, Botswana, 
Lesotho, Malawi, Mozambique, Namibia, United Republic of Tanzania, Zambia and Zimbabwe; it read as 
follows: 

The Forty-fifth World Health Assembly, 
Deeply concerned that severe drought is threatening human life and is causing serious loss of 

livestock and food crops in the countries of southern Africa; 
Recalling United Nations General Assembly resolution 46/182 (1991) on strengthening the 

coordination of humanitarian emergency assistance by the United Nations; 
Recalling resolutions WHA36.29, WHA37.29 and WHA38.29 on drought; 
Considering that serious undernutrition is likely to affect millions of inhabitants of southern Africa, 

especially vulnerable groups of pregnant and lactating mothers, children under five years of age, and the 
elderly in the affected countries; 

Aware that the consequences of undernutrition arising from this natural disaster fall directly within 
the competence of WHO; 

3

 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution 
W H A 4 5 . 1 5 . 
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Noting that the affected governments have declared a national emergency as a result of the 
drought, have appealed for international emergency assistance, and have taken steps to coordinate the 
relief efforts with the United Nations and the donor community; 

Realizing that the effects of the drought will directly affect the development programmes in the 
affected countries, 

1. CALLS ON the international community, including bilateral donors, specialized agencies and other 
organizations of the United Nations system, and nongovernmental organizations, to assist in resource 
mobilization and coordination of the relief efforts to alleviate the effects of the drought; 

2. REQUESTS the Director-General: 

(1) to support the efforts of the affected countries in coordinating the emergency relief 
programme; 
(2) to submit a request for immediate substantial assistance in the way of food for the affected 
countries from the appropriate bodies of the United Nations system; 
(3) to mobilize the emergency prophylactic and therapeutic supplies which will invariably be 
required to counteract the negative effects of the drou^it on health and development; 
(4) to mobilize adequate resources for the implementation of immediate, medium- and long-term 
health activities in the affected countries; 
(5) to report to the Forty-sixth World Health Assembly on progress made in the implementation 
of this resolution. 

A further draft resolution, on the effects of air embargo, proposed by the delegation of Morocco, read as 

The Forty-fifth World Health Assembly, 
Noting resolution S/RES/748(1992) by which the United Nations Security Council decided that 

States shall deny permission for airfiights to and from the Libyan Arab Jamahiriya unless approved on 
grounds of significant humanitarian need by a special Sanctions Committee applying a "no objection" 
procedure; 

Concerned that difficulties or delays in obtaining such approval could have adverse effects on 
health pro Times and services in the Libyan Arab Jamahiriya; 

Rea g decision EB81(3) and resolutions WHA41.31 and WHA42.24 concerning effects on 
human health of withholding medical supplies; 

REQUESTS the Director-General: 

(1) upon notification by the Member State concerned and in conformity with the principles laid 
down by the Executive Board in decision EB81(3), to bring this situation to the attention of the 
relevant United Nations bodies to ensure that health programmes and services in the Libyan Arab 
Jamahiriya are not adversely affected; and 
(2) to keep the Executive Board and the World Health Assembly informed. 

A further draft resolution on health and development had been proposed by the delegations of Austria, 
Belgium, Burkina Faso, Cameroon, Central African Republic, Colombia, Congo, France, Germany, Ghana, 
Greece, Guinea, Italy, Malta, Morocco, Netherlands, Niger, Nigeria, Norway, Sao Tome and Principe, Senegal, 
Seychelles, Sweden, Togo, Tunisia and Zimbabwe, and read as follows: 

The Forty-fifth World Health Assembly, 
Recognizing that the enjoyment of the highest attainable standard of health is one of the 

fundamental human rights and is embodied in the Constitution of the World Health Organization; 
Taking into consideration the Accra Initiative on Health which resulted from the International 

Forum on "Health: A Conditionality for Economic Development - Breaking the Cycle of Poverty and 
Inequity", held in Accra in December 1991 which emphasized the critical relation between economic 
development and health and the impact of development on vulnerable groups; 

Having considered the Director-GeneraPs report on the International Forum in Accra and the 
follow-up work, and commending him for the success of the Conference and the quality of the 
background document; 

follows: 
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Concerned with the intolerable health situation of the most vulnerable population groups, which 
experience unnecessary pain and suffering from preventable diseases, economic deprivation, social 
isolation, violence, abuse and war; 

Recognizing that health status is a significant measure of overall social and economic development, 
quality of life, and well-being; 

Realizing that certain economic policies and development strategies have contributed to the 
creation of new vulnerable groups and have aggravated the situation of those who are already 
marginalized and disadvantaged; 

Recognizing that health status is related to basic education, access to relevant information and a 
socially productive life; 

Realizing the urgency of ensuring that adequate health status is not compromised and that it 
becomes a specific goal of economic policies and development strategies; 

1. URGES Member States to: 

(1) take the necessary steps to ensure that health is protected and promoted as a fundamental 
human right; 
(2) take measurable actions to improve the health status of the most vulnerable segments of 
society; 
(3) ensure that existing and future economic development projects are screened for their impact 
on health and quality of life and that the necessary protective measures to safeguard health are 
introduced; 
(4) take the health status into account when creating or strengthening alternative financial 
arrangements that are accessible to vulnerable people to allow them to engage in productive 
activities; 

2. REQUESTS the Director-General to: 

(1) establish a multidisciplinary task force to undertake the following: 
(a) oversee health as a human right and initiate a process of consensus-building and 
negotiate with national and international agencies and organizations, financial institutions, 
policy-makers and institutions of higher education to ensure that health status is protected in 
the development process and lending organizations; 
(b) alert the Director-General of WHO and the international community to cases in which 
health status is jeopardized during the development process and to issue periodic reports; 
(c) advocate the utilization of the health status of vulnerable groups as a yardstick of 
development; 
(d) explore ways and means of establishing a funding mechanism to help countries to 
include health as a condition of economic development, which would also help to ensure that 
health is respected as a human right; 

(2) disseminate the message of the Accra Initiative to other international forums; 
(3) identify the specific vulnerability that exists, analyse the health outcomes of economic policies 
and development strategies and identify interventions that would make health a conditionally for 
economic development; 
(4) ensure that the identification of vulnerable groups and their health status is integrated into 
all relevant WHO programmes as an indicator of development; 
(5) report to the ninety-first session of the Executive Board and the Forty-sixth World Health 
Assembly on the progress made in implementing this resolution; 
(6) to consider convening in 1994 an international meeting at a high political level to review the 
outcome of these activities. 

A further draft resolution on women, health and development, had been proposed by the delegations of 
Argentina, Australia, Bahrain, Chad, Colombia, Congo, Egypt, Finland, Ghana, Greece, Iceland, Indonesia, 
Jamaica, Jordan, Lebanon, Nigeria, Norway, Senegal, Sri Lanka, Swaziland, Sweden, Tunisia, Turkey, 
United Kingdom of Great Britain and Northern Ireland, United States of America, Uruguay and Zimbabwe, 
and read as follows: 
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The Forty-fifth World Health Assembly, 
Recalling that the WHO Constitution declares that "health is one of the fundamental rights of 

every human being", which evidently includes the half of the global population that are women; 
Recognizing that women's health means their health throughout their entire life-span, and not only 

their reproductive health; 
Acknowledging that there has been improvement in some parameters relating to women's health 

and development, due in large measure to the accomplishments of women themselves and active interest 
groups; 

Recalling that many resolutions over the years have called for action to be taken in areas such as 
women's education, gender-specific research, safe motherhood and income-generating opportunities for 
women, the most recent being resolution WHA44.42 on "Women, health and development"; 

Noting with great dismay the lack of feedback on results of the implementation of these 
resolutions; the lack of adequate gender-specific data; and the fact that there is insufficient knowledge 
of the gender-specific consequences of diseases in women; 

Taking into consideration the report of the Technical Discussions on "Women, health and 
development" held in conjunction with the Forty-fifth World Health Assembly, 

1. URGES Member States: 

(1) to establish a system for reporting on the extent to which key elements of existing resolutions 
have been implemented in their country, the gaps in implementation that still remain, the reasons 
for these gaps, and what assistance is needed for implementation; 
(2) to implement steps in their ministries of health and health-sector institutions equivalent to 
those that the Director-General is requested below to implement within WHO, and to include at 
least one woman in their delegations to the World Health Assembly; 

2. REQUESTS the Director-General, in order to ensure that women's health is given the highest level 
of visibility and urgency: 

(1) to utilize existing mechanisms within WHO, at global and regional levels, more effectively and 
fully, for ensuring that the Organization's current programmes, as well as the Ninth General 
Programme of Work, give proper attention to matters affecting women's health in all areas; 
(2) to ensure that an appropriate portion of the resources of each programme area is allocated 
to those issues; 
(3) to examine WHO policy and programme initiatives in order to determine whether they might 
have any adverse effect on the position of women; 
(4) to facilitate the above measures by strengthening WHO's focal point for women, health and 
development in such a way as to ensure that it can operate effectively across programme lines; 
(5) to ratify the decision of the Forty-second World Health Assembly in resolution WHA42.13 to 
maintain the target of 30% for the proportion of all professional and higher-graded posts in 
established offices to be occupied by women; 

3. FURTHER REQUESTS the Director-General: 

(1) to establish in 1992 a Global Commission on Women's Health, consisting of political, 
scientific and professional leaders throughout the world, the largest number of whom would be 
women, and who would serve in their personal capacities, the terms of reference of which would 
include: 

(a) working towards the production of a Charter on Women's Health Rights to be 
introduced at the United Nations Conference on Human Rights in 1993; 
(b) making policy-makers aware of women's health issues by using gender-specific, 
disaggregated data on women's socioeconomic and health conditions; 
(c) advocating the promotion of women's health issues within all development plans, using 
all forms of mass media; 
(d) providing a forum for consultation and dialogue with women's organizations, women's 
health advocacy groups, and others who represent the mobilization of women, from the 
grassroots to the highest political levels; 

(2) to support the work of the Global Commission by placing women's health on the agendas of: 
the United Nations Conference on Human Rights in 1993; the United Nations Population 
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Conference in 1994; and the United Nations Women's Conference in 1995; and to report to those 
conferences; 
(3) to further support the work of the Global Commission in such areas as: 

(a) mobilizing the necessary resources; 
(b) establishing standards and criteria to permit regular monitoring of women's health 
status; 
(c) advising on action to ensure adequate attention to women's concerns in health activities 
also in other development systems, including contributions to existing mechanisms such as the 
United Nations Commission on the Status of Women, and to the development of legislation 
to protect the health of vulnerable women and children in times of armed conflict; 
(d) enhancing coordination and cooperation within the United Nations system for women's 
health; 
(e) monitoring the overall progress made in implementing key elements of past resolutions 
and strategies affecting women's health, using gender-specific data; 

(4) to submit a final report on the implementation of this resolution to the Forty-eighth World 
Health Assembly in 1995. 

Finally, a draft resolution, on multisectoral collaboration on WHO's "tobacco or health" programme, had 
been proposed by the delegations of Botswana, Canada, Lesotho, Malawi, Malta, Namibia, Nigeria, Swaziland, 
Tonga, Uganda, United Republic of Tanzania, Zambia and Zimbabwe, and read as follows: 

The Forty-fifth World Health Assembly, 
Having considered the Director-GeneraPs report on collaboration within the United Nations system 

and noting the relevance of that collaboration in approaching issues such as "tobacco or health"; 
Recalling resolutions WHA42.19 and WHA43.16 regarding the socioeconomic and development 

implications of tobacco in the countries that depend on tobacco production as a major source of income; 
Reaffirming the need for multisectoral strategies, including the involvement of other members of 

the United Nations system in dealing with the complexities and difficulties of the subject of "tobacco or 
health"; 

Recalling the Executive Board's decision at its eighty-ninth session (EB89(16)) on the action taken 
by the Director-General in reporting to the Economic and Social Council of the United Nations; 

Acknowledging the reorientation given to WHO's programme on "tobacco or health" as reaffirmed 
by the eighty-ninth session of the Executive Board; 

Concerned about the lack of appropriate follow-up activities to the Director-General's report on 
the need for multisectoral collaboration within the United Nations system for the problem of "tobacco or 
health" at the session of the Economic and Social Council in July 1991; 

Concerned about the economic effects of the reduction of tobacco production in the tobacco-
producing countries which are still unable to develop a viable economic alternative to tobacco, 

1. THANKS the Director-General for his report, and for bringing to the attention of the Economic 
and Social Council the need for collaboration within the United Nations system on the complex issue of 
"tobacco or health"; 

2. REQUESTS the Director-General: 

(1) to have the subject of "tobacco or health" put on the agenda of the next session of the 
Economic and Social Council of the United Nations so that the subject is officially discussed with 
an appropriate follow-up in the United Nations General Assembly and organizations of the United 
Nations system; 
(2) to continue to seek and to facilitate multisectoral collaboration on WHO's "tobacco or health" 
programme within the United Nations system; 

(3) to bring to the Council's attention WHO's concern over socioeconomic problems of tobacco 
production and difficulties associated with assistance to the countries dependent on tobacco 
production, as reflected in the report requested in operative paragraph 3(5) of resolution 
WHA43.16. 

Mr AL-SAKKAF (representative of the Executive Board) said that the Director-General's report was 
more extensive than in previous years because a number of important events had occurred and action of great 
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significance to WHO had been taken by the General Assembly to ensure a coordinated response by the United 
Nations system in assisting victims of disasters and to restructure and revitalize the United Nations in the 
economic and social fields. The General Assembly had also held intensive discussions on AIDS and on 
operational activities related to various areas affecting health in which coordination needed to be improved. 

In its consideration of the WHO programme on "tobacco or health"，the Executive Board had 
emphasized the need for multilateral collaboration and had pointed out the potential conflict between the need 
to reduce the injurious effects of tobacco use and the economic effects on tobacco-producing countries of 
reducing tobacco production. The Forty-fourth World Health Assembly had agreed that the Director-General 
should bring the social and economic aspects of tobacco production and consumption to the attention of the 
Economic and Social Council, with a view to involving other organizations. That had been done and WHO 
continued to seek approaches for multisectoral and multilateral solutions. The Director-General favoured 
multisectoral advocacy in which health professionals would take the lead. Development agencies would have to 
become more involved in solving the economic problems arising from reduced tobacco production. 

In its decision EB89(16), the Board had approved the action taken by the Director-General as an 
appropriate response to the concerns expressed in Health Assembly resolutions on the social and economic 
aspects of tobacco production. 

The Board had been informed by a representative of the Food and Agriculture Organization of the 
United Nations (FAO) that the FAO Conference had supported close cooperation with WHO in preparing the 
forthcoming International Conference on Nutrition and had recommended continued input from other United 
Nations agencies and the participation of nongovernmental organizations. FAO had selected the theme of 
"Food and Nutrition" for World Food Day 1992 in order to lend support to the Conference. Since nutrition 
was the central link between agriculture and health, FAO welcomed the opportunity to work together with 
WHO in order to bring about sustainable improvements in nutritional status. 

The Board had also discussed the results of the International Forum on Health organized by WHO in 
collaboration with the Government of Ghana，which had adopted the Accra Initiative on Health: Declaration 
and Agenda for Action. The relationship between economic development, vulnerability and health status had 
been well presented at the Forum, the results of which would be valuable in evaluating the implementation of 
the Global Strategy for Health for All, the new framework for public health action and the programme for 
intensified cooperation with countries and peoples in greatest need. An attempt would therefore be made to 
integrate some of the Forum's recommendations into WHO programmes. The establishment of an 
international task force might be considered but the Working Group of the Board might wish to take the 
conclusions of the Forum into account when drawing up its agenda for discussion by the Health Assembly. 
The Accra concepts should also be taken into account in preparing the Ninth General Programme of Work. 

A resolution similar to Executive Board resolution EB89.R15 had been proposed by the eighty-seventh 
session of the Board, which had decided that it should not be considered, since some delegations had thought 
that it might conflict with General Assembly resolution 44/211. The reservations expressed had been reviewed 
by the Director-General with the delegations concerned and by some regional committees; on the basis of 
those consultations, the Board was recommending a reformulated resolution for adoption by the Forty-fifth 
World Health Assembly. 

The Board had also discussed a draft resolution proposed by two Members on the ability of Member 
States to obtain indispensable medical supplies without undue restrictions. Some delegations believed that the 
draft resolution raised political issues, while others thought that it responded to general humanitarian concerns. 
The Director-General had reminded the Board that, under General Assembly resolution 46/182, the 
coordination of humanitarian emergency assistance would in future be under the aegis of the 
Secretary-General. The draft resolution should therefore not be interpreted to mean that the Director-General 
would be asked to extend uncoordinated assistance to affected countries. The Board had nevertheless 
approved resolution EB89.R16. 

Dr KAWAGUCHI (Division of Planning, Coordination and Cooperation) said that the Director-General 
wished to thank the specialized agencies, the United Nations and the organs of the United Nations system and 
the nongovernmental organizations for the collaboration he had received in international health work during 
the past year. 

Since the report of the Director-General was based on the report submitted to the eighty-ninth session of 
the Executive Board already introduced by Mr Al-Sakkaf, he would confine his remarks to developments that 
had occurred since January 1992. 

The Director-General had hosted the first regular meeting of 1992 of the Administrative Committee on 
Coordination (ACC), which had been chaired by the new Secretary-General. At that meeting the Secretary-
General had discussed with the Executive Heads of the specialized agencies the role of the United Nations 
system in the 1990s and the individual and collective contributions to be made in collaboration with the organs 
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and organizations of the United Nations system. The Secretary-General believed that ACC should play a 
greater role in preventing and resolving conflicts and in promoting peace through social and economic 
development, a process to which the convening of a world summit for social development could make an 
important contribution. 

The first phase of restructuring the United Nations Secretariat had been carried out and had been 
approved by the General Assembly in resolution 46/232. The restructuring had wide implications for WHO's 
collaboration with the United Nations, particularly with regard to economic and social development and to the 
coordination of emergency assistance. The General Assembly had also considered its own revitalization in the 
economic, social and related areas and had singled out elements for restructuring, including the regional 
commissions, with which WHO would have to strengthen cooperation. 

In pursuance of General Assembly resolution 46/182, the Secretary-General had appointed an Under-
Secretary-General for Humanitarian Affairs to ensure improved coordination of humanitarian emergency 
assistance. The United Nations Offices in New York and Geneva had been reorganized and regrouped and an 
interagency standing committee was being established. A revolving fund had been created with the aim of 
providing immediate assistance in emergencies. WHO had helped to prepare the new consolidated appeal for 
the Horn of Africa and was participating in a joint assessment of impact of drought and famine in southern 
Africa, attention being focused on the effects on health. The Director-General had also appointed a Special 
Health Envoy to Cambodia, with a team of other health workers, whose duty would be to provide support in 
the process of repatriation and reintegration of Cambodian refugees and displaced persons, in close 
collaboration with UNHCR and within the terms of reference of the United Nations transitional authority in 
Cambodia. The team was also working closely with the local authorities in developing the country's health 
system. 

The health-related findings of the WHO Commission on Health and Environment had formed the basis 
of WHO's input into the work of the Preparatory Committee for the United Nations Conference on 
Environment and Development, which was to be held in June 1992. The Committee had concentrated mainly 
on "Agenda 21", an action plan for transition towards environmentally sound and sustainable development for 
the twenty-first century, and on the preparation of the Rio Declaration on Environment and Development. 

In pursuance of its revitalization objective, the Economic and Social Council would in future hold only 
one session each year, consisting of a high-level segment and a coordination segment. The high-level meeting 
was to focus on the role of the United Nations in enhancing international cooperation for development in the 
light of rapidly changing political, social and economic conditions, and the coordination meeting would 
concentrate on the coordination of the policies and activities of the United Nations specialized agencies, 
organs, organizations and bodies with regard to assistance in the elimination of poverty and the prevention and 
control of HIV/AIDS. At the request of the Secretary-General, the Director-General had begun to prepare a 
background document on the AIDS theme in consultation with the relevant United Nations organizations, and 
would introduce that topic to the Council. 

Mr AUSMAN (Canada) noted that the need for better coordination within the United Nations system, 
particularly at country level, had been confirmed by many recent events. He was glad to note progress in 
discussions between WHO, UNDP and the World Bank. 

Further efforts at improving coordination would require open and honest discussions among agencies and 
Member countries. WHO had indicated its willingness to participate in such an exercise and his country 
would, whenever the opportunity or need arose, encourage WHO to take such action. 

His delegation supported the resolution recommended by the Executive Board. 

Mr DIOP (Senegal) emphasized the importance of the Accra Forum in the current world health situation 
and against the background of growing poverty in both the rich and the poor countries. The Forum had 
produced a Declaration and Agenda for Action, in which a central position was allotted to health in economic 
policies and in strategies for global and balanced development. 

In its resolution 46/97, the United Nations General Assembly had welcomed the holding of the Forum 
and had invited Member States to support it; the Presidents of the Forty-fourth and Forty-fifth World Health 
Assemblies, the Chairman of the Executive Board and the Director-General of WHO had all expressed cordial 
appreciation of the Forum at its opening meeting. 

The draft resolution on health and development was sponsored by more than 25 countries, and its 
purpose was to place humanity in the centre of development, so that economics would be the servant of 
humanity rather than humanity the servant of economics. 

Dr AGBOTON (Benin) pointed out that world economic developments, particularly the collapse of 
commodity prices, had led to a severe reduction in the income of developing countries, especially in Africa. In 
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signing structural adjustment agreements with IMF and the World Bank，the developing countries had hoped 
to alleviate the adverse effects of the economic crisis on their development in general and their health 
development in particular. Unfortunately, as a result of the excessively economic approach to development, 
social sectors such as health were having to pay a very high price. The Accra forum had shown that the most 
seriously affected social strata were the underprivileged, who deserved special attention from the United 
Nations organizations, and that implied a more effective coordination of the system. In the light of those 
considerations, his delegation wished to be associated with the draft resolutions on health and development 
and on women, health and development. It also fully supported the draft resolution recommended for adoption 
in resolution EB89.R15. 

Dr NTABA (Malawi) said that he was pleased to note that the Director-General's report mentioned the 
the serious drought that had hit southern Africa. In Malawi the drought had been so severe that some districts 
had harvested only 2% of their normal crop yields. Malawi had always produced enough food to feed itself, 
but in 1992 it had a calculated shortfall of over 800 000 tonnes of maize, which had to be imported. 

Malawi hosted over 1 million refugees from Mozambique. Although many of them intermingled with 
Malawians in their settlements, they continued to be totally dependent for their food and other requirements. 
The donor community would probably continue to meet the social and food requirements of the refugees, but 
it would be completely unacceptable and most unfortunate if, in response to Malawi's drought relief appeal, 
only the refugees were to have their food and other requirements met fully while the Malawians had their 
needs met only halfway. 

Malawi, being a landlocked country, would have immense difficulties in trying to transport large 
quantities of maize from the seaports. Its transport facilities would need substantial strengthening if they were 
to meet the challenge. The country's water supplies were already precarious; surface water sources were 
drying up, and water tables had dropped too low for wells and boreholes to function normally. Sanitation 
facilities must be upgraded in order to avoid the catastrophe of water-related diseases. 

The country's health facilities were already overstretched and could not meet the present requirements. 
At times 60%-70% of hospital beds in district hospitals were occupied by refugees. The impending massive 
food shortages and related illnesses could easily transform the situation into a disaster of immense proportions. 
Consequently, in its drought relief plan the Malawian Government had worked out requirements not only for 
food but also for transport, water and health. He was pleased to note from paragraph 20 of the 
Director-General's report that WHO would be focusing on the health consequences of the drought, which, as a 
major disaster, called for a major response. Malawi supported the draft resolution on support to the 
drought-stricken countries of southern Africa. 

His Government was most grateful to the Director-General for drawing the attention of the Economic 
and Social Council to the serious socioeconomic and health problems related to tobacco production and 
consumption. The Council had been asked to consider such issues as crop substitution, government subsidies 
to tobacco growers, import duties and taxes on tobacco products, together with matters related to the tobacco 
industry and trade. The Executive Board, in its decision EB89(16), had recognized that the Director-General's 
report to the Council had been an adequate response to the concerns expressed in resolutions WHA42.19 and 
WHA43.16. While that might be true, his Government was disappointed that there had been no follow-up in 
the Council or in any other United Nations agency in response to the Director-General's presentation. The 
subject had not even featured in the Council's subsequent report to the General Assembly, possibly because 
the subject of tobacco had never been placed formally on the Council's agenda. Malawi and other Member 
States had therefore sponsored the draft resolution on multisectoral collaboration on WHO's programme on 
"tobacco or health" before the Committee, which, while recognizing that the Director-General and WHO had 
done what they could so far in regard to the economic issues raised at the Forty-fourth World Health 
Assembly, urged the Economic and Social Council and other United Nations agencies to play a role in their 
respective fields in resolving the tobacco dilemma, which had dimensions that were clearly outside the health 
sector. In view of a technical hitch of which he had just been informed, he wished to propose a purely drafting 
change in the operative part of the draft resolution. Operative paragraph 2 would read: 

"REQUESTS the United Nations Economic and Social Council to place the subject of the socioeconomic 
and development implications of tobacco on the agenda for its next session so that the subject receives 
an appropriate follow-up in the United Nations General Assembly and other organizations of the United 
Nations system." 

Sub-paragraphs (2) and (3) would then become subparagraphs (1) and (2) of a new operative paragraph 3 
beginning "REQUESTS the Director-General:и He hoped that the draft resolution, as amended, would be 
adopted by consensus. 
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Dr MOJI (Lesotho) said that his delegation fully supported the draft resolution on collaboration within 
the United Nations system recommended for adoption in resolution EB89.R15. It was also deeply concerned 
about the implications of the current drought situation, which had had adverse effects on the scanty health 
gains made to date. The drought had come at a time when numerous vital health programmes were being 
internalized in view of declining donor support. Unless that process was carried out, the quality and quantity 
of health care would inevitably suffer owing to the economic hardships resulting from the drought. If the death 
toll from starvation was to be reduced to a minimum, support of a magnitude similar to that seen recently in 
connection with the struggle against AIDS would be needed. The impact of hunger on children, expectant 
mothers and those suffering from chronic illnesses or debilitating conditions was grave. His country might be 
on the brink of an outbreak of water-borne epidemics such as typhoid. His delegation therefore fully endorsed 
the draft resolution on support to drought-stricken countries of southern Africa, as well as the draft resolution 
on multisectoral collaboration on WHO's programme on "tobacco or health". 

Ms KARWAL (Netherlands) welcomed the improved coordination of operational activities in the United 
Nations system. The ultimate responsibility for coordinating national development programmes, must, of 
course, rest with the respective national governments. In that context her delegation was pleased to read, in 
paragraph 26 of document A45/25, that a significant modification had been introduced to the scheme of 
agency support costs by dividing the corresponding budget provision between centrally administered funds 
(3%) and country Indicative Planning Figures sublines (10%). Her delegation hoped that the new arrangement 
would provide an incentive for a recipient government to opt for national execution. Some information on the 
impact of that change on project implementation would be welcome. She fully supported the reformulated 
version of the draft resolution recommended for adoption in resolution EB89.R15. 

Dr SIDHOM (Tunisia) drew attention to the interaction between development and health, which was so 
close that health leaders ought to be fully involved in planning in order to be able to integrate health as an 
essential factor in all development programmes. The Accra Declaration had highlighted current insufficiencies, 
but it had also made practical and realistic proposals to remedy the situation at the national and international 
levels and at the level of international organizations. WHO should play an active role in trying to ensure that 
development programmes took account of their impact on health. 

Mr DE RIVIÈRE (France) pointed out that his country had subscribed to the Accra Initiative on Health. 
The International Forum which had given rise to it and to the draft resolution on health and development 
before the Committee, of which France was a sponsor, had constituted a turning-point in the approach to the 
whole question of health and economic development. The innovative ideas to be found in the draft resolution, 
such as the need for health to be taken systematically into account in any economic development project, were 
worthy of the Committee's attention. His delegation hoped that the draft resolution would be fully 
implemented and carefully followed up. 

Dr FRIEDMAN (Swaziland) commended the steps that had been taken to strengthen collaboration 
within the United Nations system. She was particularly concerned about the drought in southern Africa. A 
rapid assessment of the situation in Swaziland had already been undertaken, with special reference to the 
effects of the drought on children and pregnant and nursing mothers. Malnutrition as well as skin and 
diarrhoeal diseases were already emerging. Schools were closing. Surveillance teams were on the alert for 
water-borne diseases such as typhoid and cholera. As a country in southern Africa experiencing the same 
problems as its neighbours, Swaziland wished to be included among the sponsors of the draft resolution on 
support to drought-stricken countries of that region. Her delegation also wished to associate itself with the 
draft resolution on multisectoral collaboration on WHO's programme on "tobacco or health" and endorsed the 
remarks made by the delegate of Malawi concerning it. Swaziland supported the draft resolution 
recommended by the Executive Board. 

Dr CHATORA (Zimbabwe) said that his country was normally self-sufficient in food and even exported 
food to other countries in the region and elsewhere. However, because of the drought, not only was Zimbabwe 
having to import food, but all countries in the region which had previously depended on Zimbabwe for food 
were having to look elsewhere. Food reserves were particularly inadequate because the drought had actually 
started three years previously. Both food and water were in short supply for human beings and animals. 
Hospitals were seriously affected. The financial resources required to cope with the situation were inadequate. 
All the health gains that had been made over the years might be brought to nothing unless substantial help was 
provided by the international community to prevent famine, overloading of the health services, and a reduction 
in the national cattle herd. The country needed maize and other commodities such as beans, sugar and rice, as 
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well as drilling rigs and their accessories to tap underground water, and medical supplies. The Government 
had initiated work in all those areas using its own resources, but it was clear that outside support would be 
required. Details of all Zimbabwe's needs had been communicated to foreign embassies in Zimbabwe and to 
Zimbabwe's embassies throughout the world. 

Zimbabwe's position on the tobacco problem was well known. His delegation supported the draft 
resolution on multisectoral collaboration on WHO's programme on "tobacco or health" so that the subject 
could be included in the agenda of the Economic and Social Council and all matters pertaining to it could be 
dealt with in a realistic manner. 

Dr WINT (Jamaica) recalled that the issue of the impact of development on vulnerable groups, as well as 
the close relationship between economic development and health, had been discussed at length at Aœra. 
Jamaica had been undergoing the structural adjustment of its economy for approximately ten years and had 
therefore experienced the implications of adjustment policy for the health sector. In any such process it was 
important to concentrate on protecting the health of the most vulnerable groups. In Jamaica, as many as 40% 
of the population were medically indigent and therefore vulnerable. His delegation supported the reformulated 
draft resolution recommended by the Executive Board. 

Mr TAITT (Barbados) said that he had no difficulty with the resolution recommended by the Executive 
Board in resolution EB89.R15. However, collaboration within the United Nations system should not imply that 
WHO's unique role should in any way be taken over by other organizations. In a constantly changing world, 
that role must be even more clearly defined than in the past. 

The seventh and eighth preambular paragraphs of the resolution, which emphasized the need for 
interagency coordination, should be seen in the context of paragraphs 46 and 47 of the report (document 
A45/25), which stressed the importance of human resources development. Such development was constantly 
being called for, but very little was actually being done to promote it. He hoped that collaboration within the 
United Nations system would not result in the elimination of programmes designed specifically to promote 
human resources development. 

Mr ORTENDAHL (Sweden) referring to the draft resolution on women, health and development, said 
that the problems affecting women's health were now well known, and numerous proposals had been made for 
solving them. However, the impact of earlier Health Assembly decisions on the subject left much to be 
desired. 

Accordingly the sponsors of the resolution called on the Director-General to take the lead on the issue 
and to make women's health a focus for action in all relevant international organizations. They further urged 
him to use the Health Assembly as a mechanism through which countries could monitor, evaluate and 
eventually report back on their activities on women's health. 

Mrs LUETTGEN ROS (Cuba) said that, while her delegation was generally in agreement with the draft 
resolution on multisectoral collaboration on WHO's programme on "tobacco or health", it would suggest that 
the fourth and fifth preambular paragraphs should be combined into a single paragraph, reading as follows: 

"Recalling the Executive Board's decision at its eighty-ninth session (EB89(16)) on the action taken by 
the Director-General in reporting to the Economic and Social Council of the United Nations, and its 
reaffirmation of the orientation given to WHO's programme on "tobacco or health";". 

That amendment would make clear that the Executive Board's decision had，in fact, reaffirmed the 
orientation, not the reorientation, of the programme. 

Dr KUMARA RAI (Indonesia) and Mrs ABOUL EZZ (Egypt) said that their delegations wished to 
cosponsor the draft resolution on health and development. 

Mrs ZHANG Meilan (China) welcomed the Director-General's report (document A45/25), and 
supported the draft resolution recommended by the Executive Board in resolution EB89.R15. Given the 
current budgetary constraints, it was particularly important to coordinate activities within the United Nations 
system in order to avoid duplication of effort and inefficient use of resources, particularly since other 
organizations such as UNICEF, the World Bank and the International Labour Organisation also had health 
programmes. WHO should therefore make greater efforts to coordinate international health work, so that 
more of the limited resources of the international community could be used to meet the actual needs of 
Member States. 
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Dr SAVEL'EV (Russian Federation) supported the resolution recommended by the Executive Board, 
and said that his delegation would like to be included among the cosponsors of the draft resolutions on health 
and development, women, health and development, and multisectoral collaboration on WHO's programme on 
tobacco or health. 

Mrs MUTAMBO (Zambia) said that her delegation wished to be included among the cosponsors of the 
resolution on women, health and development. 

Mrs WADHWA (India) said that while no one could take exception to the draft resolution on health and 
development, which stemmed from the very commendable Accra Initiative on Health, such resolutions could 
only be effective if there was some expectation of significant resources to finance them. Her delegation had 
certain reservations on the mandate of the multidisciplinary task force which the Director-General was being 
asked to establish in operative paragraph 2(1). In particular, there was a danger that what the task force was 
being asked to do in operative paragraph 2(l)(b), namely to alert the Director-General to cases in which 
health status was being jeopardized during the development process, might be unnecessarily intrusive in the 
context of countries' development priorities. In any event, WHO already monitored the countries' health 
status. Her delegation would also appreciate an explanation of what was meant by "and identify interventions 
that would make health a conditionality for economic development" in operative paragraph 2(3). 

Dr SADRIZADEH (Islamic Republic of Iran) said that his delegation would like to be included among 
the cosponsors of the draft resolutions on health and development and women, health and development, 
respectively. 

Dr FLACHE (World Federation for Mental Health), speaking at the invitation of the CHAIRMAN and 
also on behalf of the World Psychiatric Association, the World Association for Psycho-social Rehabilitation, 
and the World Association for Social Psychiatry, drew attention to the reference to the United Nations 
declaration on the protection of persons with mental illness in paragraph 35 of the report. That declaration 
was the fruit of 10 years' work within the United Nations human rights bodies, to which WHO's Division of 
Mental Health had made an outstanding contribution. However, the declaration could be seen as the 
foundation stone of an edifice which had yet to be built: the United Nations, WHO and nongovernmental 
organizations still had an important role to play. In particular, WHO should assist governments by preparing 
detailed guidelines on how to draft legislation，establish services, and train personnel in the mental health field, 
and should be given the necessary resources to carry out that task. The setting up of mechanisms to monitor 
the implementation of mental health measures could be entrusted to nongovernmental organizations, which 
already had a system of local networks, with access to governments. 

The right to health figured prominently in WHO's Constitution, and was also enshrined in the Universal 
Declaration of Human Rights and in Article 12 of the International Covenant on Economic, Social and 
Cultural Rights. It was for WHO to ensure that the right to health was clearly and comprehensively defined. 
He welcomed the setting up by the Director-General of an interdisciplinary working group on human rights 
and health, and hoped that WHO would participate actively in the World Conference on Human Rights to be 
held in Vienna in June 1993. 

It was important that, in pursuing the holistic concept of health, the mental component should not be 
overlooked. The term "mental health" often served as a euphemism for "mental illness", which tended to be 
stigmatized and to be seen as incurable. The general public was unaware of the wide range of therapeutic 
techniques now available for treatment and rehabilitation. Mental health should be understood in the positive 
sense of a state of mind characterized by psychological and emotional balance and harmonious relations with 
others. WHO's Division of Mental Health was well placed to promote that concept within the United Nations, 
so that the right to health could be interpreted in its richest and fullest sense. 

Dr KAWAGUCHI (Division of Planning, Coordination and Cooperation) noted that the basic policy 
outlined in the report had not been called in question. WHO had recently taken a strong stance on the issue 
of health and the economy, and had also increased its capacity to respond to the emerging needs of a number 
of countries. 

He fully agreed with the delegate of China that duplication of effort should be avoided, and also with the 
delegate of Barbados that agreed objectives should be actively promoted. In fact, as part of its intensified 
cooperation policy, the Organization had already taken practical steps to ensure that its activities at all levels 
were realistic and action-oriented. 

WHO fully appreciated the seriousness of the drought in southern Africa, and would act in coordination 
with the United Nations system to the fullest extent possible. 



COMMITTEE В: FIRST MEETING 193 

Mr AITKEN (Assistant Director-General), in reply to the delegate of the Netherlands, said that it was 
still too early to say whether the change in support costs arrangements following the decision of the UNDP 
Governing Council had had an impact on the ability of countries to execute programmes. However, WHO was 
monitoring the situation closely, as were all the other agencies involved. 

The resolution recommended by the Executive Board in resolution EB89.R15 was approved.1 

The meeting rose at 12h25. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA45.18. 



SIXTH MEETING 

Tuesday，12 May 1992 at 14h30 

Chairman: Dr A. S. YOOSUF (Maldives) 

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 30 of the Agenda (continued) 

General matters: Item 30.1 of the Agenda (Resolution EB89.R15; Documents A45/25 and 
A45/INF.DOC./1) (continued) 

The CHAIRMAN drew attention to the five draft resolutions before the Committee; that on support to 
drought-stricken countries of southern Africa would be dealt with first. Swaziland wished to be included 
among the co-sponsors of that resolution. 

Dr PIEL (Legal Counsel) said that，while not wishing to interfere with the consideration of the draft 
resolution, he had reservations over operative paragraph 2.2, requesting the Director-General to submit a 
request for immediate substantial assistance in the way of food for the affected countries from the appropriate 
bodies of the United Nations system. He felt that operational instructions to other bodies in the United 
Nations system should be avoided, since a request could come close to a demand or an instruction. That was 
not the same as requesting an item to be put on the agenda of a United Nations body such as the Economic 
and Social Council, as had taken place that morning, but even in the latter case, he would have had 
reservations had Malawi, the proposer and co-sponsor, not decided to amend the resolution before it was 
considered. 

The Committee might wish to amend operative paragraph 2.2 to read as follows: 

to bring to the attention of the appropriate bodies of the United Nations system the need to provide 
immediate substantial assistance in the way of food for the affected countries. 

The CHAIRMAN, noting that the delegate of Botswana did not object to that amendment, asked the 
Committee if it was prepared to approve the draft resolution on support to drought-stricken countries of 
southern Africa. 

Mr TEMANE (Botswana) supported the draft resolution. Large areas of Africa were semi-arid and 
therefore had to import food. However, imports of surpluses from countries such as Zimbabwe and South 
Africa usually enabled the Region to feed its population. 

Nevertheless, a serious problem had arisen in southern Africa as a result of the low rainfall during the 
rainy season (October 1991 to the end of April 1992). Many areas of Botswana had had only 30-40% of the 
average rainfall. Lack of rain had inevitably led to crop failures, and livestock were likely to be lost; that had 
indeed already occurred in some countries. Crop failures in the traditional exporting countries, such as 
Zimbabwe and South Africa, had forced the Region to turn to the outside world for grain. 

The leaders of the southern African countries had already declared national drought disasters in their 
respective countries and had appealed for assistance from the international community. 

Meanwhile, coordination meetings of the countries concerned were being held under the auspices of the 
Southern African Development Coordination Conference (SADCC) and other organizations. There had also 
been meetings to coordinate transport and logistics. 

- 1 9 4 -
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The southern African countries hoped that there would be no loss of life or deterioration in nutritional 
status due to the drought, but that could only be ensured if the international community responded positively 
to the appeals for help from the countries affected. 

The draft resolution was approved.1 

The DIRECTOR-GENERAL said that he had that day met Mr Eliasson, the new United Nations 
Under-Secretary-General for Humanitarian Affairs and Coordinator for Emergency Relief, and had discussed 
the plight of countries affected by the southern African drought. There was obvious concern for health. 
Mr Eliasson had recently informed him that an interagency mission had held discussions with the Southern 
African Development Coordination Conference (SADCC), and had reached some understanding. As a result a 
consolidated appeal for the drought-stricken countries of southern Africa was to be finalized on 24 May 1992, 
and was to cover the needs of the next six months. The Secretary-General of the United Nations was to 
launch the appeal in early June. The resolution just approved, once it had been adopted in plenary, would 
immediately be submitted to the Secretary-General of the United Nations. 

The CHAIRMAN then turned to a draft resolution on effects of air embargo, among the sponsors of 
which the Democratic People's Republic of Korea, Sudan, the United Arab Emirates and the United Republic 
of Tanzania wished to be included. 

Professor FIKRI-BENBRAHIM (Morocco) drew attention to resolution S/RES/748 (1992) which 
embodied the decision of the United Nations Security Council that States should deny permission for air flights 
to and from the Libyan Arab Jamahiriya unless approved on grounds of significant humanitarian need by a 
special Sanctions Committee. 

Under the terms of its Constitution, WHO's task was to ensure the best possible levels of health for all 
countries. His delegation was concerned about the delays in obtaining authorization for the despatch of 
medical supplies, which could adversely affect health and health services in the Libyan Arab Jamahiriya. 
Therefore, in conformity with the principles laid down by the Executive Board and the decisions taken at the 
Forty-first and Forty-second World Health Assemblies concerning the possible embargo on medical supplies, 
he urged the Director-General to call upon all Member States to ensure that health programmes and health 
care in the Libyan Arab Jamahiriya were not adversely affected. He hoped that the Forty-fifth World Health 
Assembly would adopt the draft resolution. 

Dr JAEDI (Libyan Arab Jamahiriya) stressed that an air embargo preventing the arrival of medical 
supplies had an adverse effect on medical care, technical assistance, and maintenance of medical equipment 
and infrastructure. It could even have disastrous effects on the health of the population. The air embargo had 
already had the following detrimental effects: (1) it was difficult to deal with emergency cases which could not 
be treated locally; patients could no longer be flown abroad; (2) foreign specialists were not able to visit the 
country to maintain sophisticated equipment; (3) doctors and professors were not able to come to the country 
and a large number of specialists working in it were unable to leave; (4) the activities being implemented in 
cooperation with WHO had been undermined, and some elements of them had had to be postponed, which 
adversely affected health care and development and posed a threat to the implementation of programmes and 
the achievement of Health For All by the Year 2000; (5) the child immunization programme, among others, 
had not been implemented because of delays in deliveries of medical products; (6) the embargo had destroyed 
the cold chain; (7) some patients risked death as a result of lengthy delays in obtaining urgent supplies already 
contracted for urgent delivery by air; and (8) analyses could not be carried out abroad. 

He had highlighted only a few of the adverse effects and recalled the basic principle set forth in the 
preamble to the WHO Constitution that health of all peoples was fundamental to the attainment of peace and 
security. 

Mr BOYER (United States of America) said that he was sympathetic to the concerns outlined by the 
delegates of Morocco and the Libyan Arab Jamahiriya: the air embargo might well be causing distress among 
the population, but the draft resolution on the subject was unnecessary, for both the Security Council and 
WHO had established specific procedures for providing humanitarian aid to the population. 

When, tired of having political and extraneous issues raised during its proceedings, the Executive Board 
had adopted decision EB81(3), it had incorporated a provision allowing any country under embargo that was 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 1 8 . 
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experiencing problems of a humanitarian or medical nature to alert the Director-General to those problems. 
The Director-General would then take whatever action was feasible to alleviate the problems, and if such 
action was unsuccessful, would bring the issue before the Health Assembly. 

In its resolution S/RES/748 (1992), the Security Council had recognized that provision should be made 
for any humanitarian needs that might arise, and had therefore established a Sanctions Committee to rule on 
applications by States for exceptional approval of flights on humanitarian grounds. 

The Libyan Arab Jamahiriya thus had two avenues of relief open to it: through the Director-General or 
through the Sanctions Committee. The Health Assembly had no need to take action, and it certainly should 
not adopt a text by which it arrogated to itself the responsibilities of the Security Council. Such an approach 
was entirely unacceptable. He therefore appealed to the sponsors to withdraw the draft. If they did not, he 
would call for a vote, and would urge all delegations to vote against a text that was an unconsidered and 
unfortunate distortion of the Health Assembly's mandate. 

Professor FIKRI-BENBRAHIM (Morocco) said that the Security Council resolution in question had 
indeed envisaged appropriate measures to deal with any humanitarian or health problems that might be 
encountered by the population under the embargo; the draft resolution merely sought to accelerate their 
implementation. By alerting the Director-General in good time to the possibility of such problems arising, the 
draft resolution would ensure that the competent bodies were rapidly informed so as to prevent the population 
from suffering under the embargo. His delegation was trying to prevent unnecessary suffering, otherwise the 
Health Assembly would be acting in contradiction, not of a Security Council resolution, but of its own mission, 
namely, to prevent human suffering, disease and death. Discussing the draft resolution was not a political act 
but proof of humanitarian concern. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution. 

The draft resolution was rejected by 29 votes to 27，with 37 abstentions. 

Professor FIKRI-BENBRAHIM (Morocco) said that the results of the voting were disappointing, but the 
exercise had at least served to increase awareness of the problem. It could therefore be considered a success. 

Mr CANKOREL (Turkey) explained that his delegation had abstained during the voting because, 
although it was fully aware of the health concerns connected with the embargo, it was equally sensitive to the 
problems arising from the introduction of extraneous issues into the work of the Health Assembly. Turkey's 
position was based on a principle that applied to all of the Health Assembly's work and not just to the present 
issue: it should confine its considerations to humanitarian and technical matters. 

The DIRECTOR-GENERAL pledged to do his utmost to ensure, in conformity with decision EB81(3), 
that no Member State was deprived of any needed medical supplies or services. 

Dr SALEH (Sudan) said that his delegation had hoped that the humanitarian issue before the 
Committee would inspire its members to transcend their political beliefs. The draft resolution had been 
rejected on the pretext that it raised political concerns, yet its opponents had themselves politicized the 
discussion, thereby preventing the solution of the very real humanitarian problem involved. 

The CHAIRMAN drew the attention of the Committee to the revised version of a draft resolution on 
health and development proposed by the delegations of Austria, Belgium, Burkina Faso, Cameroon, Central 
African Republic, Colombia, Congo, Denmark, F France, Germany, Ghana, Greece, Guinea, Indonesia, 
Islamic Republic of Iran, Italy, Malta, Morocco, erlands, Niger, Nigeria, Norway, Russian Federation, Sao 
Tome and Principe, Senegal, Seychelles, Sweden, Togo, Tunisia and Zimbabwe, which read as follows: 

The Forty-fifth World Health Assembly, 
Recognizing that, as stated in the Constitution of the World Health Organization, "the enjoyment 

of the highest attainable standard of health is one of the fundamental rights of every human being 
without distinction of race, religion, political belief, economic or social condition"; 

Taking into consideration the Accra Initiative on Health which resulted from the International 
Forum on MHealth: A Conditionality for Economic Development - Breaking the Cycle of Poverty and 
Inequity", held in Accra in December 1991 which emphasized the crucial relation between economic 
development and health, especially the health of vulnerable groups; 
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Having considered the Director-GeneraPs report on the International Forum in Accra and the 
follow-up work, and commending him for the success of the conference and the quality of the 
background document; 

Concerned about the intolerable health situation of the most vulnerable groups, which experience 
unnecessary pain and suffering from preventable diseases, economic deprivation, social isolation, 
violence, abuse, and war; 

Recognizing that individual health status and aggregate health status indicators are significant 
measures of a person's and a society's overall development and productive potential; 

Realizing that certain economic development policies and strategies have not been able to resolve 
the spectrum of health issues which confront vulnerable populations; 

Recognizing that health status is related to basic education, access to relevant information and 
economic productivity; 

Realizing the urgency of integrated cost-effective health interventions with sustainable economic 
and development policies and strategies, 

1. URGES Member States to: 

(1) take the necessary measures to ensure the achievement of the goal of health for all by the 
year 2000; ^ 
(2) take specific steps to improve the health status of the most vulnerable population groups; 
(3) analyse the health impact of existing and future development projects and implement the 
necessary protective measures to safeguard, promote and improve the health status of affected 
populations; 
(4) create and strengthen alternative financial arrangements for the improvement of the health 
status of vulnerable population groups; 

2. REQUESTS the Director-General to: 

(1) establish a multidisciplinary task force to undertake the following: 
(a) study existing development policies, strategies and programmes to determine which 
factors enhance and/or hinder the promotion and improvement of health status，including the 
creation of mechanisms to alert Member States and the international community when health 
status is jeopardized during the development process; 
(b) analyse health status indicators and their relation to economic development; 
(c) examine alternative funding mechanisms which would help countries evaluate the 
interaction of health status and economic development strategies; 
(d) explore ways and means of improving access to basic education, credit facilities for 
small industries, and other means of assisting countries to improve the health status and 
protect the health rights of the vulnerable groups; 
(e) promote arrangements for the protection of basic health as a human right and initiate a 
process of education, consensus-building and negotiation with national and international 
organizations, financial institutions, policy-makers and institutions of higher education to 
ensure that health status is protected in the development process; 

(2) disseminate the results and message of the Accra Initiative to other organizations of the 
United Nations system and other international agencies; 
(3) ensure that all WHO programmes identify highly vulnerable economic groups and provide the 
means to improve and evaluate their health status; 
(4) report to the ninety-third session of the Executive Board and the Forty-seventh World Health 
Assembly on the progress made in implementing this resolution. 

Mr TAITT (Barbados), after asking for his delegation to be included among the sponsors of the draft 
resolution, said that it had been revised to take account of points raised by a number of delegations and 
thereby to gain the widest possible support. The purpose of the amendments was to ensure that the text did 
not appear in any way to abrogate the authority of the Director-General or of the Health Assembly. The draft 
resolution was a reaffirmation of the Accra Initiative on Health and, as such, it called for an end to the 
marginalization of vulnerable groups and for measures enabling them to become substantive partners in the 
development process. The sponsors hoped that it could be adopted by consensus. 
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The CHAIRMAN proposed that, in the light of the extensive amendments tabled, further consideration 
of the item should be deferred until the following morning. 

Mr TAITT (Barbados) said that he had no objection but that the item should be considered first at the 
following meeting. 

Dr LARIVIÈRE (Canada) said that the questions he had intended to put had been answered by the 
proposed amendments and that his delegation would probably support the draft resolution. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) said that the amendments 
suggested required careful study and he would welcome the opportunity of examining the revised text 
overnight. 

Dr NOVELLO (United States of America) said that her delegation had been fully satisfied by the 
statements of the delegates of Barbados and Canada and had no further questions to raise about the item. 

Mr DEBRUS (Germany) said that his delegation was greatly interested in the item and fully agreed that 
further discussion should be deferred until the following day. 

Dr WILLIAMS (Nigeria) said that his delegation fully supported the draft resolution and the proposed 
amendments, which for the first time went beyond the question of resources for health services and 
emphasized the links between health and economics. At Accra, the wife of the President of Nigeria had 
hi^ilighted the fact that health did not automatically equal wealth, but could be made to do so if the necessary 
steps were taken. To that end, the People's Bank of Nigeria was encouraging borrowers to use part of its loans 
to improve their own and their families’ health through better nutrition and personal hygiene, immunization of 
their children and other similar measures. He urged WHO to support such a policy, which would greatly help 
the most vulnerable and disadvantaged sections of the population to break the vicious circle of poverty. 

Mr DOUGLAS (Jamaica) said that his delegation fully supported the draft resolution but was concerned 
that economic development would once again be approached from such standpoints as balance of payments 
and gross national product and that physical development would tend, as so often in the past, to be neglected. 
Yet many of the difficulties faced by vulnerable groups could be alleviated by such measures as adequate 
housing and zoning regulations, which were related to physical development and had a great impact on health. 
He would welcome discussion of such issues at the next meeting. 

The CHAIRMAN invited the Committee to consider further the draft resolution on women, health and 
development. The United Kingdom had asked to be removed from the list of sponsors of the draft resolution 
and the Islamic Republic of Iran, the Russian Federation, Switzerland and Zambia had asked to be added to it. 

Dr PIEL (Legal Counsel) said that operative paragraph 3(1) of the draft resolution requested the 
Director-General to establish a Global Commission on Women's Health. That step might involve expenditure 
of some US$ 1-2 million. In accordance with Rule 13 of the Rules of Procedure of the World Health 
Assembly and Regulations 13.1 and 13.2 of the Financial Regulations of the Organization, the Health Assembly 
could not take a decision involving expenditures unless it had before it a report from the Director-General on 
the administrative and financial implications of the proposal or unless the Director-General had certified that 
provision for the expenditure concerned could be made from existing appropriations under the conditions of 
the resolution of the Health Assembly relating to unforeseen and extraordinary expenses. 

Mr AITKEN (Assistant Director-General) thought that the Organization would be able to find limited 
funds for one meeting of the proposed commission, together with a brief report. The Health Assembly should 
nevertheless be aware that proposals for the other activities mentioned, such as publishing documents and 
conducting wide-ranging surveys, would need to be examined for their financial implications and funds were 
not currently available. 

Mrs OULTON (Canada) welcomed the draft resolution and recommended its approval. WHO should 
take the lead in dealing with women's health, the importance of which for the health of children and families 
had been a recurrent theme in the Health Assembly's proceedings. Her delegation was convinced that 
women's health would continue to be a priority for governmental action. Canada hoped in particular that 
reporting on the subject at country level would be expanded. Political will, well-developed programmes and 
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enlightened attitudes would ensure the success of women's health initiatives. The Organization's expertise 

would be essential in tackling the issue globally. 

Her delegation was concerned that in operative paragraph 3(4) of the draft resolution the Director-

General was asked to submit a final report on its implementation to the Health Assembly as early as 1995. It 

would be better if more time could be allowed in order to ensure that the Organization's work on women's 

health achieved its aims in full. Her delegation therefore proposed the deletion of the word "final" from that 

paragraph. 

Mrs KADANDARA (Zimbabwe) expressed satisfaction at the success of the 1992 technical discussions 

on women, health and development and her appreciation of the report on those discussions. Participants had 

discussed many issues concerning women, in recognition of the fact that a country's development must involve 

the majority of its population. Women played a commendable role in promoting health and development in 

difficult conditions and an essential one in ensuring the success of primary health care. 

Her delegation could accept the draft resolution with the amendment suggested by Canada. 

Mr DHAKAL (Nepal), while supporting the draft resolution, thought that the composition of the 

proposed commission should reflect the principle of equitable geographical representation adhered to 

throughout the United Nations system. 

Dr NOVELLO (United States of America) suggested the creation of a small drafting group to revise the 

draft resolution in the light of the amendment proposed by Canada and the point raised by Nepal, as well as to 

incorporate minor drafting changes which her own delegation wished to make. 

Dr KIDANE MARIAM (Ethiopia) endorsed that suggestion. The draft resolution should receive the 

most careful attention possible since it dealt with half the world's population and the health of those who were 

mothers, producers, educators and physicians. 

The CHAIRMAN suggested that if the Committee wished to establish the proposed drafting group it 

should consist of the representatives of Canada, Ethiopia, the United States and Zimbabwe and the 

Rapporteur, and of any other representatives who wished to join it. 

It was so agreed. 

Mr DHAKAL (Nepal) said that he also wished to participate in the work of the drafting group. 

The CHAIRMAN invited the Committee to consider further the draft resolution on multisectoral 

collaboration on WHO's programme on tobacco or health, with the amendments proposed by Cuba and 

Malawi at the previous meeting. The Maldives and the Russian Federation had asked to be included among 

its sponsors. 

Dr MMUNI (United Republic of Tanzania) said that his delegation had sponsored the resolution in the 

knowledge that the economies of some Member States depended heavily on tobacco. His delegation hoped 

that, through the Director-General, W H O would influence other bodies in the United Nations system, for 

example FAO, to help those countries to diversify their crops in order to reduce that dependence to a low 

level. 

The CHAIRMAN invited the Committee to consider the draft resolution with the amendments proposed 

by Cuba and Malawi. 

The draft resolution as amended was approved.1 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 1 8 . 
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Health assistance to specific countries: I tem 30.2 of the A g e n d a (Document W H A 4 4 / 1 9 9 1 / R E C / 1 , 
pp. 34 -37 , resolutions W H A 4 4 . 3 7 , W H A 4 4 . 3 8 , W H A 4 4 . 3 9 and W H A 4 4 . 4 0 and d o c u m e n t A 4 5 / 2 6 ) . 

The CHAIRMAN drew the Committee's attention to the Director-GeneraPs report (document A45/26) 

and to a draft resolution on health assistance to specific countries proposed by the delegation of Sweden, which 

read as follows: 

The Forty-fifth World Health Assembly, 

Recalling the previous resolutions of the Health Assembly on health assistance to specific countries, 

and most recently resolutions WHA44.37, WHA44.38, WHA44.39 and WHA44.40; 

Noting the increasing number of countries and areas stricken by natural and man-made disasters 

and the subsequent numerous reports submitted for discussion during the World Health Assembly; 

Taking note of the United Nations General Assembly resolution 46/182，"Strengthening of the 

coordination of humanitarian assistance of the United Nations"; 

Recalling resolution WHA35.1, on methods of work of the Health Assembly, which draws attention 

to the desirability of a full discussion at regional levels of all matters dealing with specific countries 

before such items are referred to the Health Assembly; 

Having examined the Director-General、report1 on the action taken by W H O for the emergency 

health and medical assistance to specific countries, 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts in accordance with 

United Nations General Assembly resolution 46/182 to strengthen the Organization's capacity to respond 

promptly and efficiently to country-specific emergencies; 

2. URGES the Director-General to continue to coordinate WHO's efforts in emergency preparedness 

and humanitarian assistance with the humanitarian affairs programmes of the United Nations system, 

including mobilization of extrabudgetary resources; 

3. CALLS UPON the Director-General to report as and when appropriate to the Health Assembly on 

these important issues in order to keep it fully informed. 

A draft resolution on health assistance to Somalia, proposed by the delegations of Bahrain, Jordan, 

Kuwait, Lebanon, Mauritania, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia and United Arab 

Emirates, was also before the Committee, and read as follows: 

The Forty-fifth World Health Assembly, 

Deeply concerned at the situation created by the ever-increasing number of wounded, disabled and 

displaced persons in Somalia following recent events; 

Concerned also at the increasing harm inflicted on civilians, especially women, children and old 

people, in the course of such events; 

Deeply concerned by the damage caused to health and medical facilities in Somalia, which has 

deprived the Somalia people of the services these facilities provided; 

Aware of the need to combine all efforts to support Somalia in its endeavour to overcome the 

ordeal it faces, and to provide it with immediate assistance in improving its health and medical services; 

Considering that the deteriorating health situation requires immediate steps to provide the health 

and medical assistance badly needed in Somalia; and 

Recalling resolution WHA44.43 on health and medical assistance to Somalia, 

1. REQUESTS the Director-General to set up forthwith a programme for providing support, health 
and medical assistance and relief to Somalia, and to provide the technical, material and financial means 
needed to rebuild the health system in that country; 

2. CALLS UPON Member States, organizations of the United Nations system and all other 

intergovernmental and nongovernmental organizations to intensify their cooperation with W H O in this 

respect. 

1

 D o c u m e n t A45/31. 
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Finally, a draft resolution on health and medical assistance to Lebanon, proposed by the delegations of 

Algeria, Kuwait, Libyan Arab Jamahiriya, Oman, Qatar, Saudi Arabia, Somalia, Syrian Arab Republic, Tunisia 

and Yemen, was before the Committee and read as follows: 

The Forty-fifth World Health Assembly, 

Recalling previous resolutions of the Health Assembly on health and medical assistance to 

Lebanon, particularly resolution WHA44.37; 

Taking note of United Nations General Assembly resolutions on international assistance for the 

reconstruction and development of Lebanon calling on the specialized agencies and other organizations 

and bodies of the United Nations system to expand and intensify programmes of assistance within the 

framework of the needs of Lebanon，the latest being resolution 46/173 of 19 December 1991; 

Having examined the Director-General's report1 on the action taken by WHO , in cooperation with 

other international bodies, for emergency health and medical assistance to Lebanon in 1991 and the first 

quarter of 1992; 

Aware of the situation arising from the increase in the numbers of wounded, handicapped and 

displaced persons, the paralysis of economic activities and government organizations, and the 

considerable serious consequences of events in Lebanon in terms of damage to and destruction of the 

environment and institutions, homelessness, and harm to individuals and their health; 

Aware that the increased financial burden upon the State, coinciding with the alarming drop in 

budgetary revenue, requires assistance to the health services that are the responsibility of the State; 

Noting the health and medical assistance provided by the Organization to Lebanon during 1991-

1992, 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts to mobilize health 

and medical assistance to Lebanon; 

2. EXPRESSES also its appreciation to the specialized agencies and other organizations and bodies 

of the United Nations system, and to all governmental and nongovernmental organizations, for their 

cooperation with W H O in this regard; 

3. CONSIDERS that the growing health and medical problems in Lebanon, which have recently 

reached a critical level, constitute a source of great concern and necessitate thereby a continuation and 

substantial expansion of programmes of health and medical assistance to Lebanon; 

4. REQUESTS the Director-General to continue and expand substantially the Organization's 

programmes of health, medical and relief assistance to Lebanon and to allocate for this purpose to the 

extent possible funds from the regular budget and other financial resources; 

5. CALLS UPON the specialized agencies and other organizations and bodies of the United Nations 

system, and all governmental and nongovernmental organizations, to intensify their cooperation with 

W H O in this field, and in particular to put into operation the recommendations of the report on the 

reconstruction of the health services of Lebanon; 

6. CALLS UPON Member States to increase their technical and financial support for relief 

operations and the reconstruction of the health services of Lebanon in cooperation with the Ministry of 

Health in Lebanon; 

7. CALLS UPON donors to direct their assistance in cash or in kind to the Ministry of Health, which 

has responsibility for the health centres, hospitals and public health services and activities for the 

attainment of health for all by the year 2000, or to the Trust Fund for Lebanon established by the 

Director-General at the request of the Government of Lebanon; 

8. REQUESTS the Director-General to report to the Forty-sixth World Health Assembly on the 

implementation of this resolution. 

1

 D o c u m e n t A45/26. 
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Dr TEKLE (Division of Emergency Relief Operations), introducing the Director-General's report on 

health assistance to specific countries (document A45/26), in which information on the implementation of 

resolutions WHA44.37, WHA44.38, WHA44.39 and WHA44.40 had been brought together in a single 

document to expedite the work of the Health Assembly, indicated an amendment to paragraph 3 of the 

document, in which the last sentence should be replaced by the following: "A checklist of activities specifically 

pertaining to the Turkish Cypriot community was agreed upon with the Ministry of Health. This will permit 

the monitoring of W H O contributions to the Turkish Cypriot community". 

Referring to WHO's assistance to Lebanon, he noted that, despite an increase in the regular budget 

allocation, Lebanon's needs greatly exceeded available resources. The Director-General's appeal to the 

international community for funds for the rehabilitation of district hospitals, health centres and public health 

care at grass-roots level in Lebanon would continue. 

Humanitarian assistance was essential in an increasing number of countries on account of man-made or 

natural disasters. WHO , in collaboration with the United Nations Department of Humanitarian Affairs, 

provided expertise and leadership in the health field, meeting the most urgent food, shelter and health needs of 

disaster-stricken populations. The Director-General wished to strengthen further the role of W H O in 

humanitarian assistance, and countries such as Afghanistan and Somalia would be automatically considered for 

special health emergency assistance. He stressed that emergency assistance was the first step towards 

rehabilitation and long-term development. 

The CHAIRMAN invited the Committee to consider the draft resolution on health assistance to specific 

countries. 

Mr HLLFORS (Sweden), introducing the draft resolution, paid tribute to the Director-General for his 

prompt response to emergencies, in conformity with United Nations General Assembly resolution 46.182. His 

delegation attached particular importance to the continuing effort to rehabilitate the health systems in 

Lebanon, Cyprus, Namibia and the front-line States of southern Africa. Although the Health Assembly had 

adopted country-specific resolutions in response to emergencies over a number of years, his delegation had felt 

that the Director-General had a clear mandate to tackle emergency situations in close coordination with other 

organizations of the United Nations system. It had therefore proposed a global draft resolution which might 

make it unnecessary to adopt the two country-specific resolutions on Somalia and Lebanon. 

He indicated a number of amendments to the text: the first preambular paragraph should begin 

"Recalling and confirming the previous resolutions..." and the titles of the resolutions should be included in the 

text, namely resolutions WHA44.37 "Health and medical assistance to Lebanon", WHA44.38 "Health assistance 

to refugees and displaced persons in Cyprus", WHA44.39 "Liberation struggle in Southern Africa: assistance to 

the front-line States, Lesotho and Swaziland" and WHA44.40 "Reconstruction and development of the health 

sector in Namibia". A reference to document A45/26 should be added to the footnote to the fifth preambular 

paragraph. The first part of operative paragraph 2 should read "URGES the Director-General to continue to 

give hi^i priority to the countries mentioned in the above resolutions and to coordinate these and other W H O 

efforts in emergency preparedness . . Л In operative paragraph 3, the words "as and when appropriate to the" 

should be deleted and replaced by the phrase "if appropriate to the Forty-sixth". 

Dr MILLER (Canada) was confident that W H O would, as in the past, provide emergency health 

assistance to specific countries, while nevertheless dealing with that question in a single resolution. He 

supported the draft resolution as amended by the delegate of Sweden. 

Mr BOYER (United States of America), welcoming the proposal to adopt a global approach to health 

assistance, also supported the draft resolution, as amended. 

Mr BAIER (Austria), noting the great importance of United Nations General Assembly resolution 46.182 

as a milestone in humanitarian aid within the United Nations system, supported the draft resolution, as 

amended. 

Miss MASCARENHAS NETO (Portugal), speaking on behalf of the Member States of the European 

Community, welcomed the proposal for a global text, as more time- and cost-effective than adopting country-

specific resolutions. 

Dr SAVEL'EV (Russian Federation), welcoming the Swedish proposal as a more effective approach to 

the question of health assistance, requested that his delegation be added to the list of co-sponsors. 
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Mrs KITAMURA (Japan) fully supported the draft resolution, as amended. 

Mr EL-KHAZEN (Lebanon) thanked the Director-General and W H O for their assistance to Lebanon 

and was satisfied that the draft resolution proposed by Sweden would guarantee WHO's future assistance to 

his country. His delegation was willing to withdraw the draft resolution on health and medical assistance to 

Lebanon, but proposed an amendment to operative paragraph 3 of the draft resolution whereby the words "the 

implementation оГ would be inserted after the word "on" in the first line. 

Mr ISSE (Somalia) said that, although his delegation would have preferred the Health Assembly to adopt 

a separate resolution on Somalia, as in the past, it was willing，in the interests of consensus, to withdraw the 

draft resolution on health assistance to Somalia and to support the draft resolution proposed by Sweden, as 

amended by the delegations of Sweden and Lebanon. 

Mr TILLFORS (Sweden) thanked the delegations of Lebanon and Somalia for their spirit of 

cooperation and accepted the amendment proposed by the delegate of Lebanon. 

The draft resolution on health assistance to specific countries, as amended by the delegates of Sweden 
and Lebanon, was approved.1 

The meeting rose at 17hl0. 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 1 8 . 



S E V E N T H M E E T I N G 

Wednesday, 13 May 1992，at 9h00 

Chairman: Dr A. S_ YOOSUF (Maldives) 

1. T H I R D R E P O R T O F C O M M I T T E E В (Document A 4 5 / 5 2 ) 

Mr LARSEN (Secretary) read out the draft third report of the Committee, drawing attention to an error 

in the draft resolution on multisectoral collaboration on WHO's programme on "tobacco or health". In the 

fourth preambular paragraph, the amendment proposed by the delegate of Cuba had not been incorporated: 

"reorientation" should therefore be replaced by "orientation". 

The report, as amended，was adopted.1 

2 . A R R E A R S O F C O N T R I B U T I O N S P A Y A B L E B Y F O R M E R L Y I N A C T I V E M E M B E R S : I tem 27 of the 
A g e n d a (continued f rom the third meet ing, section 3) 

The CHAIRMAN recalled that the Secretariat had been requested to prepare a draft resolution 

concerning the arrears of contributions payable by formerly inactive Members Belarus and Ukraine. He 

invited the Board to consider the following resolution: 

The Forty-fifth World Health Assembly, 

Having studied the report of the Director-General on the arrears of contributions payable by the 

formerly inactive Members, Belarus and Ukraine, upon resumption of active membership; 

Considering the provisions of the Constitution governing the financial obligations of Members, 

together with the provisions of the Financial Regulations; 

Having noted the principles and policies laid down in resolution WHA9.9 which were applied to 

certain Members in the 1950s upon their resumption of active membership; 

Recognizing that the exceptional circumstances of Belarus and Ukraine justified a deferment of the 

instalment payment plan in respect of prior years，arrears of contributions envisaged in resolution 

WHA9.9; 

Noting that the contributions for 1992 and future years will be due and payable in accordance with 

Financial Regulation 5.6, 

1. DECIDES that contributions must be paid in full for the years 1948 and 1949 during which Belarus 

and Ukraine participated actively in the work of the Organization; 

2. DECIDES pursuant to resolution WHA9.9 that, for the years 1950 to 1991 during which Belarus 

and Ukraine did not actively participate in the work of the Organization, a token payment of five per 

cent of the amount assessed each year shall be required which shall, upon payment, be considered as 

discharging in full the financial obligations of those Members for the years concerned; 

3. DECIDES that the payments required under paragraphs 1 and 2 above must be paid in US dollars 

or Swiss francs; and may be paid in equal annual instalments over a period not exceeding ten years 

beginning with the year 1997, in addition to the annual contributions due during that period; and that 

1
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payment of those annual amounts shall be construed as preventing the application of the provisions of 

Article 7 of the Constitution; 

4. DECIDES that, in accordance with Financial Regulation 5.8, payments made by the Members 

concerned shall be credited first to the Working Capital Fund; and, further, 

5. DECIDES that, notwithstanding the provisions of Financial Regulation 5.8, payments of 

contributions for the years beginning with that in which the Members return to active participation shall 

be credited to the financial period concerned; 

6. REQUESTS the Director-General, as the token payments established in paragraph 2 above are 

received, to so adjust the accounts of the Organization as is appropriate under the terms of this 

resolution in respect of those years; 

7. REQUESTS the Director-General to inform the Members concerned of these decisions. 

Mr AITKEN (Assistant Director-General) said that the draft resolution had been prepared in the light of 

the Committee's decision to adopt an instalment payment plan for a period of ten years beginning in 1997. 

Five per cent of the arrears should be paid for the countries, period of inactive membership, while full 

payment of arrears was due for the period of their active membership. 

He informed the Committee that W H O had already been paid the sum of US$ 200 000 by Belarus, 

which was the first payment from Belarus or Byelorussia in the history of its membership of WHO. 

The resolution was approved.1 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: I tem 3 0 of the A g e n d a (continued) 

General matters: I tem 30 .1 of the Agenda (continued from the sixth meeting) 

The CHAIRMAN drew attention to the revised version of the draft resolution on health and 

development proposed by the delegations of Austria, Barbados, Belgium, Burkina Faso, Cameroon, Central 

African Republic, Colombia, Congo, Denmark, Egypt, France, Germany, Ghana, Greece, Guinea, Indonesia, 

Iran (Islamic Republic of), Italy, Malta, Morocco, Netherlands, Niger, Nigeria, Norway, Russian Federation, 

Sao Tome and Principe, Senegal, Seychelles, Sweden, Togo, Tunisia and Zimbabwe. The resolution read as 

follows: 

The Forty-fifth World Health Assembly, 

Recognizing that, as stated in the Constitution of the World Health Organization, "the enjoyment 

of the highest attainable standard of health is one of the fundamental rights of every human being 

without distinction of race, religion, political belief, economic or social condition"; 

Taking into consideration the Accra Initiative on Health which resulted from the International 

Forum on "Health: A Conditionality for Economic Development - Breaking the Cycle of Poverty and 

Inequity", held in Accra in December 1991 which emphasized the crucial relation between economic 

development and health, especially the health of vulnerable groups; 

Having considered the Director-GeneraPs report2 on the International Forum in Accra and the 

follow-up work, and commending him for the success of the conference and the quality of the 

background document; 

Concerned about the intolerable health situation of the most vulnerable groups, which experience 

unnecessary pain and suffering from preventable diseases, economic deprivation, social isolation, 

violence, abuse, and war; 

Recognizing that individual health status and aggregate health status indicators are significant 

measures of a person's and a society's overall development and productive potential; 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 2 3 . 
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Realizing that certain economic development policies and strategies have not been able to resolve 

the spectrum of health issues which confront vulnerable populations; 

Recognizing that health status is related to basic education, access to relevant information and 

economic productivity; 

Realizing the urgency of integrated cost-effective health interventions with sustainable economic 

and development policies and strategies, 

1. URGES Member States to: 

(1) take the necessary measures to ensure the achievement of the goal of health for all by the 

year 2000; 

(2) take specific steps to improve the health status of the most vulnerable population groups; 

(3) analyse the health impact of existing and future development projects and implement the 

necessary protective measures to safeguard, promote and improve the health status of affected 

populations; 

(4) create and strengthen alternative financial arrangements for the improvement of the health 

status of vulnerable population groups; 

2. REQUESTS the Director-General to: 

(1) establish a multidisciplinary task force to undertake the following: 

(a) study existing development policies，strategies and programmes to determine which 

factors enhance and/or hinder the promotion and improvement of health status, including the 

creation of mechanisms to alert Member States and the international community when health 

status is jeopardized during the development process; 

(b) analyse health status indicators and their relation to economic development; 

(c) examine alternative funding mechanisms which would help countries evaluate the 

interaction of health status and economic development strategies; 

(d) explore ways and means of improving access to basic education, credit facilities for 

small industries, and other means of assisting countries to improve the health status and 

protect the health rights of the vulnerable groups; 

(e) promote arrangements for the protection of basic health as a human right and initiate a 

process of education, consensus-building and negotiation with national and international 

organizations, financial institutions, policy-makers and institutions of higher education to 

ensure that health status is protected in the development process; 

(2) disseminate the results and message of the Accra Initiative to other organizations of the 

United Nations system and other international agencies; 

(3) ensure that all W H O programmes identify highly vulnerable economic groups and provide the 

means to improve and evaluate their health status; 

(4) report to the ninety-third session of the Executive Board and the Forty-seventh World Health 

Assembly on the progress made in implementing this resolution. 

Mr DEBRUS (Germany) said that although • as one of the cosponsors most interested in health and 

development problems - Germany would greatly appreciate the strong support of all Member States for the 

resolution, it could not agree that all the amendments proposed to the original draft were entirely necessary. 

Thus, under the sixth preambular paragraph, he failed to see the need for the addition of "certain" and 

favoured its deletion, and the insertion of the word "alone" after "strategies". 

Secondly, in operative paragraph 1(4) he queried the sense and intent of "alternative". Although he 

would not press for a further amendment, he wished to place on record his delegation's clear understanding 

that the measures envisaged would not in any way diminish the responsibility of governments. 

Under operative paragraph 2(l)(b) he noted that the important reference to "vulnerable groups as a 

yardstick of development" no longer appeared. He proposed that to reinstate the concept (b) should read: 

"analyse health status indicators and their relation to economic development with emphasis on the situation of 

the most vulnerable groups". 

Under operative paragraph 2(3), he questioned the limitative use of "economic" in referring to vulnerable 

groups. Vulnerable groups of all kinds, especially those whose health was at risk, should be considered. 

Lastly, he asked why operative paragraphs 2(3) and 2(6) of the original draft resolution no longer 

appeared. 
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Mr TAITT (Barbados), responding to the German delegate's remarks on behalf of the other sponsors of 

the resolution, submitted that the deletion of "certain" from the sixth preambular paragraph would detract from 

the impact and accuracy of the statement. Not all economic development policies and strategies were involved. 

ТЪе use of "alternative" in operative paragraph 1(4) was intended to signify that although financial 

arrangements already existed, additional or innovative arrangements should be created or strengthened. 

He personally would have no difficulty in amending operative paragraph 2(l)(b) in the manner proposed, 

and wondered if the other cosponsors agreed. He was similarly sympathetic to the remarks concerning 

paragraph 2(3). 

The subparagraph envisaging a high-level conference had been deleted since some delegates had been 

worried about its financial implications. It had been thought more prudent to defer consideration of such a 

meeting until the multidisciplinary task force had reported to the ninety-third session of the Executive Board. 

The provisions of former operative paragraph 2(3) were considered to have been subsumed under new 

operative subparagraph 2(4) on reporting. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) welcomed the compromise text, 

but stated for the record that his delegation would have preferred operative paragraph 1(4) to read: "explore 

the feasibility of creating and strengthening, where necessary, alternative financial arrangements for vulnerable 

populations to improve their health status". That wording better reflected what had been agreed in Accra; it 

also recognized the fact that certain Members already had mechanisms for responding to the needs of 

vulnerable groups. 

Mrs W A D H W A (India) also favoured the wording employed by the United Kingdom delegate. 

She thanked the delegate of Barbados for his efforts to improve the earlier text. However, a few 

problems remained. 

The composition and nature of the multidisciplinary task force mentioned in operative paragraph 2(1) 

had not been defined, but it was being requested among other things to review national development policies 

and strategies. Since that might entail the risk of infringing national sovereignty, she would propose that 

operative paragraph 2(l)(a) be amended to read: "recommend development strategies and programmes which 

could enhance the promotion and improvement of health status". If the multidisciplinary task force wished its 

recommendations to include the creation of mechanisms as proposed in the original draft, the matter could be 

discussed when it reported to the Executive Board and to the Health Assembly. 

As it stood, operative paragraph 2(l)(e) gave a mandate to the multidisciplinary task force, a very small 

body, to negotiate with national governments and with international agencies. She therefore proposed that the 

subparagraph be amended to read: "make recommendations on measures to assist in the protection of basic 

health as a human right and in consultation with relevant parties suggest ways and means to ensure that health 

status is protected in the development process". 

The CHAIRMAN suggested that a drafting group comprising the delegates of Barbados, Germany, the 

United Kingdom and India, together with any other interested delegations be set up to study the reconciliation 

of the various amendments proposed. 

After a procedural discussion in which Mr TAITT (Barbados), Mrs W A D H W A (India), Mr SENE 

(Senegal) and Mr BURNS (United Kingdom of Great Britain and Northern Ireland) participated, the 

CHAIRMAN suspended the meeting to permit the preparation of an agreed version of the draft resolution. 

The meeting was suspended at lOhOO and resumed at 10H25. 

Dr CHATORA (Zimbabwe) pointed out that while the sixth preambular paragraph of the original draft 

resolution had mentioned that certain economic policies and development strategies had contributed to the 

creation of new vulnerable groups and had aggravated the situation of those who were already marginalized 

and disadvantaged, the revised draft referred instead to the inability of certain economic policies and 

development strategies to resolve the question. The wording in the earlier version might be rather strong, but 

the two statements could perhaps be merged in order to cover both considerations. If that could not be done, 

he would wish to place on record the fact that his delegation preferred the earlier version. 

There was often talk of the social dimensions of adjustment, but he was not sure of the meaning of that 

term. 

Mr TAITT (Barbados) announced that agreement had been reached on the wording of a number of 

proposed amendments to the draft resolution. 
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As proposed by the United Kingdom delegate, operative paragraph 1(4) should read: "explore the 

feasibility of creating and strengthening, where necessary, alternative financial arrangements for vulnerable 

populations to improve their health status". 

In the first line of operative paragraph 2(1 )(a), the word "global" should be added after the word 

"existing" and the passage beginning with the words "including the creation of mechanisms" and ending with the 

words "during the development process" should be deleted. 

Operative paragraph 2(l)(e) should be amended to read: "recommend appropriate arrangements for the 

protection of basic health as a human right and in consultation with all partners concerned initiate a process of 

education and consensus-building to ensure that health status is protected in the development process". 

To meet the concerns of the delegate of Zimbabwe, he proposed that the sixth preambular paragraph 

should read: "Realizing that certain economic development policies have contributed to the development of 

new vulnerable groups and have not been able to resolve the spectrum of health issues which confront 

vulnerable populations". 

Mr SENE (Senegal) thanked the delegate of India for the understanding that she had shown. The 

adoption of the resolution would be a major step in ensuring primary health care for all and would respond to 

the concerns of the Accra Initiative. Human development was at the heart of discussions in the Governing 

Council of UNDP and was in harmony with the idea of the social dimensions of adjustment, which had been 

launched by ILO and UNICEF with the aim of taking into account the condition of the most vulnerable 

groups. 

The CHAIRMAN asked the Committee whether it wished to approve the draft resolution with the 

amendments proposed. 

The resolution, as amended, was approved.1 

The CHAIRMAN drew attention to the following draft resolution on women, health and development 

proposed by the delegations of Argentina, Australia，Bahrain, Barbados, Chad, Colombia, Congo, Denmark, 

Egypt, Ethiopia, Finland, Ghana, Greece, Iceland, Indonesia, Iran (Islamic Republic of), Jamaica，Jordan, 

Lebanon, Nigeria, Norway, Russian Federation, Senegal, Sri Lanka, Swaziland, Sweden, Switzerland, Tunisia, 

Turkey, United States of America, Uruguay, Zambia and Zimbabwe, as amended by a drafting group: 

The Forty-fifth World Health Assembly, 

Recalling that the W H O Constitution declares that "health is one of the fundamental rights of 

every human being", which evidently includes the half of the global population that are women; 

Recognizing that women's health means their health throughout their entire life-span, and not only 

their reproductive health; 

Acknowledging that there has been improvement in some parameters relating to women's health 

and development, due in large measure to the accomplishments of women themselves and active interest 

groups; 

Recalling that many resolutions over the years have called for action to be taken in areas such as 

women's education, gender-specific research, safe motherhood and income-generating opportunities for 

women, the most recent being resolution WHA44.42 on "Women, health and development"; 

Noting with great dismay the lack of feedback on results of the implementation of these 

resolutions; the lack of adequate gender-specific data; and the fact that there is insufficient knowledge 

of the gender-specific consequences of diseases in women; 

Taking into consideration the report of the Technical Discussions on "Women, health and 

development" held in conjunction with the Forty-fifth World Health Assembly, 

1. URGES Member States: 

(1) to establish a system for reporting on the extent to which key elements of existing resolutions 

have been implemented in their country, the gaps in implementation that still remain, the reasons 

for these gaps, and what assistance is needed for implementation; 

(2) to implement steps in their ministries of health and health-sector institutions equivalent to 

those that the Director-General is requested below to implement within WHO , and to include at 

least one woman in their delegations to the World Health Assembly; 

1
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2. REQUESTS the Director-General, in order to ensure that women's health is given the highest level 

of visibility and urgency: 

(1) to utilize existing mechanisms within WHO，at global and regional levels, more effectively and 

fully, for ensuring that the Organization's current programmes, as well as the Ninth General 

Programme of Work, give proper attention to matters affecting women's health in all areas; 

(2) to ensure that an appropriate portion of the resources of each programme area is allocated 

to those issues; 

(3) to examine W H O policy and programme initiatives in order to determine whether they might 

have any adverse effect on the position of women; 

(4) to facilitate the above measures by strengthening WHO's focal point for women, health and 

development in such a way as to ensure that it can operate effectively across programme lines; 

(5) to ratify the decision of the Forty-second World Health Assembly in resolution WHA42.13 to 

maintain the target of 30% for the proportion of all professional and higher-graded posts in 

established offices to be occupied by women; 

3. FURTHER REQUESTS the Director-General: 

(1) to establish in 1992 a Global Commission on Women's Health, consisting of political, 

scientific and professional leaders throughout the world, the largest number of whom would be 

women, with due respect to equitable geographical representation and who would serve in their 

personal capacities, the terms of reference of which would include: 

(a) producing an agenda for action on Women's Health; 

(b) making policy-makers aware of women's health issues by using gender-specific, 

disaggregated data on women's socioeconomic and health conditions; 

(c) advocating the promotion of women's health issues within all development plans, using 

all forms of mass media; 

(d) providing a forum for consultation and dialogue with women's organizations, women's 

health advocacy groups, and others who represent the mobilization of women, from the 

grassroots to the highest political levels; 

(2) to support the work of the Global Commission by advocating and facilitating its participation 

in: the United Nations Conference on Human Rights in 1993; the United Nations Population 

Conference in 1994; and the Fourth World Conference on Women in 1995; and to report to those 

conferences; 

(3) to further support the work of the Global Commission in such areas as: 

(a) mobilizing the necessary resources; 

(b) establishing standards and criteria to permit regular monitoring of women's health 

status; 

(c) advising on action to ensure adequate attention to women's concerns in health activities 

also in other development systems’ including contributions to existing mechanisms such as the 

United Nations Commission on the Status of Women, and to the development of legislation 

to protect the health of vulnerable women and children in times of armed conflict; 

(d) enhancing coordination and cooperation within the United Nations system for women's 

health; 

(e) monitoring the overall progress made in implementing key elements of past resolutions 

and strategies affecting women's health，using gender-specific data; 

(4) to submit a report on the implementation of this resolution to the Forty-eighth World Health 

Assembly in 1995. 

Dr NOVELLO (United States of America), on behalf of the sponsors, read out the amendments which 

the drafting group had made to the original draft resolution on the basis of the discussion at the Committee's 

previous meeting. 

Mrs ARMIT (Canada) congratulated the drafting group on its work and requested that her delegation be 

added to the list of sponsors. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) said that although his delegation 

found the draft resolution quite acceptable, it had consistently taken the line that before any new initiative was 

launched its financial implications should be carefully considered. Having listened to what the 

Assistant Director-General had said the previous day about the limited funding available for the establishment 

of the Global Commission on Women's Health, his delegation would be extremely concerned about any 
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commitments beyond what the Assistant Director-General had described as possible within the current 

financial constraints. If, in operative paragraph 3(1), the words "to establish in 1992 a Global Commission on 

Women's Health" were amended to read "to consider the establishment in 1992 of a Global Commission on 

Women's Health", provision would be made to meet that particular point. 

Dr NOVELLO (United States of America) requested the Secretariat to comment on the point. 

Mr AITKEN (Assistant Director-General) confirmed that the availability of funds for any new activity 

was extremely limited. He had already felt concern regarding the establishment of the multidisciplinary task 

force requested in the resolution on health and development. The draft resolution on women, health and 

development could be read in a wide variety of ways in terms of its potential financial obligations. Even the 

justifiable amendment calling for equitable geographical representation would undoubtedly involve additional 

funding, as would the implementation of operative paragraph 1 as a whole. The Organization had available 

certain limited resources which could be used to assist the first meeting of the Global Commission, but any 

further action would require additional funding. The wording proposed by the delegate of the United 

Kingdom would give the Director-General some flexibility in determining which of the proposed activities could 

actually be funded from the financial resources available at the present stage - no more than US$ 30 000-

US$ 40 000. Anything more would have to come from a further mobilization of resources or from a clear 

decision by the Health Assembly to divert funds from somewhere else. The United Kingdom's delegate's 

wording therefore seemed to him to be preferable, although the words "subject to the availability of financial 

resources" might be an acceptable alternative. In any case, the very difficult financial circumstances of the 

Organization must be borne in mind. 

Dr KIDANE MARIAM (Ethiopia), speaking as a member of the drafting group, acknowledged the 

concern voiced regarding financial constraints. However, the drafting group had tried to prepare the revised 

text as carefully as possible and, if the establishment of the Global Commission on Women's Health was left 

subject to the availability of resources, the undertaking might prove to be a difficult one. That should not be 

allowed to happen: resources would have to be found from somewhere, perhaps in the form of voluntary 

contributions. 

Dr NOVELLO (United States of America) pointed out that women had waited a long time for the 

establishment of such an important body. Whatever wording was used to subject the issue to the availability of 

funds，the delegations that had drafted the text wanted to see the Commission itself established in 1992, even if 

the question of the funding of its activities was deferred. Regardless of the language used, the Health 

Assembly's intention should be unequivocal. 

Dr FRIEDMAN (Swaziland) said that the importance of the subject should be measured in terms of the 

problems and objectives involved; the Director-General would no doubt recognize that, and find the necessary 

funds. The wording proposed by the delegate of the United Kingdom for the beginning of operative 

paragraph 3(1) provided too much flexibility and could prove an easy way to frustrate the intent of the draft 

resolution. The text should therefore remain as it stood. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) submitted that in his initial 

comments he had made his delegation's position perfectly clear. It was very much in sympathy with what was 

being proposed in the draft resolution, but the financial implications and current constraints could not simply 

be ignored: the Committee must be realistic in its expectations. 

Ms D W Y E R (Australia) endorsed the comments made regarding the importance and urgency of 

establishing the Commission and would oppose the insertion of the word "consider" in the text. With the 

understanding that the Director-General might find funds for the initial establishment of the Commission, and 

that subparagraph (3)(a) of operative paragraph 3 would provide for the mobilization of the resources needed 

to continue it, might not the text be left as it stood in order to keep faith with the enormous amount of energy 

and commitment demonstrated by women of many countries during the Technical Discussions? 

Mrs MUTAMBO (Zambia) supported maintaining the text as proposed. Any delay in the establishment 

of the Commission would affect its participation in the conferences listed in operative paragraph 3(2). 

She sensed that for a different issue funds might have been available but because the one in question 

related to women, there were doubts about the matter. The implications of delaying the establishment of the 
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Commission were serious and she would urge countries to come forward to offer financial help, demonstrating 

their true commitment to support for women's development programmes. 

Dr CHATORA (Zimbabwe), Dr BEZDEKOVÁ (Czechoslovakia), Dr ТАРА (Tonga) and 

Dr MALEKZADEH (Islamic Republic of Iran) favoured retention of the text of operative paragraph 3(1) as it 

stood. 

Mrs SEMICHI (Algeria) requested that the name of her country be added to the list of cosponsors of 

the draft resolution. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) said that he had already made it 

clear it was not his intention to scupper the draft resolution: he therefore withdrew his proposed amendment. 

The draft resolution was approved.1 

4. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND 
STATUS OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-
MILK SUBSTITUTES): I tem 3 2 of the A g e n d a (Resolution W H A 3 3 . 3 2 and Article 11.7 of the Code; 
Resolution EB89.R18; Document A45 /28 2 ) 

Professor BORGOÑO (representative of the Executive Board) said that the document before the 

Committee was the seventh in a series of reports by the Director-General presented in accordance with 

resolution WHA33.32. There had been an increase in national and international activities in what was an 

important area; he drew attention to the collaboration between UNICEF and WHO , and with bilateral 

agencies, including the United States Agency for International Development and the Swedish International 

Development Authority, demonstrating broad international support for the matter. Breast-feeding was one of 

the important issues mentioned in the Declaration and Plan of Action of the World Summit for Children held 

in September 1990. 

The Director-GeneraPs report also referred to the joint initiative with UNICEF relating to "baby-

friendly" hospitals; that concept was solidly based on scientific principles and had resulted in the mobilization 

of resources and considerable social support, besides securing increasingly wide acceptance. 

Although there was no doubt that considerable progress had been made, including the enactment of 

legislation in countries to allow the Code to be implemented, there was still some way to go and that was why 

it was necessary for the Assembly to be periodically informed on progress, the collaboration of all other 

organizations and implementation by Member States. 

The Executive Board had discussed, inter alia，the needs, of special groups such as nursing mothers, 

especially where the child had a low birthweight. Correct nutrition for the mother during lactation as well as 

during and before pregnancy created optimum conditions for breast-feeding throughout the recommended 

period. He pointed out that all progress was based on scientific and documentary information that backed up 

the recommendations made. 

The Executive Board had also stressed the need for the protection of women when breast-feeding, 

especially working women; legislation should provide them with appropriate facilities to carry on with breast-

feeding, which was essential for the growth and development of the child. Finally, he drew attention to the 

resolution recommended by the Executive Board in resolution EB89.R18. 

The meeting rose at llhlO. 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 2 5 . 
2

 D o c u m e n t W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 9. 



EIGHTH MEETING 

Wednesday, 13 May 1992，at 14h30 

Chairman: Dr A.S. YOOSUF (Maldives) 
Later: Dr E. NAKAMURA (Japan) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES 
INCLUDING PALESTINE: Item 34 of the Agenda (continued) 

The CHAIRMAN drew attention to the draft resolution entitled "Health conditions of the Arab 

population in the occupied Arab territories, including Palestine", introduced at the Committee's fourth meeting, 

and to the list of delegations wishing to sponsor it. He recalled that the discussion under the item had been 

closed at the Committee's fourth meeting in accordance with Rule 60 of the Rules of Procedure and invited 

delegations to vote on the draft resolution. 

Dr SIDHOM (Tunisia) and Mrs KIM Seung Ryeun (Democratic People's Republic of Korea) announced 

that their delegations wished to be added to the list of sponsors. 

Mr BOYER (United States of America) said that his delegation would vote against the draft resolution, 

which contained politically provocative, antagonistic and unnecessary provisions that encroached on the 

mandates of other organizations. Progress had been made in reducing the number of contentious issues raised 

at the Health Assembly, but the Committee had still been forced to interrupt its discussion of infant nutrition 

to take up the extraneous issue now before it. He appealed for an end to such divisiveness and for the World 

Health Assembly to live up to its name. 

In view of the Legal Counsel's comments on the Special Committee of Experts and the assessment by 

that Committee's Chairman that it had outlived its usefulness, he asked for suggestions from the Secretariat on 

how the Committee's mandate could be terminated. 

Dr IONESCU (Chairman, Special Committee of Experts) said that it was true that the 1980s had been a 

decade of ideology and that ideological influences had indeed spread to WHO , but he did not agree with all 

the comments of the United States delegate. The reports submitted to the Health Assembly by the Israeli 

Ministry of Health from 1980 to 1985 showed that the recommendations made by the Health Assembly had 

been adopted as objectives for action in the occupied territories by the Israeli Government. No matter what 

ideological interpretation was put on them, moreover, facts remained facts, and the Special Committee's 

findings on the numbers of hospital beds, physicians, specialists and clinics and the quantity of medicines 

available were incontrovertible. 

Bearing in mind the issues raised in operative paragraph 7 of the draft resolution, the parties concerned 

might agree to send experts appointed by the Director-General to study, at first hand and in depth, specific 

problems arising in the occupied territories. One of the members of the Special Committee, or the entire 

membership, might be designated for that purpose. 

Dr PIEL (Legal Counsel) said that, pursuant to the comments by the Chairman of the Special 

Committee, he would suggest that the Committee might wish to add some words to operative paragraph 7，so 

that the draft resolution would now read: 

THANKS the Chairman of the Special Committee of Experts for his note and requests the Special 

Committee of Experts to continue its mission and consider new solutions that are acceptable to all the 

parties involved, and report thereon to the Forty-sixth World Health Assembly. 

If that proposal was accepted, Dr Ionescu would work with the Secretariat to formulate and present to 

the next Health Assembly options for action along the lines of those he had suggested in his statement. 

- 2 1 2 -
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Dr OWEIS (Jordan) said that, as a sponsor of the draft resolution, his delegation was surprised by the 

comments made by the United States delegation, rejected the proposed amendment and urged the Chairman 

to proceed at once to a vote. 

At the invitation of the CHAIRMAN, a vote was taken on the draft resolution by show of hands. 

The draft resolution was approved by 84 votes to 2, with 2 abstentions.1 

The CHAIRMAN recalled that, in accordance with Rule 77 of the Rules of Procedure, only delegates 

other than the sponsors of a draft resolution could make brief explanations of vote. 

Mr HANNOUSH (Australia) explained that his delegation's vote was without prejudice to Australia's 

non-recognition of Palestine as a State and to its view that political language should not be introduced into the 

resolutions and decisions of a technical forum like W H O . 

Dr SADRIZADEH (Islamic Republic of Iran) said that his delegation had voted in favour of the draft 

resolution. Its position concerning the oppressed people of Palestine was well known, but it had reservations 

on the reference in the seventh preambular paragraph to the Madrid Conference. 

Dr Nakamura took the Chair. 

2. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND 
STATUS OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-
MILK SUBSTITUTES): I tem 3 2 of the Agenda (continued) (Resolution EB89.R18; 
document A 4 5 / 2 8 2 ) 

Dr SIDHOM (Tunisia) said that the encouragement of breast-feeding was one of the fundamental 

principles of his country's maternal health policy. According to a survey in 1988，some 96.5% of mothers 

breast-fed their babies at birth, while 57.6% continued to do so for a year. Cultural prejudices, lack of 

information, and the passive attitude of health workers led to nearly half the mothers giving up breast-feeding 

during the year that followed birth. Weaning was often sudden and babies were bottle-fed at an early age. To 

counter those trends, his Government had introduced laws tightening controls on the marketing of breast-milk 

substitutes and providing for extra maternity leave and special breaks during working hours to enable mothers 

to breast-feed their infants. It had also improved the training and information of health workers, stressing the 

promotion of breast-feeding as a means of avoiding diarrhoea, and carried out publicity and educational 

campaigns to increase awareness of the value of breast-feeding among the population. 

In 1990, Tunisia had signed the World Declaration on the Survival, Protection and Development of 

Children (the Innocenti Declaration), in which it was recommended that mothers should be enabled to 

exclusively breast-feed their children for 4-6 months and to continue breast-feeding while providing 

supplementary food during the second year of life. 

In 1991, a Government survey of hospital maternity and paediatric departments revealed the lack of any 

policy to encourage breast-feeding and to tackle such matters as the marketing practices of multinationals，the 

situation of working women in cities, and the organization of work in maternal and child health services. As a 

result, the National Committee for the Promotion of Breast-feeding, set up in that same year, had drawn up a 

programme based on the "baby-friendly" hospital initiative of W H O and UNICEF and organized 

multidisciplinary seminars on that question. Eleven hospitals had been chosen to launch the initiative. 

As for child nutrition, his Government was particularly concerned about the malnutrition of the 

vulnerable preschool age group. A survey carried out by the National Nutrition Institute of 30 centres for such 

children found a lack of hygiene both in the premises and in food handling, as well as a lack of balance in the 

food served, yet that was a period of life during which the future of the adult was determined. It was a 

multisectoral problem and called for multisectoral efforts to find adequate solutions. His delegation supported 

the resolution recommended by the Executive Board. 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 2 6 . 
2

 Document W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 9. 
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Professor HOFVANDER (Sweden) said that the adoption of the International Code in 1981 had been a 

considerable step forward in the protection of children. He regretted that only a limited number of countries 

had reported back to the Health Assembly every second year on compliance with, and national adaptation and 

use of, the Code. All countries should be encouraged to report in that way. An in-depth evaluation, funded by 

the Netherlands, carried out in collaboration with Sweden and covering 14 countries, had shown that breast-

feeding was a complex problem, that all the parties concerned in the various countries had to be involved to 

give effect to the Code, and that a firm political commitment was needed in every country. It was clear that 

knowledge, attitude and practice studies were essential, especially on the relationship between breast-feeding 

and socioeconomic factors and development. He urged W H O to initiate and support such studies on a 

continuous basis. 

As far as Sweden was concerned, it had the highest percentage of women at work (some 80%) and a 

high degree of equality between the sexes, thanks to parental insurance and a well-developed day care system. 

It also currently had one of the highest birth rates in Europe and at the same time a high breast-feeding rate. 

That rate had been monitored since 1944，and the trend had been downwards until 1972, when it fell to an all-

time low of 3% six months after birth. It started to improve in the following year and in 1985 rose to 85% at 

two months, 70% at four months and 50% at six months, including full and partial breast-feeding. In other 

words, Sweden was back to the rate of the 1950s. 

However, there were signs of a reversal in that trend. Reasons for the revival in breast-feeding in the 

1970s and 1980s had included the reaction of mothers, encouraged by nursing associations, against the 

dominance of the baby-food industry, against the rigid rules and practices at maternity centres, and against the 

lax attitudes of paediatricians，obstetricians and health workers in general. 

Another factor was that the mass media took the side of the mothers, who were also well organized in an 

active Association of Nursing Mothers. Many of the items in the WHO/UNICEF "Ten steps to support 

successful breast-feeding" had been implemented, such as rooming-in, early initiation of breast-feeding and 

careful instructions to mothers. Sweden had taken part in a number of WHO-coordinated multicentre studies 

and studies of breast-feeding and breast milk, e.g., on breast-feeding and fertility, and had served as a 

reference country. 

Sweden was fully committed to supporting breast-feeding and the Code as well as the "ten steps". It also 

fully supported the concept of "baby-friendly" hospitals. Investigations and surveys were currently under way to 

record and evaluate the situation at Swedish maternity centres with regard to the "baby-friendly" hospitals 

initiative and compliance with the "ten steps". It was hoped that the report would be ready later in the year 

and would be submitted to W H O and UNICEF. His delegation supported the resolution recommended by the 

Executive Board. 

Dr SYLLA (Guinea) said that his Government firmly supported breast-feeding, which was practised by 

some 72% of mothers in the rural areas of his country, according to a recent survey. In towns and cities, 

however, mixed feeding was the rule, as most women were employed and the promotion of breast-feeding was 

hampered by the aggressive marketing of breast-milk substitutes since the liberalization of the economy. His 

Government was studying ways of countering such methods. In response to the advice of the Executive 

Director of UNICEF during a visit to Guinea in January 1992，his Government had set up a nongovernmental 

organization for the promotion of breast-feeding which was looking forward to support from WHO , UNICEF 

and other nongovernmental organizations working for the same objectives in Africa. His delegation supported 

the common objectives of WHO , UNICEF and UNFPA and the resolution under consideration. 

Dr NOVELLO (United States of America) said that breast milk was the only complete food for normal 

infants. Mothers should be given every encouragement and support to breast-feed their children exclusively for 

at least 4-6 months after birth and thereafter to continue breast-feeding while giving them complementary 

foods for another year or longer. The benefits of breast-feeding were well known: it promoted the health of 

both mother and child and provided natural family planning and child spacing when it was exclusively used. 

Furthermore, it was free. Her country strongly supported the promotion of breast-feeding both through 

national health objectives, and, internationally, through assistance activities. One such national health objective 

was to increase the proportion of mothers who breast-fed their babies in the early postpartum period to 75% 

and to at least 50% six months after birth. 

USAID had adopted a strategy for the promotion of breast-feeding as part of its child survival initiative, 

and in September 1991 had signed a US$ 30 million cooperative agreement with Wellstart to help that 

organization to expand its activities to promote breast-feeding. 

Her delegation endorsed the consensus statement from the recent WHO/UNICEF consultation on 

human immunodeficiency virus (HIV) transmission and breast-feeding, and agreed that breast-feeding should 

be promoted regardless of HTV status. However, where a pregnant woman was known to be HIV-positive and 
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infectious diseases were not the primary cause of death in infants, use of a safe alternative to breast-feeding 

should be advised. Her delegation supported the resolution recommended by the Executive Board. 

Mrs KITAMURA (Japan) said that in Japan a national campaign to promote breast-feeding and to 

emphasize its benefits had been conducted since 1975. The rate of breast-feeding at one month fell to an all-

time low of 31.7% in 1970, but rose to 45.7% in 1980 and was 44.1% in 1990. Okayama National Hospital, 

which was directly managed by the Ministry of Health, had been designated a "baby-friendly" hospital by 

UNICEF/WHO. 

Dr NLOME-NZE (Gabon) said that his country faced serious problems relating to the nutrition of 

babies, infants and young children. It had been established that protein-calorie malnutrition was the fifth in 

order of importance as a cause of death of babies in the first year of life. Diarrhoeal diseases and anaemia 

came third as a cause of death in the 1-4-year age group, while about 3% of the infant population suffered 

from malnutrition. A National Nutrition Service had therefore been set up in 1982 to monitor and study 

nutrition, to train health personnel and to carry out research. 

Currently, fewer than 25% of mothers in Gabon breast-fed their babies; that had led the authorities, 

with the help of UNICEF, W H O and nongovernmental organizations, to carry out activities to promote breast-

feeding. Such activities included increasing the awareness of decision-makers, a study of the prevalence of 

breast-feeding in the two main cities in the country, and the training of trainers. "Baby-friendly" hospital 

activities had been started in December 1991 in the two bigger hospitals in the capital. His country wanted to 

join those which had succeeded in working out a national policy on breast-feeding and a real national code for 

the marketing of breast-milk substitutes, and had set up an institutional and legal framework to promote 

breast-feeding. His delegation unreservedly supported the resolution recommended by the Executive Board. 

Miss DENNEHY (United Kingdom of Great Britain and Northern Ireland) said that major anxieties 

persisted in regard to infant and child nutrition. Prohibited free or low-cost baby foods were still finding their 

way into hospitals. Maternity provision needed to be improved and fuller implementation ensured of measures 

governing the marketing of feeding bottles and teats. 

Her Government continued to support fully the principles of the International Code of Marketing of 

Breast-milk Substitutes and to encourage breast-feeding and good weaning practices. A national report on 

weaning diet was expected to be available in 1993 and would be transmitted to W H O and any interested 

Member State. Paediatricians in the United Kingdom agreed that follow-up milks should not be given before 

six months of age. Her Government believed strongly that infant formulas should be marketed in ways which 

did not influence a woman in choosing how to feed her baby. Its consultative document "The health of the 

nation" proposed ambitious targets for increasing the prevalence of breast-feeding at birth and at six weeks. 

The United Kingdom Joint Breast-Feeding Initiative, started in 1988, had a steering group of experts 

drawn from all sectors of the professions and from nongovernmental organizations. Health authorities had 

been asked to set up local multidisciplinary groups to define breast-feeding policies for local needs. Her 

delegation welcomed the collaboration between W H O and the International Baby Food Action Network on 

reviewing the breast-feeding content of the main medical textbooks in use in the world, as well as the 

cooperation between the Organization and UNICEF to promote breast-feeding. It also welcomed the directive 

on infant formulas and follow-on formulas issued by the Commission of the European Communities. It would 

support the resolution recommended to the Health Assembly by the Executive Board. 

Professor MANCIAUX (France) congratulated the Director-General on WHO's work on nutrition, much 

of it done in collaboration with UNICEF. The report cited specific examples of the fact that, even in the 

difficult circumstances facing many developing countries, as well as the poor in developed countries, 

improvements could be achieved in the important field of neonatal, infant and child nutrition. 

It was no longer possible to discuss breast-feeding without considering the risk of HIV-infected mothers 

transmitting the virus to breast-fed children. In countries in which infant mortality from infection and 

malnutrition remained high, it would seem the lesser of two evils to encourage breast-feeding, but was that 

ethically acceptable? On the other hand, what alternative dietary solution was available for children exposed to 

a high risk of death from malnutrition and infection? That was a problem which should be taken up by the 

Global Commission on AIDS. He commended WHO's timely response to it in the form of the recent 

WHO/UNICEF consultation on HIV transmission and breast-feeding and hoped that the results of reliable 

epidemiological surveys on the subject would become available very soon. In the meantime, the emphasis 

should be on giving the fullest possible personal advice appropriate to individual circumstances. 

The report rightly stressed the importance of health education, and particularly of training health 

workers to encourage breast-feeding. His delegation therefore approved the work on medical textbook content 



216 FORTY-FIFTH WORLD HEALTH ASSEMBLY 

which W H O proposed to undertake in collaboration with the International Paediatric Association and the 

International Federation of Gynaecology and Obstetrics. His Government actively promoted a policy of 

educating mothers in breast-feeding. In France the number of breast-feeding mothers had increased 

considerably in the previous ten years, but accurate data on the duration of breast-feeding were lacking; on 

average, it was probably too short. 

He noted with satisfaction the progress achieved in the implementation of the International Code of 

Marketing of Breast-milk Substitutes, but efforts in that direction should be pursued. His delegation hoped 

that the International Conference on Nutrition would prove a successful example of interagency cooperation. 

It supported the resolution recommended by the Executive Board. 

Mr DEBRUS (Germany) fully supported the resolution recommended by the Executive Board, and in 

particular the recommendation it contained to Member States to appoint a national breast-feeding coordinator 

and establish a multisectoral breast-feeding committee. His Government's letter of 1 July 1991 described the 

progress made in his country in implementing the International Code of Marketing of Breast-milk Substitutes 

and in promoting breast-feeding. Germany would be bound by the directive on infant formulas and follow-on 

formulas issued by the Commission of the European Communities. 

Dr SAVEL'EV (Russian Federation) said that the nutrition of infants and young children remained a 

highly topical issue. The decline in the prevalence and duration of breast-feeding had continued, especially in 

developing countries. W H O had made great efforts to support breast-feeding and its work in that field should 

continue to receive broad support. Since many different baby foods and follow-on formulas had appeared in 

recent years, it was therefore essential to educate the public fully on the subject. Strict compliance with the 

International Code of Marketing of Breast-milk Substitutes was important and W H O should be among its most 

fervent supporters and publicists. 

In his country, work on promoting breast-feeding had begun before the adoption of the Code and was 

closely coordinated with the creation of satisfactory conditions for pregnant women and nursing mothers. The 

present difficult social and economic situation in the Russian Federation had led to a drop in the number of 

births and to difficulties in providing proper nutrition for pregnant women and for children. His delegation 

thanked States and nongovernmental organizations for their assistance in that field. 

He noted with satisfaction the clear account which the report gave of the work being done by Member 

States, W H O and other organizations on the nutrition of infants and young children. The establishment of a 

global nutrition task force was fully justified, and it had done useful work. The fact that States were 

increasingly recognizing the importance of breast-feeding and the active participation of other sectors in the 

activities justified the hope that even greater successes would be achieved in that field. His delegation fully 

endorsed the content of the report and hoped that the Innocenti Declaration on the Protection, Promotion and 

Support of Breastfeeding would be implemented at the national，regional and global levels. He drew attention 

to the joint WHO/UNICEF statement on the role of maternity services in breast-feeding and the need to 

apply the principles laid down in it in all institutions, and asked whether the Secretariat intended to publish 

that statement in all six working languages. 

His delegation supported the resolution recommended by the Executive Board. 

Dr TAHA bin ARIF (Malaysia) welcomed the report. Promotion of breast-feeding had been an integral 

part of Malaysia's health programme. In 1986, national data had shown that 94% of babies were breast-fed at 

birth and 62% at six months old; at present, however, his Government was concerned by signs that the 

practice was decreasing. Malaysia's own code of ethics for infant formulas, dating from 1979, aimed at 

assisting the provision of proper nutrition for infants by the protection and promotion of breast-feeding and by 

ensuring adequate standards for infant formulas when their use was required. The code had a few weaknesses 

which the Ministry of Health intended to eliminate shortly. 

His delegation thanked W H O and other agencies for their work on the development of breast-feeding 

indicators suitable for operational purposes. His Government would find them useful in assessing the 

prevalence of breast-feeding and in evaluating the progress of programmes to promote it. It would formally 

introduce the WHO/UNICEF "baby-friendly" hospital initiative in selected hospitals in 1992. 

His delegation endorsed the resolution recommended by the Executive Board. 

Ms D W Y E R (Australia) also endorsed the resolution. Approximately 85% of Australian mothers breast-

fed on discharge from hospital but only some 50% at three months. Further study was needed in order to 

design programmes which would support the maintenance of breast-feeding until at least six months. In 

dealing with infant mortality and morbidity, her Government would have to concentrate its efforts on the 

unacceptably low maternal and infant health status of the aboriginal population. 
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Breast-feeding had increased sharply in Australia even before the introduction of the International Code 

of Marketing of Breast-milk Substitutes, so changes in breast-feeding rates since then did not necessary reflect 

the Code's impact. It had nevertheless raised standards of infant formula marketing and health workers' 

awareness of their own critical role in encoura ' i breast-feeding. 

In a recent review of the implementatior the Code in Australia it had been found that 90% or more 

of the hospitals surveyed had a breast-feeding policy and encouraged demand feeding. Infant formula 

manufacturers complied with the Code in labelling their products and rarely advertised to the general public. 

A new agreement for manufacturers and importers of infant formulas, probably to be signed later in the 

month, defined them as any food alternative to human milk for infants up to 12 months old, and prohibited 

direct advertising. Similar agreements were in preparation for other groups, including retailers, involved in the 

marketing of products covered by the Code. 

In response to the Innocenti Declaration on the Protection, Promotion and Support of Breast-feeding, a 

national multidisciplinary committee on infant nutrition was being established to monitor the broader health 

issues which the Declaration involved and to advise on the implementation of health programmes. 

Her delegation noted with concern the possibility that products which did not comply with the Code 

could be imported into countries which had adopted it and hoped that the Director-General would succeed in 

promoting the acceptance of the Code as an international standard by relevant bodies. 

Dr W A N G Fenlang (China) welcomed the special efforts being made in the field of infant and young 

child nutrition, including the establishment by the Director-General of a global nutrition task force, with a 

working group on infant feeding, giving priority to the least developed countries. He also welcomed the joint 

WHO-UNICEF achievements in breast-feeding research. He noted that breast-feeding indicators had been 

developed and that the International Association of Infant Food Manufacturers had agreed on ending 

donations of cheap infant formulas to maternity hospitals by 1992. In developing countries, inappropriate 

advertising by industrial firms had been a major cause of the decrease in breast-feeding. He welcomed the 

"baby-friendly" hospital initiative and the promotion of the International Code of Marketing of Breast-milk 

Substitutes. The importance of the nutrition of women during pregnancy and lactation and of education and 

guidance on breast-feeding should be stressed. 

In his country, regulations had been formulated for the protection of female workers, breast-feeding 

programmes had been promoted and a Government programme outlined for the 1990s; 20 May had been 

proclaimed National Breast-Feeding Day and steps were being taken to implement the UNICEF/WHO global 

strategies. It was also important to avoid delays in providing complementary food, particularly in developing 

Dr BAKOUAN (Burkina Faso) said that although in his country energy intake had increased by about 

14% since 1963, dietary energy supplies had remained low at 2030 kilocalories per person per day in 1989, 

mostly provided through cereals. That situation had been the result of the repeated drou^its since 1985. 

Mothers and children had been deprived of their essential needs and statistics showed that 42.5% of children 

under 13 and 35% of women between 16 and 45 suffered from protein-energy malnutrition and 45% of women 

attending antenatal clinics were anaemic. Vitamin A and iodine deficiencies were also widespread. His 

country therefore attached great importance to infant and child health. Since 1970，the sale and importing of 

feeding bottles and teats had been governed by legal provisions; in 1973，labour legislation had been changed 

to give working women more time for child care; in 1987，regulations governing the packaging and labelling of 

breast-milk substitutes had been promulgated and a national code on marketing of breast-milk substitutes was 

in preparation. Weaning techniques were also important, as malnutrition increased when breast-feeding 

ceased. The production of low-cost weaning foods from local cereals would be one way of effecting the 

transition. His delegation fully supported the resolution recommended by the Executive Board and the joint 

WHO/UNICEF "baby-friendly" hospital initiative. 

Ms SAVILLE-SMITH (New Zealand) said that her Government had a continuing commitment to breast-

feeding and to the implementation of the International Code of the Marketing of Breast-milk Substitutes, 

which it had adopted in 1983. Breast-feeding was actively promoted within the National Strategy on Cot Death 

Prevention and her country's activities reflected the strategies described in the background document and in 

the resolution recommended by the Executive Board. 

New Zealand was, however, in the process of changing the mechanism for monitoring and implementing 

the Code, and seeking to develop a less restrictive structure, to mobilize community networks for the 

promotion of breast-feeding, and to influence interested nongovernmental organizations in developing the new 

structure. Her delegation supported the resolution recommended by the Executive Board as a means of 

implementing the Code more effectively and promoting breast-feeding. 

countries. 
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Dr FRIEDMAN (Swaziland) said that the report reflected the increasing pressure on countries to accept 

the responsibilities outlined in the Innocenti Declaration and brought hope for the child population of the 

world. Strategies in her country were based on research findings that showed that, although only 8% of babies 

were of low birth weight, 30% of children under five and 42% of the 6-24 months age group showed stunted 

growth. Although the prevalence of breast-feeding was quite high - over 95% - only 8% of mothers breast-fed 

exclusively for four months. A study conducted by the Swaziland Nutrition Council had confirmed that infant 

and young child feeding practices were an important factor in undernourishment. The recommendations made 

in the study included exclusive breast-feeding for the first four months, improved energy density of weaning 

foods, frequent feeding and measurement of child food, and appropriate hygiene to reduce the incidence of 

diarrhoea. Emphasis was being placed on the training of counsellors and the encouragement of mother 

support groups for the promotion of breast-feeding. Swaziland had been the first country in sub-Saharan 

Africa to have an infant feeding policy, which some other African countries were now using as a model. A 

draft code on the marketing of breast-milk substitutes was being promoted among health workers, mothers and 

families, politicians and policy-makers. 

Referring to paragraph 137 of document A45/28, she noted that the promises made by the 

representative of the Association of Infant Food Manufacturers were not kept in practice, particularly as 

regards advertising. She therefore found it difficult to accept the inclusion of the reference to the food 

industry in operative paragraph 2(2)(b) of the resolution recommended by the Executive Board, and proposed 

replacing that paragraph by the following text: "by encouraging the collaboration of professional associations, 

women's organizations, consumer and other nongovernmental groups and other competent sectors in this 

endeavour" and adding a new subparagraph (c) urging the food industry to end free and low-cost supplies of 

infant formulas to health care facilities in all countries by the end of 1992. With those amendments she would 

have no difficulty in supporting the resolution. 

Ms KARWAL (Netherlands) expressed appreciation of the review of the experience of 14 countries in 

the implementation of the International Code, which had been discussed during a W H O meeting in the Hague 

in 1991. Her delegation fully supported the resolution recommended by the Executive Board as amended, 

which reflected the recommendations of the Hague meeting. The Commission of the European Communities 

might soon adopt a directive on the export of infant formulas and follow-on formulas to countries outside the 

European Economic Community, thus implementing several important aspects of the Code. She supported the 

joint activities of W H O and UNICEF, such as the "baby-friendly" hospital initiative. 

Dr KUMARA RAI (Indonesia) said that in 1991 the Indonesian Ministry of Health had drawn up 

guidelines for manufacturers and importers on the marketing of breast-milk substitutes and corresponding 

guidelines for health staff and institutions, emphasizing the importance of breast-feeding. The donation of 

supplies of infant formulas to maternity wards and hospitals had been prohibited and an agreement was about 

to be signed between manufacturers and importers and the Ministry of Health, prohibiting the provision of 

free samples, the selling of products at reduced prices, the promotion of breast-milk substitutes directly among 

the public, door-to-door sales or sales direct to health institutions. His delegation supported the resolution 

recommended by the Executive Board. 

Mrs BEZDEKOVÁ (Czechoslovakia) commended the report and the UNICEF/WHO "baby-friendly" 

hospital initiative. Taking into account paragraphs 25 and 26 and paragraphs 45-51 of document A45/28, as 

well as paragraphs 58 and 59 of document A45/27 previously discussed, she proposed the following 

amendments to the resolution recommended by the Executive Board: to replace the ninth preambular 

paragraph by the following text: "Noting that the advertising and promotion of infant formula and many other 

products used or perceived as breast-milk substitutes as well as bottles and teats compete unfairly with breast-

feeding, which is the safest and lowest-cost method of nourishing an infant, and exacerbates such competition, 

favouring misinformed decision-making"; and to include a new subparagraph (5) under operative paragraph 2， 

worded as follows: "to ensure that products that may be perceived or used as partial or total replacement for 

breast-milk, especially when these are presented as suitable for bottle-feeding, are subject to the provisions of 

the International Code". 

Dr SADRIZADEH (Islamic Republic of Iran) pointed out that despite national health priorities and 

programmes, 500 000 women died annually, 99% of them in developing countries. Food and nutrition played 

an important role in health protection and promotion for both mothers and children. Breast-feeding was the 

only natural method of infant feeding and helped to prevent diarrhoea and acute respiratory infections, which 

were among the leading causes of infant and children morbidity and mortality, especially in developing 

countries. 
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Although considerable progress had been made since the adoption of the International Code of 

Marketing of Breast-milk Substitutes in 1981，much remained to be done. The majority of newborns in 

developing countries were breast-fed shortly after birth but exclusive breast-feeding was still infrequent. 

Weaning, including supplementary feeding, often started too early or too late. 

Religious, cultural and social values had encouraged breast-feeding in Iran, particularly in rural areas, but 

the situation was still unsatisfactory. Only 70% of children were being breast-fed during their first year. New 

regulations required that infant formulas, all of which were imported, should bear a label without brand names, 

pictures or advertising, but with a message stating the superiority of breast milk. 

Measures had already been taken to endorse the International Code of Marketing of Breast-milk 

Substitutes, and new rules on the promotion of breast-feeding were being considered by Parliament. Two 

lactation management centres had been established in Teheran and other centres would shortly open in four 

big cities. Three workshops on breast-feeding, attended by gynaecologists, obstetricians, paediatricians, 

midwives and nurses, had been organized in 1991 and more had been planned for 1992. 

He fully supported the resolution before the Committee. 

Dr CHUNHARAS (Thailand) said that proper feeding of infants and young children was highly 

important for the long-term development of human resources. However, it was difficult to ensure, since it 

involved encouraging proper child-rearing practices among mothers and family members in spite of consumer 

product marketing. 

He supported the efforts to eliminate confusing information so that breast-milk and appropriate locally 

available food could be used wisely in infant nutrition, especially in developing countries. TTie Director-

General and the Secretariat were to be commended for taking the lead in introducing and monitoring the 

implementation of the International Code of Marketing of Breast-milk Substitutes. The evaluation report was 

extremely informative and would encourage better child care. 

Thailand was one of the countries that had taken part in the "baby-friendly" hospital initiative which, 

inter alia, promoted early rooming-in and the discontinuation of supplies of free or cheap infant formulas. 

That was crucial in achieving more sustainable breast-feeding. Statistics had shown that 80% of expectant 

mothers in Thailand attending antenatal clinics in certain large hospitals intended to breast-feed their babies, 

but half of that number turned to breast-milk substitutes after delivery; of those women, 60% used the same 

brand as the hospital. He therefore hoped that the provision of low-cost breast-milk substitutes to hospitals 

and maternity institutions would be discontinued in all countries in the near future. 

Although mention of follow-up formulas had been considered unnecessary in the previous Health 

Assembly resolution, he was still concerned that the products might be perceived as breast-milk substitutes if 

promotion went unchecked. That could have a detrimental effect on infant health, especially if such formulas 

were introduced too early in infancy. Since that was a potential danger that also conflicted with the promotion 

of breast-feeding in conjunction with locally available food, promotion should be restricted and W H O should 

take the lead in guiding Member States. 

He supported the resolution recommended by the Executive Board and the amendments proposed by the 

delegations of Czechoslovakia and Swaziland. 

Mr DOUGLAS (Jamaica) was greatly concerned by the 25 million babies of low birth weight born each 

year, 24 million of them in the developing countries. He was pleased that W H O aimed at reducing the 

incidence of low birth weight to less than 10% by the year 2000 by improving nutrition, health care, and the 

social and education position of women. The strategy deserved full support. 

Jamaica had been promoting breast-feeding since the mid-1970s in line with scientific evidence, which 

clearly indicated that breast-feeding for between four and six months was best for a child. The slogan at the 

time was "the breast is best", and that was supported by legislation entitling women to 56 working days' 

maternity leave in addition to annual leave. A ban had been imposed on the advertising of infant formulas for 

children less than one year old, and subsequently on the use of infant formulas in hospitals, where 80% of 

deliveries occurred. 

The common breast-feeding indicators developed by W H O and UNICEF to monitor progress in the field 

were welcome, although they did not deal with the issue of sustainability. W H O should examine that issue, 

bearing in mind that the prevalence of full breast-feeding fluctuated significantly in relation to the ability to 

sustain promotional breast-feeding campaigns. 

Following the decline in exclusive breast-feeding from 63% to 46%, new initiatives had been launched, 

including establishment of a national multisectoral committee to support the breast-feeding programme; 

establishment of a resource centre in the Ministry of Health; selection of four hospitals for the launch of the 

"baby-friendly" hospital initiative, for which support staff were already being trained; and provision of special 

training for the media to ensure their involvement and cooperation in the campaign. 
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Jamaica supported the resolution recommended by the Executive Board and the amendments proposed 

by Swaziland and Czechoslovakia. 

Professor OKELO (Kenya) was concerned that new developments in international trade would have a 

detrimental effect on efforts to protect breast-feeding. He therefore suggested the following amendments to 

the resolution before the Committee. The third preambular paragraph should read: This Assembly considers 

that the International Code is the minimum standard •••" Operative paragraph 3(4), should be replaced by: 

to draw the attention of Member States and other intergovernmental organizations to new developments 

affecting the health sector in international matters that have an important bearing on infant and young 

child feeding and nutrition and to explore the mechanisms for which the International Code can be 

established as the minimum standard. 

Those amendments were suggested because: (1) each country had the sovereign right to enact marketing 

codes as desired and some developments in international trade threatened that right; (2) in international trade 

disputes about breast-milk substitutes, the International Code should be the standard against which disputes 

should be examined. That Code had been adopted by the Health Assembly in 1981 and the Health Assembly 

had the right and obligation to affirm that the Code was a standard. 

Dr AL-GASSEER (Bahrain) said that the number of mothers breast-feeding their children in Bahrain 

had increased after reaching an all-time low in 1981. That improvement was the result of implementing the 

International Code of Marketing of Breast-milk Substitutes and a series of other measures, including a ban on 

all advertising of breast-milk substitutes in the media; a ban on the distribution of breast-milk substitutes and 

complementary feeding substances in hospitals and clinics; and the establishment of a higher national 

committee which was preparing programmes to promote infant and young child nutrition. 

The report had failed to mention women working outside the home and the percentage of them that 

breast-fed; it had covered women in general and not working women. She believed that fewer working women 

breast-fed, especially if they worked outside the home. Although nurses and midwives encouraged breast-

feeding, working women found difficulty in doing so. They also had difficulty in obtaining maternity leave and 

time off to breast-feed children. 

Since the number of women working outside the home was likely to continue to increase and since there 

were wide variations in maternity leave between regions and countries, the Director-General should be 

requested to compare the number of breast-feeding women working inside and outside the home; to take joint 

action with UNICEF, ILO and all other bodies concerned to ensure that women had at least six months 

maternity leave; to follow up the implementation of strategies and to request Member States to submit 

progress reports. 

His delegation endorsed the resolution before the Committee and the amendments proposed by 

Swaziland and Czechoslovakia. 

The CHAIRMAN suggested that a working group be set up to try to reconcile the various points of view 

and the amendments proposed by Czechoslovakia, Kenya and Swaziland. It should then be possible to 

consider a consolidated text the following day. Delegates from Czechoslovakia, Germany, Kenya, the 

Netherlands, Swaziland and any other country that so wished were invited to participate in the group. 

Dr NOVELLO (United States of America) asked for her delegation to be included in the working group. 

Mrs ARMIT (Canada) did not wish to be included in the working group but disagreed with some of the 
proposed amendments. She felt that the proposal by Czechoslovakia to include a reference to "many other 
products" would imply a major change in the International Code. It would therefore be advisable for the group 
to seek advice on that particular matter. 

Mr SALA Vaimili II (Samoa) supported the Chairman's proposal to establish a working group. 

It was so agreed. 

The meeting rose at 17h20. 



NINTH MEETING 

Thursday, 14 May 1992, at 9h00 

Chairman: Dr E. N A K A M U R A (Japan) 

1. FOURTH REPORT OF COMMITTEE В (Document A 4 5 / 5 4 ) 

Mr LARSEN (Secretary) read out the draft fourth report of Committee B. 

The report was adopted.1 

2. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND 
STATUS OF IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-
MILK SUBSTITUTES): I tem 3 2 of the Agenda (Resolution W H A 3 3 . 3 2 and EB89.R18; Document 
A 4 5 / 2 8 2 ) (continued) 

The CHAIRMAN invited the Committee to consider a draft resolution drawn up by the working group 

established at the preceding meeting, incorporating the amendments to the draft resolution recommended by 

the Executive Board in resolution EB89.R18，proposed by the delegations of Czechoslovakia, Kenya and 

Swaziland; the amended text read as follows: 

The Forty-fifth World Health Assembly, 

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

Recalling resolutions WHA33.32, WHA34.22, WHA35.26, WHA37.30, WHA39.28, WHA41.11 and 

WHA43.3 concerning infant and young child nutrition, appropriate feeding practices and related 

questions; 

Reaffirming that the International Code of Marketing of Breast-milk Substitutes is a minimum 

requirement and only one of several important actions required in order to protect healthy practices in 

respect of infant and young child feeding; 

Recalling that products that may be promoted as partial or total replacement for breast milk, 

especially when these are presented as suitable for bottle-feeding, are subject to the provisions of the 

International Code; 

Reaffirming that during the first four to six months of life no food or liquid other than breast milk, 

not even water, is required to meet the normal infant's nutritional requirements, and that from the age 

of about six months infants should begin to receive a variety of locally available and safely prepared 

foods rich in energy, in addition to breast milk, to meet their changing nutritional requirements; 

Welcoming the leadership of the Executive Heads of W H O and UNICEF in organizing the ”baby-

friendly" hospital initiative, with its simultaneous focus on the role of health services in protecting, 

promoting and supporting breast-feeding and on the use of breast-feeding as a means of strengthening 

the contribution of health services to safe motherhood, child survival, and primary health care in general, 

and endorsing this initiative as a most promising means of increasing the prevalence and duration of 

breast-feeding; 

1

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 
2

 Document W H A 4 5 / 1 9 9 2 / R E C / 1 , A n n e x 9. 

- 221 • 



5356 FORTY-FIFTH WORLD HEALTH ASSEMBLY 

Expressing once again its concern about the need to protect and support women in the workplace, 

for their own sakes but also in the light of their multiple roles as mothers and care-providers, inter atía， 
by applying existing legislation fully for maternity protection, expanding it to cover any women at present 

excluded or, where appropriate, adopting new measures to protect breast-feeding; 

Encouraged by the steps being taken by infant-food manufacturers towards ending the donation or 

low-price sale of supplies of infant formula to maternity wards and hospitals, which would constitute a 

step towards full implementation of the International Code; 

Being convinced that charitable and other donor agencies should exert great care in initiating, or 

responding to, requests for free supplies of infant foods; 

Noting that the advertising and promotion of infant formula and the presentation of other products 

as breast-milk substitutes, as well as bottles and teats, may compete unfairly with breast-feeding which is 

the safest and lowest-cost method of nourishing an infant, and may exacerbate such competition and 

favour uninformed decision-making by interfering with the advice and guidance to be provided by the 

mother's physician or health worker; 

Welcoming the generous financial and other contributions from a number of Member States that 

enabled W H O to provide technical support to countries wishing to review and evaluate their own 

experiences in giving effect to the International Code, 

1. THANKS the Director-General for his report; 

2. URGES Member States: 

(1) to give full expression at national level to the operational targets contained in the Innocenti 

Declaration, namely: 

(a) by appointing a national breast-feeding coordinator and establishing a multisectoral 

breast-feeding committee; 

(b) by ensuring that every facility providing maternity services applies the principles laid 

down in the joint WHO/UNICEF statement on the role of maternity services in protecting, 

promoting and supporting breast-feeding; 

(c) by taking action to give effect to the principles and aim of the International Code of 

Marketing of Breast-milk Substitutes and subsequent relevant Health Assembly resolutions in 

their entirety; 

(d) by enacting legislation and adopting means for its enforcement to protect the breast-

feeding rights of working women; 

(2) to encourage and support all public and private health facilities providing maternity services 

so that they become "baby-friendly": 

(a) by providing the necessary training in the application of the principles laid down in the 

joint WHO/UNICEF statement; 

(b) by encouraging the collaboration of professional associations, women's organizations, 

consumer and other nongovernmental groups, the food industry, and other competent sectors 

in this endeavour; 

(3) to take measures appropriate to national circumstances aimed at ending the donation or low-

priced sale of supplies of breast-milk substitutes to health care facilities providing maternity 

services; 

(4) to use the common breast-feeding indicators developed by WHO , with the collaboration of 

UNICEF and other interested organizations and agencies, in evaluating the progress of their 

breast-feeding programmes; 

(5) to draw upon the experiences of other Member States in giving effect to the International 

Code; 

3. REQUESTS the Director-General: 

(1) to continue WHO's productive collaboration with its traditional international partners, in 

particular UNICEF, as well as other concerned parties including professional associations, women's 

organizations, consumer groups and other nongovernmental organizations and the food industry, 

with a view to attaining the Organization's goals and objectives in infant and young child nutrition; 

(2) to strengthen the Organization's network of collaterating centres, institutions and 

organizations in support of appropriate national action; 
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(3) to support Member States, on request, in elaborating and adapting guidelines on infant 

nutrition, including complementary feeding practices that are timely, nutritionally appropriate and 

biologically safe and in devising suitable measures to give effect to the International Code; 

(4) to draw the attention of Member States and other intergovernmental organizations to new 

developments that have an important bearing on infant and young child feeding and nutrition; 

(5) to consider, in collaboration with the International Labour Organisation, the options available 

to the health sector and other interested sectors for reinforcing the protection of women in the 

workplace in view of their maternal responsibilities, and to report to a future Health Assembly in 

this regard; 

(6) to mobilize additional technical and financial resources for intensified support to Member 

States. 

Mrs HERZOG (Israel) said that WHO's work on infant and child nutrition had had catalytic effects in 

many countries. Though Israel had no written policy, breast-feeding was promoted in all maternity wards and 

maternal and child health centres. In addition, legislation had been enacted that granted all working mothers 

three months' leave with full pay after delivery and up to one year's leave of absence, their jobs being kept 

open for them meanwhile; on resuming work，mothers of newborn infants were released for one hour per day 

for breast-feeding. In cases where breast-feeding was not possible, breast-milk substitutes were made available. 

The labels on packages of breast-milk substitutes had to indicate that mother's milk was the best food for an 

infant and that substitutes should be used only after consultation with a physician or public health nurse. 

Breast-feeding was a basic component of the parent information and education offered by the nationwide 

network of family health centres and by nongovernmental organizations. 

Her delegation supported the draft resolution before the Committee. 

Dr KIDANE MARIAM (Ethiopia) said that, in Ethiopia, breast-feeding was practised by 97% of 

mothers in rural areas and by 81% in urban areas. However, attention should in future be given not only to 

the promotion of breast-feeding but also to the nutrition of mothers. 

Since almost all babies were delivered at home, they were breast-fed from birth; mothers were advised 

to continue breast-feeding for the first four months of the baby's life. Her country was faced with the problem 

of providing additional nutrition for children. In rural areas, children were sometimes breast-fed up to the age 

of four, which was detrimental to the weaning process. 

In breast-feeding it was important to ensure that mothers had the benefit of proper rest and nutrition 

and to improve their living conditions so that they could care better for babies and toddlers. The close 

physical contact between mother and child ensured by breast-feeding was a very important element in the 

socialization of children. 

Mrs BITNER (Poland) said that the transition to a market economy in her country had created problems 

of food quality control. Poland had encountered difficulties in putting into effect the International Code of 

Marketing of Breast-milk Substitutes, and relevant legislation had been delayed. A committee to promote 

breast-feeding and a working group for promoting "baby-friendly" hospitals had been established and a new 

maternity ward had been set up to serve as a model. 

The committee to promote breast-feeding was seeking ways of ensuring the wide distribution of W H O 

and UNICEF documents and information material. A "healthy school" programme had been worked out in 

cooperation with the W H O Regional Office for Europe and the Ministry of National Education and was being 

tested in 15 schools. Courses for expectant mothers were also being organized in some maternity units. 

Her delegation supported the amended draft resolution. 

Dr AL-JABER (Qatar) pointed out with regard to the draft resolution that the Code was 11 years old 

and that marketing practices and products had meanwhile continued to develop, while the Code had stood still. 

He suggested that, in order to protect breast-feeding, all products for feeding infants in the first six months of 

life should be regulated by the Code. 

Dr DALLAL (Lebanon) supported the draft resolution and endorsed the report on breast-feeding. A 

programme to promote breast-feeding had been introduced in Lebanon and a resolution had been adopted on 

baby nutrition in hospitals. His country had set up a very active national committee, which had received visits 

from W H O experts to improve implementation of the WHO/UNICEF "baby-friendly" hospital initiative. 

The WHO/UNICEF recommendation on breast-feeding by women who were seropositive for human 

immunodeficiency virus (HIV) infection involved a difficult decision, which was currently the only available 
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option, and he hoped that progress in research would lead to the discovery of a different solution that would 

be compatible with codes of medical ethics. 

Dr NTABA (Malawi) said that there was no doubt as to the advantages of breast-feeding and the 

dangers of bottle-feeding. 

The progress of breast-feeding campaigns was not commensurate with the efforts made, since the 

countries with the highest breast-feeding rates were not necessarily those in which the campaign was most 

intense. In his view, not enough attention was being given to women in planning and conducting promotion 

campaigns. He also noted that, in its many recommendations, the report under consideration assigned no role 

to the mother, whose ability to breast-feed would determine the success of any campaign. The socioeconomic 

and cultural "empowerment" of women would play a greater role than compliance with or enforcement of the 

International Code, and innovative strategies were needed if breast-feeding rates were to be improved. 

Local conditions should also be taken into account. In his country, it was very rare to find a child who 

was not breast-fed from birth, especially in rural areas. In many cases, bottle-feeding was practised for social 

and perhaps cultural reasons that were not taken into account by the breast-feeding promotion campaign. 

Although the Malawi Government had extended the period of paid maternity leave from one month to three 

months, it had not been possible for lactating nurses, for example, to take advantage of that provision because 

of the shortage of nurses in the country. Further, breast-feeding rates among working mothers dropped 

sharply after three months. Infant food promotion by manufacturers had very little effect in rural areas of 

Malawi, where over 90% of the population lived, and the Government's breast-feeding campaign in those areas 

was on a very small scale; nevertheless, the rate of breast-feeding in rural Malawi was almost 100%. 

While he did not deny the importance of the "baby-friendly'1 hospital initiative, in Malawi 90% of women 

had their babies at home and those who had their babies in hospital had to be discharged after 24 to 48 hours 

because beds were needed for the treatment of acute illnesses, so that the hospital was not the best place for 

promoting breast-feeding. 

He supported the draft resolution before the Committee. 

Dr V O U M A R D (United Nations Children's Fund) said that very fruitful cooperation had been 

maintained between W H O and UNICEF, together with interested nongovernmental organizations, with regard 

to breast-feeding and the International Code. The "baby-friendly" hospital initiative offered a new opportunity 

for promoting breast-feeding. 

At a recent press conference in Washington, W H O and UNICEF had jointly announced that current 

practices in more than 50 hospitals in 12 developing countries met the criteria for successful breast-feeding and 

that 15 other hospitals had committed themselves to meeting those criteria. He was gratified to note that 

interest in the "baby-friendly" hospital initiative was also growing in industrialized countries. 

The action envisaged by most of the countries mentioned included efforts to end the free and low-cost 

distribution of infant formulas; that could be quickly achieved and would constitute a major step towards 

meeting the goals of the initiative and complying with the International Code. He hoped that similar action 

would be promptly taken by an increasing number of developing and industrialized countries and urged all 

countries to strengthen their efforts in that direction. 

He welcomed the draft resolution before the Committee. 

Ms EMERLING (International Special Dietary Foods Industries), speaking at the invitation of the 

CHAIRMAN and on behalf of the 20 member associations of the Federation of International Special Dietary 

Foods Industries and the 30 member companies of the International Association of Infant Food Manufacturers 

(IFM), said that just one year previously IFM had reached agreement with W H O and UNICEF on a 

collaborative effort aimed at ending donations and low-price supplies of infant formulas to maternity wards and 

hospitals in developing countries by the end of 1992. Following the letter addressed to Heads of State by the 

Director-General of W H O and the Executive Director of UNICEF in September 1991, IFM had addressed a 

letter of support to the Ministers of Health in twelve countries selected by WHO , UNICEF and IFM for 

priority action. An early meeting had been requested between the health authorities and the local suppliers of 

infant formulas to work out agreements involving all the parties concerned through the introduction of 

legislation, regulations or other appropriate governmental measures. Following the signature of such 

agreements in Mexico, Bolivia and a number of other countries, similar action had been initiated in a second 

group of 12 countries in January 1992. Once again the action undertaken had resulted in discussions between 

the authorities and local infant formula suppliers in most of those countries; an agreement between the 

Government of Indonesia and the infant food industry was to be signed very soon. IFM believed that the goal 

of ending donations and low-price supplies of infant formulas could be achieved in the remaining 30 or so 
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developing countries where such supplies were provided. IFM would support similar WHO/UNICEF 

initiatives in the countries of central and eastern Europe and Asia, including the new Member States of WHO. 

That such satisfactory progress had been achieved was the result of the close consultation between the 

industry and those responsible for the "baby-friendly" hospital initiative in W H O and UNICEF and of active 

support by governments in defining appropriate measures and implementation procedures. She thanked all 

concerned for their cooperation and emphasized the importance of government action in achieving uniform 

and sustained cessation of infant formula donations and low-price sales to maternity institutions by the end of 

1992. IFM would continue its support to that end. 

Furthermore, IFM supported the recommendations of the consensus statement from the WHO/UNICEF 

consultation on HIV transmission and breast-feeding and recognized the need for sensitivity in dealing with 

that issue. IFM would continue to cooperate with W H O and other parties concerned in accordance with the 

principles and aims of the International Code. 

Mrs PECK (International Organization of Consumers Unions), speaking at the invitation of the 

CHAIRMAN, said that the International Organization of Consumers Unions (IOCU), a federation of more 

than 180 consumer groups, was particularly concerned with the health and safety of the disadvantaged and the 

vulnerable. Infants were the most vulnerable of all consumers. For over a decade IOCU, as a founding 

member of the International Baby Food Action Network (IBFAN), had cooperated with W H O in protecting 

breast-feeding, especially through the drafting, implementation and monitoring of the International Code. 

Clearly, such protection was still urgently needed. In far too many countries the prevalence and duration of 

exclusive breast-feeding continued to decline. IOCU, in cooperation with IBFAN, was uniquely placed to 

observe developments in infant feeding practices and marketing at the grass roots level. As a consequence, it 

had singled out a number of major areas of concern which had emerged since the previous progress report and 

which might need to be taken up in a resolution. Many of them had been noted by the Director-General in his 

report on infant and young child nutrition. IOCU was especially pleased that the report emphasized the need 

for better maternity legislation. 

In addition, IOCU and IBFAN had been monitoring the actions and statements of the infant food 

industry, particularly with regard to the withdrawal of free and low-cost supplies. Reports from IOCU，s groups 

indicated that even in those countries where such supplies were not permitted, they were still entering hospitals 

under the guise of "samples for professional evaluation" and as special formulas. IOCU had also received 

reports that companies were stocking hospitals with two years' free supplies. In some industrialized countries 

such as Canada, infant food companies were signing three- to ten-year contracts to give free supplies to 

hospitals and requiring that samples be given to all mothers on discharge. The companies were paying up to 

US$ 500 000 for such contracts. The infant food industry's commitment to end free supplies applied only in 

countries that first enacted legislation or health directives, whereas article 11.3 of the International Code 

clearly called on manufacturers to abide by the provisions of the International Code, independently of 

government action in all countries. Unfortunately the draft resolution before the Committee was addressed to 

Member States, whereas the ending of free supplies was really the task of the infant food industry, whose 

actions must be thoroughly monitored. 

Furthermore, unnecessary bottle-fed supplements undermined breast-feeding and increased the risk of 

death; they should therefore be actively discouraged. IOCU's groups were concerned about the many 

unsuitable products that were being marketed for use in a feeding bottle. There was growing anxiety about the 

ways in which follow-up formulas were being marketed and used, mothers being encouraged to perceive such 

products as breast-milk substitutes. When that happened the products involved could be considered to fall 

within the scope of the International Code. 

In recent months IOCU had been concerned about the impact of international trade agreements on 

infant health. For example, the new proposals for GATT could undermine the progress made over the past 

decade in national implementation of the International Code. Public health interests should not be sacrificed 

in efforts to secure effective trade agreements. That point needed to be taken up in the resolution to be 

adopted by the Health Assembly. 

IOCU and IBFAN welcomed the new WHO/UNICEF "baby-friçndly" hospital initiative, designed to 

correct hospital practices that had been shown to work against successful breast-feeding. IOCU was involved 

in health worker training, social mobilization and the preparation of documents. It had translated the 

WHO/UNICEF joint statement on protecting, promoting and supporting breast-feeding in maternity services 

into several languages. IOCU was pleased to note that UNICEF had stated that it would not accept 

contributions from the infant food industry for the "baby-friendly" hospital initiative. IOCU and IBFAN had 

been involved in the thorough review and evaluation of the International Code carried out to celebrate its 

tenth anniversary. The relevant recommendations, if adopted by Member States, would do much to protect 

infant health. IOCU and IBFAN looked forward to continued cooperation with WHO . 
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Mrs RUNDALL (Save the Children - United Kingdom), speaking at the invitation of the CHAIRMAN 

on behalf of Save the Children (UK) and the International Baby Food Action Network (IBFAN), said that 

Save the Children (UK) shared IBFAN's concern about the promotion of all bottle-feeding products and was 

greatly disturbed by the continued reports of widespread abuses of the aims, spirit and provisions of the 

International Code, despite the official statements of companies and some governments. Notwithstanding the 

overwhelming scientific evidence of the superiority of breast-feeding, in many countries bottle-feeding had 

become the norm and knowledge of good breast-feeding management was being lost. When countries suffered 

damage to their infrastructure through war or civil unrest, bottle-feeding became an even greater threat to 

infant health, health workers wrongly assuming that when food supplies were short mothers could not breast-

feed. 

It was essential that food aid should be appropriate and correctly targeted. Free distribution of infant 

formulas by relief workers inevitably undermined breast-feeding in the long term and increased dependency on 

an unnecessary product. During the past year there had been many reports of infant formula companies taking 

advantage of disaster situations to offload their products. Excessive quantities of breast-milk substitutes had 

been sent, often unrequested, to many countries. Such supplies were extremely expensive to store and handle 

and, when clean water was not available, were a recipe for malnutrition and death. Agencies frequently under-

estimated the impact that such donations had on vulnerable populations and distributed infant formulas and 

bottles indiscriminately. Until breast-feeding was re-established as the norm in those situations, there would, 

of course, be a need for some breast-milk substitutes, but it was vital that they should be made available in 

ways that did the least damage to infant health. 

In the United Kingdom, Save the Children had joined Baby Milk Action, OXFAM, and 26 other 

nongovernmental organizations in writing to the Government to express their concern regarding the possible 

impact of international trade agreements such as GATT on the protection of breast-feeding and infant health. 

One solution to the potential problem would be for the International Code to be cited by the Health Assembly 

as a minimum standard. 

For over a decade IBFAN groups had played an important role in assisting governments in the 

negotiations leading to the adoption of the Commission of the European Communities directive on infant 

formulas and follow-up formulas. While that directive was not as strong as might be wished, WHO's comments 

had contributed to the strengthening of the original proposal. It was to be hoped that W H O would continue to 

assist Member States in their implementation of the directive and in the adoption of a strong export directive. 

She welcomed the amendment to the draft resolution that reminded Member States that all products 

promoted to replace breast milk were subject to the provisions of the International Code. Since W H O and 

UNICEF recommended breast-feeding for at least one year and beyond, any milk that was promoted for 

babies up to that age necessarily replaced breast milk; yet companies were cynically indicating on labels that a 

product was not a breast-milk substitute when it was one. 

She also welcomed the consensus statement on the situation regarding HIV infection and breast-feeding, 

particularly the need to support mothers in their efforts to avoid the infection. She was alarmed at the way in 

which the media were reporting that issue，which would almost certainly cause people to switch to bottle-

feeding whether or not they were HIV-positive. It was therefore gratifying that the statement stressed the 

urgent need to monitor implementation of the International Code by all companies and countries. She was 

shocked by the way in which companies had exploited the tenuous link between AIDS and breast milk. IFM 

had promised W H O that such a practice would be discontinued, yet companies had approached delegations at 

the current Health Assembly. 

Save the Children Fund and IBFAN looked forward to continued cooperation with WHO . 

Dr BELSEY (Division of Family Health), responding to points raised in the discussion, thanked 

delegates for their recognition of the Director-General's leadership and support for Member States in giving 

effect to the principles and aims of the International Code and the goals of the World Summit for Children 

with respect to breast-feeding and infant nutrition. In reply to the question asked by the delegate of the 

Russian Federation, he explained that the joint WHO/UNICEF statement on protecting, promoting and 

supporting breast-feeding was available or in preparation in all the official languages except Chinese. The 

Russian text was awaiting clearance and would soon be published. In all, 29 language versions of the joint 

statement were available, translated with the help of UNICEF and many international and national 

nongovernmental organizations. 

The structures which the delegate of New Zealand had described as existing in her country were fully 

compatible with the letter and spirit of the draft resolution, which called upon Member States to adapt the 

International Code to their own circumstances, to monitor and evaluate the effectiveness of their actions and 

to take appropriate corrective measures to secure a more effective implementation of the International Code 

and all relevant resolutions. 
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Dr H U Ching-Li (Assistant Director-General) noted that while much progress had been made in the 12 

years since the adoption of the International Code, further efforts would be required, particularly in response 

to changing circumstances. The Committee could rest assured that the Secretariat would continue to 

collaborate with UNICEF and other United Nations agencies and nongovernmental organizations in support of 

Member States' endeavours to promote breast-feeding and to improve infant and young child nutrition. 

Dr MWANZIA (Kenya) expressed his regret at the speed with which the debate on the draft resolution 

had been conducted and the fact that there had not been enough time to circulate the very important 

amendments to all members of the Committee, perhaps as a result of the proposal to conclude the Health 

Assembly one day ahead of schedule. Instead, a drafting group, which had not necessarily been representative 

of all the interested parties, had been selected to consider the amendments. His delegation would have been 

happier if all delegations had had an opportunity to study the amendments and to discuss them in the 

Committee rather than in a drafting group. 

Dr FRIEDMAN (Swaziland) associated herself with the comments made by the delegate of Kenya. She 

had been rather reluctant to participate in the working group established on the previous day at such great 

speed, since members of the Committee had been denied an opportunity to express their views on the 

amendments before its establishment. Moreover, the discussion was still in progress. Was it to be assumed 

that no further amendments would be forthcoming? In any case, a clarification of the general situation with 

regard to the establishment of working groups would be appreciated; in particular she would like to know 

whether it was correct to set up a drafting group before a subject had been fully discussed and general trends 

could be discerned. 

She congratulated the representative of the International Organization of Consumers Unions on her very 

apt comments on the role being played by the food industry. Some of the events described made a mockery of 

the intentions of W H O and its Member States. 

Mr SHUBBER (Office of the Legal Counsel) said that working groups could be established by the 

Committee to facilitate its work. That practice was followed at every Health Assembly whenever it was found 

necessary to harmonize the positions of different delegations with regard to draft resolutions. The practice had 

been followed on the question of the International Code of Marketing of Breast-milk Substitutes at previous 

Health Assemblies. In the case in point, moreover, the Chairman had made it clear that the working group 

was open to any delegation that wished to participate in it. Thus, every delegation had been given an 

opportunity to state its views. 

The draft resolution was approved.1 

Mr BOYER (United States of America), speaking in explanation of vote, said that his delegation had 

supported the resolution and had not proposed an amendment to it despite its reservation concerning the use 

of the words "minimum requirement" in the third preambular paragraph. That wording had been employed in 

a number of resolutions referring to the International Code, but it was not strictly correct. The International 

Code was not a "requirement", but entirely voluntary: each Member State was free to implement it in full, not 

to implement it at all, or to implement only part of it. 

One important point that had emerged in the drafting group was that the International Code was not the 

answer to all the problems relating to breast-milk substitutes. There had been a long discussion on products 

that were perceived or used as breast-milk substitutes, which constituted a real problem, but the International 

Code did not provide an answer to it. It was clear from the discussions that greater educational efforts were 

needed, and the Secretariat should continue with its work in that direction. 

3. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS: I tem 3 3 of the A g e n d a 
(Resolutions W H A 4 0 . 2 6 , W H A 4 1 . 2 4 , W H A 4 2 . 3 3 and EB89.R19; Documents A 4 5 / 2 9 and A 4 5 / 3 0 ) 

The CHAIRMAN drew attention to the resolution recommended by the Executive Board for adoption by 

the Health Assembly in resolution EB89.R19. The delegations of Australia, Austria, Canada, Côte d'Ivoire, 

1

 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution W H A 4 5 . 3 4 . 
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India, Jamaica, Kenya, Netherlands, Nigeria, Sweden, United Kingdom of Great Britain and Northern Ireland, 

and the United States of America had submitted a proposal in writing that that resolution be amended to read: 

The Forty-fifth World Health Assembly, 

Having considered the report of the Director-General on the global strategy for the prevention and 

control of AIDS; 

Recalling resolutions WHA40.26, WHA41.24, WHA42.33, WHA42.34 and WHA43.10, as well as 

United Nations General Assembly resolution 46/203; 

Acknowledging the leading role of W H O in the guidance and coordination of AIDS control, 

prevention, care, research activities and support to those who are ill and their families; 

Expressing appreciation to all organizations and bodies of the United Nations system, and the 

many nongovernmental organizations concerned, for their active collaboration in support of the global 

AIDS strategy; 

Recognizing with concern that the pandemic is spreading rapidly in developing countries and 

continuing to increase in urban areas of some industrialized countries, especially in populations with high 

rates of injecting drug use and sexually transmitted diseases; that an increasing burden is being placed 

on already strained health services; and that a multisectoral response is required to reduce the further 

spread of human immunodeficiency virus (HIV) infection and AIDS and to mitigate the social and 

economic consequences of the pandemic; 

Recognizing that there is no public health rationale for any measures that limit the rights of the 

individual，notably measures establishing mandatory screening; 

Recognizing the importance of decentralization from the national to the district and community 

level, for the implementation of the global AIDS strategy, 

1. ENDORSES the updated global AIDS strategy, proposing the following essential ways to meet the 

new challenges of the evolving pandemic; better prevention and treatment programmes for other 

sexually transmitted diseases; greater focus on prevention of HIV infection through improvement of 

women's health, education and status; a social environment giving more support to prevention 

programmes; greater emphasis on the public health dangers of stigmatization of people known to be or 

suspected of being infected, and of discrimination against them; and increasing emphasis on care; 

2. CALLS UPON Member States: 

(1) to intensify national AIDS prevention efforts, with commitment and leadership at the highest 

political level; 

(2) to adopt the updated global AIDS strategy as the basis for their control efforts, paying 

particular attention to action directed at women, children and adolescents; 

(3) to ensure close coordination or, where appropriate, integration of activities for prevention 

and control of HIV/AIDS and of other sexually transmitted diseases; 

(4) to improve measures for the prevention of HIV infection due to blood and blood products, 

by promoting blood transfusion services that provide counselling and guidance and other preventive 

elements; 

(5) to mobilize national resources and ensure a multisectoral response to the pandemic, including 

efforts to reduce its further spread and to mitigate its social and economic consequences, by 

involving all sectors of government and key elements in society such as community groups and 

religious and other community leaders; 

(6) to reinforce efforts to oppose discrimination against persons and specific groups known to be 

or suspected of being HIV-infected; and to ensure a humanitarian response of governments and 

individuals to HIV/AIDS and that public health is not undermined by discrimination and 

stigmatization; 

(7) to overcome denial of the magnitude of the pandemic and complacency about the need to 

take urgent and intensive action against HIV/AIDS; 

3. APPEALS to bilateral and multilateral agencies, as well as nongovernmental and voluntary 

organizations, to intensify their activities in support of prevention and care in the worldwide struggle 

against HIV/AIDS in conformity with the updated global AIDS strategy and to mobilize human, financial 

and moral resources; 

4. REQUESTS the Director-General: 
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(1) to advocate vigorously the commitment of decision-makers to developing action-oriented 

programmes and mobilizing the national and international resources required to sustain efforts for 

prevention, care, research and support activities to reduce socioeconomic impact; 

(2) to ensure that the updated global AIDS strategy is effectively supported and implemented at 

all levels of the Organization, and to reinforce WHO's support to Member States in the 

implementation of their national AIDS programmes; 

(3) to intensify efforts to prevent HIV infection in women, adolescents and children and to 

protect women and the young from the impact of the pandemic; 

(4) to stress the importance of a multisectoral response to the AIDS pandemic by all sectors of 

government, including efforts to reduce its further spread and its individual, social and economic 

consequences; 

(5) to maintain close collaboration with organizations of the United Nations system and other 

intergovernmental and nongovernmental organizations, providing leadership to ensure that their 

support to governments is coordinated and contributes to that response, especially at country level 

under the framework of the W H O / U N D P Alliance to combat AIDS; 

(6) to strengthen the development and evaluation of interventions to improve strategies for 

prevention and care in national AIDS programmes; 

(7) to pursue activities currently under way to assist countries in monitoring, evaluating and 

demonstrating the effectiveness of their programmes; 

(8) to intensify international biomedical, epidemiological and social science research globally, and 

especially to support vaccine and drug trials in developing countries; 

(9) to continue efforts to oppose discrimination against people with HIV infection and encourage 

respect for their rights; 

(10) to support countries in their efforts to formulate policies, regulations, laws and practices to 

protect those rights. 

Professor BORGOÑO (representative of the Executive Board) said that in discussion of the subject at its 

January session the Board had highlighted the importance of the spread of AIDS, particularly in the 

developing countries and in large industrial cities in all countries, and notably among high-risk groups such as 

drug addicts and those suffering from sexually transmitted diseases. It had noted that the figures gave no 

cause for complacency about the success of prevention and control efforts. 

The Board had expressed great satisfaction with the leadership role exercised by W H O in control 

activities, including the mobilizing of resources (notably extrabudgetary resources, by which the Global 

Programme on AIDS (GPA) was nearly exclusively funded). However, it had noted that in the previous year 

there had been a decrease in annual funding received from US$ 90 million to US$ 70 million. There had also 

been a decrease in resources mobilized on a multibilateral basis in collaboration with other specialized 

organizations and agencies. 

The Board had stressed the need to avoid discrimination against HIV-infected persons, and to respect 

their human rights, and therefore to avoid compulsory screening. It had considered that vaccine research 

should be carried out not only in industrialized countries but in all countries, so that the effectiveness of 

vaccines used could be better assessed. Vaccines should be available to all countries in need of them, not only 

to those countries capable of financing the Programme. 

The Board had also welcomed the progress made in decentralization from the Geneva office to the 

Regions, notably the African Region, and progress in cooperation with national programmes. It had noted that 

there were sound technical as well as administrative grounds for the decision to merge the organizational unit 

for sexually transmitted diseases with GPA, and had endorsed that decision. It had welcomed the Global 

Blood Safety Initiative as an important step forward, although only 3%-5% of HIV infections derived from 

blood transfusions or from the use of blood or blood products. 

While recognizing that the use of condoms of good quality that had been kept under proper storage 

conditions was the best practical means of preventing HIV transmission, it had also discussed the problem of 

how to ensure that condom supplies were available where they were most needed. While much had been 

achieved by GPA in coordination with bilateral and United Nations agencies, more needed to be done. 

Lastly, he drew the Committee's attention to the draft resolution recommended to the Assembly for 

adoption, contained in EB89.R19. Certain countries had proposed amendments to that resolution, 

amendments which were welcomed by the Board，and he hoped that in its new version now before the 

Committee, it would be an effective weapon to combat the AIDS scourge. 

Mr BAIER (Austria), speaking on behalf of the sponsors of the draft resolution before the Committee, 

commended the Executive Board on its work in drafting and adopting resolution EB89.R19, which had formed 
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the basis of the new draft resolution. The intention of the amendments introduced was to bring the text into 

line with Economic and Social Council resolution E1991/66 and General Assembly resolution 46/203, to make 

the wording more consistent with that used in earlier Health Assembly resolutions on the subject and the 

Global AIDS Strategy, and to appeal to potential donors at all levels to mobilize their resources. In addition, 

attention had been focused more sharply on the need to intensify efforts to prevent women, adolescents and 

children contracting HIV infection, and to protect them from the impact of the pandemic. The amended 

resolution also highlighted the need for Member States to mobilize national resources, the importance of 

decentralization from the national to the district and community levels, the need to assist countries in 

monitoring and evaluating their programmes, and finally the need to ensure that support to governments was 

coordinated within the framework of the W H O / U N D P Alliance. He urged members of the Committee to 

support the draft resolution. 

Dr GONZÁLEZ DE LINARES (Spain) proposed that a further clause be added to the fifth preambular 

paragraph, following the phrase "sexually transmitted diseases", reading as follows: "that heterosexual 

transmission is increasing worldwide, meaning that more women and children will be infected;". The paragraph 

as now worded referred only to specific population groups traditionally regarded as being at high risk, whereas 

it was clear from the report that heterosexual relations had now become the predominant form of transmission 

of the virus: that had meant a marked increase in the number of women infected, resulting in turn in greater 

numbers of infected children through perinatal transmission. 

In view of the great importance attached by Spain to the global AIDS strategy, and in view of the 

financial support it provided for GPA, he would like his delegation to be added to the list of sponsors of the 

draft resolution. 

Mr BAIER (Austria) indicated that the amendment just proposed was acceptable. 

Dr Sung Woo LEE (Republic of Korea) thanked the Director-General and his staff for the excellent 

work in AIDS prevention and control carried out over the past five years. Unfortunately, the disease was still 

spreading rapidly, and no cure was yet in sight. In particular, HIV infection and AIDS were becoming a 

serious problem in the developing countries. 

From the detection of the first seropositive individual in 1985 to the end of April 1992, 185 people had 

been found to be HIV-positive and ten overt AIDS cases had been diagnosed and reported in the Republic of 

Korea. In the early stages, HIV-seropositivity had been limited to people who had had contact with foreigners, 

or who had returned from abroad. More recently, indigenous transmission had been increasing although no 

HIV-positive individual had so far been detected among drug injectors. 

In 1987 the Government had promulgated special legislation on AIDS prevention, providing for health 

education of the public, counselling of HIV-positive persons and treatment of AIDS patients. Mandatory 

blood tests for persons in high-risk groups had been introduced for the purpose of surveillance, as well as 

screening of blood donors and provision of free zidovudine (AZT) to all those found to be HIV-positive. 

His delegation fully supported the global AIDS strategy as summarized in the 1992 update, and would 

cooperate in WHO's efforts to prevent and control the disease and to mobilize international action. It also 

fully supported the draft resolution just introduced. 

Dr WILLIAMS (Nigeria) welcomed the 1992 update of the global AIDS strategy and expressed 

satisfaction with the competence and transparency of GPA's management. 

Over 90% of the GPA budget derived from voluntary contributions of Member States and organizations 

interested and it was distressing to observe that the funds available to the Programme had remained stagnant 

for some years and had even dropped in 1991. That development was most unfortunate at the present crucial 

period when the global strategy required expanded resources to cope with the disturbing escalation in the 

incidence and prevalence of HIV and AIDS in all countries. He asked what the prospects were for generating 

the additional resources needed for the developing countries where AIDS was having a nightmarish impact on 

the productive population. Those countries already faced severe economic constraints and the additional 

intolerable burden inflicted on society and the economy was visible to all. 

He could have wished to find in the document a firm rebuttal of the report in the Sunday Times of 

26 April 1992 in which some influential scientists in Europe and America had been credited with challenging 

the overwhelming scientific consensus that HIV caused AIDS, and had also spoken on the role of cofactors in 

the pathogenesis of AIDS. He asked what was the reaction to that report. In view of the deep concern of 

W H O about the effects of denial and complacency on the effective implementation of control strategies, he 

believed that the Health Assembly should publish a clear statement affirming that HIV caused AIDS. In that 
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context, he reiterated the support of his delegation for the global leadership and coordinating role of W H O in 

the formulation of policies for AIDS prevention and control. 

Another point which had caused him great anxiety was the recently published information regarding HIV 

transmission through breast-feeding. He hoped that arrangements would be made to disseminate the timely 

consensus statement issuing from the WHO/UNICEF consultation on that subject, which affirmed the value of 

breast-feeding even for those nursing mothers with HIV infection. 

He was pleased to report that the President of his country, in his capacity as Chairman of OAU, had 

recently taken the initiative of placing AIDS in Africa on the agenda of the O A U meeting of Heads of State to 

take place in Senegal in June 1992. There had been extensive consultations among all the O A U ministers of 

health attending the Health Assembly and he thanked W H O for its encouragement and support for that bold 

initiative, whose outcome would be greater commitment at the highest political level to ensuring the 

multisectoral response needed to combat AIDS and its devastating social and economic consequences. 

He asked whether, in view of the high cost of screening and confirmatory tests for HIV, such as the 

Western blot test, which made it difficult to broaden the scope of serological surveillance for the infection in 

many poor countries, a double ELISA test was acceptable for confirmation of HIV infection. He wondered 

why W H O was not strongly recommending that hepatitis В virus screening be carried out at the same time as 

HIV screening in view of the similarity of the modes of transmission of the two infections. 

Ms MIDDELHOFF (Netherlands) said that some of the issues mentioned in the statements on AIDS 

made by her delegation in a plenary meeting might be the consequence of delay in receiving adequate and up-

to-date information from GPA in the donor countries; she was sure that the problem could be solved. 

Her country was in favour of the updated global AIDS strategy, including the multisectoral approach, and 

considered that cooperation with other international organizations needed further improvement, especially as 

in the developing world problems were too complex and needs too great to be tackled by any single 

organization. She stressed the need for cooperation in developing countries between W H O and UNDP in 

particular, in the spirit of their Alliance to Combat AIDS. 

As the initiator of resolution WHA42.34 in 1989 on the specific role of nongovernmental organizations in 

the combat against AIDS, her country had expressed concern at the lack of implementation of that resolution 

by GPA and would raise the matter later in the GPA Management Committee. 

Another cause of concern to her country was the lack of donor coordination at country level: an 

increasing number of donors seemed to organize and sponsor their AIDS activities bilaterally rather than 

through GPA which, she felt, should play a more active role in that respect; moreover, the relation between 

GPA and the World Bank and the Commission of the European Communities should be made clearer. 

In June 1992 a report would be published in the Netherlands on AIDS-scenario research: it contained an 

epidemiological, sociocultural and economic scenario analysis of AIDS in her country until the year 2000 as 

requested by the W H O Regional Office for Europe. The report would also be published in English. 

The Netherlands fully supported the draft resolution before the Committee. 

Dr OKWARE (Uganda), outlining his country's experience of ten years of AIDS, said that it had quickly 

abandoned the initial denial phase and accepted AIDS as a real problem. In 1986, it had embarked on a 

massive public education programme that had resulted in almost 100% awareness among adults. But as 

awareness had increased, so had the number of patients, demands, and the daunting socio-economic 

consequences of AIDS. In order to determine the magnitude of the problem, a study had been undertaken in 

collaboration with the World Bank a few years previously. Forecasts for the future were disturbing; ironically, 

by the year 2000 with its aim of health for all, adult mortality would have trebled, life expectancy at birth would 

have declined by more than ten years, infant mortality would have doubled and the potential years of life lost 

would have tripled. On the other hand, natural population growth would remain the same or decline slightly 

and there would therefore be many orphans and old people. 

Against that background, his country had been prompted to revise its initial response to AIDS in order 

to cover issues that were clearly outside the domain of health; it had set up an AIDS Commission to promote 

a multisectoral approach to AIDS control, hoping that concrete results would be produced. 

Owing to the almost universal awareness of the AIDS problem in Uganda, most people had adopted 

safer habits, although behaviour change lagged behind the level of knowledge of the danger, particularly among 

young people, who therefore needed specific, targeted intervention. The ideal solution would be a preventive 

vaccine but meanwhile vulnerable groups, particularly young people and women, were being given special 

attention. 

Another enormous task facing his country was the care and treatment of the thousands of patients 

expected and, together with WHO , it had been developing a rational innovative approach that tapped 

community traditions and resources. Those efforts had led to the development of community-based care which 
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was of major value, but he feared that it would only work while there were still adults left in the community 

who could work and produce. With AIDS taking its toll every day, there was real danger of compassion 

fatigue in communities as they were overwhelmed by the problem. 

It would therefore appear that the solution should be found in vaccines and drugs, which, although a 

sensitive and risky issue, might produce progress. He therefore welcomed WHO's initiative for vaccine 

development and drug trials. He was glad to report that his country was currently developing a national plan 

for vaccine development and trials, with the help of WHO , and was also following up some traditional herbal 

remedies which seemed to modify the progression of the disease; it was trying to ensure that the former plan 

was discussed as openly and widely as possible with the scientific community and the public. 

It was sad to note that by the year 2000, 80% of AIDs cases would come from developing countries, 

mostly in sub-Saharan Africa, and，in that context, he congratulated O A U for mounting an African initiative to 

include AIDS on the agenda of the forthcoming O A U meeting of Heads of State. That would create the 

highest political commitment for concerted African action. 

Emphasizing that the task ahead was colossal, he thanked donors for their assistance in fighting the 

disease and was pleased that W H O had been given a new global mandate for leadership and coordination of 

policy. W H O had thus far dealt commendably with a difficult and complex problem, and he therefore 

endorsed its coordinating role at global and national levels. 

AIDS remained a global concern, and the continued solidarity and support of the international 

community was needed to enable W H O and Member States to meet the challenges of the 1990s and beyond. 

He therefore supported the draft resolution before the Committee and proposed a minor amendment to 

operative paragraph 4(8), namely the addition of the following wording at the end of the subparagraph: "and to 

ensure accessibility to affordable vaccines and drugs to people in need when they become available". With that 

amendment, his delegation wished to be included as a sponsor and hoped that the draft resolution would be 

approved by consensus. 

Mr BAIER (Austria) indicated that the amendment proposed by the delegate of Uganda was acceptable. 

Mr TILLFORS (Sweden) commended both the Executive Board on its adoption of resolution EB89.R19 

which formed the basis of the draft resolution before the Committee, and the delegation of Austria for its 

effective leadership during the drafting of that resolution, of which his delegation was a sponsor. Special 

thanks were due to the Director-General, the Director of GPA and their staff for their committed work so far. 

Sweden attached great importance to WHO's confirmed role in leading coordination between United Nations 

agencies and to the improved efficiency of GPA in implementing its objectives. The prevention and treatment 

of other sexually transmitted diseases and the education of schoolchildren and young people on interpersonal 

relationships and sexual health were important tasks. Sweden's long experience of such activities had 

contributed to a marked reduction in the incidence of sexually transmitted diseases and a low prevalence of 

HIV infection. 

There was a danger, however, that comparatively low HIV prevalence in several industrial countries 

would cause complacency and a weakening of political will and public support for continuing international 

solidarity, particularly during the current economic crisis. Those countries needed to remind themselves 

constantly that the HIV/AIDS pandemic was a threat to mankind that could be contained only through 

collective international effort. The pandemic was continuing to spread rapidly in most parts of the world and 

current resources available to combat HIV infection and reduce the personal and social impact fell far short of 

needs. 

Furthermore, as more countries and people were affected during the 1990s, the needs for prevention, 

care and support would increase dramatically. It was already obvious that the situation would continue to 

deteriorate beyond the year 2000 and realistic consideration of how to meet the enormous challenges ahead 

was necessary. Clearly, global efforts could not continue to be based only on the financial support of a handful 

of donors, since the AIDS pandemic was a concern for all countries. There was, therefore, an urgent need to 

plan for sustained global mobilization of resources, nationally and internationally, through governments, 

nongovernmental organizations and the private sector and business community. 

It was unrealistic to think that a vaccine would suddenly solve the problem; even if a vaccine existed by 

the end of the decade, production, funding and distribution to reach an acceptable level of coverage in the 

vulnerable age groups of populations would take time. Meanwhile, those already infected would add to the 

crisis situation in the health sector, so that international solidarity would be needed more than ever for 

continued efforts in prevention, care and support. 
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Dr SARR (Senegal) welcomed the comprehensive reports provided by the Secretariat and thanked all 

those who had helped his country to organize the VI International Conference on AIDS in Africa held in 

Dakar in December 1991, which had been a great success. 

Drawn up in accordance with GPA guidelines, Senegal's national programme placed stress on health 

education and called on religious leaders to help in persuading people to adopt safer sexual behaviour. 

Senegal had already established programmes on sexually transmitted diseases and AIDS and had 

introduced education in schools; a book for use in primary schools had been issued and a film was in 

preparation. Senegal had also ensured safe blood transfusions in all hospitals in the country and was paying 

special attention to information, education and communication for high-risk groups, such as prostitutes, or 

particularly vulnerable groups, such as women and young people. AIDS sufferers were helped with counselling 

and treatment, health personnel received training on AIDS and sexually transmitted diseases and guidelines for 

both counselling and treatment had been disseminated. 

Regarding epidemiology, the prevalence of HIV in the general population ranged from 1%-1.3%, rising 

to 12%-15% in prostitutes. Although his country was in an HIV-2 endemic area, over the past two years there 

had been a resurgence of HIV-1, which was prevalent in central Africa. 

By 31 March 1992, 648 cases of AIDS had been notified in Senegal. Although that situation was 

relatively good，it was more necessary than ever to step up the campaign to control the epidemic and restrict 

damage before it was too late. The programme had therefore been further decentralized to reach all levels of 

the population and involve them more fully. 

His country planned to organize a training course in Dakar in the current year, and every second year 

subsequently, for sexually transmitted diseases and AIDS programme managers, designed for the French-

speaking developing countries of Africa. It would be organized jointly with the Tropical Medicine Institutes of 

Antwerp and Paris and jointly sponsored by W H O with support from the Commission of the European 

Communities, France and the United States of America. His country thanked all concerned in that initiative. 

It was important to develop improved technical cooperation among developing countries in the Region. 

In that context, Senegal had set up, with Canadian assistance, an AIDS and migration programme which it 

wished to share with countries having a high rate of immigration, with large numbers of Senegalese. At the 

Sixth International Conference on AIDS in Africa, the President of Senegal had asked his African peers to 

commit themselves politically at the highest level. He had also asked the international community for greater 

solidarity and sharing of the results of research on AIDS. It was therefore pleasing to note that AIDS would 

be included on the agenda of the forthcoming meeting of Heads of State of OAU. 

In African countries, sick people were often unable to benefit from antiretroviral treatments because of 

their high cost, and his delegation requested W H O to make representations to the pharmaceutical industry so 

that effective drugs and vaccines would be accessible and affordable to all who needed them once they became 

available. His delegation also requested W H O and international research institutes to expand research 

structures and the training of researchers in the developing countries. 

He therefore wished to propose two amendments to the draft resolution. Firstly, he wished to add to 

operative paragraph 4(8), together with the amendment proposed by the delegate of Uganda, the following 

wording: "while strengthening training for research workers in those countries". Secondly, he wished to add an 

additional subparagraph, to be numbered operative paragraph 4(11), to read: 

to continue negotiations with the pharmaceutical industry and other partners so that drugs and vaccines 

developed in research would be accessible and affordable to all who need them. 

His delegation wished to be included as a sponsor of the draft resolution. 

Mr BAIER (Austria) indicated that there was no objection to the amendments just proposed. 

Dr SYLLA (Guinea) said that the Director-General's report had thrown further light on the disturbing 

global AIDS situation, in particular in the African Region where the spread of the pandemic had reached 

alarming levels. 

It had to be recognized that AIDS and other sexually transmitted diseases posed a grave problem for 

countries in the African Region; the draft declaration on AIDS by the African Ministers of Health to be 

submitted to the O A U meeting of Heads of State scheduled for June 1992 was therefore most welcome. The 

political commitment and leadership of African Heads of State in promoting and stepping up activities to 

combat AIDS and sexually transmitted diseases was of great importance, as demonstrated by the success of the 

Expanded Programme on Immunization. 

The funding provided to date for national programmes in developing countries had been insufficient, 

hampering efforts under way to control AIDS and sexually transmitted diseases in African countries already 
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facing serious socioeconomic problems, resulting in part from structural adjustment programmes, and other 

poverty-related health problems. 

Regionalization of GPA should be completed in 1992, as scheduled, and decentralization within countries 

should be continued. 

Guinea was implementing a medium-term programme on AIDS and other sexually transmitted diseases. 

A workshop to œnsider related activities, held in Conakry, in January 1992, had drawn participants from a 

wide variety of fields, with women, young people, nongovernmental organizations and religious groups playing 

an active role. 

He endorsed the updated global AIDS strategy with the priorities indicated. Adequate funding for 

future projects should continue to be provided in the spirit of international solidarity that the programme had 

enjoyed since its inception. The AIDS pandemic, which cut across all frontiers, would only be overcome 

through a massive worldwide effort. He therefore supported the draft resolution. 

Mrs BEZDEKOVÁ (Czechoslovakia) endorsed the proposals outlined in the Director-General's report 

and the 1992 update on the global AIDS strategy. 

A number of important steps had been taken in Czechoslovakia to tackle the AIDS problem. In March 

1992, new measures for the prevention and control of HIV/AIDS had been adopted allowing full anonymity on 

request, replacing the previous compulsory examination of high-risk groups of the population. It was hoped 

that the new approach, which was in line with W H O recommendations, would encourage high-risk groups to 

undergo the necessary tests, providing health authorities with a more accurate picture of the HIV/AIDS 

situation. 

The education of young people on HIV prevention was proving to be a major difficulty; there were not 

enough skilled teachers and there was a reluctance to speak openly on the subject. Further problems were the 

shortage of funds for some of the projects proposed, including the distribution of condoms free of charge to 

soldiers, prisoners, and patients with sexually transmitted diseases，and the lack of disposable syringes and 

needles for drug injectors. 

Progress was also being hampered by objections raised, even among health care professionals, to some 

aspects of the programme, including protection of the anonymity of HIV-infected individuals and the 

advertising of condoms. 

She expressed her gratitude for WHO's assistance to Czechoslovakia's national HIV/AIDS programme 

including the HIV/AIDS health promotion plan and condom marketing and to the Pan European Consultation 

on HIV/AIDS in the Context of Public Health and Human Rights held in Prague with the support of 

President Vaclav Havel. 

Dr SIDHOM (Tunisia) commended the Director-General on his comprehensive analysis of the current 

global AIDS situation. However, in regard to the use and distribution of condoms, greater emphasis should 

have been paid to the need for potential condom users to be given proper psychological and social preparation. 

Such educational aspects should be essential elements in any action for promoting condom use. 

Further provision should be made for action concerning the care and treatment of infected individuals, 

thereby preventing their marginalization, all too often by health workers themselves, and involving them in 

preventive activities. Although current treatment for such patients was limited, it was important to ensure that 

effective drugs should be accessible and affordable once they became available. 

In Tunisia HIV/AIDS epidemiology was initially classified as following pattern III; following four years 

of surveillance, the picture was becoming clearer. Transmission through blood supplies had been reduced 

following the introduction in December 1987 of systematic screening of all donated blood. Heterosexual 

transmission was rising; although data were still incomplete, there were no proven cases in Tunisia of HIV 

transmission through homosexual practices or drug abuse. Improved data collection and further research in 

that area were required, for which assistance from other countries would be welcome. 

His delegation supported the draft resolution as amended by previous speakers and wished to be 

included as a sponsor; he suggested one further amendment: in operative paragraph 4(8), the word 

"especially" should be moved and placed before "in developing countries". 

In conclusion, he commended GPA and the Regional Office for the Eastern Mediterranean for their 

efforts, in particular their support to Tunisia's national programme. Tunisia would continue to support GPA 

as far as possible. 

Dr KIM Won Ho (Democratic People's Republic of Korea) said that despite the fact that AIDS was 

spreading fast throughout the world, to date no case had been reported in his country. Although HIV/AIDS 

prevention and control activities were being carried out throughout the world, there were a number of areas in 

which greater efforts could be made. 



COMMITTEE В: NINTH MEETING 

Firstly, epidemiological research and surveillance should be stepped up. In that connection, he had 

welcomed the endorsement of epidemiological research and surveillance in four areas by the GPA Steering 

Committee on Epidemiological Research, Surveillance and Forecasting at its meeting in May 1991. He had 

also appreciated WHO's special attention to HIV transmission in hospitals. In view of the fact that one in 

every 250 adults in the world had already been infected with the HIV virus, contact with HIV-infected people 

at medical institutions was inevitable. Efforts to develop measures to prevent HIV transmission occurring 

during surgery, other medical interventions and the nursing of HIV-infected individuals should be intensified. 

Secondly, the prevention of HIV transmission through sexual activity, the most dangerous cause of the 

spread of AIDS, should be investigated more closely. According to data available, two-thirds of all HIV 

infections were caused by heterosexual transmission and that proportion was likely to increase to 75%-80% by 

the year 2000. One way of preventing sexual transmission was the proper use of condoms. However, the only 

effective method of prevention was to step up social and moral education in order to discourage immoral 

sexual behaviour, and to adopt legislative and social measures to control such behaviour, including prostitution. 

Thirdly, he feared that resolution WHA41.24 on the avoidance of discrimination in relation to HIV-

infected people and people with AIDS might diminish awareness of the risk of AIDS spreading. Although the 

resolution was intended to safeguard the human rights of infected individuals, it should not preclude 

implementation of the necessary medical measures and epidemiological surveillance. WHO's efforts should 

concentrate on providing information on how to deal with such patients from the medical standpoint. 

He supported the draft resolution. 

Mr MISRA (India) said that, as a sponsor of the draft resolution, he supported the amendments 

proposed by previous speakers, but noted that those proposed by the delegates of Uganda and Senegal were of 

similar intent and should therefore be harmonized. 

He was grateful to W H O , the Director of GPA and to the United States of America, Sweden, the United 

Kingdom of Great Britain and Northern Ireland and the European Economic Community for all the financial 

and technical support provided, in particular in the development of a national AIDS control strategy. 

He recognized that there was worldwide concern regarding the present status of HTV infection in his 

country. Following detection of the first case in 1987, regular surveillance had been undertaken particularly of 

high-risk groups. At 1 March 1992, 1.3 million people had been screened, and 7050 had been found to be 

seropositive. However, the HIV prevalence of 5.36 per 1000 was not an accurate indication of the situation, 

since surveillance was confined to high-risk groups in certain areas. Prevalence also varied greatly from region 

to region, but there could be no doubt that it was spreading rapidly. Between 1988 and 1991 HTV 

seropositivity among sex workers in Bombay had risen from 20% to 30% and similar increases had been shown 

in other high-risk groups such as sexually transmitted disease patients and drug injectors. As at 1 March 1992, 

115 AIDS cases had been detected. 

In India, the pattern of HIV transmission showed significant differences from that in other parts of the 

world. Compared with global estimates of 3%-5% transmission through infected blood supplies, in India the 

proportion was as high as 18%. The current estimate of HIV infection was in the range of 200 000-500 000, a 

potentially dangerous situation, to deal with which help would be needed from all over the world. 

A World Bank project with a financial outlay of US$ 100 million was under way. In conformity with the 

W H O global strategy on AIDS, it laid emphasis on surveillance，blood safety, information, education and 

communication, case management and counselling and sexually transmitted disease control. However, 

additional external assistance in the areas of sexually transmitted disease control and blood safety had been 

solicited and to date the response had been encouraging. 

He unequivocally supported resolution WHA41.24 on the humane treatment of HIV-infected persons. 

He therefore disagreed with the delegate of the Democratic People's Republic of Korea that prevention of 

AIDS could be achieved through legislative and coercive action. India was setting up mechanisms to monitor 

for discrimination and take appropriate action in all cases reported. 

GPA and other funding agencies should be made aware that the upgrading of hospital infection control 

would lay a huge economic burden on national health budgets. 

His country fully supported continued research to find effective AIDS therapy. He agreed with the 

delegate of Nigeria that the funding of GPA was currently far from satisfactory and endorsed the remarks by 

the delegate of Sweden on the need to demonstrate new solidarity in combating the disease. 

On a more positive note，AIDS had increased awareness regarding blood safety, sexually transmitted 

disease control and hospital infection control，which had previously been neglected in most developing 

countries. A further welcome development arising from AIDS awareness would be more responsible sexual 

behaviour. It was to be hoped that the collaborative international efforts being seen in respect of AIDS would 

be repeated in tackling other major health problems in the future. 
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Dr KUMARA RAI (Indonesia) reported that as at 31 March 1992，the numbers of AIDS cases and HIV 

seropositive individuals detected in Indonesia were 21 and 55 respectively; some 188 000 people had been 

screened for HIV. He was grateful to W H O for its generous support to his country's AIDS programme. The 

recent visit of the Director of GPA to Indonesia to brief ministers on the global AIDS situation had been 

greatly appreciated. Indonesia had increased its budget for AIDS prevention and control significantly. Since 

April 1992, all blood for transfusion was being systematically screened for HIV by means of the economical 

dipstick method developed by the Program for Appropriate Technology for Health (PATH) in the United 

States of America, using locally produced antigen. In conclusion, he expressed his support for the draft 

resolution as amended by previous speakers. 

Mrs HERZOG (Israel) commended the Director of GPA on his leadership and thanked the GPA team 

for their tireless efforts to assist Member States and nongovernmental organizations in the fight against the 

HIV/AIDS pandemic. 

AIDS had been a notifiable disease in Israel since 1983. By the end of 1991，170 AIDS cases and 28 

cases of AIDS-related complex had been diagnosed; 8170 people had been found to be seropositive. Initially, 

the main groups at risk had been homosexuals, haemophiliacs and injecting drug users, in that order. 

However, since 1989 that order had been reversed. 

Israel had a national AIDS steering committee with two sub-committees, dealing with medical 

professional issues and health education, respectively, which set national AIDS policy and coordinated all AIDS 

prevention and treatment activities. Educational activities were continuing in schools and colleges and among 

new immigrant populations. While advocating the use of condoms, educational programmes were also 

providing guidance for adolescents on family life and the advisability of monogamous relationships. World 

AIDS Day was used for raising general awareness on AIDS through pamphlets, special educational 

programmes and an open-line telephone service. 

Nongovernmental organizations were active, largely through volunteers, in counselling and educating risk 

groups as well as in providing social and psychological support to AIDS patients. 

In the seven specially designated centres located in the infectious diseases clinics of the major hospitals, 

specialists provided testing and treatment and social workers counselled AIDS patients. In Israel, HIV testing 

was free of charge. Although patients undergoing tests were required to be identified by identity card number, 

the national registry of HIV-positive and AIDS patients remained confidential; there was no anonymity, 

therefore, but a guaranteed confidentiality. 

There was no mandatory HIV/AIDS screening for Israeli nationals, tourists or immigrants. Continuous 

efforts were made to counter discrimination and encourage respect for the human rights of HIV-infected 

people. Health insurance funds covered the costs of HIV-related treatment; the costs of treatment for 

uninsured patients in State-run hospitals were borne by the Government. 

Her delegation supported the draft resolution and wished to be included among the sponsors. 

However, the sense of the last preambular paragraph required clarification, as it was not clear precisely what 

should be decentralized. Further, operative paragraph 4(9) should be expanded to include a provision to the 

effect that the rights of healthy individuals not to contract the disease should be safeguarded. 

The meeting rose at 12h35. 
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Chairman: Dr E. NAKAMURA (Japan) 

1. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS: Item 33 of the Agenda, 
resolutions WHA40.26 , WHA41.24 , WHA42 .33 and EB89.R19; documents A 4 5 / 2 9 and A45 /30 ) 
(continued) 

Dr CICOGNA (Italy) said that Italy was second among the countries of Europe for the number of cases 

of AIDS; 12 754 people, 70% of them drug injectors, had the disease. Following a W H O recommendation, 

the Ministry of Health had set up in January 1987 a National AIDS Committee, and in 1990 specific legislation 

had been passed concerning AIDS, establishing new hospital wards for AIDS patients and outlawing 

discrimination against persons infected with human immunodeficiency virus (HIV). 

Great importance was attached to prevention and four mass campaigns had been launched，with 

encouraging results, to arouse public awareness of the transmission and prevention of AIDS and the need for 

solidarity with its victims. A decrease in risk behaviour had been reported as a result. The National AIDS 

Committee had established in 1987 a national hotline on AIDS with doctors, psychologists and other specialists 

on hand to reply to telephone calls, which were free of charge. 

Much research had been undertaken and a five-year National AIDS Research Programme was tackling 

issues listed as priorities by the National AIDS Committee. Special funds had been allocated to 

nongovernmental organizations dealing with AIDS. 

In Italy, AIDS patients and asymptomatic patients with a CD4+ count of fewer than 500 per cubic 

millimetre, were treated free of charge with zidovudine (AZT). Access to treatment was also being made 

easier for drug abusers, who were not compelled to register. That same model had also been used for the 

introduction of dideoxyinosine (DDI). Particular attention was paid to education and training, especially of 

health workers in the national health service, so that they could pass on their skills and knowledge. 

His country condemned any form of discrimination against HIV-infected persons, especially in respect of 

their freedom of movement. 

His delegation supported the draft resolution before the Committee. 

Dr GEORGE-GUITON (France) said that her delegation fully endorsed the updated global strategy. Its 

three main objectives of prevention, reduction of impact and all-out mobilization of national and international 

efforts were important, but certain aspects should be stressed. The prevention of sexual transmission was 

especially difficult to achieve since it touched upon one of the most private and secret aspects of human 

behaviour. Every effort must therefore be made to find the appropriate educational messages to persuade 

people to accept and adopt the most efficient preventive methods, especially condoms, both male and the only 

recently available female type. That was of decisive importance for the success of prevention. Ways must 

therefore be found to make condoms cheaper and more acceptable to both men and women. Organizations in 

the United Nations family should make the financial effort to supply condoms to the countries with the least 

resources. 

Another method of transmission involved mothers and their children. Contrary to what had been 

thought so far, transmission was not limited to pregnancy and birth, but could also occur during breast-feeding. 

She commended the Secretariat for having so promptly organized a consensus conference of W H O and 

UNICEF. Study of the problem should be continued. 

With regard to the second main objective, her delegation fully supported all the initiatives designed to 

improve home care by the family or the community. Ambulatory care must be developed to the maximum, for 

otherwise hospitals would be overwhelmed. In that connection, special efforts should be made under the 

Action Programme on Essential Drugs and other W H O programmes to supply drugs to the countries in 
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greatest need to enable them to treat sexually transmitted diseases, symptomatic illnesses and tuberculosis and 

to relieve pain. Otherwise it would be difficult to persuade families to care for such patients at home. 

Joint action was needed. The time when anyone could act alone had long passed. It was obvious that all 

actions must be coordinated to avoid wasteful overlapping. W H O was the only body capable of assuming 

world leadership in carrying out a global strategy. 

The gap between available financial resources and growing world needs was widening. Bilateral donors 

should be urged to unite their efforts with those of GPA in supporting national programmes in the developing 

countries. It was along those lines that her Government had recently reoriented its bilateral cooperation. 

She fully supported the draft resolution as amended. 

Dr NOVELLO (United States of America) said that GPA had made remarkable progress in promoting 

AIDS prevention and control activities in just a few years, while WHO , through its rapid response to the AIDS 

pandemic, had provided leadership in the world's struggle against the disease. She was pleased to note that 

the strengthening of national AIDS programmes still had top priority in GPA's global strategy. The Secretariat 

might consider organizing future documentation around GPA's six priority areas; that would give Member 

States a better understanding of strategies and activities under GPA in each priority area. The emphasis on 

AIDS in women, children and adolescents was timely, and she was pleased to note a vast improvement in 

intervention development and support. It was also gratifying to see the increased emphasis on behavioural 

research, especially among young people and high-risk groups, and also the recognition of issues relating to the 

care of HIV-infected persons. 

As an epidemic was being forecast in the Pacific region, she would welcome more information on the 

AIDS situation there. GPA's work with nongovernmental organizations was commendable and she hoped that 

organizations concerned with AIDS would base their programme activities on the global policy outlined in the 

updated strategy; all health professionals should join W H O in efforts to persuade national and regional 

leaders to assign the highest political priority to AIDS prevention and control. Her delegation supported the 

draft resolution, as amended. 

Dr MMUNI (United Republic of Tanzania) said that AIDS had spread in his country since the first case 

was diagnosed in 1985. A national AIDS control programme had been started in the same year and had raised 

public awareness of the problem to over 90%. Action to prevent and control AIDS had been decentralized to 

district level, and blood could be screened down to that level. Health centres and dispensaries did not yet have 

any screening facilities and were therefore not allowed to perform blood transfusions. Health education was 

being actively carried out in schools and also among the population generally. The use of condoms was 

increasing, although there had been some resistance from certain religious communities. Treatment of sexually 

transmitted diseases was a priority, and a referral centre had been set up in Dar-Es-Salaam. The Government 

was using all available resources to tackle the pressing problem of orphans, of whom there were more than 

50 000 in one region alone; he thanked nongovernmental organizations for their help in that field. His 

delegation supported the draft resolution as amended. 

Mr DOUGLAS (Jamaica) welcomed the updated global strategy, especially the reference to the 

treatment of other sexually transmitted diseases, which was a logical and rational development, and looked 

forward to those strategies being translated into effective programme support. In Jamaica, more than 

350 cases had been reported, with a male/female ratio of two to one. TTie mortality rate was 66%. The 

problem of AIDS in children was getting worse, with a mortality rate of 70%. From the outset, the AIDS 

programme in Jamaica had been integrated with the control programme for sexually transmitted diseases, and 

that approach had proved effective. Currently, a second medium-term programme was being worked out with 

the close cooperation of the public and private sectors and involving broad sections of the population, including 

the leaders of the major churches. The increased emphasis in the global strategy on the vulnerability of 

women to HIV infection was timely, since it was spreading more rapidly in women than in men. There was 

the added danger of babies becoming infected. As for the future, the stark reality was that some of the 

countries most affected were precisely those suffering socioeconomic hardships: large debts, poor balance of 

payments, structural adjustment policies and vulnerable industrial bases. He regretted that there were no 

indicators to measure achievement and monitor progress in the struggle against AIDS, and urged GPA to 

fashion such tools. W H O must continue to provide strong leadership. 

Dr HALAT (Poland) said that recent changes in Poland had made it possible to overcome many of the 

obstacles to the prevention and control of AIDS, such as, for example, the poor quality of condoms, violations 

of the right to confidentiality in the notification of cases of HIV infection and a punitive attitude towards 

homosexuals and drug injectors. Poland's current policies took into account cultural and traditional 
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sensitivities. Social, legal, religious and cultural barriers in respect of sexual orientations and practices would 

have to be overcome. The Catholic church had an important role to play in conveying the message of the 

global strategy that sexual abstinence or mutual lifelong fidelity between uninfected partners eliminated the risk 

of HIV infection and other sexually transmitted diseases. Some 80-90% of Poland's more than 38 million 

inhabitants considered themselves to be Christians and for the majority of Poles, therefore, premarital and 

extramarital sexual intercourse was unacceptable. That somewhat lessened the impact of the pandemic, 

although it was obvious that such a demanding standard of behaviour was not always met. In Poland, as in 

many other countries, discussion of such topics was culturally restricted. Nevertheless, a sex education 

programme for adolescents had been drawn up and was being implemented, while the scope for discussion of 

all aspects of human sexuality was being widened. There was close cooperation between Poland and Sweden, 

including the exchange of experience, which was concerned, in particular, with the risk of infection from male 

and female sex workers and their clients. Clear bilingual information on HIV, the supply of good-quality 

condoms and the strengthening of facilities for treating sexually transmitted diseases on both sides of the Baltic 

Sea would do much to combat HIV infection and AIDS in both countries. 

The national plan for the prevention and control of AIDS in Poland had been prepared with the 

technical assistance of W H O and its wide distribution offered a unique opportunity to achieve consensus on 

the issue. 

Every day saw new and important political changes in eastern and central Europe, and countries in the 

area had to cope with many economic and social problems. For that reason, HIV infection and AIDS did not 

receive the attention they deserved and many technical issues were still controversial, so that Poland needed a 

strong international authority and reference centre on AIDS prevention and control. The leading role of 

W H O should be strengthened. 

Dr TOGUCHI (Japan) said that there was general agreement that AIDS was not only an individual 

health problem but was highly significant for the development of society as a whole. It was therefore 

important that a leading United Nations agency should coordinate efforts aimed at AIDS prevention and 

control, and his Government considered that W H O was the most appropriate agency to assume leadership in 

that field. The best way to combat AIDS was to prevent infection, with all its economic and social 

consequences. GPA had had five years of experience and had many achievements to its credit. His delegation 

strongly supported GPA and would continue to contribute technically and financially to the struggle against 

AIDS; it supported the draft resolution as amended. 

Dr KIDANE MARIAM (Ethiopia) thanked GPA for the help Ethiopia had received in pursuing its 

national programme. 

She welcomed the Nigerian move to place AIDS in Africa on the agenda of the meeting of O A U Heads 

of State scheduled for June 1992; that would direct the attention of African countries to the issues that they 

had to face together in the fight against AIDS. At present, the emphasis in Ethiopia was on health education 

as a means of reducing high-risk behaviour; such education was provided by schools and the media, as well as 

by traditional religious leaders of all denominations, who could reach the entire population. It was important 

that countries should make the fullest use of the resources available to them for combating the spread of 

AIDS. The root of the problem was the flourishing commercial sex industry; its activities undermined the 

health of women and unborn children and the unity of the family. Everything possible must be done to fight it. 

As long as commercial sex persisted, AIDS would continue. 

The combating of AIDS required political commitment from governments. Health officials would obtain 

such commitment when they showed their leaders what the health services were achieving. Countries must 

share information about AIDS prevention and control and fight the disease together. 

Dr ТАРА (Tonga) said that his delegation was generally satisfied with the leadership exercised by W H O 

in the implementation of the Programme, and thanked the Organization and the Regional Office for the 

Western Pacific for helping Tonga carry out its medium-term plan for the control and prevention of AIDS. In 

its population of 100 000’ there had been two deaths from AIDS in 1987 and one person was currently HIV-

infected. The epidemiological situation was being monitored very carefully. 

His delegation was disheartened at the rapid spread of the HIV and AIDS pandemic and at the 

increasingly menacing incidence of the heterosexual mode of HIV transmission, which would ruin the lives of 

many in the future and orphan a large number of children. WHO , governments, United Nations bodies, 

governmental and nongovernmental organizations, health professionals and everyone involved in the fight 

against AIDS must realize that the disease represented a threat to the survival of humanity. The lessons of the 

past must be learnt, the commitment to useful strategies reaffirmed and new ideas formulated to meet the 

challenges of the future. 
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His delegation fully endorsed the 1992 update of the global strategy. Although HIV infection and AIDS 

represented a gigantic problem, there was a widening gap between the resources available to meet it and those 

required. That gap must be narrowed. He appealed to the international donor community to continue to 

provide the necessary help to needy developing countries in their struggle against AIDS. To meet the new 

AIDS challenge, global solidarity must become a reality; W H O must display courage and determination in the 

fight against AIDS and, in doing so, set an example to all organizations. 

His delegation fully supported the draft resolution with the proposed amendments. 

Dr DLAMINI (Swaziland) thanked the Director and staff of GPA for their guidance in the fight against 

a previously unknown disease. Her delegation welcomed the 1992 update of the ¿obal strategy for the 

prevention and control of AIDS, which covered several areas of importance for Swaziland's national AIDS 

prevention and control programme, including greater emphasis on health care, better treatment of other 

sexually transmitted diseases, improvement of women's health, education and status, the creation of a more 

supportive social environment for AIDS prevention, and greater insistence on the public health dangers of 

stigmatization and discrimination. Her country's AIDS programme was already integrated with its programme 

for the control of sexually transmitted diseases. 

Her delegation was also gratified at the special attention being given to the effect of the AIDS pandemic 

on women and children. HIV infection in women of child-bearing age and thus in infants was increasing, a 

situation which negated the gains made in Swaziland in child survival. Her delegation looked forward to 

receiving from W H O the policy guidelines developed by GPA on various aspects of AIDS prevention and 

control which would help her Government to finalize its own guidelines on the subject. 

The increase in AIDS-related tuberculosis was a serious problem in Swaziland. Her delegation was glad 

that the matter was under active study and that priority was being given to investigating prophylactic regimens 

for the prevention of tuberculosis in HIV-infected adults and children. She hoped that the studies would lead 

to the formulation of guidelines on the management of AIDS-related tuberculosis. 

The clinical component of Swaziland's national AIDS programme did not yet exist because her country 

had no experience of managing clinical cases of AIDS. It looked forward to help from W H O in developing 

management guidelines on that subject. Swaziland was gratified at being one of the countries benefiting from 

the decentralization of GPA activities from W H O headquarters to the Regional Office for Africa. It looked 

forward to all the countries in the African Region benefiting from the same measure. 

Her delegation endorsed the draft resolution. 

She drew attention to an article which had appeared in the magazine Time in March 1992 suggesting the 

existence of a connection between a polio vaccine in use in the 1950s and the current AIDS epidemic. 

Professor MATTHEIS (Germany) said that AIDS was a disease with far-reaching socioeconomic 

consequences and a close relation to behaviour patterns, and therefore involved many issues besides health. 

Nevertheless leadership in dealing with it must remain with WHO , which had effectively coordinated the work 

of combating it and would certainly continue to do so. 

As a member of the Management Committee of GPA, Germany had realized that countries' 

preparations for the annual World AIDS Day might be facilitated if the AIDS day slogan was published earlier 

in the year than had previously been the case. Proposals for it should be specific but should take national 

factors into account as well. Those suggestions apart, the German delegation was satisfied with the way in 

which the Programme was run. Both the Programme and the draft resolution had its full support. 

Dr SAVEL'EV (Russian Federation) said that the report on the implementation of the global strategy 

for the prevention and control of AIDS confirmed the Organization's ability successfully to manage and 

coordinate work on the prevention and control of AIDS globally. One of WHO's main difficulties was a lack 

of resources for the work at all levels, especially in the individual countries. The 1992 update of the global 

strategy convincingly demonstrated the need for revising the strategy to take account of the changing situation 

and the experience gained, so that the efficacy of measures to combat AIDS could be enhanced and the best 

use made of limited resources. His delegation urged the Health Assembly to endorse the updated strategy and 

supported the draft resolution. 

AIDS prevention and control was receiving serious attention in his country under a programme covering 

the period up to 2005. Implementation of the programme was hampered by a lack of resources, organizational 

problems and, in particular, the country's present economic difficulties. His Government greatly appreciated 

Dr KAN TUN (Myanmar) welcomed the reports, which described the changing nature of the pandemic 

and the knowledge gained in the previous five years in combating it. HIV infection was increasing in 
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Myanmar, where heterosexual activity was becoming the main mode of transmission. Six AIDS cases, all in 

male drug users, had been reported in 1991. His Government had a strong political commitment to AIDS 

prevention and control and had set up a national intersectoral AIDS committee. A three-year medium-term 

prevention and control programme, begun in 1991 with support from W H O and UNDP, placed major 

emphasis on health education, safe blood supplies, sterilization of skin-piercing equipment, condom 

distribution, and sentinel surveillance in selected townships. 

Bilateral arrangements were being made with Thailand to control the spread of HIV infection in border 

areas, and a joint AIDS committee would be established for that purpose. 

His delegation endorsed the draft resolution, together with the proposed amendments. 

Dr TAHA bin ARIF (Malaysia) noted the rising trend of HIV infection and AIDS in the world and the 

importance of multinational cooperation in preventing the spread of HIV infection and his delegation endorsed 

the 1992 update of the global strategy for the prevention and control of AIDS. Global solidarity and early 

action by the public and private sectors, including nongovernmental organizations, were needed in pursuing the 

worldwide struggle against HIV infection and AIDS. His Government had implemented a comprehensive 

programme for the prevention and control of HIV infection and AIDS which was in line with the 1992 update 

of the global strategy. 

His delegation endorsed the draft resolution together with the various amendments proposed. 

Mr EROOLT (Mongolia) said that the fact that Mongolia's frontiers were open and almost 75% of its 

population was under 35 years of age - a group increasingly affected by the incidence of sexually transmitted 

diseases other than AIDS - meant that the country was highly exposed to the risk of propagation of the 

disease. Although virtually no cases of AIDS had been reported in Mongolia, it must be ready to meet the 

danger. His delegation looked forward to help from W H O in ensuring that readiness. 

Mongolia wholeheartedly supported the draft resolution. 

Dr W A N G Fenglan (China) said that the reports gave an excellent picture of the detailed research being 

done throughout the world on HIV infection and AIDS. Although progress had been made in the search for 

drugs for the treatment of AIDS, predictions by W H O of the numbers who would become HIV-infected by the 

year 2000 revealed a very serious epidemiological situation. The fight against HIV infection and AIDS was not 

only a medical problem but also involved education and social behaviour. The 1992 update of the global 

strategy provided a sound basis for improving health education and the status of women as means of 

preventing HIV infection and creating a better environment for the success of prevention programmes. His 

delegation approved the policy of regionalizing GPA，s activities. 

A few drug users had become HIV-infected in southern China. The Government had drawn up a 

national AIDS prevention and control strategy and a medium-term plan was being implemented with the help 

of WHO. The plan included a national AIDS prevention and control committee and fund, a national network 

to diagnose AIDS and the holding of a conference to recommend measures aimed at preventing discrimination 

against HIV-infected persons and AIDS sufferers. A major information campaign had been conducted on the 

occasion of World AIDS Day. 

W H O should promote efforts to combine the work of governments, individuals and social groups in 

multisectoral programmes designed to fight the AIDS pandemic. 

The Chinese delegation supported the draft resolution. 

Ms VALLE (Norway), while welcoming the fact that national AIDS committees and programmes were to 

be strengthened in the 1992-1993 plan of action, said that intersectoral cooperation needed further 

improvement, especially at national operational levels. Cooperation within the United Nations system was also 

important to take advantage of each organization's expert knowledge in specific fields. Applied or operational 

research was especially needed, to cover not only the biomedical but also the socioeconomic behavioural 

aspects of the problem. Multidisciplinary research should be intensified. There should be more extensive 

studies of the human rights implications of AIDS control. Women and children were particularly threatened 

by AIDS, especially in Africa - something which could be given greater emphasis in GPA's research or budget 

priorities. GPA was at present relying on funding from a small number of donor countries. Efforts must be 

made to obtain increased funding from a greater number of countries and funds should also be allocated from 

WHO's regular budget. The problem of AIDS should not be dealt with in isolation from public health care, 

especially at country level. Her delegation wished to cosponsor the draft resolution before the Committee, as 

amended, and suggested a further amendment to operative paragraph 4(6), namely to insert the words "gender-

specific" before the words "prevention and care". 
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Mr OKELY (Australia) advocated an approach to the AIDS problem that would cover its medical, social 

and economic aspects. He welcomed the updating of the global strategy, which proposed new ways of meeting 

the changing priorities; his delegation continued to support the main objectives of the strategy, namely to 

prevent HIV infection, to reduce its personal and social impact and to mobilize and unify national and 

international efforts to combat AIDS. 

His country had a comprehensive HIV/AIDS strategy based on those objectives and adapted to 

Australian social and economic conditions. Statistics showed that the rate at which AIDS cases were being 

diagnosed was levelling out. A nationally coherent set of programmes and policies had been formulated and 

implemented, including effective education programmes. He endorsed the comments made by the delegate of 

the United States concerning the need for more information on the situation in the Pacific region. He also 

noted that the Management Committee of GPA would consider the report of an external panel appointed to 

make a comprehensive assessment of the Programme, which his delegation awaited with interest. 

Dr KPIZINGUI (Central African Republic), welcoming the considerable results achieved in a short time, 

including regionalization, decentralization, adjustment of GPA structures and updating and strengthening of 

strategies, said that those strategies were reflected in his country's programme for the next five years, which 

included the strengthening of the GPA office by the appointment of a doctor who was also an anthropologist, 

the promotion of behavioural research, the establishment of a programme to combat other sexually transmitted 

diseases, as well as a programme for the social marketing of condoms, education on AIDS both in and out of 

school, and active collaboration with nongovernmental organizations. 

Priority had been given to the psychosocial and therapeutic factors affecting HIV-infected persons and 

orphans, but more realistic strategies were required in that area. Regarding mobilization of resources, there 

were frequent delays between the pledging of funds by donors and their final payment, which led to breaks in 

programme implementation. Ways and means should be devised for combating discrimination, which existed 

in a number of countries, even in Africa. Communication between W H O and Member countries should be 

improved through publication of the findings of the many studies and meetings referred to in document 

A45/30. The dissemination of information was an essential part of the strategy and could facilitate exchanges 

between national programmes and promote standardization of control methods. W H O should encourage 

donors to provide equipment, products and medicine for the prevention and treatment of infection, which 

developing countries were often unable to afford. 

Dr KANYAMUPIRA (Rwanda) welcomed the global strategy update, which reflected the gravity of the 

AIDS pandemic and its many repercussions, particularly for the most severely affected African countries. The 

recommendation in the report that AIDS victims should receive the same care as patients suffering from other 

diseases was most important. The health situation in Africa had already been difficult before the advent of 

AIDS. A recent stucfy in his country had shown that the cost of treating AIDS patients was twice that of 

treating other patients. The cost of hospitalization of one AIDS patient during 1990 had been estimated at 

US$ 397 in a country with a per capita GNP of US$ 320. It was therefore essential that W H O and other 

donors should seek to improve the quality of treatment in general and reduce the risk of transmission within 

the health services. His delegation was pleased that a declaration on AIDS was to be made at the O A U 

Summit in order to strengthen high-level political commitment, which he hoped would be reflected in 

subsequent allocations of resources. A regional seminar had been held on community care for AIDS victims, 

and a study of vaccines was under way, with assistance from a W H O expert, to elaborate a national plan for 

research and development on an anti-HIV vaccine. His delegation was in favour of increased regionalization 

of the AIDS programme and supported the draft resolution, as amended. 

Mrs KNOX (Canada) said that her delegation was pleased to cosponsor the draft resolution. As AIDS 

continued to spread throughout the world, the need for prevention increased, and W H O and all Member 

States were aware of the need for more creative approaches. Although abstinence or the use of condoms 

represented a first step, research into effective prevention strategies, especially for adolescents, was urgently 

needed. It was important to have open discussion about AIDS prevention and the care of AIDS victims in 

both the family and the community, and to provide education on AIDS for health care workers and 

schoolteachers, which was essential if attitudes were to be changed and effective prevention and non-

discriminatory care established. . 

Dr ROJANAPITHAYAKORN (Thailand) thanked W H O for its strong leadership in coordinating efforts 

to combat the spread of AIDS. The AIDS situation in his country had changed rapidly from one of 

transmission among homosexuals and injecting drug users to one of heterosexual transmission, and strategies 

had been adjusted accordingly. The AIDS prevention and control programme was currently being 
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implemented through the Seventh National Economic and Social Development Plan (1992-1996) and had been 

further supported by a number of resolutions adopted by the Thai National AIDS Committee and by the 

Government's commitment to allocate funds for the implementation of all relevant plans. Health education 

and public information on AIDS was provided through the media and in the national primary and secondary 

education curricula. A further programme was aimed at enforcing the use of condoms in sex establishments. 

However, poverty, low educational levels, low social status and other socioeconomic factors left some 

individuals, such as sex workers, with little power or freedom to insist on the use of condoms. It was hoped, 

nevertheless, that the condom programme would prevent the spread of HIV infection among such sections of 

the population. He thanked W H O for its assistance to Thailand in the development of a national plan for 

HIV/AIDS vaccine development and evaluation. As the screening of all blood donations was an effective 

means of reducing HIV transmission, he proposed an amendment to the draft resolution before the 

Committee, namely to insert the words "for the screening of all blood donations" after the phrase "blood 

transfusion services that provide" in operative paragraph 2(4). 

Dr CHIMIMBA (Malawi) said that his Government, with W H O assistance, had established a national 

AIDS control programme and a multisectoral national AIDS committee which provided policy guidelines and 

leadership. The programme emphasized information, education and communication aimed at young people 

both in and out of school and the public in general. Confidential counselling was provided and blood for 

transfusion was screened. Efforts were being made to improve sterilization practices in all health care 

facilities. His delegation welcomed the emphasis on the treatment of sexually transmitted diseases and on care 

for AIDS victims, and recommended that management of sexually transmitted diseases should also include 

appropriate counselling. A community-based multisectoral approach was required, in which women's 

organizations and other nongovernmental organizations could play a useful role. A recent meeting on HIV 

infection and AIDS in southern Africa held in Malawi had emphasized the need for political commitment, 

respect for human rights, emphasis on certain sections of the population and regional and international 

collaboration in dealing with the AIDS pandemic. His delegation thanked W H O for mobilizing resources for 

vaccine and drug development. His country was ready to participate actively in conducting field trials for some 

of the therapeutic vaccines. He also thanked the bilateral and multilateral donors for their financial and 

technical assistance, although further resources were still required. His delegation supported the draft 

resolution, as amended. 

Dr SADRIZADEH (Islamic Republic of Iran) said that the rapid increase in the number of HIV 

infections and AIDS cases in the developing countries showed that what had appeared to be a disease of 

developed countries, mainly affecting young homosexuals and intravenous drug abusers, was also going to be a 

problem for developing countries and was being transmitted mainly through heterosexual contact. 

Efforts to prevent HIV infection, provide care for those already infected and reduce the socioeconomic 

impact of the disease remained relevant strategies for the prevention and control of AIDS. 

In the absence of an effective vaccine or cure for HIV infection, education on how HIV was transmitted 

and how exposure to it could be reduced or eliminated was the most important means of preventing its spread. 

Such education should target those people whose behaviour placed them at risk of HIV infection. Therefore, 

national programmes for the prevention and control of AIDS should place their main emphasis on health 

education and information. 

In that context, prevention of promiscuity should be given top priority. Travellers should be warned of 

the risks, especially in those countries with a high prevalence of HIV infection. Students coming from or 

studying in those countries should be considered as a high-risk group and checked for HIV. 

Discrimination against people with HIV infection or AIDS was to be avoided; indeed they should be 

considered as in need of medical and moral support. 

High priority should be given to epidemiological surveillance as a means of monitoring the trends in HIV 

infection and determining priority groups for preventive measures. 

His delegation recognized WHO's leadership role in the combat against AIDS and fully supported the 

draft resolution, as amended. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) welcomed the measures that had 

been taken to reorganize GPA and sharpen the focus of its activities. 

His Government had already pledged £ 4.65 million in 1992 for the prevention and control of AIDS and 

supported the priority given by GPA to an integrated and multisectoral response for dealing with the health, 

economic and social consequences of HIV infection and AIDS. 

The efforts made by GPA to focus attention on women and children should be encouraged and 

developed, particularly by providing education for schoolchildren before they became sexually active. 
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He fully supported the efforts to counter complacency regarding the threat of AIDS and discrimination 

against people with HIV infection and AIDS. It was to be hoped that W H O would continue to make 

representations to governments that continued to practise discrimination. 

Although he agreed with the increased emphasis on the provision of health care for those infected with 

HIV, it must be remembered that some countries lacked the necessary means and infrastructure for that 

purpose. 

GPA should be encouraged to continue its role in promoting the application of ethical guidelines for 

research, especially in the development of drugs and HIV vaccines, and to continue discussions with 

pharmaceutical companies for the supply of drugs to developing countries at affordable prices. 

Efforts to improve the management capacities of national AIDS programmes were encouraging, but 

greater attention to the evaluation of the Programme's activities at country and regional level was required. 

He would particularly welcome an evaluation showing which interventions had enabled people at risk to reduce 

the likelihood of HIV infection and/or mitigate the consequences of infection for themselves, their families 

and society. That was absolutely vital in enabling national governments and donor agencies to decide how to 

allocate scarce resources. GPA should also assess whether there had been any improvements in the support 

given to national AIDS programmes as a result of devolution. In his opinion, devolution to the community 

level was important for the Programme's implementation. 

He welcomed the transfer of the sexually transmitted diseases unit to GPA. However, there were several 

organizations outside W H O also involved in HIV and AIDS work; cooperation between them, and also with 

the World Bank and IPPF, was therefore essential. 

In regard to the Nigerian delegate's remarks about Professor Duesberg，s article in the Sunday Times 
newspaper, which had cast doubt on the link between HIV and AIDS，Professor Duesberg had quoted 

Mr J. Maddox, editor of Nature, in support of his views, but Mr Maddox had publicly dissociated himself from 

Professor Duesberg's work. It was the view of his delegation, the British Government's Chief Medical Officer, 

officials from the Department of Health and the Secretary of State that the public must be truthfully informed; 

there was no doubt that HIV was responsible for AIDS, although knowledge of the ways in which HIV caused 

AIDS was incomplete. 

Dr D E V O (Togo) congratulated the African Ministers of Health, the Secretariat of O A U and the W H O 

Regional Office for Africa on their success in having AIDS placed on the agenda of the next O A U Summit at 

Dakar. Political commitment should result in greater health promotion, which was essential for development. 

In Togo until recently HIV and AIDS had been taboo subjects. However, as the number of AIDS cases 

had risen from 20 in 1988 to 628 in 1991, and as 1.5% of pregnant women and 43% of prostitutes had been 

found to be HIV-positive, a national intersectoral committee had been set up in cooperation with W H O whose 

main tasks were to introduce a new organizational structure, carry out epidemiological monitoring with better 

distributed and targeted sentinel sites, increase information, education and communication aimed at controlling 

communicable diseases, sexually transmitted diseases, AIDS and tuberculosis, facilitate the marketing of 

condoms, establish a multisectoral unit for the care of patients, and conduct more laboratory work aimed at 

securing safe blood transfusions. 

ТЪе sociopolitical situation in Togo was particularly unstable but he hoped that support could be given to 

the medium-term programme in his country as soon as it had settled down. He was in favour of the 

decentralization of the Programme, which was in keeping with the general decentralization of the health system 

in Togo. He fully supported the draft resolution, with the proposed amendments and his delegation wished to 

be included among the cosponsors. 

Dr AL-GASSEER (Bahrain) observed that health workers who cared for AIDS patients were not 

mentioned in the Director-GeneraPs report. They provided intensive care and used skin-piercing instruments, 

which could lead to their infection with HIV. In view of the need for guidelines on protection against HIV 

infection and to allay health workers' fears, an item should be added to operative paragraph 2 of the draft 

resolution calling upon Member States to focus attention on the education of health workers, and especially 

nurses and midwives who cared for AIDS patients. 

Professor ZOUGHAILECH (Algeria) said that his country had 269 HIV-positive cases and more than 

100 AIDS cases, 73% of them among young adults. 

WHO's support had enabled blood to be screened in 80% of cases. Four care units had been set up two 

years earlier and an epidemiological monitoring system had been established. In addition, a communication 

and education programme had been in operation for more than three years. However, despite WHO's 

collaboration, more needed to be done at regional and interregional level, especially in respect of education, 

epidemiological monitoring and care units. 
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Algeria fully supported the draft resolution. 

Dr GONZÁLEZ CARRIZO (Argentina) said that under a law passed by Congress in 1990 a national 

AIDS programme had been approved by the Federal Health Council. 

The measures advocated in the programme were largely in line with the global AIDS strategy and 

included prevention of HIV infection through health education, the dissemination of information by the media, 

telephone consultations and social security cover for serological tests. In addition, the most recent programme 

had provided for free access to HIV screening and for treatment free of charge. 

A law had been passed by Congress formally banning all discrimination against those with AIDS and the 

principle had won wide acceptance among the population, in the press and among politicians. 

National and international support had been provided through nongovernmental organizations, and his 

delegation also thanked WHO , РАНО, and the European Community for their assistance. 

His delegation supported the draft resolution with the proposed amendments. 

Dr V O U M A R D (United Nations Children's Fund) said that W H O remained UNICEF's closest partner 

in AIDS prevention. UNICEF's programme approach to HIV and AIDS prevention should indeed be viewed 

as an operational extension of the global strategy. 

As AIDS would probably remain a major public health problem, particularly in the developing world, for 

decades to come, UNICEF’s programmes of cooperation in all countries had to include measures for HIV 

prevention, community-based care and family support. 

Improved information and education on HIV infection and AIDS were needed in order to protect 

maternal and child health and programmes had to target young people in particular, since they were 

increasingly at risk. 

In close collaboration with W H O and other partners, UNICEF would seek to further promote an 

environment that was supportive to youth, vigilant against its exploitation and informative on reproductive 

health issues and the transmission of HIV. Successful examples of in-school and out-of-school programmes 

that could serve to spread information among families, young people and communities at large should be 

selected. 

UNICEF would seek to vigorously promote the Convention on the Rights of the Child, particularly as it 

related to the protection of children and youth from sexual exploitation. AIDS orphans often experienced 

significant hardship, developmental trauma and even exploitation, and street children were widely recognized 

as particularly vulnerable to HIV infection. 

UNICEF also recognized the need to step up activities for primary prevention of sexually transmitted 

diseases and to ensure better access to and use of treatment facilities. His organization would therefore 

continue to cooperate with GPA and other partners in the provision of materials for the diagnosis and 

treatment of sexually transmitted diseases on the basis of sustainable financial arrangements. 

Dr HAN (Regional Director for the Western Pacific), replying to the questions by the delegates of the 

United States of America and Australia, said that so far the total number of AIDS cases reported in the 

Western Pacific Region was less than 1% of the world total; 93% of the cases reported in the Region had 

occurred in three countries: Australia, Japan and New Zealand, and most had been men, with women 

comprising only 0.04%. Of the 4192 cases, 2479 had resulted in death. About 23 000 persons were estimated 

to be HIV-infected. The number of reported cases was believed to be a reliable statistic, but the reported 

number of infected persons could well be multiplied by five, giving a total of approximately 100 000. 

Of the AIDS cases and infected persons surveyed, about 36.5% had contracted the disease through 

homosexual/bisexual transmission, 4% through heterosexual transmission, 1.1% through homosexual/bisexual 

transmission/intravenous drug use, 8.4% through intravenous drug use, 0.9% through blood transfusion, 8.0% 

owing to haemophilia，0.2% via the perinatal route, and 40.8% through unknown modes of transmission. 

Trends of infection observed between January 1991 and January 1992 showed an increase in the 

homosexual mode of transmission by 31.4%, the heterosexual mode by 92% and the intravenous drug use 

mode by 81.8%. A survey made among commercial sex workers showed that it might only be a matter of time 

before evidence of increasing HIV prevalence was observed among heterosexuals and intravenous drug users. 

To prevent the further spread of the disease from neighbouring countries, 24 of the Region's 

35 countries and areas had developed short- or medium-term plans in accordance with the GPA strategy 

framework. The necessary financial resources had been provided by the Global Programme on AIDS at 

headquarters: in 1991, US$ 3 million had been received for country activities and US$ 2 million for 

intercountry activities. He wished to thank the Director-General, GPA and the donors for their support. It 

was to be hoped that the efforts being made by Member States would curtail the further spread of AIDS in the 

Western Pacific Region. 
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Dr MONEKOSSO (Regional Director for Africa) thanked the international community for its 

unprecedented support to the countries of the African Region, where nothing less than a ni^itmare was 

unfolding. That support had increased the need for W H O to play its role of coordinating agency for external 

contributions to national efforts. The Regional Office was pleased that AIDS would be on the agenda of the 

O A U Summit for the first time. It also welcomed the revised global strategy, which was in keeping with the 

multisectoral approach espoused in the past few years by countries in their struggle against AIDS. The health 

sector's basic contributions to the struggle were still laboratory support and blood safety, epidemiological 

surveillance and patient management and counselling, but it was becoming clear that AIDS-related work would 

increasingly have to be community-based, with home care as a key element. 

Because of the exponential growth of the Programme in the African Region, management had sometimes 

been a problem. The Regional Office was now endeavouring to ensure that resources made available to 

countries were used as effectively as possible. It had established a system of audits in which physicians, 

epidemiologists and management experts visited countries systematically to ensure that programme 

implementation proceeded as planned and that budgetary and financial procedures were clear-cut. He had met 

the directors of United Nations agencies and bilateral organizations to determine how they could best share 

out the burdens and responsibilities of AIDS prevention and control, it being understood that W H O was the 

focal point for such efforts. It was to be hoped that discussions at global level would support regional 

initiatives so that WHO's work to strengthen national efforts against AIDS would be as effective as possible. 

Dr MERSON (Global Programme on AIDS) thanked delegates, on behalf of the Director-General and 

the Programme's staff, for their many helpful suggestions. They would all be taken into account in the 

planning and implementation of activities. 

On the question of mobilizing more resources, in 1991, the Programme had received some 

US$ 87 million in undesignated funds from 19 donors and had spent it all. For 1992-1993, a programme 

budget of some US$ 190 million had been approved, but a contingency budget of US$ 150 mülion had had to 

be implemented because of a shortfall of pledges. In general, AIDS prevention and control activities lacked 

resources throughout the world: a multifaceted approach was needed. First, governments must increase both 

their political commitment and the national resources allocated to the problem. Secondly, bilateral agencies 

must be induced to provide more resources than they did at present. Thirdly, funds must be sought from the 

private sector, which must be alerted to the actual impact in terms of a great many deaths of young men and 

women and persuaded that an investment in prevention would go a long way towards avoiding greater expense 

later. Finally, multisectoral action must be emphasized in order to secure increased support for AIDS 

prevention and control from development agencies, including the Bretton Woods institutions. 

Regarding WHO's views on recent questions in the press about the cause of AIDS, it had been 

established without doubt, on the basis of epidemiological and virological evidence, that HIV was the causal 

agent. There was also no doubt that AIDS was a sexually transmitted disease which, like some others, could be 

transmitted through infected blood and from mother to child. The detailed mechanism whereby HIV infection 

led to AIDS was not yet fully understood, and the possibility that other infections or cofactors might hasten the 

process was an important area of research. Such research might discover new ways to delay the progression of 

HIV infection to AIDS, but it was not likely to result in a cure for HIV-infected persons. Prevention of HIV 

infection remained the only way to control the pandemic. Alternative hypotheses as to the cause of AIDS gave 

a convenient excuse for not changing sexual behaviour and offered hope for a cure, but they carried the great 

risk of creating further denial and complacency, thereby endangering the efforts to slow down the pandemic. 

Concern had been expressed about breast-feeding and HIV transmission. He agreed that the subject 

presented an exceptional number of dilemmas, especially ethical ones, and a recent joint WHO/UNICEF 

consultation had struggled with them. All the available data had been carefully considered and scenarios 

mapped out comparing the risk of a baby's dying of HIV through breast-feeding with its dying if denied breast-

feeding's benefits. A consensus statement adopted as a result of the consultation pointed out that the best way 

to prevent HIV transmission to newborns was to prevent women of child-bearing age from becoming infected. 

The research required on the subject would be vigorously pursued and the issue kept under close review. 

As to how countries could decrease the cost of screening and confirmatory tests for HIV, the W H O 

Weekly Epidemiological Record was about to publish new guidelines that greatly simplified HIV antibody 

detection. Two major advances had been made. First, GPA was now recommending that initial and 

supplemental testing be done through less expensive tests such as ELISA and other simple or rapid assays; in 

the past it had been necessary to use the far more expensive Western Blot test. Secondly, the Programme had 

negotiated with manufacturers of the simple tests and had succeeded in bringing down their prices by 30-50% 

when bulk-purchased by W H O . The use of the new guidelines should result in considerable savings for 

national AIDS programmes. W H O also recommended that blood be screened for hepatitis В and syphilis. 
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Regarding the concerns raised about WHO's collaboration with nongovernmental organizations, and 

particularly its implementation of resolution WHA42.34, so many activities had been carried out in that area 

that he found it difficult to summarize them but would give the following examples. The establishment of 

many nongovernmental organization networks had been facilitated; national AIDS programmes had been 

recommended to make available at least 15% of their resources from the W H O Trust Fund to 

nongovernmental organizations; the medium-term planning process had been revised to ensure greater 

participation of nongovernmental organizations in the planning and implementation of national programmes; 

posts were being established in four Regional Offices for persons working with such organizations in AIDS 

activities; and 30 projects had been financed in 1991 through the Partnership Programme, which supported 

activities carried out by such organizations alone and in partnership with governments. A six-point action plan 

had been developed that called for increasing the number of nongovernmental organizations working on AIDS 

at community level and strengthening their management capability, increasing collaboration between such 

organizations and national AIDS programmes and among nongovernmental organizations, enhancing their 

technical, AIDS-related knowledge so they could be effective in the field, and improving liaison work on NGO-

related matters within the Global Programme itself. 

A number of delegations had expressed concern about the need for donor coordination at country level: 

that had become increasingly important as more and more international and bilateral agencies provided 

support to national AIDS programmes. The W H O / U N D P Alliance to Combat AIDS offered the best way of 

achieving such coordination. It provided national programmes with the required policy and technical inputs 

into health and other sectors through WHO , and with assistance in ensuring their full integration into overall 

national development policies and priorities through UNDP. The Alliance served as a framework enabling 

activities supported by other United Nations agencies to be well coordinated with those of UNDP and W H O 

and integrated into the plan of the national AIDS programme, but in the end, the national plan must provide 

the foundation for sound interagency coordination. The Programme's Management Committee was currently 

examining methods to improve even further coordination among multilateral and bilateral agencies and 

nongovernmental organizations at country and global level. 

Some delegates had stressed the need for greater attention to the care and support of HIV-infected 

persons, and that would be a growing requirement as the number of AIDS cases increased sevenfold by the 

year 2000. A new unit on Health Care Support had been established in GPA; it was exploring many 

important issues. For example, the existing health care and social support systems in many developing 

countries would clearly not be able to give all the care and support needed without the establishment of 

community-based approaches. In 1991, GPA had organized workshops in Uganda and Rwanda to discuss early 

experiences in community-based care in English- and French-speaking African countries, and had reached 

agreement on research priorities in that area. It was currently providing guidance to governments and 

nongovernmental organizations on how to strengthen existing approaches and ensure their continuity. The 

studies now under way would soon provide more information on the most cost-effective means for furnishing 

such care. In future, great challenges would be faced in that area, including the provision of support for a 

growing number of AIDS orphans, estimated to total 10 million by the year 2000. 

A number of delegates had expressed concern about access of developing countries to new drugs and 

vaccines. They needed not only antiretrovirals but, more important, preventive and curative drugs for the 

infections such as tuberculosis and candidiasis that occurred in many AIDS patients. GPA, together with the 

Action Programme on Essential Drugs, had been working hard with the pharmaceutical industry to devise 

approaches acceptable to all parties to make AIDS drugs and vaccines available to everyone in need. In May 

1991, the International Federation of Pharmaceutical Manufacturers Associations, WHO , UNDP and 

representatives from 18 pharmaceutical companies had met to review the status of the AIDS pandemic. They 

had made a commitment to work together in supporting research and development of new AIDS drugs and 

vaccines in developing countries and in making those that had already been developed more accessible. 

As for the request that the Programme accelerate its development of indicators for assessing the progress 

and impact of national AIDS programmes, no activity was being given higher priority. Since the objective was 

to chart changes in sexual behaviour, it was a difficult area, but a set of 织obal indicators that could be used by 

countries for reporting in 1993 was close to completion. The Programme was currently developing simplified 

approaches to treatment of sexually transmitted diseases, with special attention to providing better services for 

women, who tended to have asymptomatic infections and sought care less often than men. 

Reports that suggested HIV could have been transmitted through polio vaccine in the 1950s had been 

mentioned. The polio vaccines used decades ago in Africa were currently being tested for evidence of 

contamination by simian immunodeficiency virus. Even if such contamination were found, it was virtually 

impossible that HIV could have evolved from that virus within the time period postulated. The suggestion was 

thus without scientific basis and must be seen as yet another attempt to trace the origin of the AIDS 

epidemic - an exercise of historical interest only, which would in no way enhance the effectiveness of HIV 
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prevention or AIDS treatment. The biological safety procedures in place since 1974 for the preparation of all 

polio vaccines prevented the presence of retroviruses such as HIV, and the vaccines were safe for use in all 

populations. 

He had noted the request that the theme for World AIDS Day be announced as early as possible and 

hoped to do so, although the main consideration was that the themes should be topical and reflect emerging 

issues in AIDS prevention and care. 

One delegation had pointed to the need to assess the cost and effectiveness of action to prevent AIDS. 

The Programme was devoting a great deal of attention to such efforts through a review of existing impact and 

costing data and by supporting research in areas where more information was needed. It had recently 

documented the high cost-effectiveness of social marketing programmes for condoms in reducing HIV 

transmission, provided that programmes were targeted on individuals at greatest risk of infection. The 

effectiveness of approaches using the mass media and peer education, when properly designed, was also 

encouraging. 

Concern had been expressed about activities directed towards prevention of HIV infection in women. A 

recently drafted strategy on women and AIDS dealt with many aspects of the epidemic as it affected women. 

The strategy was being developed further and would be incorporated into the six-year strategic plan for the 

period 1994-1999. The Programme was highly concerned about the increasing rates of HIV infection in women 

and was incorporating "gender-specific approaches" into its recommendations for design of prevention and care 

activities. 

He was grateful to all delegates for their comments and would maintain GPA's full commitment to 

supporting national AIDS programmes and providing global leadership and coordination. One delegate, 

referring to the silver lining in every cloud, had rightly pointed out that AIDS had centred attention on such 

long-nê ected but important issues as blood safety, treatment of sexually transmitted diseases and infection 

control procedures. But those were not the only rays of hope on the horizon. There was increasing evidence 

that sexual transmission of HIV could be reduced by designing education programmes that were culturally 

appropriate and relevant and by treating other sexually transmitted diseases whose presence facilitated the 

spread of HIV. If efforts could be focused on those two major interventions, the lessons of the past learned, 

AIDS and sexual behaviour brought up for discussion openly and frankly, and the discrimination that so often 

undermined public health efforts opposed, progress could be made in slowing down the pandemic. 

Many speakers had mentioned international solidarity, and it had been achieved in connection with AIDS 

to a degree not seen in many other areas. Even greater solidarity must be achieved, however, to meet the 

increasing needs for care while preventing the further spread of HIV, thereby avoiding the "demographic 

nightmare" referred to by one delegate. In coming decades, as another delegate had pointed out, solidarity 

that rested on many shoulders and that extended to every country touched by the AIDS pandemic would be 

needed. Only true and sustained solidarity, at the global scale, would enable the challenges ahead to be met. 

Mr BAIER (Austria) said that the amendments proposed during the previous meeting had been 

circulated to members of the Committee in writing. The latest amendments were as follows. In 

subparagraph 2(4), the words "for the screening of all blood donations" should be inserted between "provide" 

and "counselling". A new subparagraph, numbered 8, was to be added to operative paragraph 2, to read: "to 

stress the importance of educating health professionals, especially nurses, and provide counselling and support 

services to those who give care to AIDS patients". In subparagraph 4(6), the phrase "prevention and care" 

should be replaced by "gender-specific prevention as well as strategies for care". 

Mr DOUGLAS (Jamaica) recalled that the delegate who had proposed a new subparagraph 2(8) had 

specifically mentioned midwives as well as nurses, but that reference had been omitted. He proposed the 

insertion of the words "and midwives" after "nurses". 

The draft resolution on the global strategy for the prevention and control of AIDS, as amended, was 
approved by consensus.1 

The CHAIRMAN expressed his regret that owing to shortage of time it had not been possible for certain 
delegates to take the floor in the discussion. 

The following delegates, under the special authority of the Chairman，handed in statements for inclusion 
in the summary record subsequent to the discussion on this item: 

1

 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution W H A 4 5 . 2 4 . 
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Dr DALLAL (Lebanon) expressed approval of the draft resolution recommended by the Executive 

Board, with the proposed amendments. 

Lebanon thanked W H O for the financial and technical support provided for the national programme for 

the control of AIDS, which conformed in its broad operational aspects to the course charted by the 

Organization. The medium-term plan relating to the programme was currently under consideration. The 

Regional Office for the Eastern Mediterranean had organized several training courses and workshops on the 

goals of the programme, as well as the evaluation of its progress. Staff of the programme were monitoring 

cases, providing health guidance, undertaking laboratory tests for the diagnosis of the disease, and following up 

cases confidentially, particularly with a view to the monitoring and surveillance of the prevalence of the disease 

among susceptible population groups. 

Mrs LUETTGEN ROS (Cuba), noting the dramatic figures presented in the report, said that the 

situation and prospects required the attention and efforts of the Health Assembly. Cuba's national programme 

for prevention and control of AIDS, taking into account the country's geographical, social and political features 

as well as its epidemiological characteristics and the circumstances within the national public health system, 

had been revised in 1991 to take into account the need for reorientation of certain activities and services, but 

the strategy remained largely unaltered: primary prevention, with health education, particularly for the sexually 

active population; case-finding with serological tests of people at special risk; secondary prevention with 

epidemiological control, including inpatient care for infected people; prevention of perinatal transmission, with 

serological tests of all pregnant women; prevention of transmission through blood and blood products, with 

testing of all blood donations. 

With that strategy, if there had been any increase in the spread of the virus it had not followed the 

geometrical progression observed in most countries. The health education and information measures were well 

institutionalized, with national and provincial centres, counselling services in polyclinics and involvement of the 

mass media, and the efforts were coordinated multisectorally under the competent ministries. The office in 

Havana for counselling and information on AIDS was run with the help of AIDS sufferers. A firm basis in 

community participation was essential to ensure that the educational message continued to be heard. 

Some 12 million serological tests had been carried out between 1986 and April 1992. There had been 

766 positive results, 550 in males, 216 in females. There had been 116 confirmed cases of AIDS, with 65 

deaths. 

National technology and production of reagents had kept costs down while ensuring broad coverage of 

AIDS cases and HIV. Most seriously affected was the 20-24 year age group (30.9 per 100 000)，followed by 

the 25-29 year age group; among females the age group 15-19 was highly represented. The average age of 

people found to be seropositive was falling. 

There were 11 AIDS centres with 721 beds, permitting local treatment of patients, including social and 

psychological care, and measures for prevention of transmission and application of various control methods, 

surveillance involving staff and the family, and social integration. Treatment was free under the State-financed 

programme. 

2 . UNITED NATIONS JOINT STAFF PENSION FUND: I tem 3 5 of the A g e n d a 

Annual report of the United Nations Joint Staff Pension Board: I tem 35.1 of the A g e n d a 
(Document A 4 5 / 3 2 ) 

Mr AITKEN (Assistant Director-General), introducing the item, said the Health Assembly was invited to 

take note of the information contained in document A45/32 including the status of the operations of the 

United Nations Joint Staff Pension Fund. 

The CHAIRMAN said that, in the absence of any comment, he would take it that the Committee wished 

to convey the following draft decision to the plenary Health Assembly. 

Decision: The Forty-fifth World Health Assembly noted the status of the operation of the United 

Nations Joint Staff Pension Fund, as indicated in the annual report of the United Nations Joint Staff 

Pension Board for 1990，and as reported by the Director-General.1 

1

 Decision W H A 4 5 ( 1 1 ) . 
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Appointment of representatives to the WHO Staff Pension Committee: Item 35.2 of the Agenda 
(Document A45 /33 ) 

The CHAIRMAN said that the item covered the appointment of two members and two alternate 

members of the W H O Staff Pension Committee to replace those whose terms were expiring, in accordance 

with a rotation schedule that allowed all the regions to be represented. The terms of office of the members 

and of the alternate members designated by the Governments of Colombia, Democratic People's Republic of 

Korea, Nigeria and Papua New Guinea expired at the closure of the Forty-fifth World Health Assembly. The 

Committee might therefore wish to recommend to the Health Assembly that it appoint its new representatives 

on the W H O Staff Pension Committee by selecting four Member States from among those entitled to 

designate a person to serve on the Executive Board. The persons appointed would then be members or 

alternate members of the W H O Staff Pension Committee to the end of their mandate on the Executive Board. 

As the practice of the Health Assembly in the past had been to ensure that the W H O regions were 

equitably represented on the W H O Staff Pension Committee, the Health Assembly might wish to make its 

selections from regions no longer represented on the Committee, namely from the following regions: Africa, 

the Americas, South-East Asia and the Western Pacific. He asked for nominations for a member of the 

Executive Board from the African Region to serve as a member of the Committee. 

Dr WILLIAMS (Nigeria) proposed the member of the Board designated by the Government of Senegal. 

The CHAIRMAN stated that, in the absence of objections, he took it that the Committee wished to 

recommend to the Forty-fifth World Health Assembly that it appoint the member of the Executive Board 

designated by the Government of Senegal to serve as a member of the W H O Staff Pension Committee. 

It was so decided. 

The CHAIRMAN called for nominations for a member of the Executive Board from the South-East Asia 

Region to serve on the W H O Staff Pension Committee. 

Dr KUMARA RAI (Indonesia) proposed the member of the Board designated by the Government of 

Mongolia. 

Mr DHAKAL (Nepal) seconded the proposal. 

The CHAIRMAN said that, in the absence of objections, he took it that the Committee wished to 

recommend to the Forty-fifth World Health Assembly that it appoint the member of the Executive Board 

designated by the Government of Mongolia to serve as a member of the W H O Staff Pension Committee. 

It was so decided. 

The CHAIRMAN called for nominations for a member of the Executive Board from the Region of the 

Americas to serve as alternate member on the W H O Staff Pension Committee. 

Mr SALAZAR (Colombia) proposed the member of the Board designated by the Government of 

Canada. 

Mr DOUGLAS (Jamaica) seconded the proposal. 

The CHAIRMAN said that, in the absence of objections, he took it that the Committee wished to 

recommend to the Forty-fifth World Health Assembly that it appoint the member of the Executive Board 

designated by the Government of Canada to serve as an alternate member of the W H O Staff Pension 

Committee. 

It was so decided. 

The CHAIRMAN called for nominations for a member of the Executive Board from the Western Pacific 

Region to serve as alternate member on the W H O Staff Pension Committee. 

Dr ТАРА (Tonga) proposed the member of the Board designated by the Government of China. 
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Dr N Y M A D A W A (Mongolia) seconded the proposal. 

The CHAIRMAN said that, in the absence of objections, he took it that the Committee wished to 

recommend to the Forty-fifth World Health Assembly that it appoint the member of the Executive Board 

designated by the Government of China to serve as an alternate member of the W H O Staff Pension 

Committee. 

It was so decided. 

The CHAIRMAN announced that, in the light of the agreements reached, the following draft decision 

would be included in the Committee's report to the plenary: 

Decision: The Forty-fifth World Health Assembly appointed the members of the Executive Board 
designated by the Government of Senegal and the Government of China as member and alternate 
member, respectively, of the W H O Staff Pension Committee, the appointments being for a period of one 
year, and the members of the Executive Board designated by the Government of Mongolia and the 
Government of Canada as member and alternate member, respectively, of the Committee, the 
appointments being for a period of three years.1 

3. FIFTH REPORT OF COMMITTEE В (Document A45 /57 ) 

Mr LARSEN (Secretary) read out the draft fifth report of Committee B. 

The report was adopted.2 

4. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 

completed. 

The meeting rose at 18hl5. 

1 Decision WHA45(12). 
2

 See document W H A 4 5 / 1 9 9 2 / R E C / 2 . 
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